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Abstract
Background: Nurse managers are expected to continuously ensure that ethical standards are met and to
support healthcare workers’ ethical competence. Several studies have concluded that nurses across various
healthcare settings lack the support needed to provide safe, compassionate and competent ethical care.
Objective: The aim of this study was to explore and understand how nurse managers perceive their role in
supporting their staff in conducting ethically sound care in nursing homes and home nursing care.
Design and participants: Qualitative individual interviews were performed with 10 nurse managers with
human resources responsibilities for healthcare workers in four nursing home wards and six home nursing
care districts. Content analysis was used to analyse the data.
Ethical considerations: The Norwegian Centre for Research Data granted permission for this study.
Findings: The analysis resulted in seven subcategories that were grouped into three main categories:
managers’ perception of the importance of the role, managers’ experiences of exercising the role and
managers’ opportunities to fulfil the role. Challenges with conceptualizing ethics were highlighted, as well as
lack of applicable tools or time and varying motivation among employees.
Discussion: The leaders tended to perceive ethics as a ‘personal matter’ and that the need for and benefit
of ethical support (e.g., ethics reflection) depended on individuals’ vulnerability, attitudes, commitment and
previous experiences. The managers did not seem to distinguish between their own responsibility to
support ethical competence and the responsibility of the individual employee to provide ethical care.
Conclusions: Our findings suggest that nurse managers need support themselves, both to understand and
to carry out their responsibilities to foster their staffs’ ethical conduct. Supporting staff in conducting
ethically sound care requires more than organizing meeting places for ethical reflection; it also requires
greater awareness and understanding of what ethical leadership means.
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Introduction

Today’s healthcare environment has made it difficult for nurses and other healthcare workers to practise

with integrity amid the complex moral choices and pressures they confront.1 New technology, various and

increasing demands, limited resources and conflicting values create continuous ethical issues.2 In Norway,

municipal long-term care (nursing homes and home nursing care services) are particularly challenged by

more and sicker patients because of the restructuring of healthcare services3 along with an increasingly

elderly population.

Together, ethical competence and responsibility form the basis for healthcare workers’ ethical actions.4

However, several studies have concluded that nurses across various healthcare settings lack the support

needed to provide safe, compassionate and competent ethical care, with resultant moral distress.5–10 Poor

performance, burnout and leaving the profession are also reported.11

Nurse managers are significant stakeholders in the running of the organization, the quality of care and the

welfare of the staff in nursing homes and home health care services. They are responsible for clarifying the

organization’s mission, vision and values12 and are expected to continuously ensure that ethical standards are

met, while supporting healthcare workers’ ethical competence.13 They also play an important role in pro-

moting practices that respect patients’ humanity and dignity and ensuring patient safety.14 Ethical leadership

requires responsiveness to both practitioners and the contextual system in which leaders and staff work;

therefore, leaders must receive and provide support to enhance the capacity of practice and stimulate

reflections about everyday ethics.15 The leadership style exhibited is shown to have a direct and unique

impact on the working atmosphere,16 but nurse managers often feel uncertain about how to lead in ethical

dilemmas.17 Their leadership style is often orientated to maintenance and focused more on ‘doing the job’

than on managing decision-making in ethical dilemmas.18

During the period from 2007 to 2015, nearly half of the Norwegian municipalities participated in a

national ethics project that aimed to enhance ethical competence among staff in community healthcare.19

Facilitator-led ethical reflection in groups was the most applied intervention among the participating

municipalities.20 Staff indicated that group reflection on ethics contributed significantly to perceived

quality and competence and was considered a meaningful activity promoting better handling of ethical

dilemmas.21 However, organizational instabilities in community healthcare may hinder achievements,20

and evaluations in 201422 showed that only a minority of the municipalities had implemented systematic

ethical reflection. Among promoting factors, health personnel find that organizational support – especially

from department management – is an important driving force, in that someone organizes and actively

expects results from the ethics reflection.20

Several studies focus on the ethical problems nurse managers may encounter17,23 and their ethical

competence related to dealing with such problems.24 However, less is known about how leaders perceive

and attend to their role in supporting their staff and promoting ethical conduct in their organizations.25,26 The

aim of this study was therefore to explore and understand how nurse managers perceive their role in

supporting their staff in conducting ethically sound care in nursing homes and home nursing care.

