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Abstract

One of the most significant difficulties in healthcare environments stems from the ongoing clash between statutory obligations
and the core values of care ethics. These situations frequently trigger moral distress, burnout, and a serious disruption in
healthcare workers’ professional roles. The current study set out to explore and describe the key aspects and effects of such
conflicts, specifically within hospital-based nursing practice. The study used thematic synthesis to integrate findings from
qualitative research. Researchers conducted a systematic search across major national and international academic databases,
focusing on publications from 2010 to 2025. Ultimately, 15 qualitative studies met the inclusion criteria and were selected for
analysis; all investigated legal—ethical conflicts in hospital environments. Data synthesis proceeded through open and axial
coding, culminating in the creation of overarching analytical themes. The analysis produced four primary themes along with
twelve supporting subthemes: (1) patient autonomy versus legal protection, (2) organizational directives and resource allocation
versus moral duty of care, (3) defensive documentation versus ethical transparency, and (4) hierarchy, inequality, and
professional silence versus justice and integrity. These ongoing conflicts regularly caused moral distress, a gradual weakening
of professional identity, and considerable emotional pressure on healthcare staff. Legal—ethical conflicts exert a deep influence
on individual caregivers and the overall culture of healthcare institutions. Addressing their harmful consequences requires well-
coordinated changes across multiple levels: embedding ethics education and practical decision-making skills into nursing
training programs, modernizing legal regulations to accommodate greater situational flexibility, and developing robust
psychosocial and ethical support mechanisms for personnel who repeatedly face these moral challenges. Implementing such
comprehensive strategies can narrow the divide between legal rules and compassionate care, ultimately supporting greater
ethical alignment, long-term professional resilience, and stronger trust across healthcare systems.
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Introduction conflict with the fundamental values, convictions, and

ethical standards that shape caregiving practices [1].

The persistent tension between legal responsibilities and
the principles of care ethics is a central issue confronting
health systems worldwide. This friction arises whenever
legal mandates, workplace policies, or institutional rules
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When this occurs, healthcare providers face intricate
choices that extend beyond purely clinical or
humanitarian outcomes to include serious legal and
organizational repercussions [2].

This research draws on two fundamental concepts that
must be clearly defined, as they guide both data
interpretation and the overall theoretical framework.
First, “ethics of care” describes an ethical standpoint that
prioritizes relational duties, judgments shaped by specific
contexts, and a focused awareness of vulnerability and
the unique needs of particular individuals, rather than
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relying on generalized rules or universal standards. In
everyday application, this perspective highlights the
importance of meeting others’ needs, preserving
meaningful relationships, and tailoring responses to the
distinctive features of each clinical scenario [3, 4].
Second, “professional identity”
practitioners see themselves in their roles and the norms
they internalize through formal education, professional
socialization, routine workplace activities, and regulatory
guidelines. This identity encompasses
normative, and emotional dimensions and plays a major
role in shaping how practitioners understand conflicts,
defend their decisions, and interact with patients,
families, and fellow professionals [5, 6].

To situate this investigation within a broader theoretical
landscape, it is necessary to connect it to well-established
approaches in bioethics and care ethics. The principlist
model in biomedical ethics, especially as presented by
Beauchamp and Childress in their 2019 edition of

concerns how

cognitive,

Principles of Biomedical Ethics, rests on four
fundamental  principles—respect for  autonomy,
nonmaleficence, beneficence, and justice. These

principles provide a widely accepted framework for
analyzing moral problems in healthcare and for
examining the tensions that arise between legal demands
and ethical responsibilities in real-world clinical settings
[7].

In comparison, the ethics of care approach, originally
shaped by the influential contributions of Noddings [8]
and Tronto [9], emphasizes relational accountability,
sensitivity to context, and the ethical weight of being
attentive and responsive to others. Rather than depending
on detached principles, care ethics focuses on the
situated, interpersonal aspects of moral choices. This
makes it especially valuable when exploring situations in
which institutional or legal requirements conflict with the
relational needs of patients and their families.

The idea of moral distress, first proposed by Jameton [10]
and later expanded by Corley [11], offers a useful
psychological and moral perspective for investigating the
consequences of these clashes. When caregivers face the
same ethically problematic scenarios repeatedly and feel
blocked from following their own sense of right and
wrong, this often creates lasting moral residue and what
has been called the crescendo effect, according to Epstein
and Hamric [12].

Meanwhile, the emerging concept of moral resilience, as
articulated by Rushton, recasts moral suffering as a
potential catalyst for personal development and positive

change rather than mere exhaustion. It highlights the
importance of reinforcing both personal and
organizational capacities to safeguard moral wholeness
even in the face of strong structural and legal demands.
Taken together, these lenses—principlism, care ethics,
moral distress, and moral resilience—provide the main
theoretical grounding for this synthesis. They allow for a
full exploration not only of the different kinds of legal—
ethical conflicts seen in nursing work but also of their
emotional and professional fallout, along with possible
ways to support recovery and maintain integrity when
dealing with these difficulties [13].

