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Abstract

This qualitative study examines the problem of how nurses navigate the moral dilemmas that
arise when they encounter workplace violence. It considers the ethical decisions that nurses make, the
considerations that factor into decisions about the course of action, and the experience of moral distress
when workplace violence occurs. The study was conducted using a constructivist grounded theory
methodology. Data from 36 interviews and six narrative documents were analyzed. The core category of
Managing Intersecting Vulnerabilities was identified. With respect to ethical decisions, three
subcategories were found: Getting the Job Done (Stay), Shifting the Dynamic (Pause), and Withdrawing
from the Situation (Leave). In terms of determining a course of action, participants identified factors that
increase risks, such as factors related to the nurse, patient or environment, and factors that mitigate
risks, including risk assessment, the availability of supports, and skills and tools. The experience of moral
distress fell into four categories: Choosing to Disengage, Living with Moral Residue, Witnessing Patient
Impacts, and Working Under Structural Constraints. This analysis resulted in the development of Salient
Vulnerability Theory, a substantive theoretical framework for understanding how nurses navigate
decisions about providing care in the context of violence. The theory proposes that patient vulnerability
provides a moral obligation to provide care, however that obligation is limited by violence that places the
nurse at risk. When this happens, the nurse’s vulnerability becomes salient, and a decision to leave the
situation can be practically and ethically justified until such a time as a balance is restored and the nurse
can safely resume care. The recommendations issuing from this new theory are intended to reduce the
incidence and impact of violence and the resulting moral distress by addressing the problem at a
structural level, and include ensuring adequate staffing, the implementation of effective training and
equipment, well-designed workspaces, and holding space for healing and practices of support. Empirical
confirmation of Salient Vulnerability Theory and the effectiveness of suggested interventions is

recommended.
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Background: The Moral Implications of Violence in the Nursing Workplace

Violence in the nursing workplace is ubiquitous (Babiarczyk et al., 2020; Liu et al., 2019; Mento
et al., 2020). The incidence, prevalence, types, and outcomes of workplace violence are well described in
the research literature, and examples can easily be found in grey literature, news, and social media. The
reasons people act out against health care workers may even be understandable in some sense: when
people need health care services, it is usually because they are sick, hurt, or otherwise experiencing a
threat to their well-being, and health care providers such as nurses have the expertise and means to
address those threats. Pain, fear, and frustration provokes a response, which can manifest as aggression.
Furthermore, certain health conditions feature symptoms that are associated with patient?! violence. For
example, people with cognitive impairments from dementia or brain injury may be more prone to strike
out in confusion or self-defence when approached for the provision of care. People under the influence
of toxic substances or living with mental ilinesses like schizophrenia may experience hallucinations or
delusions that compel them to behave aggressively.

Incidents of abuse and aggression against health care workers, whatever the motivation, pose a
threat to the worker’s well-being. This places them in the unenviable position of deciding if they can
safely attend to the person’s health needs, or if they need to remove themselves from the situation to
avoid becoming a victim of the person’s aggression. A dilemma results when the decision to withdraw
would leave the person without access to necessary care. Violence forces the health care provider to
make a choice without positive options: they can either remain in the situation and provide care at the
risk of being injured, or they can exit the situation, and leave the aggressor to the mercy of their health

condition. When a nurse cannot complete assessments or provide therapeutic interventions because the

1 The term “patient” is used for convenience throughout this document and is synonymous for this purpose with
other terms commonly used to refer to people seeking health care, such as “client”.
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patient is striking out or brandishing a weapon, the person may need to be left without what might be
essential (restorative or even life-saving) care. Either way, negative outcomes are likely.

Few would dispute the right to a safe workplace. Occupational health and safety legislation
everywhere supports this goal. Likewise, unions exist to intervene on behalf of workers, to secure
protections from harms that are present in the work environment. But what happens when hazards
cannot be prevented without compromising the personal and/or professional values and principles of
the people doing the work?

Nurses are highly impacted by workplace violence because they make up the largest proportion
of health care workers (Canadian Institute for Health Information, 2024), and nursing work is necessarily
done largely in direct contact with people. When a nurse is hurt, they are unable to provide care for
anyone, sometimes permanently, depriving the entire health care system of an essential human
resource. Compounded by a world-wide nursing shortage (State of the World’s Nursing Report - 2020,
2021), this is a significant worry. Furthermore, as essential workers (Blau, Koebe & Meyerhofer, 2021),
nurses are critical to the functioning of health care systems, so are expected, even required, to remain
available for work, even when conditions place them at high risk of injury.