Method

Design

A qualitative approach was chosen to get insight into nurse managers’ experiences, beliefs, notions and

thoughts in order to answer the research question.27 Semi-structured interviews28 were conducted indivi-

dually with the participants.
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Setting and participants

The study was carried out in nursing homes and home nursing care services in three municipalities in mid-

Norway from April to October 2018. The municipalities had participated in the national ethics project

conducted in 2013–2014. Administrative healthcare leaders distributed information and invitation letters to

nurse managers with human resources responsibilities for healthcare workers in nursing home wards and

home nursing care districts. Ten nurse managers, nine women and one man, consented to participate. Their

ages ranged from 41 to 62 years, and they had been working as managers for 6 months to 19 years (median 7

years). They represented ward-level management, with responsibility for 22 to 53 employees each per ward/

district, including registered nurses, auxiliary nurses, social educators, apprentices and assistants. Four of

the participants managed nursing home wards in the areas of geriatric, psychiatric, dementia, palliative,

acute and rehabilitation care. The remaining six were district managers in home nursing care covering

elderly care services in both private homes and assisted living facilities.

Data collection

The data were collected via semi-structured interviews conducted by the first author. Initially, the managers

were asked to describe staffing, daily care and patient groups on their wards. They were also asked to share

how they worked to prevent sick leave and how they followed up with staff in terms of work ability and the

quality of services they provided. Then, they were asked to describe any experiences with interventions to

enhance ethical competence among staff and their views about their own roles in that regard. Finally, they

were asked if exception reports could apply to violations of ethical standards. Background information like

gender, age, occupation, years in the position, staff composition and their assessment of workload was also

collected. The participants received the questions in advance, and the interviews took place at their offices.

The interviews lasted between 48 and 70 minutes and were audiotaped and transcribed verbatim.

Data analysis

The interview texts were analyzed by qualitative content analysis.29,30 All interviews were read several

times to get an impression of the whole text. When searching for meaning units (words, phrases or para-

graphs) that could be connected to the aim, each interview was seen as the unit of analysis.30 The scope was

on the manifest content, which is the visible, obvious component of what the text said.31 The identified

meaning units were condensed and then coded to reflect the content they represented. In the next step, the

condensed meaning was compared across all the interviews in a search for patterns of similarities and

differences. The condensed meanings were then sorted and abstracted into seven subcategories and three

categories.

Ethical considerations

This study was evaluated and approved by the Norwegian Centre for Research Data (project no. 59444). The

participants received both oral and written information about the study purpose and procedure and gave

their signed consent before the interviews started.

Findings

The analysis resulted in three categories: (1) managers’ perception of the importance of the role, (2)

managers’ experiences of exercising the role and (3) managers’ opportunities to fulfil the role, with seven

pertaining subcategories. An overview of the findings is shown in Table 1.
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Managers’ perception of the importance of the role

The managers’ perception of the role’s significance was seen as an expression of how they perceived

employees’ need for ethical support. This was based upon what they saw as ethical challenges at their

workplaces and how their staff managed the situations. This category included the following subcategories:

ethical challenges faced by the staff and the staff’s handling of ethical challenges.

Ethical challenges faced by the staff. Independent of the healthcare setting, all of the respondents noted that their

work environments were characterized by heavy workloads and shortages of time and personnel. They could

see that their staff were struggling to keep up with duties and the quality standard of care to patients with

increasingly advanced healthcare needs. The conflict between giving optimal care and the manageable reality

was seen as ethically challenging for several of their employees. One manager in home nursing care said,

The staffing is marginal . . . I can see that they are running, especially in the evenings and weekends . . . There is a

gap between how they want to do things and what the resources allow for . . . Sometimes I just have to tell them

that they have set the bar too high.

