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ABSTRACT	

Moral	distress	(MD)	is	frequently	discussed	in	the	nursing	literature,	but	few	studies	

include	or	focus	on	oncology	nurses	and	those	that	do	have	inconsistent	findings.	Oncology	

care	is	distinct	from	other	areas	of	practice	in	ways	that	are	significant	for	the	development	of	

MD.		This	study,	the	first	to	focus	on	MD	in	Canadian	oncology	nurses,	employed	interpretive	

description	to	understand	the	experience	of	MD,	the	role	of	contextual	factors,	nurses’	

responses	to	MD	and	perspectives	on	strategies	to	mitigate	MD.	Semi-structured	interviews	

were	conducted	(via	telephone	or	FaceTime)	with	25	oncology	nurses,	recruited	from	the	

Canadian	Association	of	Nurses	in	Oncology	and	via	social	media.	Moral	distress	developed	in	a	

complex,	non-linear	multi-factorial	fashion	and	was	highly	contextually	situated.	The	

experience	and	development	of	MD	are	described	in	the	theme	“’	You	get	used	to	a	certain	kind	

of	horrible’…	but	the	‘wrong’	kind	of	horrible	leads	to	moral	distress.”	Themes	that	describe	the	

context	of	MD	include	“oncology	nursing	is	hard,”	“you	can	find	your	niche,”	and	“oncology	

nurses	know.”		“Humanness”	was	evident	in	the	development	of	MD,	responses	to	MD,	

suggested	changes	in	practice,	and	is	proposed	as	a	generative	mechanism	for	both	the	

rewards	and	challenges	of	MD.	Recommendations	for	attending	to	humanness	in	practice,	

considering	new	approaches	to	nursing	and	ethics	education,	and	expanding	organizational	

supports	derive	from	the	findings.	Future	research	should	consider	the	impact	of	interventions	

that	support	humanness	in	practice	and	examine	the	role	of	humanness	in	other	settings	and	

health	care	provider	and	administrator	populations.	
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CHAPTER	1:	INTRODUCTION	

	 This	chapter	summarizes	the	background	information	of	moral	distress	(MD),	the	study	

purpose	and	research	questions,	as	well	as	relevant	definitions	and	assumptions	that	underpin	

this	exploration	of	MD	in	oncology	nursing.	The	researcher’s	stance	and	positioning	are	

acknowledged	for	transparency	and	reflexivity.	

Background	

	 The	body	of	literature	on	MD	has	grown	significantly	since	Jameton’s	(1984)	first	

description	of	the	concept.	The	philosophical	and	theoretical	literature	on	MD	reflects	ongoing	

debate	about	the	definition	and	value	of	the	phenomenon.	Within	the	increasing	body	of	

research	publications,	studies	of	nurses	in	critical	care	settings	and	acute	care	predominate.	

Approximately	20	years	after	the	initial	description,	research	began	to	emerge	focusing	on	

health	care	teams	and	other	health	care	professionals,	including	occupational	therapists,	

pharmacists,	physicians,	psychologists,	podiatrists,	respiratory	therapists,	and	social	workers		

(Allen	et	al.,	2013;	Astbury	&	Gallagher,	2017;	Austin	et	al.,	2005b;	Bruce	et	al.,	2015;	Hamric	et	

al.,	2012;	Houston	et	al.,	2013;	Kälvemark	Sporrong	et	al.,	2006;	Losa	Iglesias	et	al.,	2012;	

Penny	et	al.,	2014;	Schwenzer	&	Wang,	2006;	Whitehead	et	al.,	2015).	There	are	few	

intervention	studies	and	the	effects	have	been	modest,	except	for	the	most	time-	and	resource-

intensive	interventions	(Berggren	&	Severinsson,	2000;	Beumer,	2008;	Kälvemark	Sporrong	et	

al.,	2007;	Pavlish	et	al.,	2015a;	Pavlish	et	al.,	2013;	Robinson	et	al.,	2014;	Rogers	et	al.,	2008).		

The	oncology	nursing	context	has	numerous	features	that	are	distinct	from	other	areas	

of	practice.	The	care	of	patients	with	cancer	is	unique	in	the	length	of	relationships	nurses	

often	have	with	patients	throughout	the	disease	trajectory,	the	symptom	burden	induced	by	

treatments	administered	by	nurses,	and	the	complexity	of	prognostication	in	the	context	of	
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rapidly	advancing	treatment	options	(Bakker	et	al.,	2013;	Cohen	et	al.,	2010;	Davis	et	al.,	2017;	

Saltmarsh	&	De	Vries,	2008).	Experiencing	stress	from	witnessing	suffering	while	experiencing	

personal	growth	from	intense	therapeutic	relationships	are	concurrent	realities	for	oncology	

nurses	(Bakker	et	al.,	2013;	Borteyrou	et	al.,	2014;	O’Connor,	1996).	Unabating	increases	in	

cancer	incidence	have	not	been	met	with	proportionate	increases	in	resource	allocation,	

stretching	physical	and	human	resources	for	more	than	a	decade	(Bakker	et	al.,	2010;	

Cummings	et	al.,	2008;	Naholi	et	al.,	2015;	Wahlberg	et	al.,	2016).	Survival	after	a	cancer	

diagnosis	has	also	increased,	with	63%	of	those	diagnosed	between	2012	and	2014	surviving	

five	years	or	more,	up	from	55%	of	those	diagnosed	between	1992	to	1994	(Canadian	Cancer	