In everyday healthcare work, ethical, legal, and mixed
ethical-legal conflicts form three related but distinct
Ethical conflicts happen when professional
responsibilities, deeply held values, or commitments to
care come into opposition—for example, when trying to
honor a patient’s right to choose while also doing what
seems best for their well-being. Legal conflicts arise
when staff are forced to follow laws, rules, or
organizational policies that do not align with their ethical
or clinical thinking, such as rules requiring continued
treatment even when the patient or family wants it
stopped. Ethical-legal conflicts arise where these two
areas meet, so that obeying the law simultaneously
produces moral distress by going against core ethical
beliefs or care principles. In hospital environments, these
overlaps feel especially sharp, since nurses and doctors
must continually balance legal duties with their relational
and ethical responsibilities to patients. Clearly separating
these types of conflict helps set the boundaries of this
synthesis and stresses its main interest in the zone where
legal rules and ethical duties collide. This way of
distinguishing them matches previous conceptual studies
that separate ethical and legal approaches to decision-
making in healthcare [7, 14].

In intensive care units (ICUs), frequent cases involve
arguments over whether to continue or discontinue life-
support treatments, disagreements between the care team
and family representatives [15], and difficulties caused
by regulations that do not align with patients’ actual
needs [16]. In the same way, in psychiatric hospital
wards—particularly with involuntary admissions—team
members are regularly required to apply forceful
measures like seclusion or giving medication against the
patient’s will. These actions can directly contradict their
ethical duty to protect patient autonomy and human
dignity [17-19].

arcas.
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In forensic mental health services and care for patients
who pose high risks, rules focused on security and
protection often outweigh caring priorities. This situation
creates ongoing tension between the caregiver’s
professional role and their legal duties [20, 21].
Similarly, palliative care wards sometimes face legal
barriers to end-of-life choices that make it harder to offer
care shaped around each patient’s personal values and
preferences [22].

Events such as the COVID-19 pandemic have made these
conflicts much more severe. During such crises,
decisions about how to share scarce resources and
prioritize patients can clash strongly with healthcare
workers’ moral values. The result is often moral distress,
deep feelings of guilt, and in some situations, healthcare
professionals choosing to leave their jobs earlier than
planned [23].

The effects of these conflicts are complex and span
several layers. On a personal level, staff members may
experience moral distress, emotional burnout, and
growing doubts about their professional selves [1]. At the
organizational level, frequent conflicts can lower job
satisfaction, weaken the overall standard of care, and
increase unhappiness among patients and their relatives
[24]. Looking more broadly at society, these problems
can gradually weaken people’s confidence in the entire
healthcare system.

Even though the issue is clearly serious, the available
research remains scattered and often limited to specific
settings or countries. Most earlier studies have focused
on a single environment, such as ICUs or psychiatric
wards, or examined only the legal or ethical side, with
little effort to examine how the two interact in complex
ways [2, 19]. This limitation underscores the need for a
broad qualitative synthesis—one that brings together
findings from many studies to provide a comprehensive
view of what these conflicts involve, the effects they
produce, and the strategies that might help people cope.
For this reason, the present study aims to carry out a
qualitative synthesis of the current literature on conflicts
arising between legal obligations and the ethics of care in
hospital settings.

Materials and Methods

Research approach
We conducted a systematic review and a thematic
synthesis of qualitative studies examining conflicts

between legal requirements and the ethics of care in
hospital environments. The goal was to bring together
and interpret the existing evidence about how healthcare
providers and patients experience these tensions between
legal rules and care ethics principles. Thematic synthesis
enables researchers to integrate findings from separate
qualitative studies into a broader, unified conceptual
framework through open coding, ongoing comparison,
and theme development [25]. This review was planned
and written in accordance with the ENTREQ (Enhancing
Transparency in Reporting the Synthesis of Qualitative
Research) statement.

Search strategy

A systematic literature search covered the years 2010 to
2025 and included both national databases (SID,
Magiran, IranDoc) and leading international databases
(PubMed, Scopus, Web of Science). To find suitable
studies, we combined keywords linked to care ethics,
legal conflict, moral distress, end-of-life care,
compulsory treatment, caregiving ethics, ethical
challenges, and qualitative methods, using logical
operators (AND, OR, NOT) and appropriate date limits.
One example of the search strategy applied was: (“ethics
of care” OR “moral distress” OR “ethical dilemma”)
AND (law OR legal OR regulation OR coercion OR
“involuntary treatment”) AND (“intensive care” OR ICU
OR hospital setting OR emergency department OR
general ward OR “special ward”) AND (qualitative OR
interview OR “focus group” OR ethnography).