In home nursing care, some managers explained that patients’ demands appeared endless and caused

much frustration among staff when they were not able to comply with them. Other times, they observed that

staff felt anguished about whether they were doing enough for the patients, for example, when the agreed

service concerned administering eye drops, while the patient really wanted assistance with fetching fire

wood. The managers also recognized that their staff had to show more consideration to user involvement

and relate to a ‘new’ kind of patient, as one manager in a nursing home explained,

Times have changed . . . We have to face new demands, new questions, a new type of family caregiver, and adapt

to more user involvement . . . We do not just do as we like anymore, we have to change too . . . and that is often

difficult. Perhaps there is a need to stop for a while, think about right and wrong.

Disagreements between staff and patients or between staff and family caregivers occurred often and

caused much discussion in the charge room. Sometimes the leaders were involved in these discussions. One

manger in a nursing home said,

Family caregivers can be very coercive in trying to get things done, no matter if the patient has resisted.

So . . . what is best for the patient? And who is to decide that?

Conflicting views about patient needs or how to provide the best care were also seen among different

healthcare workers. Several examples were given of situations where employees felt conflicted between

considerations for the patient and loyalty to a colleague. Sometimes, there was disagreement about the best

Table 1. Overview of categories and subcategories.

Categories
Managers’ perception of the
importance of the role

Managers’ experiences of
exercising the role

Managers’ opportunities to
fulfil the role

Subcategories Ethical challenges faced by the staff

The staff’s handling of ethical
challenges

The value of working with ethics

Barriers to ethics work

Leadership in ethics work

Arenas for ethics work
Responsibility in ethics work

1672 Nursing Ethics 27(8)



care in a specific situation, and other times employees struggled with standing up for patients who were

exposed to insulting behaviour from colleagues.

The leaders continually returned to the fact that ethics and ethical challenges were hard to grasp or

define. Some leaders’ impressions were that this concept rather was referred to as frustrations, sometimes

concerning lack of resources, other times concerning challenges related to professional behaviour.

The staff’s handling of ethical challenges. In general, most of the managers believed that their staff dealt

adequately with everyday ethics. Although they admitted that their knowledge about the staff’s handling

and coping on an individual level varied, they trusted that both education and moral discretion were active

and protective factors. One manager in a nursing home stated,

Actually, it shouldn’t be necessary to give directions for working with ethical issues . . . Ethics is a natural part in

our everyday practice – it should be in our backbone, and I really believe that the staff reflects a lot, for example,

in the accounts given between shifts . . . but, it might be more or less coincidental, of course.

There were several examples of employees who turned to their leaders with their problems, but also of

staff supporting each other. The managers also perceived that their employees managed differently and that

some found their jobs so mentally exhausting that they had to get a sick note. One manager in home nursing

care said,

Some are always tidy and neat in everything they do, while others go more easy on it, and some are more

personally influenced . . . I think it lies in their personality, it is not because of their education. It is difficult . . . but

perhaps we need to learn that good enough is good enough.

Managers’ experiences of exercising the role

The managers’ experiences of ethics work dealt mainly with participation in the national ethics project.

Despite the fact that the project had survived to a small extent, the managers had clear perceptions of both

the value of ethics work and what prevented its implementation.

The value of working with ethics. All the managers, except one, could recall memories about taking part in the

national ethics project, but some of them had not been leaders at that time. Ethical reflection in groups of

colleagues, led by a facilitator, was the main activity in which they had been involved. The organization of

ethical group reflection varied, which meant that some groups were open to participants based on their

willingness and availability at the time of the session, while other groups were carried out with the same,

permanent participants each time. Common to all was the designation of facilitators who had received

special training to lead the group reflections. Some of the managers believed that participation had been

very useful for a handful of people, especially for the facilitators.

Despite no longer having the full benefit of the national ethics project, all of the managers upheld the

need for and the value of working with ethics. Based upon their impressions of the everyday ethics on their

wards, the leaders emphasized the benefits of putting ethics on the agenda. Although ethics group reflection

was not systematized, they often witnessed fruitful discussions about ethical challenges when the staff met

for lunch or had mid-day report. One manager in a nursing home said,

It probably helps just to talk about it, and in a way becoming reassured in that what they do is actually right. One

really needs this colleague support, because there is not always any obvious right answer.
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In addition to getting confirmation about the validity of one’s thoughts and decisions, the leaders also

meant that discussing ethics helped illuminate the staffs’ scope of action and increased their action skills.