Society	[CCS],	2020).	This	has	led	to	an	increasing	population	of	patients	on	chronic	therapy	

who	require	ongoing,	episodic	monitoring.		A	shift	in	treatment	to	outpatient	settings	along	

with	human	resource	limitations	means	that	oncology	nursing	is	becoming	less	about	

providing	prolonged,	inpatient	care	than	in	the	past	and	more	commonly	characterized	by	

episodic,	outpatient	care	over	prolonged	periods	of	months	or	years.	Importantly,	the	care	

complexity	is	not	necessarily	less	than	in	the	past,	but	changes	in	care	delivery	and	demands	on	

existing	resources	have	allowed	for,	or	even	necessitated,	the	shift	to	outpatient	care.	The	

result	is	that	oncology	nurses	have	less	time	to	engage	with	individual	patients	receiving	highly	

complex	care	than	they	did	in	the	past	(Bunnell	et	al.,	2013;	Cummings	et	al.,	2013).	These	

contextual	factors	in	oncology	nursing	may	individually,	or	in	combination,	contribute	to	the	

development	of	MD.	They	also	reflect	an	environment	sufficiently	distinct	from	other	practice	

settings	that	findings	from	different	settings	may	not	be	transferable	to	oncology	nursing,	and	

research	in	this	population	is	warranted.	
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In	addition	to	the	unique	features	of	oncology	nursing,	there	are	commonalities	with	

other	health	care	settings	that	require	further	investigation.	Reported	sources	of	MD	include	

contextual	factors,	such	as	patterns	of	conflict,	communication	and	decision-making	(Austin	et	

al.,	2005b;	Brazil	et	al.,	2010;	Edwards	et	al.,	2013;	Epstein,	2008;	Mobley	et	al.,	2007).		Health	

care	settings,	including	oncology,	continue	to	demonstrate	features	of	historical	androcentrism	

and	medical	hegemony	in	relational	patterns	and	hierarchical	structures,	which	may	contribute	

to	the	development	of	MD	(Cohen	et	al.,	2010;	Friese	&	Manojlovich,	2012;	Helft	et	al.,	2011;	

Reed	&	Rishel,	2015;	Saltmarsh	&	De	Vries,	2008).	Consequently,	consideration	of	contextual	

features	is	essential	for	understanding	the	development	of	MD	in	various	practice	settings.		

The	small	body	of	literature	on	MD	in	oncology	nursing	is	an	important	gap	in	the	

literature,	requiring	further	study	to	understand	nurses’	experience	of	MD	in	this	setting,	with	

the	ultimate	goal	of	identifying	potential	interventions	to	avoid	or	decrease	MD.	Current	

estimates	are	that	45%	of	males	and	43%	of	females	will	receive	a	cancer	diagnosis	at	some	

point	in	their	lifetime,	while	25%	of	Canadians	are	expected	to	die	of	cancer	(CCS,	2020).	The	

increasing	incidence	of	cancer	that	is	expected	to	continue	with	the	population	ageing	means	

that	nurses	will	increasingly	be	caring	for	people	with	cancer,	in	both	specialty	oncology	

settings	and	in	settings	with	mixed	patient	populations	(CCS,	2017).	The	limited	existing	

research	on	MD	in	oncology	nursing	impedes	our	understanding	of	how	contextual	realities	

affect	MD	development	in	this	setting	and	whether	research	from	other	settings	is	transferable	

to	oncology	nursing.	The	increasing	demand	for	oncology	nursing	care	provision	underlines	

the	importance	of	understanding	MD	in	this	setting	with	the	ultimate	goal	of	developing	

interventions	that	would	mitigate	MD	or	promote	resolution	when	it	occurs.	
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Study	Purpose	

This	study	employed	interpretive	description,	informed	by	critical	realism	(CR),	to	build	on	

limited	existing	knowledge	regarding	MD	in	oncology	nursing	practice.	In	particular,	this	study	

sought	to	understand	oncology	nurses’	experiences	of	MD,	including	their	perceptions	of	the	

contextual	factors	that	impact	on	that	experience,	their	responses	to	MD	in	practice	and	the	

factors	they	believe	would	mitigate	MD	or	assist	resolution	when	it	occurs.	The	findings	build	

on	limited	existing	research	on	MD	in	oncology	nursing,	with	the	ultimate	goal	of	identifying	

potential	interventions	that	would	mitigate	or	decrease	MD	in	oncology	nurses.	

Research	Questions	

This	study	sought	to	answer	the	following	research	questions:		

1. What	are	oncology	nurses’	experiences	with	MD	in	practice?	

2. How	do	oncology	nurses	describe	the	contextual	factors	in	their	settings	that	contribute	

to	situations	of	MD?		

3. How	do	oncology	nurses	respond	to	MD	in	their	practice	settings?		

4. What	are	the	factors	in	their	settings	that	oncology	nurses	believe	would	mitigate	MD	or	

promote	resolution	of	morally	distressing	situations?		