While much research explores the problem of workplace violence, there is a gap in the literature
concerning the ways that nurses make decisions about whether and how to provide care when they
experience or are threatened by violence. This study aims to address this gap by considering how nurses
navigate the moral dilemmas that arise when they encounter workplace violence. How do nurses
manage a care decision when the only real options are to provide essential interventions knowing they
will experience physical, verbal or sexual assault in the process, or to abandon the person who, without
interventions, will suffer preventable harms? This is a true dilemma: a conflict between two mutually

exclusive goals. The duty to care is placed directly against the right to be safe at work.
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| undertook this study to unpack this dilemma. To that end, | spoke with nurses who have
experienced workplace violence about the decisions they faced, the considerations that factored into
their choices and actions, and the ways these situations made them feel. What | learned was that nurses
are incredibly conflicted about how best to manage patient care when placed in these impossible
situations, leaving them with significant moral distress about circumstances where they cannot safely
intervene to prevent or address a person’s suffering. In the chapters that follow, | will share nurses’
stories of workplace violence, and their insights on how care decisions came to be made despite the
harms of aggression and abuse. | will describe the moral conflicts nurses identified and offer a theory of
moral decision making that accounts for nurses’ actions in these fraught situations.

To begin, | offer a brief discussion of moral conflict from the perspective of nursing ethics. | then
outline the challenges of moral distress in nursing practice. The remainder of this chapter outlines the
problem statement, the study’s purpose and research questions, the rationale and significance of the
study, some underlying assumptions that influenced the work. Finally, | situate myself in the research
process by examining my own positionality in undertaking this research.

Moral Conflict

Nursing is a profession rife with opportunities for moral conflict. Moral conflict? can arise when
multiple actions are morally justifiable yet incompatible due to the existence of irreconcilable values,
obligations, or accepted principles. Personal and professional values such as accountability or
maintaining confidentiality are broad concepts that provide structure for making care decisions in
individual circumstances. These values are articulated in documents such as the Code of Ethics for

Registered Nurses (Canadian Nurses Association (CNA), 2017) and internalized as part of the

2 For the purposes of this dissertation, | use the terms “moral conflict” and “ethical dilemma” interchangeably.
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development of a professional nursing identity (Liaschenko & Peter, 2016). Nursing values are not,
however, definitive or all-encompassing. The situations in which they apply frequently conflict and
overlap, and, as a result, values conflicts can occur, such as when a nurse must choose between
maintaining a patient’s privacy, or breaking confidentiality in the name of protecting another person.

Duties and obligations can also be sources of moral conflict (Liu et al., 2023). Duties are role-
specific expectations that are incurred as a result of the nurse’s position and associated therapeutic
relationships. A patient needs something that the nurse has the ability to provide, generating an
assumption that the nurse will attend to the need. There is trust that the nurse will use their knowledge,
skill, and position to benefit the patient. Like values, however, duties can conflict. For example, a nurse
may have equally strong obligations to provide care to two people at the same time, requiring a decision
about which person to attend to first. Here, the nurse weighs contextual information about the patient
and their needs to determine priority.

Similarly, ethical principles provide direction as well as being a source, at times, of moral conflict.
Commonly accepted ethical principles include respect for autonomy, justice, and acting in the best
interests of another (Beauchamp & Childress, 2019). While these principles serve as useful standards
most of the time, there can arise situations where it is not possible to simultaneously maintain certain
principles. For example, in western health care contexts, there is a strong emphasis on the respect for
patient autonomy, but a patient’s choice may not correspond with the health care provider’s knowledge
of what will meet the patient’s goals of care. This forces a decision process on the part of the health care
provider: whether to respect or override the patient’s preferences.

Health care is necessarily intimate and highly individualized. Nurses are directly involved in its
provision, placing them frequently in a position to make decisions about which values, obligations, or

principles to prioritize when not all can be enacted at the same time. Incidents or threats of workplace
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violence demonstrate this conflict well. When a nurse is involved with a patient, it is because the person
requires something that the nurse can provide, for example, assessments, medications, or knowledge of
therapeutic interventions. When someone in the health care environment behaves violently, or in a way
that jeopardizes the safety of the nurse or others, the nurse must decide whether to provide the
intervention, or to compromise or violate professional values, obligations, or ethical principles, and step
away from the encounter to maintain their own safety.