Reflection on practice was also seen as a means to increase feelings of security among the staff and their

resilience at work in regard to both presence and caring abilities. One manager in home nursing care stated,

To me, ethics is highly connected to the work environment and the security of being who you are . . . and if we

manage to convey that our work environment is open for whatever needs to be discussed and that we tolerate

differences, then we can strengthen our feelings of unity and even contribute to recruitment.

Several of the managers also gave examples of employees who had turned to them and presented

dilemmas they needed to discuss. One manager in nursing home said,

She had lost sleep and was very troubled by this situation. If she hadn’t opened up, I think she’d be on sick

leave now.

The same manager added,

When you recognize that this [ethical dilemma] is good to talk about, because it makes you think a little different

and feel other kinds of feelings . . . then, it makes you healthier – then, it is helpful. The choice will be correct

anyway – but one must argue for it and feel that afterwards one actually made reflections that led to the decision -

then the choice is right for you in any case.

Some of the managers in nursing homes pointed to the transfer value regarding ethics, when working

within the framework of person-centred care. One manager stated,

To be able to say that we work [in a] person-centred [way], we must have a common understanding of the values.

In person-centred care, one must also try to investigate the patient’s behaviour and find out why . . . the patient

struck [someone], for instance. In my opinion, [a] person-centred approach automatically strengthens ethics

reflection and vice versa . . .

Increased awareness of ethical issues appeared to be the most highlighted advantage of the national

project. Simultaneously, some managers mentioned that their personal interest and competence in relation

to ethics was relevant. One manager in home nursing care was convinced that her own interest and

education in ethics, as well as her former experience as an ethics facilitator, was crucial to her ability to

put ethics on the agenda. She said,

I’m passionate about it. This is important to me both as a starting point and to make it become a present element in

the everyday life on the ward.

The managers rarely found that exception reports could apply to violations of ethical standards. How-

ever, putting ethics on the agenda through exception reports was discussed as valuable for raising employ-

ees’ ethical awareness.

Barriers to working with ethics. Difficulties in prioritizing time for ethical reflection emerged as a huge barrier

for the leaders. They realized that this was especially true for the nurses, who were seen as the work team

leaders and were already fully occupied with a variety of both user-oriented and administrative tasks that

required time and attention. They believed that ethical reflection was often referred to periods of less bustle,

when the presence of staff was stable or when someone randomly decided that they should carry it out.
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The managers also noted little engagement among employees as they tried to bring them together for a

round of ethical reflection. One of the managers in home nursing care stated,

I find it difficult to be the one to create motivation among employees . . . perhaps it would have been easier if we

had good tools. We manage it in the project we are currently working on, to prevent coercion. In that project, we

have a study circle and specific tools . . . videos, workbook . . . it becomes a practical act in any way.

Only one manager said that ethical group reflection, modelled on the national project, was implemented

as a routine at their workplace today. Overall, the managers expressed resignation when describing efforts to

implement ethical reflection. One manager in home nursing care said,

We have talked about deciding that the first Wednesday every month should be set aside for ethical reflection, but

it has been deprioritized. Ethics is extremely important, but somehow we are not able to organize it or be

systematic about it. It sort of flows off . . .

The managers talked most about the difficulties they experienced in continuing the ethics work launched

by the national project.

One manager in home nursing care said,

The project had good intentions, but these were abandoned when lack of time required emphasis on other

priorities. It is the direct user-oriented contact that is in focus – and they (the staff) are very good at that.

Another manager in home nursing care added,

The facilitator really tried – but it got a little difficult, alienated – not everyone who understands what this

is . . . Perhaps it is hard to be conscious of what these conflicts, we feel inside, mean or are? I don’t think the staff

experienced it [as] so very helpful or recognizable, no . . . it became too difficult. Everyone should try to find the

ethical dilemma we should discuss – but an ethical dilemma was difficult to define . . .

Other managers talked about difficulties when the sessions of reflection took place outside of working

hours or created logistical problems with shift work. Several of the managers also felt that the outcome of

the project relied much upon the person, his or her personal engagement, whether it concerned facilitators,

staff or leaders. In addition, they felt that the healthcare sector is characterized by the fact that new projects

are constantly coming up and one is not ready to implement anything until one has started something new.