Definitions	

While	MD	was	initially	defined	by	Jameton	(1984),	several	more	recent	publications	

influenced	the	definition	of	MD	used	for	this	study.	A	definition	of	oncology	nursing	is	also	

provided	to	clarify	the	nature	of	the	population	of	interest	for	this	study.	

Moral	Distress:	The	definition	of	moral	distress	used	for	this	study	is	as	follows:	

Moral	distress	is	a	specific,	negative	psychological	response	to	situations	where	there	is	

a	“perceived	violation	of	one’s	core	values	and	duties”	(Epstein	&	Hamric,	2009,	p.	2).	In	
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addition	to	this	violation	of	values	and	duties,	nurses:	1)	experience	internal	or	external	

constraints	to	acting	on	their	moral	judgements;	and/or	2)	experience	moral	conflict	about	

what	may	be	the	right	course	of	action;	and/or	3)	fail	to	pursue	appropriate	action	or	prevent	

harm	as	fully	as	they	believe	they	should,	because	of	an	error	in	judgement,	a	personal	failing,	

or	circumstances	beyond	their	control	(Canadian	Nurses	Association	[CNA],	2017,	p.	6;	Fourie,	

2015,	p.	97;	Rodney,	2017;	Webster	&	Baylis,	2000,	p.	218).		

Oncology	Nursing:	Oncology	nursing	is	a	specialty	area	of	nursing	practice.	Oncology	

nurses	have	additional	formal	or	continuing	education	and	experience	beyond	their	basic	level	

of	nursing	education	(Canadian	Association	of	Nurses	in	Oncology	[CANO],	2015).	Oncology	

nursing	involves	providing	care	to	individuals	with	cancer	as	a:	generalist	nurse	(who	cares	for	

people	with	cancer	alongside	those	with	other	diagnoses	or	who	is	new	to	oncology	and	still	

acquiring	additional	education	and	skills),	a	specialized	oncology	nurse	(who	has	specialized	

education	and	at	least	two	years	of	experience	in	oncology	nursing	and	cares	only	for	people	

with	cancer	in	a	specialty	setting)	or	an	advanced	oncology	nurse	(a	master’s	prepared	nurse	

engaged	in	advanced	clinical	practice,	education	research	or	leadership	in	oncology	nursing)	

(CANO,	2015).		

Researcher	Stance	and	Positioning	

	 Since	interpretive	description	“explicitly	recognizes	and	capitalizes	on	the	researcher	as	

instrument,”	researcher	reflexivity	and	thoughtful	accounting	of	the	personal,	disciplinary	and	

theoretical	perspectives	that	impact	the	shape	and	form	of	the	research	project	are	an	essential	

component	of	scaffolding	the	study	(Thorne,	2008,	p.	64).	The	integrity	of	the	product	also	

requires	that	the	researcher’s	disciplinary	focus	and	hence	potential	audience	for	the	research,	

as	well	as	the	“genesis	and	inspiration	for	the	research,”	be	outlined	(Thorne,	2008,	p.	69).		
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According	to	Thorne	(2008),	this	information	“will	reveal	something	of	the	motivation	and	bias	

of	the	researcher	and	become	a	fixed	point…	(for	evaluating)	whether	data	collection	and	

analysis	are	either	informed	or	skewed	by	these	earliest	conceptions”	(Thorne,	2008,	p.	69).		

This	study	was	informed	by	30	years	of	experience	in	clinical	practice	as	a	staff	nurse	in	

adult	and	pediatric	oncology	and	bone	marrow	transplant,	a	clinical	educator	in	medicine,	a	

clinical	nurse	specialist	in	palliative	care,	and	a	nurse	practitioner	in	the	adult	emergency	

department	(ED),	as	well	as	graduate	student	(clinical	nurse	specialist	and	nurse	practitioner)	

experience	at	four	different	universities	and	seven	types	of	mentored	clinical	practice	settings	

in	two	countries.	This	experience	comprises	tens	of	thousands	of	clinical	hours	and	nurse-

patient	encounters.	In	all	of	those	roles	and	practice	locations	there	was	the	reality	of	being	on	

the	leading	edge	of	science	and	practice	in	highly	specialized	and	complex	environments.	In	

addition	to	the	technical	and	intellectual	challenges	of	providing	complex	clinical	nursing	care,	

there	were	significant	patient	needs	for	psychosocial	support	and	the	necessity	of	interacting	

within	large	multi-disciplinary	teams	to	meet	patient	care	demands.			

While	practicing	in	a	wide	variety	of	contexts	and	settings,	I	took	note	of	the	impact	of	

those	contexts	and	settings	in	shaping	nursing	practice,	nursing	roles	within	teams,	

communication	patterns	and	team	dynamics.	From	this	derived	my	interest	in	exploring	ethical	

issues	in	oncology	nursing	practice	and	the	impact	of	the	context	on	the	unfolding	and	

resolution	of	those	issues.	Repeated	encounters	of	MD,	personally	and	in	my	clinical	colleagues,	

contributed	to	my	interest	in	the	specific	research	questions	for	this	study	and	my	desire	to	

pursue	research	focused	on	developing	practical	and	effective	solutions	to	the	ethical	concerns	

experienced	in	everyday	nursing	work	life.	The	first	step	to	finding	solutions	is	to	better	

understand	the	shape	of	the	problem.	After	reviewing	the	literature	and	finding	limited	
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existing	research	on	MD	in	oncology	nursing,	I	concluded	that	the	most	logical	next	step	in	

moving	towards	eventually	developing	interventions	is	extending	our	knowledge	of	the	

phenomenon	of	MD	in	this	nursing	population,	hence	this	study.	

