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ABSTRACT

The COVID-19 pandemic has brought rapid changes, increased stress, and ethical challenges to nurses across the globe. These
factors may place nurses at increased risk for developing moral distress and vulnerability to alcohol use. The primary objective of
this report was to determine if time with patients diagnosed with COVID-19 increased nurse risk for moral distress and unhealthy
alcohol use among nurses in a community hospital during the COVID-19 pandemic. An online survey, consisting of demographic
questions, the Measure of Moral Distress in Healthcare Professional tool, the Alcohol Use Disorder Identification Tool, and
a single item asking about the amount of time caring for COVID-19 patients was sent to inpatient and emergency department
nurses and 57 nurses completed the survey. Nurses were found to be experiencing various levels of moral distress. One-third
of the nurses reported an intention to leave their position due to moral distress. One-third of nurses reported risky alcohol use,
while 5.3% reported harmful alcohol use. Time spent with COVID patients predicted moral distress and time spent with COVID
patients predicted level of alcohol dependence. Moral distress was not a predictor of risky alcohol use. Given the literature on
the crescendo effect of moral distress and the nature of alcohol use disorder, the lasting effects on nurses during the COVID-19
pandemic will be important to the profession for years to come. Nursing leadership must commit to implementing resources to
help prevent and care for nurses who experience moral distress and alcohol use disorder.
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1. INTRODUCTION
Nurse moral distress has been a concern in healthcare for
decades. Moral distress was defined by Andrew Jameton[1]

in 1984, when he described it as “when one knows the right
thing to do, but institutional constraints make it nearly im-
possible to pursue the right course of action” (p. 6). Exam-
ples of these constraints include increased patient-to-nurse
ratios, limited personal protective equipment, shortages of
equipment and treatments, providing care perceived as futile,
patients dying without family, and compromised standards
of care.[2] Moral distress can result in nurses feeling frus-
trated, angry, fatigued, stressed, embarrassed, and hurt.[3] To

process these emotions, nurses turn to coping mechanisms.
Common coping strategies include venting or debriefing with
peers, compartmentalizing their emotions, divesting in their
work, changing assignments, jobs, and consuming alcohol.[3]

Moral distress is a potential in high-stress situations and can
have a negative impact.

Similarly concerning is alcohol misuse among nurses.
Chronic stress was noted as a significant contributing factor
in alcohol misuse and ultimately developing related disor-
ders such as addiction, alcohol and substance use disorder.[4]

Healthcare professionals are not immune to substance use
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and have similar rates of misuse as the general population;
however, their responsibilities and role in the community can
create a significant risk to a community.[5] In times of high
stress, leaders in the healthcare field must be vigilant for
potential substance misuse. Although all substance misuse
is important, the use of alcohol specifically is the primary
focus of this report given prior findings that alcohol use can
be a coping mechanism for moral distress.[3] We use the term
substance when the original source combined information
about alcohol with information about other substance use.

2. BACKGROUND
2.1 Moral distress
Moral distress results when a nurse must act against what
they believe to be the most ethically right choice. This dis-
tress can also result from a perceived violation of one’s core
values.[6] The forces that prevent a nurse from acting accord-
ing to the manner that they see fit are called constraints.[7]

Examples of constraints include dealing with end-of-life de-
cisions, futile care, lack of personnel, working with families,
being overextended, unfair or misunderstood policies, contin-
uous changes, and lack of supplies. Nurses may be unaware
of the constraints as evidence supports the idea that nurses
are more aware of the symptoms of moral distress, rather
than the causes.[8] Moreover, it has been observed that a
moral residue results after instances of high moral distress,
thus the effects of instances of moral distress compound over
time in a phenomenon called the “crescendo effect”.[9] If
moral distress is not properly processed, it can harm the
nurse, patients, and healthcare agencies.