Managers’ opportunities to fulfil the role

The managers identified several important conditions for working with ethics on their units, which were

sorted into the following subcategories: leadership, arenas and responsibility.

Leadership in ethics work. All managers stated that they strived to be close to their employees and to foster

open and positive relationships. In hiring, they tried to get to know the employees and regularly followed up

with appraisal meetings. Finding time for these meetings was often complicated by busy schedules. How-

ever, appraisal meetings were highlighted as opportunities to gain knowledge about the employees’ qua-

lities and values, as well as their shortcomings and self-awareness. One manager in a nursing home said,

It is not necessarily the number of personnel on the shift that is decisive, but who they are. Do they have the right

qualities? Are they aware of how they react and act on others?
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They were also concerned that the staff should feel that there was a low threshold for contacting

managers. Overall, the leaders expressed a strong desire to be supportive and involved with the employees,

but admitted that hectic everyday life could make it difficult to achieve these visions. At the time of the

interview, several of the managers were in the midst of downsizing and reorganization processes. Few of the

leaders talked explicitly about their leadership style, but some mentioned value-based leadership, relational

leadership and trust-based leadership as inspirational approaches. When it came to measures to stimulate

employees’ presence and working abilities, the leaders agreed that clarity regarding duties and rights was

the most effective. Some gave examples of honouring employees who made special efforts. Others dis-

cussed episodes where they used negative examples of employees who had shown poor ethical judgment to

enhance shared learning at staff meetings.

Arenas for ethics work. The managers identified various arenas or meeting points that were suitable and

potentially available for ethics work or ethical reflection. These meeting points included accounts between

shifts, mid-day reports, coffee breaks, reflection meetings on particular patient cases, staff meetings and

professional meetings among nurses or other professionals. Social meetings outside working hours were

also seen as beneficial for teambuilding and raising feelings of security among the staff. However, most of

the available arenas were used for dealing with urgent practical issues or day-to-day challenges. Only one

manager in home nursing care said that ethical reflection was scheduled to replace the mid-day report once

a week.

Responsibility for ethics work. The responsibility for working with ethics materialized primarily through

attempts to set aside time for ethical reflection and to handle reported nonconformities. The managers said

that the focus on ethics was significant both in national and local healthcare policy plans and in meetings

with other healthcare leaders in the municipality. Still, the translation of good intentions into practical

action seemed problematic. One manager in home nursing care explained,

Ethics is seen as important in our strategies for enhancement of the staff’s competence and we discuss it a lot at

our leader meetings, but the formulations are vague and hard to translate into actual and common practice . . . I

think we all try to do what suits our local wards/units best. And as leaders, we are also different persons holding

different views . . .

Other managers indicated that the responsibility for the ethics work was unclear, exemplified by one

manager in a nursing home,

We talk a lot about ethics, but there are no guidelines for me as a leader, not that I know of. Actually, I wish we

could have our own ethical reflection meetings in the leadership group . . . I think it is possible.

On the one hand, the managers argued that ethics permeated all of the activity on their wards and that

they were constantly working on it. On the other hand, they admitted that more systematic work would have

been desirable.

Discussion

The managers in this study experienced ethics work as valuable but challenging. They saw value in the sense

that supporting ethical competence helps secure quality of care and also enhances the individual employee’s

coping skills and ability to live up to his or her ethical standards. However, working practically with ethics

was experienced as difficult and not so evident. Organizational obstacles and time constraints were offered as

explanations, as were lack of applicable methods and difficulties in communicating about ethics. Our
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findings indicate that leaders had a somewhat distant relationship to ethics and drew more attention to the

individual than the organizational and managerial responsibility for promoting ethical conduct on their

wards. An understanding of ethics as a ‘personal matter’ seemed to pervade their experiences. First, the

managers recognized that employees’ handling of ethically difficult situations could depend on the vulner-

ability of the individual employee. Second, ethical competence was seen as a matter of course, and an

individual and personal responsibility of anyone working within patient care. Third, implementation of

ethics was perceived to be highly influenced by individuals’ (both employee’s and leaders’) attitudes,

commitment and previous work experiences. The managers did not seem to separate their own responsibility

for supporting ethical competence from the responsibility of the individual employee to provide ethical care.

