
Lakehead University

Knowledge Commons,http://knowledgecommons.lakeheadu.ca

Electronic Theses and Dissertations Electronic Theses and Dissertations from 2009

2015-08-25

"What guides us here?" Exploring

community health nurses' experiences

of moral distress

Jones-Bonofiglio, Kristen

http://knowledgecommons.lakeheadu.ca/handle/2453/672

Downloaded from Lakehead University, KnowledgeCommons





ii 
 

 





iv 
 

everyday ethical issues faced, experiences of moral distress, and educational opportunities to 

support CHNs. 
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(Aiken, Clarke, Sloane, Sochalski, & Silber, 2002; Pendry, 2007), the functioning of the team 

(Austin, 2007), patient care and patient outcomes (Gutierrez, 2005; Corley, 2002; Wilkinson, 

1987/88), the health care agency (Aiken, Clarke, & Sloane, 2000), and ultimately, the health care 

system as a whole (Kalvemark, Hoglund, Hansson, Westerholm, & Arnetz, 2004; Clarke et al., 

2001). 

The lack of research on everyday ethical issues and moral distress experiences for nurses 

in community health settings substantiates the need for this study and reveals a significant gap in 

academic insight and knowledge. There have been many studies done about moral distress 

among health care professionals, particularly in acute care settings. For example, attention has 

been focused on: perinatal/neonatal nursing (Janvier, Nadeau, Deschenes, Couture, & 

Barrington, 2007; Tiedje, 2000; Jameton, 1993), intensive care/critical care nursing (Wiegand & 

Funk, 2012; Rice, Rady, Hamrick, Verheijde, & Pendergast, 2008; McClendon & Buckner, 

2007; Elpern, Covert, & Kleinpell, 2005; Gutierrez, 2005; Corley, 1995; Rodney, 1988), 

intensive care nursing and medicine (Hamric & Blackhall, 2007), oncology nursing (LeBaron, 

Beck, Black, & Palat, 2014; LeBaron, 2013), medical/surgical nursing (Corley, Minick, Elswick, 

& Jacobs, 2005),  pharmacy and clinical practice (Sporrong, Hoglund, & Arnetz, 2006; 

Sporrong, Hoglund, Hansson, Westerholm, & Arnetz, 2005), mental health nursing (Lutzen, 

Blom, Ewalds-Kvist, & Winch, 2010; Austin, Bergum, & Goldberg, 2003), psychology (Austin, 

Rankel, Kagan, Bergum, & Lemermeyer, 2005), respiratory care (Karen, 2006; Schwenzer & 

Wang, 2006), pediatric intensive care nursing (Austin, Kelecevic, Goble, & Mekechuk, 2009), 

military nursing (Fry, Harvey, Hurley, & Foley, 2002), nurse practitioners (Laabs, 2005), 

perioperative nursing (Regehr, Kjerulf, Popova, & Baker, 2004), long-term care nursing 
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1.     What are the key ethical issues and themes identified by community health nurses when 

they are asked to discuss their experiences of everyday ethical issues and moral distress 

within the context of their nursing practice? 

2.     What are the self-identified needs for education and ongoing learning related to the topics of 

ethics and moral distress for community health nurses and how would they suggest that 

these needs be met? 

3.      In what way, if any, in the view of community health nurses, can contextually-rich 

educational meta-narratives support and enhance the delivery of an educational 

intervention (e-module) on moral distress for community health nurses? 

Significance  

 The problem this study addresses is the knowledge gap related to the ethical and moral 

issues experienced by nurses in community health settings and what types of educational and 

ongoing learning opportunities might be most helpful. In addition to the research findings, a 

tangible outcome of this study was the development of nine meta-narratives and an e-module to 

facilitate knowledge exchange about everyday ethical issues and moral distress experiences in 

community health nursing settings. Preliminary feedback on the e-module was also received 

from some of the CHNs in this study. 

For the purposes of this study, the term meta-narrative refers to a combination of details 

taken from the data of many stories concerning actual experiences of CHNs with everyday 

ethical issues and moral distress. From this data, a re-storied story was created which is true to 

life in the details although, in its entirety, not in fact a recounting of just a single scenario. The 

purpose of re-storying the data, in this study, was to provide a safe venue to discuss and disclose 

difficult ethical and moral issues. Re-storying data into meta-narratives offers protection for both 
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the teller of the story as well as those that the story is about. If a difficult story cannot be told due 

to concerns about breaching confidentiality or fears of unsuccessfully preserving anonymity, 

then it may never be told. Positive changes in community health nursing practice cannot be 

expected to occur in isolation and silence. Thus, nine meta-narratives were created from the 

interview data and were designed to resonate with nurses in community health care settings 

regarding their practice experiences with everyday ethical issues and moral distress. This 

research, including the educational intervention that was created, represents an original 

contribution to scholarship on nursing ethics, moral distress, and nursing education. In doing so, 

this research adds to a growing but still not fully developed understanding in this field.  