Inclusion criteria

Studies were selected if they used qualitative approaches
such as phenomenology, grounded theory, ethnography,
or conventional content analysis; presented original
empirical findings on the lived experiences of healthcare
professionals, patients, or family members regarding
tensions between legal or regulatory duties and care
ethics; and were conducted exclusively in hospital
settings. Only studies published in English or Persian
qualified for inclusion.

Exclusion criteria

Studies were left out if they relied solely on quantitative
methods; consisted of systematic reviews, opinion
pieces, or purely legal discussions lacking any empirical
qualitative material; focused only on legal issues or only
on ethical issues without exploring how the two interact
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in real clinical situations; were duplicates; or did not
provide enough methodological detail for proper
evaluation. Non-peer-reviewed publications were also
excluded.

Study selection

The search produced 347 After
eliminating 128 duplicates, 219 records were left for
screening of titles and abstracts. From these, 142 were
removed because they failed to meet the inclusion criteria

initial records.

(e.g., quantitative-only designs, unrelated settings, or the
absence of a legal—ethical dimension). The remaining 77
articles underwent a detailed review. At this stage,
another 62 studies were excluded for various reasons: not
empirical (n=35), lacking a legal element (n=19), or
inadequate qualitative material (n=9). In the end, 15
qualitative studies met all inclusion criteria and were
included in the synthesis. The entire selection process is
shown in the flow diagram (Figure 1).

Records identified through databases (n = 347)

¢

Duplicates removed (n = 128)

‘

Records screened (title/abstract) (n = 219)

'

Records excluded (n = 142)

¢

Full-text articles assessed (n = 77)

:

Full-text articles excluded (n = 62)
- Not empirical (n=35)
- Insufficient qualitative data (n=27)

!

Studies included in qualitative synthesis (n = 15)

Figure 1. Study selection flow diagram. From: Legal and ethical conflicts in hospital settings: thematic synthesis
of qualitative studies focused on nursing practice

Critical appraisal and risk of bias
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The quality of the included studies was assessed using the
Critical Appraisal Skills Program (CASP) checklist. Two
researchers independently rated each study against ten
items that addressed clarity of research aims, suitability
of the chosen design, quality of data collection,
thoroughness of analysis, clarity of findings, and overall
research contribution. Any differences in scoring were
settled through joint discussion until agreement was
reached.

To maintain clear methodological standards, we
compiled a summary of the CASP assessments for all 15
studies. Ten of them satisfied most or all of the CASP
standards, with only minor shortcomings. Four studies
displayed moderate methodological issues, primarily
involving limited researcher reflexivity and reduced
transparency in data analysis. One study had notable
weaknesses in sampling strategy and interpretive depth.
No studies were removed solely based on quality scores.
Instead, the appraisal findings helped determine how
much weight and credibility each study should carry in
the synthesis. Papers with stronger methods received
greater emphasis in building analytical themes, while
those with clearer limitations served mainly to provide
supporting context rather than to drive core thematic
development.

Disagreements between the two reviewers regarding
CASP scores occurred in three studies (20%). These were
settled by revisiting the original articles together and
reaching a consensus. A third senior researcher (S.Y.)
stood ready to help if needed, but full agreement was
achieved without external arbitration.

Data extraction

Essential information pulled from each study included
basic details (publication year, country, clinical setting),
the research approach used, primary results,
representative participant quotations, and the authors’
own interpretations. To verify accuracy, a second
reviewer independently re-checked 30% of all extracted
material.

Data analysis

The analysis process followed the procedure suggested
by Thomas and Harden [25]: (1) line-by-line open coding
of the main findings and quotations from every study; (2)
creation of axial codes by organizing related open codes
into groups; (3) building descriptive themes by
combining axial codes; (4) developing analytical themes
that revealed connections across themes and allowed
construction of a unified conceptual framework. During
the repeated coding and synthesis, analytic saturation
occurred when no new codes or subthemes emerged after
thoroughly reviewing the last three studies. This stage
signaled that the coding structure had stabilized and the
themes covered the material comprehensively. All codes
and emerging themes were regularly reviewed in team
meetings to maintain conceptual coherence and minimize
individual differing
interpretations of codes surfaced, the team resolved them
through discussion and recorded the decisions in analytic
memos and updated codebooks.

researcher bias. Whenever

Trustworthiness and reliability

Credibility,  dependability,  confirmability,  and
transferability were strengthened through several
strategies: triangulation among the review team

throughout the coding and synthesis stages; external peer
review conducted by two specialists in medical ethics and
qualitative methodology; and the upkeep of a detailed
audit trail that recorded all analytical choices along with
reflexive conversations among the researchers about their
interpretive assumptions.

