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Moral Distress in Primary Care Medicine

 Paradox: Tensions between contradictory yet interdependent elements that persist

over time (Schad et al., 2016)

« Commercial-Social (Sharma & Bansal, 2017)
« Short-term-Long-term (Sharma & Bansal, 2015)
« Cost-Care (Pradies, 2023)

* Moral phenomena: issues relating to society’s generally accepted standards for
good/bad behaviour (Fairhurst & Putnam, 2023)

 Power relations: negotiated configurations of social order that differentially shape

actors’ ability to behave — or influence others to behave —in accordance with their will
(Fairhurst & Putnam, 2023)


Presenter Notes
Presentation Notes
Paradox: refers to tensions between contradictory yet interdependent elements—known as paradox “poles”—which exist simultaneously and persist over time. Examples of such tensions include commercial-social, short-term & long-term, cost-care.

Moral phenomena: relate to society’s generally accepted standards for good/bad behaviour.

Power relations: refer to dynamic and perpetually negotiated configurations of social order that differentially shape actors’ ability to behave—or influence others to behave—in accordance with their will


Moral Distress in Primary Care Medicine

Research questions yet to be explicitly investigated:

 How do individuals cope and respond when imbalanced power relations prevent

them from engaging morally important paradox poles?

 Are there certain configurations of power relations that could unleash the

generative potential of moral asymmetries in paradox?

Our research question:

How do power relations influence the experience of paradox when it entails moral

asymmetries, and how do individuals respond?


Presenter Notes
Presentation Notes
Our review of the paradox literature revealed that researchers have yet to explicitly examine the links between paradox, moral phenomena, and power relations, leaving important questions unanswered. For instance, how do individuals cope and respond when imbalanced power relations prevent them from engaging morally important paradox poles? Moreover, are there certain configurations of power relations that could unleash the generative potential of moral asymmetries in paradox? Given that existing research provides only indirect and limited insights into such questions, our study asks: How do power relations influence the experience of paradox when it entails moral asymmetries, and how do individuals respond?  



Cross-national Research Project on Meaningful and

Meaningless Work in Primary Care Medicine



Presenter Notes
Presentation Notes
To answer these questions, we turned to data from a cross-national project that has been active since 2024. 
Originally set up by me and my colleague James Greenslade-Yeats to collect data from US family physicians and NZ GPs, we have since been joined by colleagues from several universities in Sweden, and another group from LMU in Germany. 
Started as a qualitative study of meaningful and meaningless work among primary care doctors using semi-structured method
Interviews ranged from 30 – 60 mins
We adjusted questions to probe emergent themes
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Presenter Notes
Presentation Notes
In this study, we explore how doctors’ powerlessness in engaging an underlying cost-care paradox triggers moral distress. We detail how doctors respond to such distress using three “moral boundary management approaches”—Moral self-differentiation, Moral dissociation, and Moral dissociation combined with extra-role moral engagement.
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Presenter Notes
Presentation Notes
Demands for cost-efficiency are driven by systemic factors outside doctors’ control
Doctors feel powerless to do their jobs properly (and provide optimal care) when care imperatives are overridden by demands for cost-efficiency 
Examples include: 
Insufficient time for patient consultations 
Prior authorisations and refusals for higher-priced treatments
Persistent refusals of referrals to secondary service treatments


How do doctors cope with moral distress?
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Presenter Notes
Presentation Notes
Once the moral distress has been triggered or activated, we then explored our data to learn more about the comping mechanisms doctors use to cope with it. 
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How do doctors cope with moral distress?

“| call patients and, like, | talked to someone
for 30 minutes on the phone yesterday as |
was driving home because my patient has
Parkinson's. And her brother's really worried
differentiation about her paranoid delusions and wanted to
brainstorm that with me. So, | just spent a
half an hour on the phone with him. Like, |
didn't get paid for that phone call. But | do it
because | care. And | think, you know, it's the
right thing to do.”

