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Abstract

Research is limited on how nurses in community settings manage ethical conflicts. To address this gap, we conducted a study
to uncover the process of behaviors enacted by community nurses when experiencing ethical conflicts. Guided by Glaserian
grounded theory, we developed a theoretical model (Moral Compassing) that enables us to explain the process how 24
community nurses managed challenging ethical situations. We discovered that the main concern with which nurses wrestle is
moral uncertainty (“Should | be addressing what | think is a moral problem?”). Moral Compassing comprises processes that
resolve this main concern by providing community nurses with the means to attain the moral agency necessary to decide to
act or to decide not to act. The processes are undergoing a visceral reaction, self-talk, seeking validation, and mobilizing support
for action or inaction. We also discovered that community nurses may experience continuing distress that we labeled moral

residue.
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Health care professionals may experience ethical conflict
when their moral beliefs and values differ from the values
underlying clinical or organizational decisions implemented in
their workplace. Decisions may be clinical practice decisions
impacting clients and family members or administrative pro-
cedural decisions impacting clients, family members, and
employees (e.g., budget allocations or organizational poli-
cies). Ethical conflict has been the topic of empirical study in
recent decades (e.g., Carnevale, 2013; Gaudine et al., 2011b).
There has been a resurgence of research interest in acute care
issues, such as the ethics of providing or withholding unwar-
ranted advanced treatment given a client’s individual life cir-
cumstances. Research on the topic has been conducted in
hospital settings, and thus, ethical conflict arising during com-
munity-based care has received relatively little attention.

Research examining the ethics of administrative decisions
was initiated several decades ago due in large part to escalat-
ing health care costs and budget restraints (e.g., Gaudine &
Beaton, 2002). Given that more funds are distributed to acute
care institutions than to community health centers, the major-
ity of this research was also conducted in hospital settings
(e.g., Gaudine et al., 2011a).

Registered nurses in Canada are bound by the Canadian
Nurses Association (CNA) Code of Ethics that guides ethical
practice behaviors (CNA, 2017a). The Code consists of

nursing values and responsibilities that serve to protect the
public by ensuring the delivery of safe, competent care. When
ethical conflicts are experienced by nurses, there is a risk that
quality care delivery is in jeopardy, thus making ethical con-
flict a significant research topic. The very fact that conflict
occurs may serve as an indicator or warning that care or deci-
sion-making is suboptimal; although one may argue ethical
conflict may also occur when care is optimal and health care
providers hold different moral viewpoints. It is also important
to identify and understand nurses’ ethical conflicts because
unresolved conflict in the workplace has long been associated
with lower morale and burnout (Lamb & Storch, 2012; Mack,
2013; Rodney & Starzomski, 1993; Yarling & McEImurry,
1986). In fact, more recently, Canadian researchers, after con-
ducting a longitudinal study of Canadian nurses, reported that
ethical conflict in the workplace was associated with increased
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stress, absenteeism, and turnover intent (Gaudine & Thorne,
2012).

In developed countries, as hospitals opened intensive care
units and the complexity of client care escalated, hospital
ethics committees came into existence. By the 1970s, many
hospitals in Canada and elsewhere had formed ethics com-
mittees and, or, hired an ethicist to address ethical conflict
associated with liability issues, and gradually, these became
the norm for hospitals. A 2008 Canadian survey revealed that
85% of respondents had a committee for advising on ethical
situations (Gaudine et al., 2010). In contrast, community-
based agencies had not incorporated established ethics com-
mittees at the same rate despite the fact that well over a
decade ago Canadian researchers discovered that profession-
als working in community health centers wanted ethics sup-
port (Racine & Hayes, 2005). In part because there have
been few studies examining ethical conflict arising during
community-based care, ethics committees or supports for
managing ethical conflict have been slower to develop. In
some cases where community services have become part of
a larger health care organization that includes hospital(s) set-
tings, the hospital’s ethics committee provides the ethics
consultation function; however, the committee may not
understand the unique issues associated with home care, for
example, Fry-Revere (1992). To address this need, Norway
is in the early stages of implementing ethics reflection groups
in community health care agencies (Lillemoen & Pedersen,
2015; Magelssen et al., 2016).