Moral distress constraints are present in the current COVID-
19 pandemic.[10] Examples of nurses being affected by con-
straints during COVID-19 include nurses delaying potentially
lifesaving interventions to don personal protective equipment
(PPE), reusing PPE against previously accepted standards,
a limited time allowed in rooms to provide care, experienc-
ing patients dying alone (unable to be surrounded by loved
ones), and dealing with rapidly changing, at times confusing,
policies.[2] Limited resources have limited nurses’ ability to
care for their patients how they would in a non-pandemic
time. Continued reallocation of resources, including PPE,
staffing, and time, has increased nurses’ ethical concerns.[11]

Patients are also facing isolation during a challenging illness
and sometimes death. Patients are separated from their fam-
ilies and nurses are forced to care for patients “behind the
dehumanizing veil of plastic gowns and respirators masks”
(para. 19).[11]

Nurse symptoms of moral distress can negatively affect pa-
tient quality of care, specifically, moral distress and related
burnout can lead to excessive turnover, increased healthcare

costs, and decreased productivity and morale.[12, 13] Burnout
may be caused by the compounding effects of moral distress
over time resulting from a lack of fulfillment or satisfaction
with one’s current job. Symptoms include emotional exhaus-
tion, sadness, fatigue, physical ailments, depersonalization,
and reduction in personal accomplishment.[14] Decreased
nurse engagement may reduce nurses time with the patient
and the nurse’s concentration during patient care, resulting in
quality-of-care issues.[15] This potential alteration in quality
of care causes burnout and moral distress to be concerning
for the nursing profession. In addition, the crescendo effect
describes how repeated instances of moral distress leave a
residue that builds up over time, increasing the nurse’s risk
for developing increasingly high levels of moral distress.[9]

This suggests that any effects of moral distress during the
COVID-19 pandemic may linger for some time.

2.2 Alcohol use
The American Nurses Association (ANA)[16] estimates that
between 6%-8% of nurse’s struggle with substance use to a
level that may impair their ability to care for patients. Oth-
ers estimate substance use in nursing is closer to 10% of
nurses.[17] This can equate to 1 in 10 nurses struggling with
substance use disorder at any given time on a unit. The top
four risk factors for nurses to abuse substances in the work-
place are access, attitude, stress, and a lack of education.[18]

Though research is limited, it appears that the COVID-19 pan-
demic is exacerbating stress-related alcohol and substance
use in the United States in the general population. In the
Centers for Disease Control and Prevention’s (CDC) Mor-
bidity and Mortality Weekly Report, 13% of adults started
using, or increased their alcohol and substance use.[19] Adults
continued to report increased stress and anxiety due to the
pandemic.

The risk of pandemic-related alcohol and substance use may
be particularly high for nurses, which puts patients at risk.
COVID-19 has placed additional constraints on nursing. Ac-
cording to a survey of nursing leaders across the United
States, the top challenges during this pandemic are com-
municating, implementing, and changing policies, surge
staffing and training, and emotional health and wellbeing
of staff.[20] This increased stress from constant change in-
creases a nurse’s risk for developing moral distress and al-
cohol and substance use. A pandemic-era survey of New
York City healthcare workers found that 57% of workers
experienced acute stress, 48% depressive, and 33% anxiety
symptoms; nurses and advanced practice providers reported
higher rates than other healthcare professionals.[21] This sur-
vey highlights the impact of COVID-19 on nurses’ mental
health. According to the National Council of State Boards of
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Nursing (NCSBN),[18] the top four risk factors for nurses to
develop substance use are “access, attitude, stress, and lack
of education (about substance use in healthcare providers)”
(p. 17). There are important implications for nurse alcohol
misuse and patient safety. A nurse under the influence may
have “impaired judgment, slower reaction time, divert pre-
scribed drugs. . . neglect of patients, and make a variety of
other errors” (p. 8).[18]

The issues of nurse moral distress and alcohol use may be
related. Healthcare providers with high rates of burnout
also reported symptoms of post-traumatic stress disorder and
substance use.[13] Providers may use the substances in an
ineffective attempt to cope with burnout and post-traumatic
stress disorder symptoms. Whittaker et al.[22] found that
58% of nurses admitted to using alcohol as a means for
self-medicating to cope with moral distress or burnout. The
issues of moral distress, burnout, and alcohol misuse may be
complexly intertwined.

The following methods were used to meet the researchers
aims. The primary aim was to determine if time with patients
diagnosed with COVID-19 increased nurse risk for moral
distress and unhealthy alcohol use among nurses in a commu-
nity hospital during the COVID-19 pandemic. A secondary
aim was to describe levels of moral distress, alcohol use,
and time spent caring for patients diagnosed with COVID-19
during the Spring of 2021.

3. METHODS
The Institutional Review Board at the participating institution
and the primary investigators educational institution each ap-
proved this project. The moral distress instrument was used
with permission of the developers.