Either choice carries risks. In staying in proximity to a patient who is aggressive or abusive, the
nurse is at risk of physical or psychological injury. In leaving, the nurse may be protected from the
immediate threat, but the patient becomes vulnerable to whatever health condition led them to seek
the intervention of a nurse. Neither is a comfortable position because both disrupt deeply held beliefs on
the morally correct action to take. No matter which option the nurse chooses, they fail on the other,
resulting in a violation of the nurse’s obligations and moral integrity.

Nursing Ethics

Where morality concerns the norms or principles of right and wrong action, ethics is the practice
of considering or acting upon such codes of conduct (Driver, 2022). Consistent with the literature (Varcoe
et al.,2004; Pilkington & Giuliante, 2023), | define nursing ethics as a way of being and doing that
considers the dynamic moral landscape within which nursing is practiced. Specific to nursing (as
compared with other fields in the biomedical sciences), nursing ethics comprises the values, norms, and
principles that guide good nursing practice. This is not to say that nursing ethics is entirely different from,
for example, medical ethics, as there are certainly principles and norms that are common to the practice
of both nurses and physicians. However, for the purposes of this study, | am considering nursing ethics to

be that which guides nursing practice specifically.
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Sources of guidance on nursing ethics include documents like the Code of Ethics for Registered
Nurses (Canadian Nurses Association (CNA), 2017), and principles of biomedical ethics (Beauchamp &
Childress, 2019). Strong emphasis on principles such as beneficence, justice, and respect for autonomy,
and on values such as caring (Fry, 1989) drive the practice of nursing in the sense that they provide a
normative basis for nursing work, locating it in respect for persons and the promotion and preservation
of human dignity. While not unique to nursing, this impetus is foundational to the work that nurses do.
Indeed, Brune et al. (2023) identify care ethics, originating in feminist ethics, as core to nursing practice.
One essential feature of caring is its relational nature, requiring a therapeutic connection between nurse
and patient.

This relationality, the defining role of relationship in the practice of nursing, is what distinguishes
nursing ethics from other branches of biomedical ethics (Pilkington & Giuliante, 2023). This is important
for the present purpose, because the relational connection between nurse and patient is foundational to
the caring encounter while at the same time being the source of the nurse’s duty to intervene when a
patient requires something that the nurse is able to provide. This requires reciprocal trust, a bond which
is broken either by violence from the patient toward the nurse, or by the inability to provide care when it
is not safe to do so, leaving the patient without therapeutic intervention.

Statement of the Problem

This study concerns those times when a nurse cannot both provide care and remain safe. When
these two outcomes are not possible to achieve at the same time, nurses are forced to make a choice. In
reality, there is never a situation where a patient would be completely denied care (Beattie et al., 2020;
Gabe & Elston, 2008). Social norms (and legal structures) prohibit the abandonment of people in need of
health care or protection. Yet, providing that care can come at a cost. When a patient strikes out,

physically or verbally, others get hurt. However, the patient’s basic and medical needs still need to be
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met in some way. The option to put the patient out on the street to fend for themselves simply does not
exist. Still, every worker has the right to be safe at work, even when the nature of the work cannot
guarantee that this is possible. Navigating these irreconcilable positions is the subject of this study.
Purpose of the Study
In this study, | sought to explore how nurses manage those situations where neither staying nor
leaving is seemingly justifiable. The purpose of this study was to examine the ways nurses navigate these
impossible situations, and how they come to the choices they do with respect to providing care when
abuse or aggression renders working conditions unsafe. A constructivist grounded theory method was
chosen with the goal of developing a theoretical understanding of the nature of nurses’ internal conflicts
regarding workplace violence. Understanding how nurses recognize the decisions they face, the factors
that contribute to their assessment of the right course of action, and the emotional sequelae that result
from these conflicts addresses a gap in the literature and provides the basis for development of a
normative framework for making sense of the moral conflict that accompanies violence in the nursing
workplace.
Research Questions
The primary question | address with this work concerns how nurses navigate the moral
dilemmas that arise when they encounter workplace violence. To do that, | posed three research
questions:
1. What ethical decisions do nurses face in the context of workplace violence?
2. What considerations factor into decisions about a course of action?