My	disciplinary	focus	in	nursing	is	self-evident	from	this	description	of	my	clinical	

experience.	The	primary	audience	for	the	findings	will	likely	be	nurses,	especially	those	

working	in	oncology.	However,	many	of	the	physicians	of	various	specialties	I	encounter	in	

practice,	as	well	as	colleagues	in	allied	health	disciplines,	have	expressed	interest	in	the	study,	

so	a	secondary	audience	would	be	health	care	providers	in	general.	

Assumptions	

	 The	assumptions	for	this	study	were	informed	by	the	author’s	previously	described	

experience	in	clinical	practice	and	relevant	literature.	These	assumptions	reflect	recurrent	

threads	that	run	through	these	clinical	encounters	and	experiences.	The	ontological	and	

epistemic	understandings	of	CR	are	most	congruent	with	my	observations,	experiences	and	

understanding	of	the	literature.	However,	they	are	informative,	not	determinative.	A	synthesis	

of	experience	and	theory	is	reflected	in	the	assumptions.	

1. The	importance	of	critique:	The	desire	to	complete	this	study	derived	from	personal	

experience	with	MD	and	observing	the	impact	of	MD	on	clinical	colleagues.	I	believe	that	

identifying	factors	that	contribute	to	MD	in	current	health	care	settings	often	involves	

critiquing	existing	processes	and	structures	that	may	give	rise	to	MD.	Critical	realism	

emphasizes	the	importance	of	critique	in	social	change.	The	intent	is	not	to	disparage	

organizations	or	individuals	but	to	evaluate	and	recognize	those	aspects	of	settings	that	

could	be	improved	in	order	to	identify	possible	changes	that	could	decrease	the	

likelihood	of	MD	or	assist	with	resolution	when	it	occurs.	
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2. Complexity	and	variability:	It	is	possible	that	there	are	health	care	settings	and	health	

problems	that	do	not	demonstrate	features	of	complexity.	I	have	not	encountered	such	

settings	or	circumstances	in	my	years	of	practice.	Both	humans	and	the	systems	devised	

to	treat	their	health	concerns	are	complex	and	comprised	of	multiple	moving	parts	that	

are	often	simultaneously	predictable	and	unpredictable.	I	am	regularly	surprised	by	

circumstances	and	disease	entities	that	do	not	fit	neatly	into	diagnostic	categories	or	

evidence-based	treatment	recommendations,	including	a	subset	that	I	have	never	

previously	encountered	even	theoretically,	despite	four	years	each	of	undergraduate	

and	graduate	clinical	study,	and	years	more	of	continuing	professional	development.	I	

have	developed	a	deep	appreciation	for	the	seemingly	infinite	variability	and	

unpredictability	of	human	experience	in	both	biological	and	social	phenomena,	a	robust	

knowledge	of	the	literature	notwithstanding.	This	has	engendered	humility	about	the	

ability	to	predict	outcomes	on	an	individual	basis	and	reinforced	the	imperative	of	

listening	well.	The	assumptions	of	complexity	within	CR	are	logically	coherent	with	my	

professional	observations.		

The	critical	realist	notions	of	observable	and	unobservable	aspects	of	reality,	

including	generative	mechanisms	that	can	produce	both	similar	and	disparate	

outcomes,	are	similarly	consistent	with	my	experiences.	Diagnostic	criteria	exist	

because,	within	the	complexity	of	human	disease	and	experience,	there	is	commonality.	

I	assume	there	to	be	some	commonality	in	the	experiences	of	the	participants	in	this	

study	that	will	allow	for	the	identification	of	themes	and	categories.	However,	I	have	

observed	a	much	greater	variability	of	experience	in	reality	than	textbooks	would	lead	

us	to	believe.	In	the	ED	setting,	where	I	currently	work,	practices	around	ensuring	that	
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patients’	voices	are	heard,	and	diagnostic	accuracy	is	achieved	are	framed	in	terms	of	

avoiding	premature	closure	of	an	interview	or	decision-making	process	in	order	to	

prevent	error	and	manage	medico-legal	risk.	Reaching	a	diagnosis	too	quickly,	based	on	

inadequate	information	or	assumptions	about	a	patient	derived	from	a	superficial	

assessment	of	observable	characteristics,	is	risky	for	both	practitioner	and	patient.	

Thinking	in	a	similar	vein,	the	understanding	of	the	theoretical	perspectives	and	

literature	that	informed	the	study	were	not	intended	to	impose	upon	the	participants’	

perspectives	or	unduly	influence	or	direct	the	interviews.	I	attempted	to	arrive	at	an	

understanding	of	what	other	researchers	have	seen	and	heard,	as	described	in	the	

literature,	but	I	did	not	presume	to	know	what	I	would	see	and	hear	from	my	

participants.	My	prior	experiences	of	complexity	and	variability	in	clinical	practise	have	

led	me	to	the	assumption	that	in	each	new	situation	I	may	encounter	familiarity	as	well	

as	novelty,	and	I	endeavour	to	remain	open	to	hearing	each	story	as	it	unfolds.	Thus,	my	

practice-based	experience	of	knowing	relevant	evidence	but	holding	a	level	of	openness	

regarding	the	unfolding	of	a	particular	situation	serves	as	a	foundation	from	which	I	

approached	the	research	environment,	where	I	endeavoured	to	hold	a	similar	tension	

between	knowing	existing	evidence	while	interrogating	participants’	experiences	and	

remaining	open	to	accounts	that	either	extend	or	challenge	that	evidence.			