Results and Discussion

Examination of the 15 qualitative studies uncovered four
primary themes, together with 12 associated subthemes.
These themes illustrate the wvaried experiences of
healthcare providers, patients, and families regarding
conflicts between legal obligations and care ethics across
different hospital environments (Tables 1 and 2).

Table 1. Summary of key findings from qualitative studies (n=15). From: Legal and ethical conflicts in hospital
settings: thematic synthesis of qualitative studies focused on nursing practice

Study Setting Objective Methodology Key results
Falco- ICU-Spain, To examine ethical Qualitative. Professiona.ls experienced te?nsion
Pegueroles et ) .. phenomenological between patient-centered ethics and
Italy conflicts and decision-

al. [23]

study pandemic-related legal/institutional
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making during
COVID-19

restrictions (e.g., visitation limits,
resource allocation), often acting against
their moral values.

Emergency personnel experienced
conflict between ethical obligations and
legal expectations, as urgent

. Emergenc To explore challenges o . .
Davoudi et sency P .. 8 Qualitative interventions were often performed
Department— surrounding informed . . .
al. [26] descriptive study without comprehensive informed
Iran consent processes L
consent, requiring a balance between
legal compliance and life-saving
priorities.
Staff recognized the ethical duties of
equity and dignity but faced institutional
Yarahmadi et [CU—Iran To explore inequity in Critical pressures (e.g., equipment reuse, cost-
al. [27] ICU service delivery ethnography saving measures) that conflicted with
these principles, creating tension between
policy obligations and ethical care.
. s Post-resuscitation pressures sometimes
To examine nurses . S
. . o led to care deviating from guidelines, and
. Hospital experiences of legal Qualitative . . .
Zali [28] . . . . documentation was occasionally adjusted
settings—Iran and ethical issues in descriptive study .
_ to reflect that all required care had been
post-resuscitation care .
delivered.
Nurses faced tension between ensuring
Hospital-based  To examine challenges fully informed, voluntary consent and
Godskesen clinical in obtaining informed Qualitative meeting institutional/legal requirements
[29] research units— consent in clinical descriptive study for recruitment timelines and
Sweden research documentation, sometimes prioritizing
procedural compliance.
To explore how ICU Nurses experienced conflicts between
. nurses perceive and L ethical principles (autonomy, non-
Kukkurainen . P . Qualitative P ples ( Y .
ICU-Finland manage ethical . maleficence) and research regulations
[30] descriptive study

dilemmas in clinical
research

requiring strict consent procedures, even
when patients were unable to consent.

Morley et al.

To explore ethical
challenges during
COVID-19 and

Qualitative

Nurses encountered conflicts between
ethical principles and institutional/legal
mandates, particularly when pandemic-

ICU-USA nurses’ perceptions of . . ..
[31] . P p' descriptive study era resource allocation policies clashed
delivering quality care, . . . .
. . with their commitment to equitable and
including moral .
. compassionate care.
resilience
Nurses reported tensions between ethical
Hospital To describe nurses’ . standards and institutional/legal rules,
Usberg et al. . . . Phenomenological . .. .
32] settings— experiences of ethical stud especially when directives undermined
. . u . . .
Estonia conflicts Y patient rights, safety, or professional
integrity.
Findings indicated a clash between
To investigate ethical ethical responsibilities and
Oerlemans et ICU- dilemmas influencing Qualitative institutional/legal requirements, as
al. [33] Netherlands ICU admission and descriptive study clinicians were sometimes obligated to
discharge decisions act contrary to their judgment regarding
patient autonomy and best interests.
Vargas et al. ICU, To examine nurses’ Qualitative content ~ Nurses reported tensions between ethical
[34] Emergency experiences and analysis values and legal duties when providing
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ethical challenges
when managing court-
mandated hospital
admissions requiring
ICU care

involuntary care under court orders, often
conflicting with principles of autonomy
and informed consent. This created moral
uncertainty, particularly when patients
were kept in overcrowded or
inadequately resourced environments.

Yarahmadi et al.
Department—
Brazil
Malekzadeh Acute care
[35] settings—Iran

To examine ethical
challenges in COVID-
19 patient care

Qualitative
descriptive study

Limited institutional support and weak
accountability sometimes compelled
clinicians to prioritize
legal/organizational directives over
patient autonomy, generating ethical—
legal conflict.

Rashidi [36]

Acute care
settings—Iran

To explain ethical
challenges in caring
for COVID-19 patients

Qualitative
descriptive study

Public health measures (e.g., restricting
family presence) created tension between
legal/institutional duties and ethical
commitments to compassionate, family-
centered care.