The leaders’ impressions of what was ethically challenging for the staff correspond to ‘everyday ethics

issues’ (e.g., patient autonomy and offensive behaviour) and ‘big ethical issues’ (e.g., life-or-death matters

and treatment choices).32 Still, the leaders placed most concern on the challenge of the individual employee’s

personal morale when optimal care was prevented by organizational factors like work instructions and lack of

resources. In such cases, the ethical challenge or frustration was explained by variations among employees’

personalities, and hence, ethics became a personal and private matter. Ethics seen as something intimate and

confidential, only shared between an individual and his or her conscience,33 also implies that the individual is

left alone with the responsibility. Yet, more research demonstrates nurses’ distress and fear of becoming

superficial and indifferent when heavy workloads require prioritization and may prevent satisfactory and

morally good nursing34,35 and calls for more attention to collective and managerial responsibility.33

The managers’ statements were normative when talking about the value of ethics work. However, how to

make ethics understandable and a subject for reflection was not so self-evident. Challenges with concep-

tualizing ethics were highlighted, as well as the lack of tools or time and varying motivation among

employees. The latter could also vary among leaders. One impression from the interviews was that some

leaders regarded these challenges as beyond their control. In addition, they seemed to rely on the idea that

employees nonetheless reflected a lot during the reports.

Although the importance of ethics seemed indisputable, and arenas for ethics reflection were identified,

the managers confirmed previous research indicating that attention to ethics may lose out to other pressing

tasks in a care environment.18 For some leaders, their solution was to emphasize ethics by focusing on

person-centred care. Others talked about the importance of recruiting employees with good values, while all

stated that they made efforts to set aside time for ethical reflection. Overall, the managers seemed to apply

an instrumental approach to ethics work, and they acknowledged that they were not as close to the day-to-

day staff as they wanted to be.

Without being explicit about it, the leaders mentioned that they were inspired by various leadership

styles. According to Brown and Treviño,36 moral managers make ethics explicit by communicating values

and intentionally role-modelling ethical behaviour. Implicitly, it is not enough to provide directives for

good moral care; the leader must also be able to demonstrate it. Ethical leadership is increasingly regarded

as a separate and proactive management style37 that is characterized by the demonstration of appropriate

conduct through personal actions and interpersonal relationships.38 Equally important is being able to

identify ethical aspects in a given situation.39 Values and morals are linked to personal and individual

circumstances. At the same time, this is shaped by education, professional guidelines, society and the

specific context in which ethics take place. Ethical issues concerning context that do not necessitate

immediate medical actions towards patients are often overlooked.33 Examples of such issues may be the

staffing situation, lack of time and limiting work instructions. The managers in this study did recognize

organizational factors to be ethically relevant, but only when situations contradicted the individual employ-

ee’s caregiving standards. Perhaps the managers, deliberately or not, chose to understand these as frustra-

tions employees had to live with because the managers themselves felt powerless. However, when dealing

with organizational ethics, involvement from leaders is a must,32 and the first step may be to recognize such
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frustrations as both ethically significant and as a collective concern within the organization. Because

personal values are too variable to serve as guidelines, nurse managers should facilitate discussions, convey

clear and transparent solutions, and serve as role models in solving ethical problems.12,15,26

Our findings suggest that nurse managers need support themselves, both to become aware of and to carry

out their responsibilities to support their staff’s ethical conduct. Supporting staff in conducting ethically

sound care require more than organizing meeting places for ethical reflection; they also require greater

awareness and understanding of what ethical leadership means. Ethical reflection groups for leaders and

development of educational programs for ethical leadership can be suggested as concrete implications from

this study. The findings also point at challenges to ethics work in organizations that should be explored in

further studies.

This study was carried out in a limited geographical area and included a relatively small sample of nurses

who had different experiences in management. The transferability of our findings is facilitated by the

participants’ rich descriptions, the context and a significant proportion of quotations from the interviews.

Conclusion

Our findings showed that nurse managers experienced ethics work to be valuable but also challenging.