3. Power,	privilege,	hierarchy:	Basic	assumptions	inherent	in	most	forms	of	CR	include	

an	emphasis	on	the	role	of	socially	and	historically	constructed	power	relations,	the	

recognition	that	privilege	and	oppression	are	interconnected	and	exist	in	many	forms,	

and	a	concern	that	research	may	unwittingly	reproduce	oppressive	systems	(Kincheloe	

&	McLaren,	1994).	“The	oppression	that	characterizes	contemporary	societies	is	most	
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forcefully	reproduced	when	subordinates	accept	their	social	status	as	natural,	

necessary,	or	inevitable”	(Kincheloe	&	McLaren,	1994,	p.	140).	Health	care	settings	

continue	to	display	hierarchies	that	privilege	medicine	over	nursing	in	ways	that	impact	

nurses’	voice	and	power.	I	have	continued	to	bump	up	against	these	hierarchies	

throughout	my	career.	The	shape,	nature	and	impact	of	these	health	care	hierarchies	

vary	between	settings	and	institutions.	Nurses	at	all	levels	of	organizational	hierarchy	

may	participate	in	reinforcing	and	reproducing	hierarchies	by	their	responses	to	these	

structures.		

4. The	value	of	individual	voice:	Moral	distress	is	experienced	by	the	individual.	

Contextual	factors	shape	and	impact	the	experience,	but	it	is	ultimately	a	subjective,	

individual	experience.	Therefore,	obtaining	the	voice	of	the	experiencing	individual	is	

essential	to	the	study	of	the	phenomenon.	It	was	assumed	that	participants	would	recall	

and	describe	their	experiences	of	MD	with	veracity.	Individual	perceptions	of	contextual	

factors	are	important	in	understanding	how	MD	develops,	even	if	these	perceptions	are	

at	times	competing.		

5. Conflict	is	inevitable;	distress	is	a	problem:	Variation	of	perspective	and	conflict	are	

inherent	in	human	interaction	and	are	not	necessarily	negative.	Differing	ethical	

viewpoints	can	be	anticipated	in	settings	with	professional,	educational,	cultural	and	

religious	diversity,	as	all	these	attributes	inform	ethical	and	moral	beliefs.	Conflict,	

moral	dilemmas	and	ethical	disagreements	may	provoke	intense	interactions	and	

thought-provoking	dialogue	that	ultimately	lead	to	greater	shared	understanding	or	a	

better	decision	or	outcome.	When	conflict	intensifies	to	the	point	that	it	leads	to	

distress,	it	is	a	problem.	When	individuals	are	impeded	in	fulfilling	their	perceived	
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ethical	obligations	to	patients	to	the	point	that	they	experience	MD,	this	is	a	problem	

(Epstein	&	Hurst,	2017).	Moral	distress	is	problematic	because	it	involves	distress.	

Distress	is	inherently,	by	definition,	negative	and	problematic.	Like	many	other	

phenomena	we	encounter	in	health	care,	it	may	be	tenacious,	complex,	and	lacking	a	

ready	or	universal	solution.	We	need	not,	and	may	not,	ever	eliminate	MD	completely	or	

even	diminish	it	satisfactorily.	Still,	it	is	an	important	focus	of	study	because	the	

evidence	suggests	that	it	is	problematic	for	individuals.	Thus,	the	intent	of	this	study	

was	not	to	eradicate	MD,	but	to	help.	I	want	to	advance	knowledge	in	this	research	area	

in	order	to	help	move,	eventually,	towards	the	development	of	interventions	that	could	

mitigate	MD	or	promote	resolution	when	it	occurs,	because	I	believe	that	distress	is	

negative	and	attempts	to	alleviate	distress	should	be	pursued.	

Significance	of	the	Study	

This	study	fills	an	important	gap	in	the	literature	by	extending	our	knowledge	of	oncology	

nurses’	experiences	of	MD,	a	topic	with	limited	existing	research.	It	is	the	first	Canadian	study	

focused	specifically	on	MD	in	oncology	nursing,	giving	voice	to	the	experiences	of	oncology	

nurses	in	Canada	and	illuminating	the	potential	impact	of	contextual	factors	in	oncology	on	the	

development	of	MD.	Oncology	nurses’	responses	to	situations	of	MD	will	be	of	practical	interest	

to	their	colleagues	in	both	leadership	and	clinical	positions.	This	study	is	also	the	first	to	seek	

oncology	nurses’	perspectives	on	factors	that	may	mitigate	MD	or	promote	resolution	of	

morally	distressing	situations,	enhancing	our	understanding	of	nurses’	proposed	practice	

changes	that	could	potentially	lead	to	the	identification	of	recommendations	for	practice	as	

well	as	testable	interventions	for	future	research.	Understanding	oncology	nurses’	experiences	

of	MD,	their	perceptions	of	the	factors	that	lead	to	that	distress,	their	responses	to	situations	of	
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MD	and	their	perspectives	about	possible	solutions	identifies	opportunities	to	intervene	to	

potentially	disrupt	the	mechanisms	that	lead	to	MD	or	better	address	MD	when	it	occurs.	