The study findings will be disseminated at local, regional, provincial, national, and 

international venues via poster and oral presentations such as at academic conferences,  as well 

as via academic articles that will be submitted for publication in academic journals. Based on 

these modes of dissemination, the results of this study will contribute to an increased 

professional awareness amongst allied health care academics, researchers, and front-line care 

providers about: i) everyday ethical issues and moral distress in community health care settings; 

and, ii) needs for ongoing educational and professional development opportunities for nurses and 

other health care practitioners. This study is one avenue for highlighting, through their own 

voices, some of the challenges that are abundant for nurses working in the often-overlooked 

sector of community health care. This research contributes to further development of a 

foundational knowledge in this area and highlights the need for additional research studies on the 

impact of everyday ethical issues and moral distress on professional nursing practice in 

community health care settings. Only through further research exploration of everyday ethical 

issues and experiences of moral distress in the context of community health nursing practice can 
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with university in some capacity, as student, lecturer, researcher, for over twenty years. I have a 

genuine interest in generating new knowledge and understanding. My Western-oriented thought 

processes and culture may unavoidably impact my perspective to some extent.  

My professional history includes being a registered nurse in acute care and correctional 

nursing, and a faculty member in undergraduate nursing education. I bring with me my own 

recollections of both inspiring and painfully difficult professional experiences, the experiences of 

nursing students that I have supervised and supported, as well as stories from nursing and allied 

health care professional colleagues, and continuing education opportunities. I want to tell readers 

about my own nursing stories, some positive and some negative, but I cannot do that here. The 

risks of telling stories about ethical issues and moral distress directly are too great. These risks 

can be personally and/or professionally damaging, for example, risking judgment, risking 

embarrassment, or risking the admission of participation in less-than-optimal care for clients or 

families. Similarly, these risks can also be damaging for nursing colleagues and other members 

of the health care team. Further, any agencies or organizations involved in these stories may have 

their reputation and public image at risk, not to mention legal risks. Perhaps of most importance, 

telling these types of stories directly may breach patient and family confidentiality and privacy. 

This, in itself, is an ethical issue as nurses have a duty of fidelity. Telling a story that places trust 

at risk is a high stakes choice that can compromise past, present, and future relationships. 

The approach taken in this study is, in contrast, one that allows for the creation of stories 

that can be told. The meta-narratives developed from the data reflect the realities of everyday 

ethical issues and moral distress in community health nursing. These meta-narratives, based on 

combinations of participant responses relating to more than one story, have been constructed to 
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in the context of the scholarly literature. Finally, chapter seven concludes with recommendations 

for nursing practice, theory, education, and research. 
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Chapter Two: Literature Review 

Chapter two situates this study within the academic literature on ethics, everyday ethical 

issues, moral distress, and nursing. My analysis of the literature is organized to provide 

foundational knowledge of the theoretical concepts of moral distress. This approach will 

familiarize the reader with key research and the ongoing dialogues about moral distress in the 

academic and health care communities, and build a framework for understanding the findings 

and interpretations of this study. The articles discussed cover the topics of ethics generally, 

nursing ethics, moral distress, educational interventions, and moral distress as conceptualized in 

the context of this study. This chapter has been organized, therefore, to provide an overview of 

the important variables associated with moral distress, as well as to identify some of the critical 

gaps in existing knowledge that this study helps to address. 

Overview of Ethics 

To begin my analysis of the literature on experiences of everyday ethical issues and 

moral distress, it is useful to explore the overall concept of ethics and consider its origins and 

various meanings. Here, I give a brief account of the evolution of ethics through the writings of 

world-renowned, Australian moral philosopher Peter Singer (2014). The very first written 

teachings about ethics came from the Middle East in Egypt at around 3,000 BCE and later in 

Babylonia from the Hebrew people. The study of ethics more formally as moral philosophy is 

documented in writings from India (1500-1200 BCE) and later in Buddhist and Chinese 

philosophy doctrines (6-4 BCE).  However, the Western world most often attributes the 

birthplace of ethics and moral philosophy to ancient Greece and the thinking of the great 

philosophers during the Classical Period, namely Socrates, Plato, and Aristotle.  
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 4. preserving dignity; 

 5. maintaining privacy and confidentiality; 

 6. promoting justice; and 

 7.  being accountable (p.3) 

Far from the focus of early nursing codes on virtue and etiquette, modern nursing codes 

of ethics are frameworks for integrating nursing ethics theory into practice, guiding moral 

reflection, and supporting ethical decision making (Keatings & Smith, 2008). These codes 

provide a systematic and consistent approach to analyzing and articulating ethical aspects of 

nursing practice (Davis et al., 2010). 

Community Health Nursing and Ethics  

Community health care settings, which are the focus of this research study, represent 

diverse environments for providing and receiving nursing care. Thus the ethical issues 

encountered there are of great interest. Community health care can take place anywhere beyond 

the walls of a traditional hospital environment. For nurses who work in community health care 

settings in Canada, the negative impact of provincial health care reform, the resulting lack of 

resources, and professional isolation all further compound the ethical challenges in their nursing 

practice (Jessiman, 2008).  