3. How is moral distress experienced when nurses encounter workplace violence?
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Significance of the Study

This study addresses an important gap in our understanding of nurses’ internal moral
landscapes. To date there is little research on the topic of ethical decision-making related to nurses’
experiences of workplace violence. Given the ubiquity of the problem, the theoretical framework offered
by this work will enable a deeper understanding of the processes that nurses use to make decisions in
these difficult situations. This can serve to normalize the experience, and offer support to individual
nurses, teams, and systems to develop appropriate and constructive responses to actual and potential
incidents of workplace violence. This study will provide a foundation for a program of research intended
to address the ethical elements of violence in the nursing workplace, which has not previously been well
documented. Its recommendations comprise a suite of high-level interventions that if implemented,
have the significant potential to reduce the incidence and impact of violence against nurses.

Assumptions

To acknowledge some assumptions made in the planning and completion of this work, | note
that the research questions were developed, and the study undertaken with the following in mind:

1. Firstly, in questioning the ways that nurses navigate the moral dilemmas they face in the context
of workplace violence, | assumed that nurses do indeed make decisions, and do not manage
such situations simply on the basis of specific policies or instinctive reactions. | assume that
there is some element of discretion involved in each situation. This is derived from observations |
made in providing ethics consultation services over several years to health care teams dealing
with patients who were violent, aggressive, abusive, or problematically disruptive. What |
noticed was that there were usually some nurses willing to continue to provide care, and others
who had a different level of tolerance for challenging patient behaviours. | also noticed that a

nurse who was willing and able to manage on some days may not be prepared to do so at other
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times. This indicated to me that these were invariably nuanced and dynamic situations where
there were decision-making processes at work, and that there were factors that determined
whether a particular course of action was reasonable or justifiable from a nursing perspective.
2. Secondly, | assumed that nurses experience moral distress related to the decisions they make in
these situations. Again, this assumption is based on the interactions | had as an ethicist with
members of health care teams that were dealing with responsive or violent patients. The people
| spoke with expressed considerable discomfort with the decisions they were forced to take
when none of the available options felt like the morally correct course of action. This moral
distress derived directly from the situation and would not have been present otherwise.
Positionality Statement
| have been a registered nurse for over 20 years. | am grateful to have had few direct experiences
of workplace violence. My interest in this topic arose through my experiences with providing ethics
consultation and support to nurses facing difficult decisions about patients whose care needs were
complicated by aggression. Nurses from all corners of the health care system described tensions in
balancing a duty to provide nursing care against risks to safety, both their own and others’. | found there
was a gap in how we understand and manage such dilemmas, and no helpful research extant. On the
one hand, there was an assumption that care would be provided and a sense of obligation to do so
under any circumstance. On the other was a prevailing narrative, touted by unions, employers, and
regulators, that nurses need not accept unreasonable risks in the course of their work. My frustration
was that there was no one-size-fits-all solution to the problem of violent people in health care contexts,
leading me to consider more deeply the nuances and elements of notions of duty to care and safety.
My belief in the socially constructed nature of knowledge places narrative at the centre of my

toolbox for understanding phenomena, especially as regards ethics. No matter the question, the answer
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was always, “it depends”. And what it depended on was the story. Considering this frustratingly
imprecise universal, | made it a priority in this study to monitor my interpretations of participants’ stories
at the moment of hearing them. Because | was acutely conscious of the ways in which interpretation
could influence the meaning of participants’ accounts of their experiences, | deliberately left transcripts
to settle for a while, once they had been approved by the participant. This served the purpose of
decontextualizing the data, so it was possible to go back to them later, once time had muted my
immediate impressions, and look at them with fresh eyes, in the absence of assumptions formed
unconsciously during the interview. This slightly removed perspective permitted the construction and
linkage of more detailed concepts, and the sense of a “bird’s eye view” of the entirety of the data.

At the same time, | acknowledge the way each interaction with the participants shifted and
evolved my understanding of the phenomenon of workplace violence. To that end, | recognized my
ethical responsibility to incorporate deliberate and genuine reflexivity, to continually interrogate how my
voice was showing up in the work, and to consider how best to foreground the voice of the participant.
After all, the lived experience that sparks the story belongs to the participant, even as both teller and
listener are impacted by the narrative. In the end, it was not difficult to foreground the participant’s
story and background my assumptions about their perspectives or intentions.