Chapter	Summary	

	 This	chapter	has	provided	an	overview	of	MD	in	oncology	nursing	and	the	rationale	for	

further	study	in	this	area.	Increasing	cancer	incidence	and	survival,	along	with	increasingly	

complex	and	costly	cancer	treatment,	will	continue	to	increase	the	demand	for	and	on	oncology	

nurses.	A	better	understanding	of	MD	in	oncology	nursing	is	needed	to	fill	a	gap	in	the	

literature	in	order	to	eventually	move	towards	developing	interventions.	This	study	begins	to	

fill	that	gap.	
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CHAPTER	2:	THEORETICAL	PERSPECTIVES	

Introduction	

	 The	purpose	of	this	chapter	is	to	discuss	the	theoretical	perspective	that	informs	the	

study.	This	project	is	an	interpretive	description	of	MD	in	oncology	nursing,	and	while	the	

methodology	is	atheoretical,	it	allows	for	influences	from	theoretical	perspectives	(Thorne,	

2008).	The	conceptualization	of	this	study	is	influenced	by	critical	realism	(CR).	Essential	

features	of	CR	are	discussed,	along	with	the	linkages	between	the	theory	and	the	phenomenon	

and	context	of	interest	that	support	the	utility	in	underpinning	the	study.	

Theoretical	Perspectives	

	 Whether	explicitly	stated	or	not,	all	research	has	a	philosophical	foundation,	with	

attendant	epistemologic	and	ontologic	assumptions	that	shape	the	conceptualization	of	the	

problem	and	the	approach	to	the	study.	The	purpose	of	the	theoretical	perspective	described	in	

this	chapter	is	not	to	impose	a	rigid	philosophical	structure	upon	the	study.	The	intent	is	not	to	

test	theory	or	have	a	theoretically	driven	approach	to	data	analysis.	Rather,	the	goal	is	to	

transparently	acknowledge	the	stance	that	informs	the	study.	

Aspects	of	the	study	that	are	informed	by	CR	include	critique	of	the	status	quo	for	the	

purpose	of	effecting	practice	change,	an	interest	in	understanding	the	mechanisms	that	can	

lead	to	MD,	and	an	understanding	of	the	complexity	of	health	care	environments.		Critical	

realism	also	offers	a	framework	that	accounts	for	both	the	objective	reality	of	the	biomedical,	

as	well	as	the	socially	constructed,	humanistic	aspects	of	oncology	nursing.	This	offers	an	

explanatory	framework	for	understanding	the	context	in	which	MD	occurs,	a	relationally	and	

structurally	complex	health	care	environment;	accounts	for	the	multi-faceted	nature	of	

oncology	nursing	care;	and	guides	the	interpretive	description	of	the	experience	of	MD	in	
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oncology	nursing	and	possible	generative	mechanisms	that	could	be	targets	for	interventions	

that	move	practice	to	a	less	distress-prone	future	state	and/or	more	effectively	address	MD	

when	it	occurs.		

Critical	Realism	

	 This	section	will	provide	a	review	of	the	essential	features	of	CR,	including	the	stratified	

nature	of	reality	and	the	role	of	generative	mechanisms,	the	dialectical	interaction	between	

structure	and	agency,	and	the	important	role	of	critique	of	existing	oppression	and	injustice.	

The	relevance	of	CR	for	the	study	of	MD	is	included,	followed	by	a	discussion	of	the	relationship	

to	the	oncology	nursing	context.	

Features	of	Critical	Realism	

Critical	realism	has	been	used	to	describe	the	work	of	many	philosophers,	with	Roy	

Bhaskar	being	one	of	the	most	influential	(Maxwell,	2012).	The	essential	features	of	CR,	

according	to	Bhaskar,	include	the	importance	of	generative	mechanisms	and	the	stratified	

nature	of	reality	in	both	social	and	natural	worlds,	and	“the	dialectical	interplay	between	social	

structures	and	human	agency	and	a	critique	of	the	prevailing	social	order”	(McEvoy	&	

Richards,	2003,	p.	412).	Basic	assumptions	inherent	in	most	forms	of	CR	include	an	emphasis	

on	the	role	of	socially	and	historically	constructed	power	relations,	a	recognition	that	privilege	

and	oppression	are	inter-connected	and	exist	in	many	forms,	an	awareness	of	the	centrality	of	

language	in	shaping	awareness,	a	belief	that	“facts”	are	not	value-neutral,	and	a	concern	that	

research	may	unwittingly	reproduce	oppressive	systems	(Kincheloe	&	McLaren,	1994).		