The crux of the problem with everyday ethical issues and ethical decision making in 

community health care settings is not that nurses are unable to grasp the concepts necessary to 

plug into a standard ethical framework. Rather, it is that the available ethical frameworks do not 

have the capacity to support contextualized decision making due to the myriad of confounding 

and conflicting variables that are involved in these types of situations. Thus, nurses are faced 
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predominance of literature on moral distress is based on nurses; however, in the years to follow,  

moral distress has been identified among many other health care professionals including: 

physicians (Austin, Kagan, Rankel, & Bergum, 2008; Chen, 2009; Forde & Aasland, 2008; 

Hamric & Blackhall, 2007; Lee & Dupree, 2008; Lutzen, Johansson, & Nordstrom, 2000), 

pediatric residents (Hilliard, Harrison, & Madden, 2007), medical students (Lomis, Carpenter, & 

Miller, 2009; Wiggleton et al., 2010), pharmacists (Sporrong, Hoglund, & Arnetz, 2006; 

Sporrong, Hoglund, Hansson, Westerholm, & Arnetz, 2005), nutritionists (Chen, 2009),  

psychologists (Austin, Rankel, Kagan, Bergum, Lemermeyer, 2005), social workers (Chen, 

2009), chaplains (Chen, 2009), cardiovascular implantable electronic device (CIED) industry-

employed allied health care professionals (IEAPs) (Mueller, Ottenberg, Hayes & Koenig, 2011), 

healthcare managers (Mitton, Peacock, Storch, Smith, & Cornelissen, 2010), and respiratory 

therapists (Karen, 2006; Schwenzer & Wang, 2006).  These studies give credence to the need for 

educational interventions on moral distress for all members of inter-professional health care 

teams, including and beyond acute care settings. Since experiences of moral distress have been 

documented among many different types of health care professionals, it is important to explore 

how this concept was first identified and how it was and is conceptualized by various scholars in 

the field. 

Conceptualizing Moral Distress 

Moral distress is a complicated personal experience that may involve physical and/or 

psychological manifestations in response to an ethical situation. Jameton (1984) wrote that every 

ethical issue could be placed into one of three categories: 1) moral uncertainty (i.e., ethical issue 

and/or action is unknown); 2) moral dilemma (i.e., clear ethical issue with conflicting choices for 

action), and finally; 3) moral distress (i.e., clear ethical issue, clear choice for action, but one 
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timing of a decision do not support necessary action, moral outrage can leave a residue that will 

not heal on its own. Consequences such as apathy and becoming morally mute (Bird, 2002) can 

be the result of unresolved residue from experiences of moral distress.   

These three additional theories about moral distress help to guide further understanding 

of this complex phenomenon. Moral reckoning theory identifies that experiences of moral 

distress do not happen solely at a single, discrete point in time. This theory encourages moral 

distress researchers to ask questions about actions and non-actions, reflective processes, 

emotional responses, and behaviours. Theory about moral residue and the crescendo effect 

highlights moral distress as a difficult concept to measure, as previous experiences can have  

unexpected and undetermined cumulative effects. Finally, moral outrage theory posits that moral 

distress can have residual effects that can be useful or harmful. Researchers can utilize moral 

outrage theory for practical application by exploring ways to support positive outcomes from 

negative moral distress experiences.  

Measuring Moral Distress 

 Studies have explored the phenomenon of moral distress from a variety of vantage points. 

The first measurement instrument for assessing levels of moral distress was created by Corley, 

Elswick, Gorman, and Clor (2001), who investigated moral distress amongst American critical 

care nurses. Called the Moral Distress Scale (MDS), it consists of 38 items and was designed to 

measure the frequency and intensity of moral distress experiences using a seven-point Likert 

scale. This tool was foundational in moral distress research because it was the first attempt to 

measure the concept. It remains as the most widely used quantitative measure for moral distress 

(McCarthy & Gastmans, 2014).  
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distress experiences did not happen to them very often, but when they did, the experience was 

intense. 

Criticisms of the limitations of the MDS and MDS-R include that it is time consuming 

and it may be measuring moral residue versus a one-time moral distress experience (Wocial & 

Weaver, 2012). Repenshek (2009) issued a warning regarding the wealth of literature that claims 

to measure moral distress. He noted that researchers must be careful and clear as to whether or 

not they are measuring the contexts in which moral distress experiences occur or measuring the 

concept of moral distress itself. This is an important warning to consider when reviewing the 

moral distress literature. This was a warning that I heeded when planning the design of this 

study. In this doctoral research, I make it clear that I am qualitatively assessing the contextual 

situations in which CHNs may experience moral distress and these are represented in the meta-

narratives developed.  