Challenges with conceptualizing ethics were highlighted, as well as lack of applicable tools or time and

varying motivation among employees. They tended to view ethics as a ‘personal matter’, and that the need

and benefit of ethical support (e.g., ethics reflection) depended on individuals’ vulnerability, attitudes,

commitment and previous experiences. The managers did not seem to distinguish between their own

responsibility for supporting ethical competence and the responsibility of the individual employee to

provide ethical care. Like their staff, nurse managers need to be more aware of ethical aspects in given

situations. They also need support to understand and practice ethical leadership, which can be facilitated

through ethical reflection for leaders and the development of the training program.

Acknowledgements

This study was supported by Centre for Development of Institutional and Home care Services in Nord-

Trøndelag. The authors are grateful to the nurse managers who shared their stories.

Conflict of interest

The author(s) declared no potential conflicts of interest with respect to the research, authorship, and/or

publication of this article.

Funding

The author(s) disclosed receipt of the following financial support for the research, authorship, and/or

publication of this article: This study received funding from Regional Research Fund Mid-Norway.

ORCID iD

Siri Andreassen Devik https://orcid.org/0000-0001-5890-203X

References

1. Ulrich CM, Taylor C, Soeken KO, et al. Everyday ethics: ethical issues and stress in nursing practice. J Adv Nurs

2010; 66(11): 2510–2519.

2. Kim S, Seo M and Kim DR. Unmet needs for clinical ethics support services in nurse: based on focus group

interviews. Nurs Ethics 2018; 25(4): 505–519.

1678 Nursing Ethics 27(8)

https://orcid.org/0000-0001-5890-203X
https://orcid.org/0000-0001-5890-203X
https://orcid.org/0000-0001-5890-203X


3. Norwegian Ministry of Health Care Services. The coordination reform. Proper treatment – at the right place and

right time. 47 (2008–2009). Oslo: Helse- og omsorgsdepartementet, 2009.

4. Andrews D. Fostering ethical competency: an ongoing staff development process that encourages professional

growth and staff satisfaction. J Contin Educ Nurs 2004; 35(1): 27–33.

5. Rodney P, Varcoe C, Storch J, et al. Navigating towards a moral horizon: a multisite qualitative study of ethical

practice in nursing. Can J Nurs Res 2002; 34: 75–102.

6. Varcoe C, Doane G, Pauly B, et al. Ethical practice in nursing: working the in-betweens. J Adv Nurs 2004; 45:

316–325.

7. Doane GH, Storch J and Pauly B. Ethical nursing practice: inquiry-in-action. Nurs Inq 2009; 16(3):

232–240.

8. Pauly B, Varcoe C, Storch J, et al. Registered nurses’ perceptions of moral distress and ethical climate. Nurs Ethics

2009; 16(5): 561–573.

9. Varcoe C, Pauly B, Storch J, et al. Nurses’ perceptions of and responses to morally distressing situations. Nurs

Ethics 2012; 19(4): 488–500.

10. Lillemoen L and Pedersen R. Ethical challenges and how to develop ethics support in primary health care. Nurs

Ethics 2013; 20(1): 96–108.

11. Helft P, Bledsoe P, Hancock M, et al. Facilitated ethics conversations. A novel program for managing moral

distress in bedside nursing staff. JONAS Healthc Law Ethics Regul 2009; 11(1): 27–33.

12. Shirey MR. Ethical climate in nursing practice: the leader’s role. JONAS Healthc Law Ethics Regul 2005; 7(2):

59–67.

13. Gallagher A and Tschudin V. Educating for ethical leadership. Nurs Educ Today 2010; 30: 224–227.

14. Kangasniemi M, Vaismoradi M, Jasper M, et al. Ethical issues in patient safety: implications for nursing manage-

ment. Nurs Ethics 2013; 20(8): 904–916.

15. Makaroff KS, Storch J, Pauly B, et al. Searching for ethical leadership in nursing. Nurs Ethics 2014; 21(6):

642–658.