With clients being transferred from hospitals earlier, an
aging population, and the increasing incidence of chronic
disease, it is probable that community-based health care pro-
fessionals are frequently challenged by ethical situations.
Given that community nurses may have little or no access to
ethics committees or ethicists due to fact that, generally,
most resources are based in hospitals, it is particularly impor-
tant to understand how community nurses manage ethical
conflicts to make recommendations about needed supports.
It is also critical to understand how community nurses man-
age ethical conflicts because unresolved conflicts may result
in negative ramifications for nurses, for organizations, and
for clients.

In recent years, researchers in Japan, South Korea, and
Norway have investigated ethical conflicts during commu-
nity-based care delivery (Asahara et al., 2013; Choe et al.,
2015; Dahl et al., 2014; Lillemoen & Pedersen, 2015).
Greenway and colleagues (2013) explored the ethical ten-
sions experienced by home care nurses who attempted to
promote preventive care, and Karlsson and colleagues (2013)
used a hermeneutic phenomenologic approach to understand
the experiences of home care nurses who encountered ethical
conflicts when providing end-of-life care. While it is evident
that we are beginning to see some research on the ethical
conflicts facing community nurses, we are not aware of a
published report in Canada outlining how exactly commu-
nity nurses go about managing conflicts. Therefore, we

conducted a research study as a first step in addressing this
gap. Our research question was What is the process of behav-
iors enacted by community nurses when experiencing ethical
conflicts in their practice?

Research Design

Grounded theory methodology (Glaser, 1978, 1998), an
inductive qualitative research approach that enables research-
ers to theorize how participants respond to and negotiate
meaningful events, situations and circumstances in their nat-
ural settings, was employed to explain how community
nurses manage ethical conflicts. We chose grounded theory
methodology given the research focus was the process of
conflict management (i.e., process of behaviors enacted in
response to ethical conflict).

Participants and Research Context

Our study focused on registered nurses who provide health
care in community settings and who had experienced an ethi-
cal conflict. In Canada, community nurses are designated as
home care nurses and public health nurses (CNA, 2017b).
The research coordinator contacted community health unit
managers about the study and received permission to put up
recruitment posters. Interested nurses contacted the research
coordinator directly by telephone or left their first name and
contact information with the community health unit. We
recruited according to inclusion criteria that they speak, read,
and write English fluently; maintain current professional
registration; are directly involved in community-based care;
and have had more than 1 year experience working in the
community. Twenty-four community nurses (11 home care
nurses and 13 public health nurses) comprised our purposive
sample. Participants had between 1.5 and 30 years of experi-
ence providing community-based care. The age of partici-
pants ranged from 23 to 57 years; 23 identified as female and
1 identified as male. Participants were given a gift certificate
of US$20 as a token of appreciation for their time. Theoretical
sampling included conversations with two professionals
from outside the health care sector—one from social work
and one from pharmacy.

Data Collection and Analysis

The 24 community nurses were invited to participate in one
60- to 90-min semi-structured face-to-face or telephone
interview. As participants in our purposive sample, they were
asked to share their ethical conflict experiences with exclu-
sive focus on how they managed conflicts. Research inter-
views were conducted in offices, on the university campus,
or over the telephone. The interview guide included ques-
tions such as “Please tell me about an ethical conflict that
you have experienced while working as a community nurse”
and “What did you do to manage this conflict?” Interviews
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were audiotaped and transcribed verbatim. Theoretical sam-
pling included talking to professionals from other sectors
(i.e., pharmacy and social work) and consulting the ethics
literature.