In order to address the shortcomings of the moral distress scale, Wocial and Weaver 

(2012) developed and validated the Moral Distress Thermometer (MDT). This screening tool 

was created for nurses working in acute care hospital settings. With 529 participants from three 

hospitals in the United States, the MDT results were tested and correlated against the MDS 

(2009, adult and pediatric versions). The MDT uses a visual analogue design and a 0-10 rating 

scale for self-perceptions of moral distress over a two-week period including the present day. It 

is described as a quick and easy tool to identify nurses presently at risk for leaving their job due 

to moral distress and as a means of evaluation for moral distress interventions. According to 

Wocial and Weaver, the moral distress thermometer requires further testing to determine 

reliability. As such, I did not consider its use for this study. 
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Other scholars explore moral distress using interviews (such as Baxter, 2012; Fry, 

Harvey, Hurley, & Foley, 2002; Gunther & Thomas, 2006; Hanna, 2005; Wilkinson, 1987/88) or 

a grounded theory approach (such as Gutierrez, 2005, Neil, 2010). Some scholars attempt to 

more accurately define moral distress (such as Hamric & Blackhall, 2007; Pauly, Varcoe, Storch, 

& Newton, 2009) by allowing for sections of surveys to have open-ended questions for 

participants to use their own words to express their moral distress experiences. This is an 

important strategy and one that has been used in other studies (such as Jessiman, 2008). As 

revealed in a study by Wilson, Goettemoeller, Bevan, and McCord (2013), open-ended responses 

on a moral distress questionnaire indicated more moral distress present than the statistical results 

from the survey did. The findings from this study by Wilson et al. have implications for the 

reliability and validity of studies that claim to measure levels of frequency and intensity of moral 

distress experiences using number scales alone. By far, most of the studies on moral distress 

have a strictly quantitative design with emphasis on nurses in acute care settings. Therefore, 

there is a need for further qualitative research on the concept of moral distress, particularly in 

non-acute care settings.  

Possible Effects of Moral Distress 

 Moral distress is a complex phenomenon with potentially dynamic effects from micro- 

level concerns for nurses as individuals, both personally and professionally, through to macro- 

level concerns for communities and health care systems. As noted in the previous section of this 

chapter, these multiple influences are difficult to account for, and even more difficult to address 

without an understanding of the layers of relationships that may be involved. Through my 

analysis of the literature, I have identified three levels of relationships that are useful for 

broadening the perspective of the potentially multi-layered effects of moral distress experiences. 
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There were no anticipated potential risks of harm for participants in any phase of this 

research study as practicing nurses are expected as professionals to reflect on and discuss ethical 

concerns with relevant supervisors and/or peers as the situation demands. Nevertheless, to ensure 

maximum protection for participants, all participants were informed that counselling 

opportunities were available through their workplace employee assistance program (EAP) and 

that these services should be accessed if they felt that discussions about experiences of everyday 

ethical issues and moral distress in their professional nursing practice may have exposed 

underlying psychological distress during or after participating in the study.  

Individual participants signed consent forms prior to participation in the study, which 

provided the opportunity to be fully informed of their rights as participants in a research study 

and made aware of the research procedures. Participating agencies and organizations were also 

requested to sign a consent form (Appendix D) prior to recruitment of their employees or 

members.  

All participants were informed that participation was entirely voluntary, that they could 

withdraw from the study at any time without penalty of any kind, and that they could choose not 

to answer any question(s) during the course of the study without adverse consequences. This 

information was highlighted on the research information letter, noted on the signed consent form, 

and discussed during all recruitment presentations. 

All data collected for this research study remains confidential and anonymous. 

Pseudonyms chosen by each participant were used and identifying information was removed. 

General demographic data was collected for phase one of the study. Audio recordings and 

transcription documents have been stored digitally with encryption and password protection. All 
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hard copy data is securely stored in a locked cabinet in an office at Lakehead University. This 

data will be securely stored for a minimum of five years following completion of the study.  

The proposal for this research was reviewed, revised, and approved by my doctoral 

committee (PhD in Educational Studies, Faculty of Education, Lakehead University) on August 

29, 2011. Committee members include Dr. Sonja Grover (supervisor/chair, Lakehead 

University), Dr. Gerald Walton (Lakehead University), and Dr. Shijing Xu (University of 

Windsor).  

Data Collection and Management 

All interested potential participants contacted me directly via email or phone. The initial 

reply was always to thank them for their interest, review the purpose of the study, answer any 

questions they had, and email them a copy of the research information letter (Appendix B) and 

the participant consent form (Appendix H). If they met the inclusion criteria for the study and 

wished to participate, they were asked to email or fax the signed consent form back to me. Of the 

64 potential participants who expressed initial interest, 27 did not reply back after receiving my 

email response. Eight participants said that they did not meet the inclusion criteria for reasons 

that included, not currently working in a community health setting (but did at one time), no 

longer working in Canada, currently a nursing student, currently a new graduate nurse (i.e., less 

than six months experience), retired from nursing, and reasons not stated.  