To explore ethical

Ethical tensions arose in documentation

Jorgensen Hospital . . . o practices, where nurses had to balance
. dilemmas in nursing Qualitative content .
and Kollerup settings— . . respect for autonomy with non-
documentation analysis . .
[37] Denmark . maleficence, particularly between written
practices L
records and verbal communication.
Findings emphasized the necessity for
.. To investigate ethical Qualitative institutional backing, practical ethics
. Critical care . . . A
Hussain [38] . . challenges faced by descriptive / mixed-  education, and clear guidelines to support
units—Pakistan .. . . .
critical care nurses methods nurses in addressing professional
challenges.
Clinicians reported conflict between
ethical duties and legal/institutional
To explore ICU o . 8 L
Qualitative mandates to continue non-beneficial life-

Bruce [39]

ICU-USA

clinicians’ experiences
of moral distress

descriptive study

sustaining treatments, leading to moral
distress when ethical judgment was
overridden.

Table 2. Main themes, subthemes extracted from the studies (n=15). From: Legal and ethical conflicts in hospital
settings: thematic synthesis of qualitative studies focused on nursing practice.

Primary theme

Subthemes

Patient consent and autonomy versus legal and

procedural protections

o Use of defensive or potentially coercive consent practices [26-28]

e Compromised voluntariness in decision-making [29-31]

o Influence of structural and clinical paternalism [26, 32]

Organizational directives and resource distribution
versus ethical obligations of care

o Challenges related to triage and limited resources [27, 33, 34]

e Tension between policy frameworks and clinical discretion [33, 35]
e Restrictions conflicting with compassionate care delivery [23, 31,

36]

Record-keeping and legal safeguarding versus

ethical openness

e Defensive or inaccurate documentation practices [27, 28]

o Administrative burden reducing time for patient care [27, 37]

o Inadequate or weak ethical governance systems [23, 38]

Inequality, hierarchy, and team relations versus

justice and professional integrity

e Favoritism and disparities in care provision [27]

o Suppression of nursing voices within hierarchical systems [32, 33]

o Moral distress linked to legally required but non-beneficial
treatments [33, 38, 39]
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Consent and patient autonomy vs. legal and procedural

safeguards
This theme describes the ongoing conflict between
patients’ fundamental ethical entitlement to self-

determination and the rigid institutional or legal rules that
control consent processes and decision-making. In
hospital environments, medical staff frequently feel
constrained by administrative routines that prioritize
legal safeguards over genuine ethical caregiving.

Defensive or coercive consent forms

In multiple studies, consent documents were viewed
primarily as tools to shield healthcare professionals from
liability rather than as means to genuinely protect patient
rights. Obtaining consent was repeatedly portrayed as a
routine administrative requirement carried out without
meaningful conversation or genuine understanding [26-
28].

“In reality, consent documents mainly safeguard the
doctor rather than the patient. From a legal standpoint,
they serve the interests of physicians more than those of
patients.” [26].

Threats to voluntariness

Research indicated that true informed consent is
frequently undermined in urgent care situations. The
need to satisfy legal or procedural requirements, along
with patients’ reduced ability to engage during
emergencies, turns the consent process into little more
than a paperwork exercise rather than a meaningful
ethical interaction [29-31].

“The printed consent materials ... appeared overly long
and packed with details. This heavy volume of
information overwhelmed patients, many of whom ended
up skipping or failing to understand it.” [29].

Structural and medical paternalism

The studies demonstrated how deeply rooted medical
hierarchies and the paternalistic atmosphere in hospitals
often erode patient autonomy. Doctors commonly
positioned themselves as the only legitimate decision-
makers, while any attempts by patients to raise questions
were discouraged or even met with disapproval [26, 32].
“In the culture of this emergency department, patients
have no real say in decisions. The doctor alone holds the
authority to decide.” [26].

Institutional directives and resource allocation vs.
ethical duty to care

This theme highlights the legal—ethical strains that arise
when hospital policies or administrative instructions
govern the distribution of limited resources, thereby
restricting clinicians’ capacity to make ethically sound
judgments.

Triage and scarcity dilemmas

The included studies reported significant moral distress
among clinicians who had to choose which patients
would gain access to scarce ICU beds. Even though these
triage choices often complied with institutional or legal
guidelines, they frequently clashed with the clinicians’
moral obligation to provide fair and compassionate care
[27, 33, 34].

“We constantly encounter ethical, personal, and
professional dilemmas ... because of the overwhelming
patient load and the shortage of ICU beds, we are left
having to choose who gets to live and who does not.”
[27].

Policy guidelines vs. clinical judgment

The studies indicated that strict legal and administrative
regulations governing ICU admissions and discharges
frequently clashed with clinicians’ moral and
professional assessments. Adhering to these policies
occasionally required denying care that the healthcare
team considered ethically warranted [33, 35].