Summary and Outline of Dissertation

In this chapter, | have provided a brief overview of the problem of violence in the nursing
workplace. | position this problem as a moral conflict faced by nurses. The purpose of this study is to
explore how nurses navigate these moral conflicts, a topic on which there is currently little research.
Toward these ends, the remainder of this dissertation will proceed as follows. In Chapter Two, | review
the existing literature on workplace violence and demonstrate the gap in our understanding of the

ethical decisions nurses make in the face of violence, the considerations that factor into their choices,
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and the impact of the moral distress that results from these situations. In Chapter Three, | describe the
methodological foundations and design of the study. Chapter Four details the methods, participants, and
process of data collection and analysis. Chapters Five through Seven provide findings from the analysis of
each of the three research questions and Chapter Eight proposes Salient Vulnerability Theory, a
theoretical understanding of nurses’ experiences of ethical decision-making as it relates to violence in
the workplace. Chapter Nine provides a discussion and recommendations stemming from the theory.
Finally, Chapter Ten offers some implications of the theory for nursing practice, a brief comment on the
study’s strengths and limitations, and suggests opportunities for future research. Next, | turn to a review

of relevant literature.
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To begin this chapter, | offer a review of the terms and concepts that are central to this
dissertation. | begin by defining three key terms, then proceed to a review of the literature relevant to
the project. Finally, | offer a secondary review of literature that supports and is supported by the
theoretical model offered in Chapter Eight.

Definitions

It is useful to define important terms, to establish a solid understanding of how they are
conceptualized and used throughout this dissertation. In this section, | provide a working definition for
the following:

a. Workplace violence

b. Moral distress

c. Vulnerability
Workplace Violence

To begin, violence is “intense, turbulent, or furious and often destructive action or force”
(Merriam Webster, n.d.a). Violence has also been defined as an insult to human needs (Galtung, 1968;
Galtung & Fischer, 2013). Violence is problematic because it infringes autonomy, dignity, health and
safety, or freedom, and causes harm in the form of avoidable injury, death, trauma, and other negative
outcomes.

Galtung, a pioneer in the scholarship of peace and conflict studies, proposed a typology of
violence (Galtung, 1968; Reimer et al., 2015), categorizing it as either direct or indirect. Direct violence is
manifested as events such as abuse, aggression, or assault that cause or threaten to cause physical or
psychological harm. Indirect violence includes the legitimization of structures such as racism, misogyny,
and other biases that permit the inequitable distribution of resources and create oppression in the form

of deprivation and disempowerment (Galtung, 1996).
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Al-Qadi (2021) defines workplace violence as any act or threat of physical violence, harassment,
intimidation, or other threatening behaviour that occurs in one’s workplace with the potential for
injuring the target. This can include physical violence, such as a punch, kick, or strike from another
person. It can also be emotional or psychological violence, such as threats, insults or verbal abuse that
demeans another person. Workplace violence can also take the form of indirect, structural violence,
such as racist or homophobic slurs, or overt discrimination against a worker. Fear, or a reasonable
expectation of imminent violence, is also included in this definition, because the risk itself is enough to
prompt a response.

| chose this broad definition to include any behaviour on the part of another party that the
participant identified as harmful or threatening (that is, anything which posed a risk of harm or provided
a reasonable expectation that it would cause harm). | did not ask participants to limit their responses to
their experiences of violence from patients, but left it open to them to consider visitors and patients’
family members, colleagues, supervisors, and others in the work environment. This was a deliberate
choice, as | did not want to lead participants to a particular conceptualization of violence but rather to
see where their concerns focused. As it turns out, most participants spoke of violence experienced at the
hands of the patient. | opted to focus on this particular subset of participant experiences, because they
best exemplify the zero-sum impact of the dilemma of choosing between providing care and remaining
safe.

Moral Distress

Moral distress is the focus of the third research question in this study. The concept of moral
distress has evolved since it was proposed in the nursing literature in the 1980s (Jameton, 1984). For the
present purpose, | am adopting the definition proposed by Morley et al. (2020), of moral distress as

psychological distress caused by a moral event. They characterize this distress as, for example, the sense
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of powerlessness to overcome constraints that prevent the nurse from doing what they consider to be
morally right, anger or frustration stemming from disagreement with others about the appropriate
course of action, guilt or regret at the lack of ethically acceptable options in a situation, or uncertainty
about not knowing the right thing to do. This broad conceptualization captures and explains the
spectrum of emotional outcomes from morally distressing events and corresponds to the range of
responses to workplace violence described by participants of this study.

Vulnerability

As data analysis proceeded and a substantive theory about nurses’ decision-making was
developed, it became clear that vulnerability was a core factor in these situations and is therefore
important to define here. While a deeper look at the literature on vulnerability can be found later in this
chapter, | offer here a preliminary definition to situate the concept as it is used throughout this work.