Coping Strategy 1:

Moral self-


Presenter Notes
Presentation Notes
Doctors go above and beyond for patients to morally differentiate themselves from the health system, viewing themselves as moral actors in an amoral or immoral system; by extension, they assume moral responsibility for system deficiencies 
Outcomes: 
We found that doctors’ moral distress was initially reduced by going above and beyond for patients (“sacrificial” work behaviours); work feels highly meaningful
Over time, sacrificial work behaviours become unsustainable, leading to a lowered sense of self-efficacy (unable to help patients); work feels less meaningful and moral distress not only returns but increases 
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How do doctors cope with moral distress?

Coping strategy 2:

Moral dissociation

“...And so that's how l've also managed...I've mentally told
myself it's the system's fault, it's not my fault. So I've
disconnected. You know, if someone's got to wait nine
months or a year to get into the hospital, because that's their
walit list, as sympathetic as | am, that's not me, you know, it's
not my responsibility. It's not ultimately going to be my issue.
It's the patient's issue. So, it sounds a bit brutal, but | think
there's a lot of moral injury you see with the younger GPs,
again, you know, they're idealistic. They probably care more
than | do, but I've learned it, and that's my way of coping. It's
that, you know, if it's something that's outside of my control
and | can't do anything about it, there's no point in my
carrying that.”


Presenter Notes
Presentation Notes
Doctors morally dissociate from their clinical roles in the health care system, viewing themselves as powerless to act morally in an amoral system; by extension, they abdicate moral responsibility for system deficiencies
Outcomes: 
Moral distress reduced (avoiding burnout and moral injury)
Work becomes less meaningful; in extreme cases, relationships with patients may feel transactional or even burdensome
Doctors seek meaning in other part of their lives (e.g., family commitments)


Coping strategy 3:
Moral dissociation
combined with
extra-role moral

engagement.

“| think | may have hinted at one [of my coping
strategies] earlier, of | try to be more accepting
of the system around me....in the moment, it's
not very helpful to get upset or mad or project it
on other people. It is the system. Whereas |
hope that by doing other things - | do work
with...Academy of Family Physicians, and work
for kind of change overall. That is why | get
Involved with these things. Like we'll take on
your workforce issues, or, you know, labour
Issues, educational things....It is a long game.”


Presenter Notes
Presentation Notes
Doctors morally dissociate from their clinical roles while morally investing themselves in extra-roles as systemic change agents; by extension, they both abdicate and assume moral responsibility for systemic deficiencies
Outcomes: 
Moral distress reduced (avoiding burnout and moral injury) 
Work remains meaningful on balance; meaningless clinical work offset by meaningful efforts toward systemic change and/or public health improvement
Non-clinical roles absorb time and energy that would otherwise be dedicated to non-work and family activities
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Presenter Notes
Presentation Notes
In this study, we explore how doctors’ powerlessness in engaging an underlying cost-care paradox triggers moral distress. We detail how doctors respond to such distress using three “moral boundary management approaches”—Moral self-differentiation, Moral dissociation, and Clinical moral dissociation combined with non-clinical moral self-investment—whereby doctors’ (re)position their personal moral responsibilities in relation to their roles in the healthcare system.


Moral Distress in Primary Care Medicine

What is your view on the relationship between
powerlessness and moral distress? Is

powerlessness an antecedent or outcome?


Presenter Notes
Presentation Notes
Although we accept that the relationship between powerlessness and moral distress is cyclical (rather than linear), we also belong to the camp that sees structural factors as the triggers of moral distress. To us, powerlessness creates the conditions for moral distress. However, if moral distress becomes chronic and unresolved, it may lead to increased feelings of powerlessness or disenfranchisement. Individuals may see issues as unavoidable or unresolvable, leading to the acceptance of questionable attitudes and behaviours. 


	Coping with Moral Distress in Primary Care Medicine: �How Doctors Use Moral Boundary Management Approaches��James Greenslade-Yeats, Tago Mharapara, Lydia Easter�Emma Brulin, Åsa Tjulin, & Bodil Landstad – Team Sweden
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12