Consistent with grounded theory methodology, we carried
out two steps: (a) substantive coding and (b) theoretical cod-
ing (Glaser, 1978). Substantive coding entailed open coding
and selective coding procedures. During the open-coding pro-
cedure, we fractured transcribed interview data into analytic
segments that could be raised to an abstract conceptual level
by extracting words from the participants’ language (called
“in vivo codes”) that depicted relevant ideas, behaviors, or
perspectives pertaining to ethical conflicts. Then similar in
vivo codes were grouped together into conceptual categories
and temporary labels assigned to each grouping. Subsequently,
by using the constant comparative method, in vivo codes
were compared with one another and with emerging concep-
tual categories assembled from new incoming data.

Glaserian grounded theory requires that the researcher
determines the chief concern or problem facing participants
and then the process of behaviors or actions taken to resolve
the problem (Glaser, 1978). In our study, following open
coding, we sought to identify the main concern of commu-
nity nurses when confronted by ethical conflicts. We discov-
ered that participants question the legitimacy of their
thinking; that is, they need to seek validation that the situa-
tion they have identified is actually an ethical conflict that
warrants attention. By implementing selective coding, we
were able to identify this recurring concern associated with
conflict management as well as the basic social psychologi-
cal processes implemented for resolution which became the
basis for the theoretical model. All emerging conceptual cat-
egories were selected relevant to this recurring concern
around which generation of the theoretical model occurred
that explains how ethical conflicts are managed.

It was during the second step of analysis (theoretical cod-
ing) that we expanded emerging conceptual categories and
assembled them theoretically by using Glaser’s (1978) fami-
lies of theoretical codes (e.g., causes, contexts and conse-
quences) as analytic strategies to enhance abstraction.
Theoretical sampling enabled us to further enrich conceptual
categories and associated properties. Theoretical sampling
included extensive immersion in the ethics literature and
selection of comparative data—a pharmacist and a social
worker explained how they managed ethical conflict.

Ethical Considerations

The study was granted approval by the Health Research
Ethics Authority of Newfoundland and Labrador and by pro-
vincial health authorities. Ethical considerations included
participant imposition, discomfort, confidentiality, and free-
dom to withdraw. We emphasized with participants that pro-
tection of their interests and well-being took precedence. We
obtained written consent for audiotaping interview sessions

Undergoing
a Visceral
Reaction

Moral
Residue

COMPASSING

Support for
Action or
Inaction

Validation

Figure 1. Community nurses manage ethical conflicts through
Moral Compassing which comprised processes beginning with
undergoing a visceral reaction, then self-talk, then seeking validation,
then, finally, mobilizing support for action or inaction. Moral residue is
the aftermath that is experienced by some community nurses.

after describing measures being taken to ensure confidential-
ity and anonymity. All participants were fully aware of their
freedom to withdraw at any point without fear of reprisal.

Rigor

Criteria for demonstrating rigor included fit, relevance, work,
and modifiability, as developed by the co-originators (Glaser
& Strauss, 1967) and later adapted by Glaser (1978). We ful-
filled the criterion of emergent fit by ensuring that we did not
force data to fit predetermined ideas; rather, we enabled
emergence of the main concern and conceptual categories.
And according to Glaser and Strauss (1967), if a theory is to
work, it should be relevant and contextualized to a particular
substantive area. This was evidenced by how we formulated
our theoretical model (Moral Compassing) to explain how
community nurses manage ethical conflicts by drawing from
everyday practice realities of community nurses and by
cross-checking emerging concepts and processes against
perceptions of subsequent interview participants. Finally,
Moral Compassing was generated through what Glaser
describes as a “modifying process” (Glaser, 1978, p. 5). We
were open and flexible and had to rework our assumptions
based on incoming data several times, leading to significant
modifications of the basic social psychological processes
constituting Moral Compassing (e.g., undergoing a visceral
reaction, self-talk, and seeking validation were processes
that underwent considerable deliberation).