3.1 Sample
A total of 363 nurses were emailed the survey. All in-patient
nurses and emergency department nurses were recruited to
participate in this study. Inclusion criteria included: regis-
tered nurses (RN), licensed practical nurses (LPN), advanced
practice registered nurses (APRN), employed in an in-patient
unit or the Emergency Department. Nurses who work in
the Behavioral Health Unit were excluded because of the
significant differences in that practice setting. The setting
was a community hospital in rural Virginia.

3.2 Measures
Basic demographic information was collected. Participants
were asked to identify an age range, sex, gender identity, li-
censure, role, and length of shifts in hours. They were asked
about their primary work unit and any secondary units. Partic-
ipants were asked to estimate the average weekly time spent

caring for COVID-19 patients over the last three months
using the following ranges: None of the time, Some of the
time, Most of the time, All of the time.

The Measure of Moral Distress for Healthcare Professionals
(MMD-HP) was used. It is a 27-item survey that utilizes a
dual 5-point Likert scale (0-4) to assess the frequency and
severity of an experience in terms of moral distress for a
participant.[23] The reliability is supported by a Cronbach’s
Alpha of 0.93 and the construct validity with an inverse cor-
relation with the perceived ethical climate (r = -0.55, p <
.001).[23]

The alcohol use disorders identification test (AUDIT) is a
10-item scale used to assess alcohol dependence.[24] The
range of the potential scores is 0-40 points. Levels of use
include low risk, risky, harmful, and severe.

3.3 Analysis
Analysis was completed in SPSS.[25] Descriptive statistics
were used to describe the demographics of the sample and
outcome variables. Time spent with covid patients was col-
lapsed to “sometimes” and “most of the time” for inference
testing and assumption testing was completed. An indepen-
dent samples t test was used to test for differences in alcohol
dependence and moral distress based on time spent caring for
patients experiencing covid. An ordinary least squares regres-
sion model followed to better understand the relationships
among the predictor and outcome variables.

4. RESULTS
4.1 Demographics
A total of 57 nurses completed the survey. If unit educators
gave all eligible nurses the survey, then the response rate was
15.7% overall. When broken down into unit categories, the
critical care unit and progressive care units had individual
response rates of 59.0% and 36.2%, respectively.

Participant demographics are described below and summa-
rized in Table 1. The sample can be summarized as largely
below the age of 40, female, and a registered nurse who
participated in direct patient care. Most of the nurses worked
12 hour shifts on a critical care, progressive care, or medi-
cal/surgical unit.

4.2 Outcomes of interest
4.2.1 COVID-19 care hours
All 57 participants had cared for patients diagnosed with
COVID-19. Regarding current work, one participant did not
care for COVID-19 patients. Most nurses cared for patients
with COVID-19 some of the time (28, 49.1%) or most of
the time (25, 43.9%). A few participants (3, 5.3%) cared for
patients with a COVID-19 diagnosis all of the time.
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4.2.2 Moral distress – MMD-HP
The mean moral distress was 188.1. Among people who
reported any moral distress, the bottom third ranged from
69-147. The middle third scored 150-200. The high third’s
scores ranged from 206-369. A total of 36 (63.2%) nurses in-
dicated that at some point they have considered leaving their

position due to moral distress but did not leave. Ten nurses
(17.9%) indicated they have never considered leaving or left
a position and 10 (17.9%) indicated they have previously
left a position due to moral distress. A third of participating
nurses (19, 33.9%) were considering leaving their current
position due to moral distress.

Table 1. Participant demographics
 

 