“There existed an implicit understanding among ICU
doctors that the patient least likely to benefit would be
moved ... Yet the official guideline prevented that kind
of judgment.” [33].

Restrictions vs. compassionate care

Research highlighted how infection-control rules
enforced during the COVID-19 pandemic, such as bans
on family visits and strict isolation measures, conflicted
with the ethical obligation to provide compassionate,
family-oriented care. Healthcare workers reported
intense moral distress when patients passed away without
loved ones present [23, 31, 36].

“Patients passing away in the hospital with no family
members permitted to visit during their final weeks,
especially in the early phase of the pandemic. It was
utterly devastating.” [31].
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Documentation and legal protection vs. ethical
transparency

This theme covers the ethical repercussions of overly
legalistic record-keeping practices and institutional
accountability mechanisms. The pressure to create
legally defensible documentation often took precedence
over the ethical ideals of honesty, openness, and patient-

centered care.

Defensive or falsified Documentation

The included studies showed that clinical documentation
was sometimes used more as a means of protection
against potential lawsuits than as an accurate account of
the care provided. Clinicians reported modifying records
to make them appear fully compliant with regulations,
prioritizing institutional safety over ethical honesty [27,
28].

“Medical charts can be phrased so that they look as
though every required intervention has been carried out.”
[28].

Administrative overload is limiting patient care

The studies revealed that the extensive paperwork
required for legal accountability was perceived as
reducing the time available for actual patient care.
Clinicians expressed frustration that a large portion of
their workday was spent on paperwork rather than direct
bedside interaction [27, 37].

“I must finish all these documents and reports ... I end
up spending a great deal of time on administrative tasks,
which keeps me away from my patients.” [27].

Weak ethics governance structures

Research indicated that hospital ethics committees
frequently lacked sufficient power or proper integration
within the institution to resolve legal—ethical conflicts
effectively. Consequently, moral concerns were often
postponed or handled inadequately [23, 38].

“The results indicate that ethics committees usually have
inadequate authority ... which restricts their ability to
settle ethical-legal disputes.” [38].

Inequity, hierarchy, and team dynamics vs. justice and
professional integrity

This theme illustrates how imbalances of power, rigid
organizational hierarchies, and social inequalities inside
hospitals create tensions between legal standards,
professional ethics, and the principle of justice.

Nepotism and unequal service delivery

Favoritism and social connections influenced how care
was distributed. Patients with influential family members
or political ties often received better or faster treatment,
which clearly violated ethical standards of fairness and
equality [27].

“The nurse noted that the patient in bed 4 belonged to Mr.
A’s family. He asked us to give him extra attention.” [27].

Hierarchical suppression of nurses’ voices

The studies found that nurses were regularly denied
meaningful roles in ethical decision-making due to strict
hierarchical systems. Legal and institutional power, often
given primarily to physicians, often prevented nurses
from speaking up on behalf of patients’ moral needs [32,
33].

“I’m the doctor, so I’'m always in charge ... The patient
wants me to clarify what the physicians decided, but I'm
not permitted to do that.” [32].

Moral distress from legally mandated non-beneficial
treatments
Research showed that healthcare professionals suffered
moral distress when laws or hospital policies required
them to prolong treatments that offered no real benefit or
were considered futile. These cases clearly demonstrated
the clash between the ethical duty of beneficence and the
legal obligation to obey [33, 38, 39].
“Conlflicts within the team were a major cause of distress
. especially when it involved continuing life-support
measures that provided no benefit.” [39].

The results of 15 qualitative studies conducted across a
variety of clinical settings reveal that healthcare
professionals frequently face tensions between their
ethical responsibilities and the demands imposed by law
or institutional policies. Four interconnected themes—
Consent and patient autonomy versus legal safeguards;
institutional directives and resource allocation versus the
ethical duty to provide care; documentation and legal
protection versus ethical transparency; and inequity,
hierarchy, and team dynamics versus justice and
professional integrity—demonstrate the structural,
procedural, and cultural origins of these conflicts.
Together, they underscore the profound moral challenges
inherent in clinical practice, where what is legal does not
necessarily align with what is ethically correct.
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In numerous studies, healthcare professionals reported
that consent procedures, which were originally designed
to uphold patient autonomy, are often used as protective
mechanisms to shield healthcare institutions, nurses, and
clinicians from potential lawsuits [26-28]. This pattern
aligns with earlier research showing that consent
processes are commonly simplified
administrative tasks instead of serving as meaningful
ethical conversations [23, 31]. When consent is secured
quickly, under pressure, or with overly complicated legal
terminology, patients’ ability to make free and well-
informed choices is significantly undermined.