Findings

Emerging from our study is an explanatory theoretical model
that we named Moral Compassing (Figure 1) and that
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comprises several processes. The processes are undergoing a
visceral reaction, self-talk, seeking validation, and mobiliz-
ing support for action or inaction. We also discovered that
community nurses may experience continuing distress that
we labeled moral residue. Moore and Gino (2013) define
moral compass as a metaphorical description of an individu-
al’s orientation to what is right and what is wrong which moti-
vates an individual to make ethically sound judgments and to
act accordingly. We applied the term “moral compassing” to
explain how community nurses navigate through moral
uncertainty and decide whether they will act and what action
they will take. First (during undergoing a visceral reaction),
they know at a gut level that something is wrong and quality
care is not being provided. Then, they enact the rational think-
ing process of self-talk to convince themselves that their
Code’s nursing values and ethical responsibilities have been
violated, and hence, a real ethical conflict exists (i.e., their
sense of uneasiness stems not from personal values but from
professional values). Once confident, they enter into the pro-
cess of seeking validation to seek confirmation through dis-
closure and open dialogue with their co-workers. They rely
on their co-workers to verify that the facts are correct and
that they are dealing with a valid moral concern. Once they
are certain that they are facing an ethical conflict that war-
rants action, they seek options during the process of mobiliz-
ing support for action or inaction.

Overall, Moral Compassing (Figure 1) fortifies a sense of
moral agency, and community nurses are able to approach
managers and, or, consult with ethics committees. However,
some nurses described what we have identified as moral resi-
due which is the continuing distress some community nurses
experience, especially when conflicts are not fully resolved,
that can manifest in lingering psychological distress for
months and even years later.

Undergoing a Visceral Reaction

Moral Compassing (Figure 1) begins with awareness that
something is not right originating deep within the subcon-
scious mind of the community nurse. Participants described
a “discrepancy” between their “morals” and “beliefs” and a
situation or institutional policy. An instinctive feeling, an
uneasiness that nurses describe as a “gut feeling,” arises that
causes them to pause and consequently their work is dis-
rupted. One nurse stated, “My intuition is telling me there is
more to this.” This intuitive knowing is brought to their
attention as feelings or sensations and could be, as one par-
ticipant described, “the kind of read I get on situations and
people—that’s how I tend to approach ethical dilemmas. It’s
what I’'m sensing.” While the nurses acknowledge being well
aware of ethical principles of “do no harm” and promote cli-
ent “autonomy,” nurses also spoke of using their intuition.
One participant stated that, “there’s a lot of logic there but for
me it’s more intuitive, it’s more a feeling.” Participants in our
study described reacting with intense feelings and strong

emotions. For example, some shared becoming “really frus-
trated” and being “stressed about it at home.” The source of
their intense reaction is their inability to achieve quality care
delivery. They expressed feelings of doubt, guilt, and anxi-
ety. This visceral agitation that something is wrong leads to
the process of self-talk.

Self-Talk

While undergoing a visceral reaction is the intuitive “cata-
lyst” that something is not right, self-talk is the ensuing ratio-
nal thinking process during which “logical steps” are set in
motion. During self-talk, nurses mull things over in their
minds as they carry out an internal dialogue. The first stage
of this process is ensuring that the conflict is real—nurses
question whether an ethical conflict or moral problem is truly
the source of their visceral agitation.
Nurses reflect, pondering why they “feel a certain way™:

A lot of times I find I do a lot of self-reflection just because,
particularly with the emotional part of it—just because I might
be feeling emotions as a result it may not necessarily be because
of'the ethical dilemma itself. It could just be buttons were pushed
that something happened to me when I was a teenager that is
similar . . . So that ability to kind of step away and look and see.

One participant explained that self-talk refers to clarifying
personal values from professional mandates:

Soit’s all those issues and much of it comes to values clarification
and I think that’s what helps with the ethical conflicts with it
because at the end of the day while nurses may have their own
personal values around immunization or breastfeeding or around
self-determination and all of those things, they must espouse
what the program, you know what the organization presents.
And you know they must be able to do that convincingly with
clients or else they need to look at working elsewhere, you know
where their values line up.