Variable   Range   n   Percent   

Age   22-29      25   43.9   

   30-39      19   33.3   

   40-49      6   10.5   

   50-59      4   7.0   

   60-69      2   3.5   

   70+    1   1.8   

Sex   Female    52   91.2   

   Male   3   5.3   

   Preferred not to answer   1   1.8   

   Missing   1   1.8   

Gender Identity   Female   52   91.2   

   Male   3   5.3   

   Transgender, nonbinary/non-conforming   0   0      

   Prefer not to answer  2   3.6   

Licensure   RNs    55   96.5   

   APRN   2   3.5   

Role   Direct care   55   96.5   

   Administrative role   1   1.8   

   Did not answer   1   1.8   

Length of Shift in Hours   0-4      1   1.8   

   8-11      6   10.5   

   12      28   47.4   

   Greater than 12    16   28.1   

Primary Unit   Critical Care Unit   23   40.4   

   Progressive Care Unit   17   29.8   

   Medical/surgical units  13   22.8  

  Other  2   3.5  

Secondary Unit   Progressive Care Unit   8   14     

Average Number of  Patients Cared for 
in a Shift   

 0      1   1.8   

 1      1   1.8   

    1.5   1   1.8   

    2      21   36.8   

    3      3   5.3   

    3.5   2   3.5   

    4      14   24.6   

    6      12   21.1   

   12      1   1.8   
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Participants wrote-in root causes of moral distress they felt
were not covered in the structured scale questions. Six nurses
responded to the open ended question adding to the root
causes of moral distress. Nurses described floating to other
units, family of COVID-19 positive patients not being able to
see loved ones, poor communication, and feeling unable to
support coworkers also created morally distressing situations.

The top morally distressing factors were about continuing
aggressive treatments that the nurse perceived not to be in
the patients best interest, and for those who were likely to
die regardless of treatment, pressures and costs as a barrier

to optimal care, a lack of support or action from leadership
about patient care challenges, and compromised care due
to insufficient resources (see Table 2 for a list of the most
and least distressing root causes among nurses in this sam-
ple). Nurses in this sample generally experienced less moral
distress from root causes related to team behaviors such as
power hierarchies, poor colleague performance, and being
bullied by colleagues. Notably, moral distress scores are cal-
culated by taking the frequency of the experience multiplied
by the level of distress for each item before calculating the
total score.

Table 2. Most and least distressing factors causing moral distress in nurses
 

 

Variable Mean SD 

Most Distressing   

 Follow the family’s insistence to continue aggressive treatment even though I believe it is not in the 
best interest of the patient. 

11.91 4.04 

 Continue to provide aggressive treatment for a person who is most likely to die regardless of this 
treatment when no one will make a decision to withdraw it. 

10.76 4.30 

 Be unable to provide optimal care due to pressures from administrators or insurers to reduce costs 9.98 5.61 

 Experience compromised patient care due to lack of resources/equipment/bed capacity. 9.94 4.40 

 Experience lack of administrative action or support for a problem that is compromising patient care. 9.35 4.94 

Least Distressing   

 Work within power hierarchies in teams, units, and my institution that compromise patient care. 4.60 3.67 

 Feel pressured to ignore situations in which patients have not been given adequate information to 
ensure informed consent. 

4.27 3.60 

 Witness a violation of a standard of practice or a code of ethics and not feel sufficiently supported to 
report the violation. 

3.71 2.96 

 Be pressured to avoid taking action when I learn that a physician, nurse, or other team colleague has 
made a medical error and does not report it. 

3.18 2.29 

 Feel unsafe/bullied amongst my own colleagues. 2.54 2.35 

 

4.2.3 Alcohol use - AUDIT
The mean audit score was 3.41. Thirty-four (59.6%) nurses’
scores placed them in the low-risk category. Being low risk
means that there is no or little risk for negative impact in
their life or dependence to develop in regard to their alco-
hol use. A third (19, 33.3%) of the participants engaged in
risky alcohol use. Risky use indicates some risk of negative
impacts to their life but not for long-term impacts or seri-
ous consequences. Few participants (3, 5.3%) engaged in
harmful alcohol use behaviors. Harmful use indicates that
there has been a negative impact with consequences from
their alcohol use. Zero nurses scored in the severe range.

4.3 COVID-19 as a predictor
Time spent with COVID patients was collapsed to “some-
times” and “most of the time” for inference testing because
there were very few participants who cared for patients ex-

periencing COVID none or the time (n = 1) or all of the
time (n = 3). An independent sample t test was conducted to
test for differences in alcohol risk between time spent with
COVID patients. The level of alcohol risk was higher for
those who attended to COVID patients most or all the time
(M = 4.7, SD = 3.2, n = 26) compared to those who attended
to COVID patients sometimes (M = 2.4, SD = 2.8, n = 27),
t(51) = -2.75, p = .008. Cohen’s α point estimate of .755
indicates a moderate to large effect.