	 Stratified	Reality	and	Generative	Mechanisms.		The	multi-faceted	nature	of	reality	is	

connected	to	the	concept	of	generative	mechanisms,	which	are	“structures,	powers	and	

relations	beneath	the	surface	–	that	come	together	in	a	particular	combination	or	context	to	
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generate	an	event”	(Musto	&	Rodney,	2016,	p.	78).	Aspects	of	reality	are	produced	and	made	

visible	by	generative	mechanisms	in	a	“stratified	emergent	generative	ontology”	(Clark	et	al.,	

2008,	p.	E69).	The	three	ontological	domains	that	comprise	this	stratified	reality	include	1)	the	

real,	comprised	of	causal	(or	generative)	mechanisms	that	produce	other	aspects	of	reality	

when	activated;	2)	the	actual,	which	are	activated	mechanisms	that	exist	whether	or	not	they	

are	observed;	and	3)	the	empirical,	those	observable	and	experiential	aspects	of	our	reality	

produced	by	activated	mechanisms	(Alvesson	&	Sköldberg,	2009,	p.	40;	Gorski,	2013;	McEvoy	

&	Richards,	2003;	Musto	&	Rodney,	2016;	Williams	et	al.,	2017).	In	this	view,	the	purpose	of	

inquiry	is	not	to	identify	linear	causal	mechanisms,	but	to	understand	potential	generative	

mechanisms,	which	are	complex,	emergent	tendencies	that	can	lead	to	a	particular	outcome	

when	triggered	by	relevant	contextual	factors,	and	that	can	be	known	by	observation	of	their	

effects	(Alvesson	&	Sköldberg,	2009,	p.	42;	Angus	&	Clark,	2011;	McEvoy	&	Richards).		There	is	

also	a	recognition	that	even	when	empirical	similarity	exists,	there	may	be	different	generative	

mechanisms	at	work	that	can	produce	similar	outcomes	(Dunn	et	al.,	2013).	The	health	care	

environment	is	complex,	multi-faceted,	and	dynamic,	yet	simultaneously	cumbersome	and	

resistant	to	change.	The	stratified	reality	described	in	CR	offers	an	explanatory	framework	to	

account	for	this	systemic	complexity	and	the	relational	complexity	it	engenders.	Most	

importantly,	a	CR	understanding	of	systemic	and	relational	complexity	focuses	attention	on	the	

perspectives	of	the	study	participants	who	practice	within	this	complexity,	experience	its	

effects,	and	are	thus	best	positioned	to	describe	their	experiences	of	how	this	influences	the	

development	of	MD.	

“Scientific	work	must	go	beyond	statements	of	regularity	to	the	analysis	of	the	

mechanisms,	processes,	and	structures	that	account	for	the	patterns	that	are	observed”	
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(Denzin	&	Lincoln,	2011,	p.	11).	The	goal	of	realist-informed	inquiry	then	is	to	understand	the	

empirical,	while	going	beyond	mere	observation	and	description	to	attempting	to	explain	semi-

regular	patterns	(demi-regularities)	and	causal	mechanisms	that	produce	the	phenomena	of	

interest,	and	the	conditions	that	activate	the	causal	mechanisms	(Alvesson	&	Sköldberg,	2009,	

p.	40;	Clark	et	al.,	2008;	Fletcher,	2016;	Musto	&	Rodney,	2016).	This	is	congruent	with	the	

purpose	of	interpretive	description,	which	“offers	the	potential	to	deconstruct	the	angle	of	

vision	upon	which	prior	knowledge	has	been	erected	and	to	generate	new	insights	that	shape	

new	inquiries	as	well	as	applications	of	‘evidence’	to	practice”	(Thorne,	2008,	p.	35).	Going	

beyond	simple	description,	deconstructing	prior	views,	seeking	new	insights	and	potential	

generative	mechanisms	for	MD	is	significant	in	countering	critiques	of	the	uncritical	

subjectivity	of	some	MD	research	and	addressing	the	reality	that	existing	research	has	yet	to	

identify	effective	interventions,	suggesting	the	need	for	further	exploration	of	generative	

mechanisms	(Johnstone	&	Hutchinson,	2015;	Musto	&	Rodney,	2016;	Paley,	2004).		

Structure	and	Agency.		The	dialectical	interplay	between	structure	and	agency	that	is	

emphasized	in	CR	is	also	significant	for	the	study	of	MD,	where	the	role	of	structure	and	agency	

in	MD	causation	is	a	matter	of	debate	in	the	literature	(Hardingham,	2004;	Johnstone	&	

Hutchinson,	2015;	McCarthy	&	Gastmans,	2015;	Morley,	2016;	Varcoe	et	al.,	2003).	Structure	is	

understood	to	refer	to	social	structures	that	exist	and	persist	as	a	result	of	human	interactions	

and	relations,	are	reproduced	or	changed	by	those	interactions	and	relations,	and	constrain	or	

empower	interactions	and	relations	(Archer,	2007;	Bhaskar,	2001;	Lawson,	2007).	Agency	is	

the	ability	to	autonomously	reflect	and	act	on	a	social	context	in	order	to	perpetuate	or	

transform	that	context	(Archer,	2002).	“Social	structures	emerge	from	the	actions	of	

individuals	and	then	exert	a	causal	influence	over	individuals,	without	determining	
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individuals”	(Cruickshank,	2012,	p.	73).		Thus,	structures	can	both	empower	and	impede	

individual	action,	but	individuals	within	social	structures	retain	their	ability	to	act	back	on	

those	structures	and	work	to	reinforce,	challenge	or	transform	them	(Cruickshank;	Kontos	&	

Poland,	2009;	McEvoy	&	Richard,	2003).		This	perspective	allows	the	“examination	of	human	

action	and	interaction	in	dialectical	relationship	with	social	structural	constraints...	to	identify	

sources	of	alienation,	power,	and	domination	and…the	potential	for	emancipatory	

transformation”	(Pitre	et	al.,	2013,	p.	121).	The	dialectical	view	of	agency	and	structure	“offers	

a	promising	way	to	remedy	the	tendency	to	either	strip	agency	of	structure	or	structure	of	

agency”	(Kontos	&	Poland,	2009,	p.	5).	