Participants were accepted for the study and scheduling for interviews continued until I 

had completed a total of 20 telephone interviews. This number (20) was chosen as a maximum 

for the number of interviews to allow for a balance in the depth of inquiry while still remaining 

manageable for data collection and analysis for this dissertation. I anticipated some attrition for 

this study and hoped that I would secure a minimum of 16 interviews for data analysis. However, 
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there was no such attrition. By the end of May 2012, all 20 of the phase one telephone interviews 

had been completed. By that time, there were 13 remaining potential participants who had 

expressed interest and met the inclusion criteria of the study, but an interview date and time had 

not been scheduled for reasons that included timing issues for the participants (e.g., too busy 

right now, required an interview during evening hours, and currently on summer holidays) and 

personal issues (e.g., family needs, maternity leave, and surgery). I emailed these participants to 

let them know that phase one of the study had closed and thanked them for their interest and 

support of nursing research. I also contacted each of the participating agencies and organizations 

and let them know that recruitment for phase one had now closed and thanked them for their 

kind support. Into June 2013, I continued to receive emails from interested participants (17 more 

emails received, total of 81 interested potential participants for this study, 64 within the time 

frame of the recruitment period). I emailed each of them individually to let them know that 

recruitment had closed and thanked them for their interest in supporting this research. 

 Phase One 

Phase one involved data collection from individual, semi-structured, telephone interviews 

with 20 CHNs across Canada over a four month period from March 23, 2012 until July 10, 2012. 

Each audio-recorded interview was on average one hour in length. The audio files were 

transcribed verbatim and stored digitally with encryption and password protection.  

Interviews were negotiated and scheduled with each participant at a date and time 

mutually agreeable to both parties. After receiving the signed consent form, I emailed the 

participant the toll-free number and the access code required to join the audio-recorded 

teleconference where the interview would be held. This was a secure connection between me and 

the participant. I emailed the participants the questions and the quotes before the interview 



61 
 

(requested by the first participant and then I did this for all subsequent participants).  Each 

interview began with introductions, reminding them that the conversation was being audio-taped, 

thanking them for their participation, asking if there were any questions that needed clarification, 

and then moving on, quite directly, to the demographic questions (see Appendix I: Semi-

Structured Interview Guide). Although most text books on interviewing techniques indicate that 

an interview should never be started cold, I did start the interviews quite abruptly in the interest 

of time, respecting that these participants were very busy CHNs who were usually calling during 

their work hours. I had established an introductory relationship and rapport with participants in 

the email communications that we exchanged during recruitment activities and scheduling for the 

telephone interview. My status as a fellow nurse gave me common ground with the participants 

that did not need to be negotiated. To use colloquial language, I had a certain degree of street 

cred as a registered nurse. For most interviews, I felt that the participants were eager to tell their 

stories and did not feel that I needed to invest time upfront to establish a level of comfort or 

familiarity. However, if this had not been the case for these interviews I would have adjusted my 

approach towards the participants and meet their needs in that regard.  

My experiences with the study participants during the semi-structured telephone 

interviews were highly interactive and a collaboration between the participants and myself. The 

structure of each interview was negotiated (e.g., the use of pre-selected quotes to guide the 

discussion [or not] was at the discretion of the participants), all participants were aware that they 

would have an opportunity to review the transcripts, and that data could be removed, added, or 

clarified in the transcripts. At the end of the interviews, the participants often said how thankful 

they felt to be part of a study on such an important topic. Not only were the participants willing 

to share their experiences with me, they said that they wanted to share them. Participants came to 
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Phase Two 

Phase two involved an educational intervention. Originally planned as a small-group, 

face-to-face moral distress workshop, a self-directed e-learning module (e-module) was 

produced instead during December 2012 using academic literature and resources on nursing 

ethics and moral distress. The e-module has three learning objectives:  

1)  to define and explore the concept of moral distress; 

2) to situate experiences of moral distress in the context of community health nursing in 

Canada using meta-narratives; and 

3) to highlight tools, supports and resources that may be helpful for nurses in community 

care settings. 

The e-module contains descriptions of sources of moral distress, barriers to ethical nursing 

practice, ethical decision-making tools, moral distress tools, self-care options, suggested topics 

for reflection and further discussion, and online resources. In addition, nine meta-narratives were 

created by re-storying the phase one interview data and three of these were included in the e-

module. The three meta-narratives used in the e-module were titled: 1) Conspiracy of silence; 2) 

Autonomous choices; and 3) The care I deserve (see Appendix J: Self-Directed E-Learning 

Module).  

Data collection for the phase two evaluation of the e-module took place from January 9, 

2013 until January 31, 2013. Phase one participants received the e-module and an evaluation 

form (Appendix K: Participant Feedback Form for E-Module Evaluation) via email and were 

requested to give their feedback before the January 31, 2012 deadline. Of the 20 participants, 

three completed the evaluation form on the e-module. Two participants requested permission to 
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share the e-module with colleagues in their workplace for further discussion. I agreed to this and 

encouraged further feedback. No additional feedback was received.  

Data Analysis 

Data collection and data analysis were iterative processes in this study. After each 

interview and upon completion of transcribing, the transcript of the interview was provided to 

each participant for review (member-checking) from September through to November 2012, 

which allowed for confirmability of the content from each interview. The average length of an 

interview was one hour and the average transcription document was 13 pages long (single-

spaced, one-sided). Participants were given a two-week period to read the transcript of their 

interview, make corrections if they noted transcription errors, remove any content that they did 

not feel comfortable with, and add additional information if they felt it was needed. Then, 

participants selected a pseudonym if they had not already done so. Some participants chose to 

select a pseudonym that was very meaningful to them. Particular attention was paid to ensuring 

the correct spelling of the pseudonym chosen. If that name had already been selected, I used 

Roman numerals to differentiate between the names. Therefore you will note in chapter four that 

there are participants named Alison and Alisen, and Josephine I and II. Participants responded 

very positively to this process with over half of the participants responding back with thanks for 

receiving the transcript and seven noting some form of change or addition for the purpose of 

clarification. None of the participants asked for removal of content from the transcripts.  