It was apparent that the antecedent to the process of self-
talk is the nurse’s professional practice desire for client-cen-
tered care. Participants described self-talk as “soul-searching,”
examining if their practice was adequate to meet client needs.
Self-talk consists of asking “what’s best for the client?” It is
not entirely evident to some nurses that a program or policy
is really intended to assist clients. “Are clients benefitting?”
Compelled by “duty” and “responsibility” and motivated by
obligation to clients, self-talk continues in an attempt to try
to “work through” what seems to be an ethical situation.
Nurses then transition from talking with self to talking it out
with coworkers.

Seeking Validation

During the process of seeking validation, nurses seek confir-
mation that they are actually encountering an ethical situation
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by discussing their intuitive feelings with coworkers. One
participant asked her coworkers, “Would you feel bad if you
were in this scenario?” And, “This just doesn’t feel right to
me. Am I reading this wrong? Am I reading this right? What
do you think? What’s your interpretation of this?” Another
participant added, “Like am I too close to the situation? Am I
not close enough?”’ Perhaps objectivity is uncertain as alluded
to in our study; that is, nurses present the situation “as they
see” it, present the “facts as they know” them, and, although
nurses may be “fairly pragmatic and insightful” we were told,
they recognized that feelings and emotions could be clouding
their judgment.

Seeking validation also offers nurses a mechanism to
ensure their facts are correct. Nurses told us they need vali-
dation that they are “extrapolating the correct information”
to assess the situation as part of their information gathering
strategy: “Being able to talk to colleagues is really helpful
because that helps you validate your concerns or give you
another perspective on it.” Nurses require a full understand-
ing of the situation to deal with it appropriately. They were
mindful when questioning policies that were historically
enacted for specific reasons. Seeking validation avoided
risk-taking that may unintentionally negatively impact the
client.

Nurses debrief with each other as a form of catharsis in
the midst of the dilemma to release emotions. To reduce ten-
sion, nurses debrief as a team for informal sessions during
break times or at the end of their work day. One of our par-
ticipants shared that she might say,

‘This is what I’m facing and it’s really frustrating,” and they
either provide me with some solutions or advice or they kind of
just let me talk it out and acknowledge that I am frustrated and
yet I can’t do anything about it. So I find that helps to let the
other nurses know that you’re going through that with your
clients because you can’t express a lot of emotions in front of the
client and in front of their family members so to go back to the
office and express it helps a lot.

The consequences of seeking validation is sustained men-
tal well-being because the process addresses nurses’ needs to
know they are on the right track and that they have identified
a valid moral concern that merits acknowledgment and
discussion.

Mobilizing Support for Action or Inaction

Now knowing that they are indeed encountering an ethical
situation, nurses find support for their decision to take action
or to “let it go” and “move on” during this process of mobi-
lizing support for action or inaction. Nurses in consultation
with coworkers “will try to weigh the consequences of their
actions.” It may mean asking, “I have this or that client in
this and that situation, what should I do?” The nurse wants
assistance appraising all possible options so that the best

route is chosen. One participant explained, “I’ll process it
myself and say, ‘Yeah maybe that’s a good route for me to
take.” I’1l look to others to give me the various paths I could
take and say, ‘Okay, that route will work for me.””

Support from coworkers in their decision-making pro-
vides nurses with the moral agency to bring forward ethical
conflicts with their managers. Participants in our study spoke
highly of their managers in terms of the level of support
offered. Part of bringing forward issues with management
during this process is clarifying professional legal obliga-
tions and implications. Moral agency is defined by Jacobs
(2001) as a particular trait possessed by an individual that is
manifest in the individual’s ability to reason, self-determine,
and act morally. Moral agency, we discovered, is enhanced
when nurses can reason from a solid understanding of their
legal obligations and after they have thoroughly reviewed
their scope of responsibilities and potential impacts. Nurses,
however, cautioned that

you don’t want to be the one that is going to bring a good
program down because you did something that you thought was
the right thing do at the time. So it’s always good, even though
you might think this is definitely the right thing to do, it is
always good to take things to your manager or your immediate
boss.