An independent samples t test was conducted to test for dif-
ferences in moral distress between time spent with COVID
patients. The level of moral distress was higher for those
who attended to COVID patients most or all the time (M =
222.9, SD =57.0, n = 27) compared to those who attended to
COVID patients sometimes (M = 154.9, SD = 57.7 , n = 27),
t(52) = -4.36, p < .001. Cohen’s α point estimate was 1.19
indicating a large effect.
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Table 3. Summary of participant outcomes
 

 

Variable        n   %   

Ever cared for patients with COVID-19         57   100      

Time spent caring for patients with 
COVID-19 in the past 3 months   

None of the time   1   1.8   

Some of the time   28   49.1   

Most of the time   25   43.9   

All of the time   3   5.3   

Ever considered leaving a position due to 
moral distress   

No, I have never considered leaving or left a position   10   17.5   

Yes, I considered leaving, but did not leave   36   63.1   

Yes, I have left a position   10   17.5   

Missing   1   1.8   

Are you considering leaving your position 
now due to moral distress?  

Yes   19   33.3   

No   37   64.9   

Alcohol Use   

Low  34   59.6   

Risky  19   33.3   

Harmful  3   5.3   

Severe  0   0   

   Mean   SD   Min-Max   

Moral distress   188.1   66.0   69 -369   

Alcohol use   3.4   3.2   0-12   

 

Although time spent with COVID patients does predict moral
distress and time spent with COVID patients predicts level
of alcohol dependence, moral distress is not a predictor of
alcohol dependence. When time spent with COVID patients

and moral distress are entered into an ordinary least squares
regression model together, time with COVID patients is the
only significant predictor.

Table 4. Comparison of alcohol abuse scores
 

 

Time spent with COVID patients 
Cohen’s d 

  Sometimes  Most/all the time p 

  M SD  M SD     

AUDIT Score 2.4 2.8  4.7 3.2 .008 .755 

Moral distress score 154.9 57.7  222.9 57.0 < .001 1.19 

 

5. DISCUSSION
Before the COVID-19 pandemic, moral distress was a docu-
mented problem in healthcare.[23] With increased unknowns
and stress on nurses during the COVID-19 pandemic, the
concern for moral distress has been elevated during this
time.[20, 21, 26] In the reported study, units that experienced
the highest number of COVID-19 admissions, critical care
unit and progressive care unit, had the highest participation
rate. This may indicate that the surveyed topics most res-
onated with nurses from these units.

The results of this survey indicate a concerning level of moral
distress during COVID-19 in the sample population. Pre-
viously published survey results of nurse moral distress re-
ported a mean level of 112.3,[23] whereas mean moral distress

was notably higher for this sample at 188.1. However, results
of this survey differed from another measure of intensive
care nurse moral distress during the COVID-19 pandemic
who reported a mean moral distress of 116.52.[27] The lower
results were from a sample of nurses in Greece and the higher
of United States nurses, which may indicate that nurses in
different countries were differently distressed. These differ-
ences may have been caused by other factors in the nurse
samples, thus more research is needed to fully understand the
effect of the COVID-19 pandemic on nurse moral distress.

Another survey of moral distress for United States inten-
sive care nurses indicated that nurses related increase moral
distress levels to the short and/or reuse of PPE, ineffective
communication, lack of staffing, lack of family presence, and
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fear of transmission.[28] Lake and colleagues used a different
scale which does not allow for comparison of total moral dis-
tress between the two studies. However, the reported survey
identified some similar root causes to moral distress as Lake
and colleagues and thus some agreement is seen.

Moral distress and burnout have been found to be related in
regards to the COVID-19 pandemic. Guttormson et al.,[29]

found that intensive care nurses who experienced moderate
moral distress also reported moderate levels of burnout. This
has led to higher levels of nurses reporting they are looking
to either leave their current position or the profession as a
whole. These findings were similar to our with high levels
of moral distress being reflected in those thinking about or
actively pursuing a new position or profession. In our sample,
33.3% of nurses were considering leaving their position due
to moral distress.

The specific rates of alcohol misuse among nurses are un-
known. The American Addiction Centers[5] estimates that
10% of nurses will misuse drugs or alcohol at some point
in their career. Moreover, although it appears nurses over-
all consume less alcohol than the general population, they
may participate in more binge drinking.[5] Another study
found that substance misuse, addiction, and abuse ranged
from 14%-20% among nurses.[30] Overall alcohol use during
the pandemic has increased for the general population.[19]

This study found that 22 (38.6%) of nurses were participating
in risky or harmful alcohol behaviors and time spent with
COVID-19 patients predicted the level of risk for alcohol
misuse. This sample’s rates demonstrate a marked increase
from even the high-end estimates of nursing substance use
in the general population prior to the pandemic. It is also
higher than another survey of nurse alcohol use during the
pandemic, Melnyk et al.[31] found that 11.4% of a sample of
surveyed nurses reported moderate to heavy drinking during
the pandemic which is similar to pre-pandemic estimates.[30]

Yet, more than one third of the nurses in Melnyk’s survey
did report increased alcohol intake as a result of the pan-
demic.[31] An additional study by Hennein and Lowe[32]

sought information on the overall well-being of health care
workers during the pandemic. It found that of the 1,132
workers surveyed, over 40% presented with probably alcohol
use disorder.