These results reinforce Beauchamp and Childress’s four
core bioethical principles—autonomy, beneficence,
nonmaleficence, and justice [7]—Dby illustrating how an
overemphasis on legal rules within institutions can distort
their application in practice [40]. From a human rights
perspective, the rights to health and human dignity go far
beyond mere procedural compliance; they demand
genuine respect for and safeguarding of the patient’s
decision-making power within formal systems [41]. In
emergencies and research settings [29, 30], the law’s
strict requirement for detailed documentation ironically
weakens the very autonomy it aims to uphold.
Comparable issues were identified by Afenigus and
Sinshaw [42], who noted that nurses working in
Ethiopian intensive care units faced serious ethical
dilemmas when delivering treatment to incapacitated
patients without obtaining complete informed consent.
Furthermore, research conducted in hierarchical hospital
environments [26, 32] indicated that medical paternalism
persists in restricting patients’ involvement in decisions.
Legal structures often fail to address this imbalance and
may even reinforce it by formally empowering
physicians to control decision-making. Consequently, the
core issue extends beyond a simple clash between law
and ethics; it concerns the gap between merely following
legal requirements and delivering care that feels morally

into routine

genuine.

The second theme highlights the ethical problems arising
from limited resources and policy-guided treatment. In
critical care settings [27, 33, 34], practitioners regularly
encounter life-or-death decisions shaped by institutional
triage protocols. Although these guidelines may comply
with legal notions of fair resource distribution, they often
conflict with clinicians’ ethical obligation to act
compassionately and promote patient well-being.

This conflict was particularly apparent throughout the
COVID-19 pandemic [23, 31, 36], as strict public health

rules—such as prohibitions on family visits or enforced
isolation—compelled clinicians to override their moral
instincts in favor of providing compassionate, family-
oriented support. These observations echo the Falco-
Pegueroles et al. [23] study, which documented that
critical care nurses suffered moral distress when obliged
to implement legal directives that prevented patients
from receiving emotional comfort during end-of-life
care. Ethically speaking, such findings expose the
vulnerability of context-dependent morality—the
harmony between professional values and external
rules—and demonstrate that legal policies intended to
ensure system-wide fairness can, instead, cause moral
harm at the individual patient level.

These encounters with moral conflict frequently lead to
moral distress, a factor increasingly acknowledged as a
key challenge for clinicians. Contemporary studies
associate moral distress with a sense of fractured
professional identity and burnout among nurses, while
also emphasizing the value of moral resilience—the
ability to maintain personal integrity and regain moral
perspective despite external pressures [43]. Enhancing
moral resilience via targeted ethics training, open
reflective discussions, and organized debriefing sessions
can help reduce the damaging impact of legal-ethical
conflicts on clinicians’ sense of professional self [43-45].
The third theme illustrates how documentation practices,
accountability measures, and institutional oversight—
fundamental elements of legal protection—can
inadvertently weaken ethical standards. Investigations
[27, 28, 37] revealed that healthcare staff frequently
record procedures not as they actually occurred, but as
they ought to have occurred, to maintain legal protection.
Such defensive charting shifts medical records away
from being instruments of patient support toward serving
as self-defense tools. The heavy administrative workload
associated with regulatory compliance further removes
nurses from hands-on patient interaction [27]. As one
participant noted, the large volume of paperwork “caused
me to be distant from my patients.” This situation reveals
a fundamental contradiction: although documentation
promotes legal transparency, it reduces moral and
relational openness.

In addition, inadequate institutional support for ethics
[23, 38] intensifies this separation. Ethics committees
were often portrayed as powerless when it came to
addressing clashes between legal obligations and ethical
judgment. While earlier reviews only highlighted these
shortcomings [46], a closer examination uncovers their
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underlying causes: unclear legal status, confusion with
management committees, and limited funding. These
factors render ethics committees marginal instead of
central to decision-making processes. Meaningful
change demands a redefinition of their role—providing
them with authority to monitor decisions, integrating
them into policy development, and including frontline
clinical staff—to shift them from ceremonial entities into
effective bridges between legal rules and ethical practice.
The last theme places legal-ethical tensions within larger
social, cultural, and organizational contexts. Disparities
in power and status are deeply embedded in hospital
environments, influencing both patients’ access to
services and staff’s ability to exercise ethical judgment.
In certain environments [27], favoritism and social
connections dictated the standard of care, breaching the
ethical ideal of justice and contradicting legal
expectations of equal access. The hierarchical silencing
of nurses’ perspectives [32, 33] further shows how
official legal and institutional limit
opportunities for moral input. Despite their strong ethical
drive to advocate for patients, nurses are frequently
prevented—either by law or professional norms—from
questioning physicians’ choices. This leads to moral
silencing, an issue extensively examined in existing
nursing ethics research [23, 27, 31].