Clarifying policies also promotes moral agency.

Nurses want to know the policies, the rules, and their roles
and responsibilities and what they “have to do” to ensure
they are taking the right actions:

It seems like all my ethical issues that I have had, I’ve kind of
tried to resolve them amongst my coworkers and my manager
and my clinical coordinator. We’ve kind of come to a solution by
policy and what should be done, and, you know, we’ve come, [
guess, to a solution to some extent.

To safeguard client care, nurses may be forced to undermine
restrictive administrative policies:

I’d give the cancer client their drug and I’d get the doctor’s
order—if I couldn’t get it that day I’d get it. But that’s where
ethically I say, you know what, the right thing for me to do here
is do this. It’s not the right thing according to [name of health
authority] and the policies that I’m supposed to follow . . .

Depending on the severity of the ethical situation, nurses
might decide to take concerns to professional practice con-
sultations—the team lead, a colleague or another manager—
whoever could resolve the situation as quickly as possible.
Others bring the more serious issues to the ethics committee
for consultation or some nurses felt the ethics committee and
opportunities for consultation were inaccessible, a somewhat
remote entity.

After bringing issues forward to management, what gen-
erally follows are team meetings, case conferences, and
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consultations that serve as mechanisms to address ethical
issues. Generally, managers will consult with executive level
administrators or consult with ethics committees. Voiced by
participants is their frustration not knowing, sometimes, the
outcomes of their proposed actions, “I attended the ethics
consult and I presented the issue and it was determined that,
‘yes, this is an ethical issue’ but then I don’t know where it
went from there.” Some ethical conflicts are managed
through inaction, as one participant explained,

Umm, nobody wants to be the one that’s always complaining
about something, so for the most part, you know, you ask
yourself before you get on that bus, is this a battle I want to
fight? How important is it to me? If it’s not that significant I’ll
just put up and shut up, but if it gets to the point that something
is, you know, you really think this is impacting quality of care [I
have to act] . . .

Nurses are confident in their decision for inaction when
they accept that in time issues will resolve or issues are out
of their control:

I guess internally I just had to tell myself that was for the best
that you know, that hopefully the whole situation you know
would improve . . . I kind of had to just distance myself from it
you know and just separate, “Okay, this is work” and you do
what you got to do at work and you kind of have to separate
yourself from that.

Sometimes, there is no viable course of action to address an
ethical conflict. For example, with families, the nurse “can
talk with the family and explain things but there is no stan-
dard approach [exists] to resolve it.” There is “no way” you
can solve “all” the problems. When inaction is the only
option, managerial support is critical to mitigating negative
emotions or moral distress. Moral distress is a term describing
an inability to act on a moral judgment (Morley et al., 2019):

... I find sometimes even after I’ve talked it out with my fellow
nurses, it helps to go to the manager and say, ‘this is what I'm
facing. I’'m feeling uncomfortable in the situation or I'm feeling
frustrated. I don’t see any options personally, but I wanted you
to know that this is happening and I’m not totally comfortable
with the care I'm providing,” and I find that it helps for the
manager to know and she’ll talk me through it a lot and provide
some support, and I think just validate my decisions . . .

When attempts to address an ethical conflict cease either
through inaction or action, nurses often experience lingering
feelings of regret or remorse especially after having faced
particularly disturbing ethical situations. If ethical issues
remain unresolved or if they were not adequately addressed
to the satisfaction of the nurse or client, psychological suffer-
ing may linger for an extended period of time which is
referred to in the literature as “moral residue” (Webster &
Baylis, 2000, p. 208). We found evidence of such in the

accounts of ethical conflict disclosed in our study. Participant
descriptions of current and past experiences with ethical con-
flicts clearly revealed that they held residual feelings; that is,
moral distress continued to be manifest months, years, and
even decades later, to which we have assigned the label,
“moral residue.”