 Some participants expressed concern, either during the interview or at some time after 

when they contacted me again, that they might be recognized in the final reports of this study. 

Reassurance was always given that confidentiality and anonymity would be maintained. Many 

participants wanted to make sure that their story about a patient, family, or co-worker would not 
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In the midst of these shared stories, the presence of untold versions and voices that whisper 

softly (or remain silent) may also be acknowledged. The aesthetic merit of the re-storied 

professional meta-narratives allows the reader to contemplate and reflect on their own 

experiences and practices, and orientates them towards further understanding. 

 Feedback received from study participants about the e-module indicated that a voice-over 

dialogue or presentation notes to accompany the power point slides could have enhanced the 

aesthetic merit of the three meta-narratives that were evaluated. These suggestions for 

modification will contribute to further development of the e-module outside of this dissertation 

process.  The facilitation of reflexivity can be found in the aesthetic merit of the story and in the 

invitation to engage as both producer and product in the process of meaning making.  

The presentation of data into categories and themes, re-storied meta-narratives, and an e-

module makes a contribution to understanding the nature of the experiences of everyday ethical 

issues and moral distress for CHNs in Canada. According to Pinnegar and Daynes (2007), stories 

can unite members by making experiences public and by creating a repository of authentic 

evidence of the need for change which can be powerfully persuasive. The plausibility of the re-

storied data allows for CHN audiences to say, this rings true for me, or I could see that 

happening (Connelly & Clandinin, 1990), while maintaining confidentiality and anonymity. 

Narrative makes meaning out of past experiences and communicates emotions, thoughts, 

and interpretations (Chase, 2005). The process of reflexivity is an important component of 

qualitative research and narrative inquiry. The field notes from the individual telephone 

interviews are an example of how I was an active collaborator in the narrative inquiry process. 

These active written recordings composed during and after the interviews represent the reflexive 

expression of personal practical knowing through reconstruction and interpretation of the stories 
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(as described by Connelly & Clandinin, 1990; 1985). Reflexivity is also evident in my 

interpretations of the analyzed data, creation of meta-narratives, and discussions in chapter six. 

The dynamic and iterative processes of data collection and data analysis, for this study, required 

ongoing reflection as data was shared, read, transcribed, explored, re-read, and combined with 

new insights through connections with the academic literature.  

Another important aspect of narrative inquiry is for the researcher to identify and 

acknowledge the role of their past experiences and the potential impact of that particular vantage 

point on the research. My frame of reference, as shared in chapter one, comes from being a 

registered nurse with a diverse professional background. Identifying my social locations, 

assumptions, and beliefs allowed for an opportunity to create balance in this research. 

The reflexive process of re-storying (Creswell, 2008) in this study involved detailing 

each individual story and synthesizing those details into categories and recurring themes. The 

categories for key ethical issues were selected based on the common ethical language of 

principlism (Beauchamp & Childress, 2001). The common themes were not pre-defined before 

data analysis occurred, but rather emerged from the data itself. This process was detailed in a 

data analysis log summary to document my understanding of knowing and telling of the 

emerging meta-narratives. Initially, three original meta-narratives were created during the course 

of data collection for the study and reviewed by participants in the e-module. Later, I developed 

six additional CHN meta-narratives on the basis of further data analysis. All of the meta-

narratives are presented in chapter five (also found in Appendix M: Series of CHN Meta-

Narratives). 

The meta-narratives produced in this research have the potential to make a contribution 

on more than one level, as the impact of stories, in general, occurs on many levels. First, the 
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 Participants interviewed during phase one of this study included 20 registered nurses 

from four provinces across Canada. Using their self-selected pseudonyms, the CHNs from this 

study are introduced in Table 4.0. These are the CHNs who shared their stories. 

Table 4.0 

Introduction of Study Participants  
 
Pseudonym of 
Participant 

Total Years in Community Setting/ 
Total Years in Nursing Practice 

Province 

Ann 7 years community/7 years nursing Ontario 

Tammy 3.5 years community/14 years nursing Ontario 

Janet 27 years community/36 years nursing Ontario 

Josephine I 18 years community/36 years nursing Ontario 

Alison 14 years community/18 years nursing Ontario 

Kathleen 25 years community/26 years nursing Ontario 

Christine 11 years community/12 years nursing Ontario 

May 25 years community/30 years in nursing Ontario 

Dorsa 30 years community/34 years nursing Ontario 

Glen 14 years community/14 years nursing Ontario 

Esther 22.5 years community/25 years nursing Ontario 

Vicky 5 years community/ 7 years nursing Ontario 

Alisen 30 years community/32 years in nursing British Columbia 

Sarah 15 years community/16 years nursing Ontario 

Elizabeth 25 years community/29 years nursing Ontario 

Yvonne 35 years community/42 years nursing Alberta 

Josephine II 23 years community/23 years nursing Ontario 

Valerie 8 years community/37 years nursing Ontario 

Rachelle 0.5 years community/ 0.5 years nursing  Saskatchewan 

Mary 37 years community/37 years nursing Ontario 
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 Participant demographics for age, gender, employment status, number of years in 