Numerous conceptualizations of vulnerability have been proposed, but a functional definition
seemed the most appropriate for the present purpose. A dictionary definition of vulnerability is the
quality or state of being capable of being physically or emotionally wounded or being open to attack or
damage (Merriam-Webster, n.d.b). Antonymous with security or resilience, vulnerability is multi-
dimensional and relational. People are vulnerable to different things in different ways and are more
vulnerable at some times and less so at others.

Ten Have’s (2016) functional definition of vulnerability suits the purposes of this study well. He
describes vulnerability as a function of (a) an individual’s exposure to an external threat, (b) their
sensitivity or susceptibility to harm from the threat, and (c) their ability to adapt or respond to the
threat. For example, a nurse entering a patient’s room is exposed to the threat of violence. They may be
more or less sensitive to harm depending on their level of physical fitness or size relative to the other

person. They may also alter the degree to which they are vulnerable by changing their approach or
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bringing another person with them to moderate risk. All three conditions converge to determine the
degree to which someone is vulnerable.

Vulnerability is conditional: actual harm is not required, merely the presence of a threat is
enough to render someone vulnerable. Its negative implications exist irrespective of the proximity of a
threat although they become increasingly compelling as a risk becomes more salient. Furthermore,
vulnerability is always experienced in relation to something negative or undesirable: infection, or attack,
for example.

Vulnerability conveys dependence due to constrained or diminished autonomy. The ability to
mitigate exposure or enhance the capacity to manage a threat can be limited due to the person’s
circumstances, and their sensitivity to harm is also often mediated by their health condition. When a
person is vulnerable, either their ability to select a preferential option is constrained, or the range of
options is itself limited. Being vulnerable to assault, for example, means | am unable to remove myself
from a dangerous circumstance (exposure), or perhaps that there is no safe space available to me
(adaptation), leaving me susceptible to injury (ten Have, 2016).

| chose the functional definition of vulnerability for the purposes of analysis and theory-building
because it captures the contextuality of the problem of violence against essential workers well. The
three elements apply to both patient and nurse and offer a practical framework for understanding
differences between and among people in terms of their responses to threat. For example, when two
nurses are exposed to risk from the same person, their experiences will differ based on each one’s
assessment of their susceptibility to harm and ability to manage the threat. The patient’s vulnerability is
similarly dynamic, as it is affected by the potential impact of care withdrawal (exposure), including

whether the patient’s health condition could deteriorate in the absence of immediate care
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(susceptibility), and/or the availability of someone who could take the nurse’s place if required
(response).

On analysis of the data in this study, it became clear that vulnerability was a consideration in
participants’ decision-making processes when confronted with people who are, or who could become,
violent. This imbues vulnerability with the status of being the core, defining category in the theoretical
approach developed. As | will demonstrate, the default of the nurses in this study was to recognize the
vulnerability of people seeking their care, and to provide that care so long as the patient remained the
more vulnerable party in the therapeutic relationship. However, when violence from a patient disrupted
the relationship, it rendered the nurse more vulnerable in that moment, relative to the patient, justifying
a decision to leave the situation, either temporarily or permanently. Ultimately, the stories offered by
participants in response to the research questions continually brought me back to these elements, which
ultimately formed the heart of the theoretical approach developed here. This emergent theory will be
unpacked in detail in the later chapters of this dissertation.

Use of Literature in Conducting Research

A review of relevant literature is generally conducted early in a study, to inform development of
the research questions and methodology, to situate the study in terms of what is already known about
the topic, and to identify areas where more research is required. In grounded theory research, the
literature review follows data collection (Glaser, 1978), to avoid imposing preconceived concepts or ideas
on the analysis. This serves to enhance the sensitivity of the resulting theory, and better ensure the fit
and relevance of the theory to the data by grounding the theory in the data rather than the literature
(Charmaz, 2006). The pragmatist roots of constructivist grounded theory, however, support an approach

to research which acknowledges that there may be value in a preliminary, critical review to situate the
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research, with a subsequent secondary review conducted considering the finished analysis. This is the
methodological process | followed.

The preliminary review of the literature served multiple purposes, including providing context
for the study, identifying gaps in the existing research on the ethical elements of nurses’ experiences of
workplace violence, and supporting the development of research questions. This also had the benefit of
providing the research ethics board with sufficient background to situate the problem. Once the data
collection and analysis had been substantially completed, | revisited the literature to update sources and
identify connections with the proposed theoretical framework. Throughout the research process, |
engaged in reflexive appraisal of my own knowledge, biases, and intentions using a methodological
journal and memo writing. This supported ongoing criti