Moreover, the persistence of legally required yet non-
beneficial treatments [29, 38] illustrates how regulations
can sustain moral distress. Healthcare providers forced to
continue pointless life-support measures described
profound ethical struggles, a trend supported by
additional research [47, 48]. These cases demonstrate
that legal pressures to “do everything possible” can
directly oppose ethical responsibilities to ease suffering
and honor patient dignity. Overall, this theme emphasizes
that justice in healthcare encompasses more than fair
allocation of resources; it also requires moral equity—the
freedom for every healthcare professional to follow their
conscience while operating within legal boundaries.
Across all four categories, the present synthesis reveals a
clear and recurring pattern: while the law establishes the
structural limits of healthcare delivery, ethics supplies its
essential moral foundation. When legal and institutional
demands take precedence, ethical standards gradually
weaken, leading to heightened moral distress and
growing professional detachment. Resolving these
tensions demands comprehensive systemic approaches.
First, consent processes need to be made more humane

structures

by adopting shared decision-making frameworks that
combine necessary legal records with genuine relational
conversation. Second, ethical considerations should be
integrated directly into the creation of institutional
policies, so that protocols for triage, documentation, and
risk management reflect both ethical values and legal
requirements. Third, hospital ethics committees must be
granted real decision-making power to effectively
connect governance structures with moral practice.
Finally, nurturing moral courage and encouraging open
dialogue across professions can reduce the silencing
impact of hierarchical systems.

In the end, true alignment between law and ethics cannot
be achieved solely through strict adherence; it emerges
from reflective equilibrium—a continuous process of
negotiation that honors both regulatory duties and moral
insight. By gaining a deeper understanding of how legal—
ethical conflicts arise in everyday clinical settings,
healthcare organizations can move toward environments
that are not only legally secure but also morally equitable.
Further evidence indicates that engaging patients and
families in important treatment decisions helps reduce
conflict and improve overall satisfaction [2]. Developing
and applying moral resilience techniques — such as
cognitive reframing and peer support — can better
prepare staff to handle the pressures generated by these
conflicts [24]. Current literature positions organizational
and individual interventions — including ethics
consultation, peer support networks, and moral resilience
training — as effective ways to actively transform moral
suffering rather than simply lessening its effects;
adopting these approaches may therefore reduce moral
residue and the crescendo effect noted in earlier studies
[12,13].

This synthesis has several limitations. The majority of the
included studies were conducted in settings with specific
legal and cultural contexts, which may limit the
applicability of the results elsewhere. Nonetheless, the
synthesis provides a useful understanding of shared
ethical-legal difficulties found across varied healthcare
systems. The quality of reporting varied considerably,
especially regarding descriptions of legal and
institutional contexts. Despite thorough searching, some
pertinent sources, particularly grey literature, may have
been overlooked. The results of this synthesis should
therefore be considered alongside differences in national
legal, regulatory, and cultural environments. Several of
the included studies were conducted in countries with
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differing laws on consent, mental health, and involuntary
treatment, as well as varied definitions of professional
roles; these contextual factors likely influence both the
form that conflicts take and how staff perceive them. For
this reason, broad universal statements are avoided, and
attention is drawn to areas where the themes seem to
depend on specific contexts. Future primary studies
should directly examine how legal structures and cultural
norms shape tensions around professional identity and
ethical dilemmas in care.

To advance understanding in this area, future research
should conduct qualitative investigations in a wider range
of cultural and legal contexts, particularly in developing
nations; assess the impact of organisational interventions
aimed at reducing legal-ethical conflicts; investigate the
perspectives of patients and families rather than focusing
exclusively on staff views; and integrate qualitative and
quantitative approaches to measure the effects of these
conflicts on mental health, job satisfaction, and quality of
care.

Conclusion

This qualitative synthesis, centered on nursing practice,
demonstrates that legal—ethical conflicts in hospital
settings are not merely occasional moral challenges but
persistent systemic issues that undermine professional
identity, moral resilience, and the overall standard of
care. Going beyond simple recognition of the problem,
the findings emphasize the pressing need for coordinated
action at organizational, educational, and policy levels.
Hospital leaders should create environments that actively
support ethical practice and incorporate
debriefing and opportunities for moral reflection.
Lawmakers are urged to revise overly rigid legal
structures that hinder ethical caregiving and to reinforce
the role of institutional ethics committees as effective
links between legal rules and clinical practice. Nurse
educators and healthcare managers must incorporate
training in ethical decision-making and moral resilience
into educational programs and ongoing professional
development. In the final analysis, aligning legal
requirements with the fundamental moral principles of
caregiving is vital for safeguarding both the integrity of
healthcare professionals and the trust of patients.
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