Moral Residue

Moral residue is “that which each of us carries from those
times in our lives when in the face of moral distress we have
seriously compromised ourselves or allowed ourselves to be
compromised” (Webster & Baylis, 2000, p. 208). We pro-
pose that moral residue is, for some, the aftermath of Moral
Compassing (Figure 1). As nurses described ethical conflicts
they had encountered in community health practice settings,
some also recounted enduring emotions associated with
those experiences that several authors have defined as “moral
distress” (Morley et al., 2019). One participant lamented
about the “angst and upset,” the emotions and feelings that
have not “really quite gone away.” Another nurse shared,
“I’ve never forgotten that [ethical conflict]. Experiences like
that, you bring with you, and you reflect back you know no
matter how long ago it was.” Often they seemed surprised at
the degree of emotion that still resonated as they described
their ethical situations. Moral residue can also cause nurses
to ponder and reflect on their choice of career paths, espe-
cially when they continue to be constrained by institutional
policies and regulations and believe their “hands are tied”
and that they are powerless to make change:

I still do what I’'m supposed to do but I don’t feel good about it
... I feel like maybe I shouldn’t be a public health nurse because
this is what we do and maybe if I don’t feel good about it maybe
I shouldn’t be doing this kind of work. I’ve never really felt

good about it.

Discussion

This study is one of the first to examine how nurses manage
ethical conflicts when delivering health care in community
settings. We identified that moral uncertainty is the core con-
cern when community nurses are attempting to address what
they perceive is an ethical issue. Participants told us that they
struggle to figure out if they are actually being confronted by
a problem of right or wrong, and if so, what is the right
course of moral action to pursue. Wurzbach (2015) describes
moral uncertainty as the tug of war that occurs when one has
two equally viable courses of action but there are too many
ambiguities to know with certainty which course of action is
the right choice. Essentially, in our study, community nurses
described a tug of war that they experience at the outset.
Prior to initiating any form of ethical decision-making pro-
cess, they struggled to determine “Am I witnessing some-
thing that is morally wrong and is it substantial enough that |
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should act on it?” We adopted the term “moral uncertainty”
to describe their struggle.

Immersion in the ethics literature caused us to reflect on
the role of moral development and moral standards. Nursing
practice, some may argue, is the “moral imperative to act
justly” (Stephany & Majkowski, 2012, p. 3)—a value and
responsibility to which the community nurses in our study
were determined to uphold. We discovered nurses in our
study aspire to act according to moral values and moral obli-
gations embedded in their code of ethics. Nurses may well be
the health care providers who internationally carry a reputa-
tion for possessing one of the highest levels of moral sensi-
bilities (Ranjbar et al., 2017) that according to Rest (1994)
equips nurses to recognize and respond to moral issues.

It is interesting to note that moral compassing is also a
term that was adopted by Storch and colleagues (2002) to
describe the mandate of nurse leaders, contending that it is
the moral responsibility of nurse leaders to advocate for
quality practice environments to ensure nurses at the bedside
continue to provide ethical care (p. 7). By doing so, nurse
leaders are fulfilling their mandate to be the moral compass
to which all nurses can consult for guidance and direction in
their practice. “Nurse leaders needed to be the moral com-
pass for nurses, using their power as a positive force to pro-
mote, provide and sustain quality practice environments for
safe, competent and ethical practice” (Storch et al., 2002, p.
7). Similarly, moral compass was a term embraced by
Mannix et al. (2015), more than a decade later, to highlight
the critical importance of aesthetic leadership with its explicit
moral dimension as a strategy to achieve positive organiza-
tional outcomes in health care.