It would be ideal to compare the rates in this survey to prior
rates from this sample, but that information is unknown.What
is known is that there is risky alcohol use in this sample.
There is potential for negative patient, nurse, and systemic
outcomes because of the volume of elevated alcohol use.
A survey of nurse wellness that included questions about
nurse alcohol use found that nurse alcohol use was healthier

during the COVID-19 pandemic (albeit with no statistical
significance) in workplaces that the nurse perceived to be
supportive.[31] Efforts to create supportive workplaces are
needed. More research is needed to determine whether there
is a problem of increased alcohol use among nurses in gen-
eral during the COVID-19 pandemic, the related effects on
patient care, and how to mitigate the risk to patients and
nurses from alcohol misuse. Moral distress is not a pre-
dictor of alcohol dependence in this sample. This may be
related to the small sample size or could indicate that another
moderating factor is more relevant.

This study measured nurses’ time caring for patients experi-
encing COVID-19 during Spring 2021. A single item about
the number of COVID-19 hours was created for this research,
and there is no other study in the literature that measures
nurse time in caring for COVID-19 patients this way. An-
other study that looked at the time a nurse spent caring for
patients with COVID-19 used a measure of hours per week
and reported that most nurses in that sample spent two hours
each week caring for patients with COVID-19.[33] By com-
parison, in this study, nearly all nurses (93%) felt they had
cared for COVID-19-positive patients some or most of the
time. This was potentially influenced by the high number of
nurses in the sample from critical care and progressive care
units. There may also be important variations in time caring
for COVID-19 patients by geographic area, and differences
in measurement make comparisons difficult. Thus, this study
adds some beginning ideas to the scientific literature about
the volume of time nurses perceive they spent specifically
caring for COVID-19 patients in Spring 2021. Although the
qualifiers of “some” and “most” of the time lack specificity,
it is logical to conclude that for nurses in this sample work
changed during the pandemic and that some nurses spent
time caring for COVID-19 patients as part of their routine
work-life now. More research is needed to know if this was
the experience of other nurses during the COVID-19 pan-
demic and, more importantly, to understand the lingering
outcomes of this change to nurses’ work.

Limitations
This study is not without limitations. First was the limited
response rate. The principal investigator did not distribute
the recruitment emails, so how many nurses were asked to
complete the survey is unknown. If all eligible nurses (363)
were asked to participate, then 57 participants are low. Also,
there is no baseline data to compare pre-COVID-19 levels
of moral distress and alcohol use in this sample.An addi-
tional limitation is that the MMD-HP is a relatively new
scale. Thus, there are no definitive levels that indicate moral
distress.
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6. CONCLUSION
6.1 Implications
This study demonstrates that there are nurses experiencing
moral distress during the COVID-19 pandemic. This moral
distress has the potential to negatively impact patient care
through increased burnout and turnover, and decreased en-
gagement.[13, 15, 34] As the pandemic continues, nursing lead-
ers will need to be aware of the potential development of
moral distress within nursing staff. Based on these findings,
several interventions are recommended.

6.2 Recommendations
1) Train leadership in identifying early signs of moral distress
and alcohol use
2) Create unit leadership tool kits with resources to help ad-
dress and process moral distress and alcohol use

3) Foster a facility environment that values open communi-
cation regarding moral distress and alcohol use
4) Promote environments that nurses find to be supportive

The COVID-19 pandemic is reshaping our world and making
significant changes to our healthcare system. Given the pre-
dictive relationships found in this study and the literature on
the crescendo effect of moral distress,the nature of alcohol
misuse; the lasting effects on nurses during the COVID-
19 pandemic will be important to the profession for years
to come. Nursing leadership needs to focus on decreasing
factors leading to moral distress and providing care and re-
sources for nurses with moral distress and potentially risky
alcohol use.
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