16. Goleman D and Leadership that gets results. Harvard Business Review, 2000, p. 2, https://hbr.org/2000/03/

leadership-that-gets-results

17. Aitamaa E, Leino-Kilpi H, Iltanen S, et al. Ethical problems in nursing management: the views of nurse managers.

Nurs Ethics 2016; 23(6): 646–658.

18. Zydziunaite V and Suominen T. Leadership styles of nurse managers in ethical dilemmas: reasons and conse-

quences. Contemp Nurse 2015; 48: 150–167.

19. Magelssen M, Gjerberg E, Pedersen R, et al. The Norwegian national project for ethics support in community health

and care services. BMC Med Ethics 2016; 17: 70.

20. Karlsen H, Lillemoen L, Magelssen M, et al. How to succeed with ethics reflection groups in community health-

care? Professionals’ perceptions. Nurs Ethics 2019; 26(4): 1243–1255.

21. Karlsen H, Gjerberg E, Førde R, et al. Etikkarbeid i kommunal helse– og omsorgstjeneste – evaluering av

etikkrefleksjonens innhold og betydning (Ethical work in municipal health care;- evaluation of the content and

the impact of ethics reflection). Nord Nurs Res 2018; 8: 22–36.

22. Gjerberg E, Lillemoen L, Dreyer A, et al. Building ethical competence in Norwegian municipalities: what has been

done and what has been sustainable? Etikk i praksis. Nord J Appl Ethics 2014; 8: 31–49.

23. Barkhordari-Sharifabad M, Ashktorab T, and Atashzadeh-Shoorideh F and Obstacles and problems of ethical

leadership from the perspective of nursing leaders: a qualitative content analysis. J Med Ethics Hist Med 2017; 10:

1, http://jmehm.tums.ac.ir/index.php/jmehm/article/view/201

24. Barkhordari-Sharifabad M, Ashktorab T and Atashzadeh-Shoorideh F. Ethical competency of nurse leaders: a

qualitative study. Nurs Ethics 2019; 25: 20–36.

25. Menzel D. Research on ethics and integrity in public administration: moving forward, looking back. Public Integr

2015; 17: 343–370.

Devik et al. 1679

https://hbr.org/2000/03/leadership-that-gets-results
https://hbr.org/2000/03/leadership-that-gets-results
http://jmehm.tums.ac.ir/index.php/jmehm/article/view/201


26. Downe J, Cowel R and Morgan K. What determines ethical behavior in public organizations: is it rules or

leadership? Public Adm Rev 2016; 76: 898–909.

27. Poikkeus T, Suhonen Katajisto J and Leino-Kilpi H. Organisational and individual support for nurses’ ethical

competence: a cross-sectional survey. Nurs Ethics 2018; 25(3): 376–392.

28. Patton M. Qualitative research & evaluation methods. 3rd ed. London: SAGE, 2002.

29. Kvaale S. Doing interviews. London: SAGE, 2007.

30. Krippendorff K. Content analysis: An introduction to its methodology. Newbury Park, CA: SAGE, 1980.

31. Graneheim UH and Lundman B. Qualitative content analysis in nursing research: concepts, procedures and

measures to achieve trustworthiness. Nurse Educ Today 2004; 24(2): 105–112.

32. Downe-Wamboldt B. Content analysis: method, applications, and issues. Health Care Women Int 1992; 13(3):

313–321.

33. Bollig G, Rosland JH and Heller A. How to implement systematic ethics work in nursing homes? Adv Med Ethics

2016; 3: 1.

34. Mihelic KK, Lipicnik B and Tekavcic M. Ethical leadership. IJMIS 2010; 14: 31–41.

35. Bentzen G, Harsvik A and Brinchmann BS. Values that vanish into thin air: nurses’ experience of ethical values in

their daily work. Nurs Res Pract 2013; 2013: 939153.

36. Ball J, Murrells T, Rafferty A, et al. Care left undone’ during nursing shifts: associations with workload and

perceived quality of care. BMJ Qual Saf 2014; 23(2): 116–125.

37. Brown ME and Treviño LK. Ethical leadership: a review and future directions. Leadersh Q 2006; 17: 595–616.

38. Engelbrecht AS. Integrity, ethical leadership, trust and work engagement. Leadership Org Dev J 2017; 38:

368–379.
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