Participants shared that they could depend on their man-
agers to serve as a strong moral compass and to nurture their
moral agency that arises from their commitment to act justly
and to pursue the delivery of quality care. Participants also
spoke highly of the support available from management,
enabling them to simply “let off steam” and, or, to assume
responsibility for ensuring ethical issues are addressed.
Storch and colleagues (2002) emphasized the critical role of
managerial support, not only at the time of an ethical event
but as a constant in the workplace environment; that is,
nurses should already know that their opinions matter and
that their perspectives are valued. Ethicists (Pavlish et al.,
2014) inform that if health care providers (i.e., referring to
acute care settings) show mutual respect for one another and
are willing to listen and engage in dialogue, then the work-
place can serve as an ethically sensitive and responsive envi-
ronment—something that was made explicit in our study.

In the extant literature, several authors discuss silence
(e.g., Greenberg & Edwards, 2000) as a type of conflict man-
agement strategy. Although most study participants chose to
speak up because they wanted to advocate for their clients,
there were some who disclosed how they feared reprisal and
chose not to voice their ethical concerns and “rock the boat”
and cause problems. Some participants stated that they chose

not to bring attention to something as a form of strategic
silence. Van Dyne et al. (2003) described this form of silence
as “defensive silence.” We can surmise, then, that commu-
nity nurses who are more risk-averse may make a conscious
decision to use defensive silence and withhold their perspec-
tives to protect themselves. Participants in our study who
spoke up did so with what is deemed “other-oriented” behav-
ior and a “prosocial voice” because the goal was to help oth-
ers regardless of reprisal, and possibly, there was less focus
on self (Van Dyne et al., 2003).

Limitations

It is important to note that this study has several limitations.
The community nurses who were interviewed by telephone
may not have developed the same rapport with the inter-
viewer; however, we did not notice that they spoke less. As
well, this study did not examine how nurses’ tenure in the
profession may influence how they manage ethical conflicts;
how nurses decide an issue is an ethical one; or, how nurses
actualize their moral agency and avoid moral distress and
residue—all are interesting areas for future research.
Community nurses placed major emphasis on talking with
colleagues as they navigated ethical issues and this leads to
speculation that the moral identities of nurses may be dia-
logical. We encourage other researchers to explore the dia-
logical nature of how nurses identify, manage, and act during
ethical conflict.

Conclusion

Moral Compassing (Figure 1) entails several sequential pro-
cesses that community nurses enact when challenged with
ethical conflicts in their practice. Undergoing a visceral reac-
tion, self-talk, seeking validation, and mobilizing support for
action or inaction resolve, primarily, a state of moral uncer-
tainty and together the processes comprise the Moral
Compassing model explaining how community nurses man-
age ethical conflicts. For some community nurses, moral
residue was a very real phenomenon, and moral distress may
take its toll if left unaddressed. If moral distress is com-
pounded by staff shortages, fiscal cutbacks, complex casel-
oads, and other stressful factors in the community practice
environment, we may witness burnout, absenteeism, leaving
the profession, and other negative impacts on work life and
careers.

Drawing from our model, a community nurse must first
recognize that an ethical situation does indeed exist which
can be challenging in a climate of fiscal restraint necessitat-
ing efficiency, shortened client visits, and having to work
with fewer staff and resources. Moreover, recognition of
moral or ethical concerns and discussing ethical decision-
making may not be the cultural norms of the workplace or
organization. Nurses in our study expressed stress, anxiety,
guilt, and frustration when dealing with ethical conflicts that
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were buffered and reduced, largely, by peer and managerial
support. We recommend in addition to ample opportunity for
peer debriefing and disclosure and deliberation with manag-
ers that nurses are offered professional development training
that enhances affective coping along with ethics decision-
making skills. Other strategies can include continuing ethics
education and establishment of an ethics committee tailored
to community nurses and the local workplace context.
Values clarification is also pivotal to overcoming moral
uncertainty and developing the requisite moral agency to
take decisive action. Nurses in our study felt compelled to
take pause to clarify personal moral values from their profes-
sional mandate. Thorough orientation for new hires and
ongoing review of codes and standards of practice and orga-
nizational values and expectations are recommended.
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