professional nursing practice, and location are found in Table 4.1. Summarized briefly here, the 

table indicates that the average participant for this study was a female registered nurse in the 40 

to 50-year-old age category with full-time employment status, with over 30 years of nursing 

experience, and who is currently working in a community health care setting in Ontario. At least 

half of the interviews described CHN experiences that took place in rural Canadian settings.  

Table 4.1  

Participant Demographics  

Demographic 
Characteristics 

# of Study Participants % of  Total Study Participants 

Age    

20-30 1 5% 

30-40 5 25% 

40-50 6 30% 

50-60 5 25% 

60-70 3 15% 

Gender    

Female 19 95% 

Male 1 5% 

Employment 

Status 

  

Full time 17 85% 

Part time 1 5% 

Casual (may include multiple 
positions) 

2 10% 

Years in Practice   

6 months-10 years 3 15% 

11-20 years 5 25% 
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As acute care settings continue to struggle with an overflow of patients, community 

health care settings are responding to more acute and diverse issues than ever before, thus 

requiring CHNs to have strong decision-making and problem-solving capacities. These home 

care nurses described their nursing practice as including the specialty areas of palliative 

care/end-of-life care and older adults.  They spoke of participating in organizational clinical 

leadership teams; designing, implementing, and evaluating education and services; ensuring the 

right provider and right level of services for clients; and requiring a significant amount of 

documentation requirements (see Appendix R for specific examples of the roles and 

responsibilities). Similarly to the PHNs, the home care nurses noted important relationships with 

their colleagues and key community partners. These included connections with nurse/physician 

teams, personal support staff/health care aides, nursing assistants/licenced practical 

nurses/registered practical nurses, counsellors and social workers, volunteers, nurse practitioners, 

case managers and care coordinators from CCAC, acute care (i.e., for discharges and admissions 

to emergency) partnerships, street nurses, geriatric teams, and other community resources.  

This is an impressive list, which details descriptions of the roles, responsibilities, and 

relationships of just three home care nurses in community care settings. All three of these nurses 

described the bulk of their nursing practice in home care as palliative/end-of-life care. Their 

client caseloads ranged from 1-4 to 8-9 clients per day. In understanding the workload demands 

on a CHN providing home care, one must take into consideration the geography of the practice 

setting (i.e., urban versus rural or remote settings) and that depending on the location of practice, 

travel time (as well as weather conditions) will influence the number of patients it might be 

possible to see. These are contextual factors that nurses in acute care do not grapple with and that 

I learned about through my interview conversations. These CHNs in home care explained that if 
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Chapter Six: Discussion 

The academic literature reveals the existence and widespread prevalence of moral distress 

for nurses in their professional practice experiences in a variety of health care settings. I have 

identified the fact that experiences of everyday ethical issues and moral distress among CHNs in 

Canada is an understudied ethical landscape. This study had a practical, two-fold purpose for 

inquiry: 1) to explore the experiences of everyday ethical issues and moral distress for CHNs; 

and 2) to identify their self-described needs for education and ongoing learning. The strengths of 

the final study design and methods include an increased sense of confidentiality, anonymity, and 

protection for the participants because the interviews were done over the telephone, pseudonyms 

were used, the study evolved to have a national scope, and the data were re-storied into meta-

narratives.  

My analysis of the data explored four categories of key ethical issues, which were 

described according to the bioethical principles (autonomy, beneficence, nonmaleficence, and 

justice), and in terms of six recurring themes. Guided by narrative inquiry as the methodology, 

this study makes a significant and original contribution to scholarly knowledge as it provides 

insight and understanding into experiences of everyday ethical issues and moral distress faced by 

Canadian CHNs. This study also identifies needs and provides recommendations for education at 

multiple levels specific to relevant topics, options for delivery, and important considerations for 

engagement and sustainability of educational initiatives. These results will be disseminated to the 

participants and participating organizations in a summary report, and later through conference 

presentations and manuscript submissions to academic journals. What follows is here is a 

discussion of my interpretations of the findings situated within the scholarly literature on moral 

distress.   
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accessing social service resources and systems and the quality of delivery of those social 

services. Experiences of moral distress in these stories were related to: the CHN being required 

to adhere to policy and procedure, CHNs past negative experiences with other community 

agencies or health care providers, and the CHN having to risk ruining strong nurse-client 

relationships.  

One mitigating factor for moral distress related to abuse was described in stories where 

CHNs were able to successfully advocate for clients with team members within the agency, with 

other health care providers from community agencies, or by working with and through the health 

care system. The theme of abuse was not noted in studies that I reviewed regarding key ethical 

issues for nurses in other health care settings and their experiences of moral distress. However, 

the descriptions of futile or unnecessary care that did emerge, related to acute care nursing 

settings, could certainly fit into the abuse category. The link between ethical issues and moral 

distress related to situations of abuse in community health care settings is a significant finding in 

this study.  

Respecting Autonomy  

CHNs in this study also described the ethical and moral dimensions of respecting 

autonomy. These dimensions were identified in stories about clients and/or families refusing 

nursing care and stories where CHNs second-guessed their thoughts, decisions, and/or actions. 

Two issues, increased autonomy for clients and the level of family support, appear to be 

variables that are uniquely important for nursing in community health care settings.  

The recurring theme in this study of refusal of care represented approximately 18% of the 

stories shared by the CHN study participants. In this study, examples of specific ethical issues 

for CHNs within the theme of refusal of care included: refusal of vaccination, refusal or 
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termination of home care nursing services, refusal based on cultural or religious choices which 

place clients at high risk for injury or illness, refusal of treatment based on client fears, refusal 

due to perceived lack of privacy or confidentiality of services (especially in rural or remote 

communities), refusal due to lack of accessibility of services, and refusal due to poor 

communication with clients, family or health care team/agencies.   

Experiences of moral distress for CHNs in this study were related to decisions to refuse 

care made by parents for their minor child, supporting client autonomy and supporting client 

choices (especially if perceived as increasing potential for suffering and/or risk), the CHNs level 

of commitment to the client, and the perception of a high degree of impact for individual choice 

on community harm or risk. As many studies on moral distress in acute care settings are focused 

on adult client, critical care populations, refusal of care by parents or caregivers would be less 

likely to emerge as a key issue. Supporting client autonomy, choice and decision making as 

contributing to moral distress in the community nursing care setting, are important aspects in the 

findings of this study. Increased client autonomy (Burger et al., 1992) has been recognized as an 

important difference when comparing nursing in acute care settings to community health care 

settings. Commitment to the individual client and simultaneously to the community as a whole, 

are additional factors that are unique to ethical issues in the community nursing sector. As a key 

finding from this study, it is important to recognize that the sense of commitment (e.g., perceived 

or actual responsibility and accountability) and the impact of perceiving that, as a CHN, one has 

not fulfilled that commitment, can occur on both professional and personal levels and is a strong 

contributor to experiences of moral distress in the community health nursing context.  

The issue of multiple commitments or conflicting loyalties (Storch, Rodney, Pauly, 

Brown, & Starzomski, 2002) speaks to the diversity within the role of the CHN. In a Dutch study 















154 
 

Finally, participant evaluation of the self-directed e-learning module (e-module), which 

utilized contextually-rich educational meta-narratives, revealed that it would support and 

enhance the delivery of education on moral distress for CHNs. The e-module was positively 

received and the feedback provided will be used to fine-tune the e-module for future use outside 

of this dissertation process. In addition to these research findings, a tangible outcome of this 

study was the production of a series of CHN meta-narratives. This contribution of knowledge to 

the academic literature provides powerful, authentic evidence of the experiences of everyday 

ethical issues and moral distress for CHNs, and the need for ongoing educational support in this 

regard. This information will be disseminated and made readily available to academics and 

health care professionals interested in creating change and ensuring continuing education 

opportunities related to everyday ethics and moral distress, namely CHNs, managers at all levels, 

and community health agencies. 
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study give credibility to the value of a narrative inquiry approach for nursing ethics education. 

Often used in continuing education and development for teachers, the flow of the narrative 

approach can be described as moving, floating, shifting, changing, and harmonizing in order to 

respond to a variety of forces and factors (Xu, 2006; Xu & Connelly, 2009). This is an 

appropriate, responsive strategy for use in the dynamic care environments where CHNs work. 

From Ethical Decisions to Ethical Identities 

 One recommendation from the findings of this study for nursing education is a shift from 

content to process for continuing ethics education. Also noted by Walker (1993), this concept of 

how to do ethics moves toward conversations about common language for ethical dialogue, 

moral practices and resources, and constructive processes for inquiry such as interpretation, 

negotiation, construction, and resolution. Also, CHN participants in this study recommended 

case study-based learning from and with members of interdisciplinary teams (and other 

community agencies) to support ethical reflection and learning that is authentic and relevant to 

the complexities of everyday community health nursing practice realities. For example, team 

education should explore available services, how to navigate the health care system (e.g., referral 

processes), roles and responsibilities, and opportunities for advocacy. An interactive, 

collaborative approach to ethics education would support an increased sense of shared 

responsibility and potentially result in decreasing perceptions of professional isolation and 

solitary decision making. Current literature validates the benefits of an interdisciplinary-based, 

team approach for education in response to experiences of moral distress (Deady & McCarthy, 

2010; de Veer, Francke, Struijs, & Willems, 2012) and its value in further developing moral 

judgement (Auvinen, Suominen, Leino-Kilpi, & Helkama, 2004). Some CHN participants 

referred to the need, in undergraduate and graduate nursing education, for early and frequent 
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