The	interaction	between	structure	and	agency	should	not	be	viewed	solely	in	a	

contemporaneous	fashion	but	must	also	include	consideration	of	the	impact	of	historical	social	

and	structural	influences,	due	to	the	dialectical	relationship	between	structure	and	history	

(Roberts,	2014).	Social	structures	become	historically	significant	because	“their	very	essence	

reflects	and	‘diffracts’	historical	totalities,	which	are	in	turn	structured	through	a	variety	of	

internally	related	contradictions”	(Roberts,	2014,	p.	3).	Within	health	care,	persistent	gender-

based,	androcentric,	medical	hegemony	is	a	significant	force	that	impacts	on	agency	(Austin	et	

al.,	2005a;	McEvoy	&	Richard,	2003;	Pitre	et	al.,	2013).		

The	privileging	of	medicine	within	organizational	hierarchies	and	the	relative	

oppression	or	suppression	of	nursing	power	must,	therefore,	be	attended	to	when	considering	

the	context	in	which	MD	occurs.		The	understanding	of	the	dialectical	interaction	between	

structures	and	agency	allows	for	variable	outcomes	in	a	particular	situation,	based	on	the	

nature	of	the	individual’s	response	to	the	forces	exerted	by	the	particular	social	structures	in	

which	the	individual	is	located.	This	is	significant	for	research	on	MD,	as	studies	have	
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demonstrated	heterogeneity	in	the	experience	of	MD	within	a	specific	population,	and	some	of	

this	may	be	explained	by	inter-individual	variations	in	the	structure-agency	interaction	and	the	

nature	and	extent	of	individual	compliance	or	resistance	to	privilege/oppression	(Dyo	et	al.,	

2016;	Lazzarin	et	al.,	2012;	Sirilla,	2014).	Further,	the	historical	impact	of	gender	in	the	

development	of	health	care	professions	means	that	individuals	may	be	impacted	by	both	their	

gender	as	well	as	the	influences	of	the	historical	gender	predominance	of	their	profession.	A	CR	

approach	to	the	study	of	MD	will	attend	to	privileging	or	oppressing	structural	factors	in	the	

individual’s	practice	context	and	how	the	individual	interacts	with	those	contextual	factors.		

The	“Critical”	in	Critical	Inquiry.		Critique	of	injustice	in	the	existing	social	order	is	the	

last	hallmark	of	Bhaskar’s	critical	realist	inquiry	(Kincheloe	et	al.,	2011).	Critical	realism	seeks	

to	go	beyond	understanding	and	accepting	the	status	quo	to	challenging	and	seeking	to	effect	

change,	“interrogating	commonly	held	values	and	assumptions,	challenging	conventional	social	

structures,	and	engaging	in	social	action,”	especially	in	situations	of	conflict	or	oppression	

(Crotty,	1998,	p.	157).	Critical	realism	is	theory	“that	is	wedded	to	practice	in	the	service	of	a	

more	just	organization	of	life	in	society”	(Crotty,	1998,	p.	130).	This	emphasis	on	going	beyond	

explanation	to	effecting	change	as	a	primary	goal	of	research	is	congruent	with	the	aims	of	

interpretive	description,	which	is	similarly	focused	on	practice	change	(Alvesson,	&	Sköldberg,	

2009;	Thorne,	2008).	While	this	study	will	not	be	employing	an	intervention	to	change	

practice,	the	goal	is	to	advance	knowledge	regarding	MD	in	order	to	eventually	develop	

interventions	that	decrease	MD	or	help	promote	resolution	when	it	occurs.		

The	Utility	of	Critical	Realism	for	Moral	Distress	in	Oncology	Nursing			

The	oncology	nursing	literature	can	be	broadly	categorized	into	a	body	of	work	that	

emphasizes	the	management	of	the	physical	aspects	of	the	disease	and	is	often	post-positivist	
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and	biomedically	oriented,	and	those	studies	that	focus	on	the	psychosocial,	spiritual	and	

ethical	aspects	of	caring	for	individuals	with	cancer,	which	are	more	heterogeneous	in	

philosophical	and	methodological	approaches	but	often	influenced	by	constructivist	thought.	

There	are	clear	objective	truths	about	the	way	cancer	grows	and	responds	to	treatment	that	

need	to	be	understood	to	restore	health,	prolong	life,	and	manage	treatment	effects.		It	is	

equally	clear	that	there	is	an	invisible	world	of	meaning	in	the	human	interactions	around	the	

cancer	experience.	To	have	“cancer”	is	not	merely	to	have	abnormal	bodily	structures,	

functions	or	test	results;	neither	is	being	a	cancer	care	provider	solely	about	understanding	

and	treating	the	physical	manifestations	of	the	disease.		Hinds	(2014)	refers	to	the	need	for	

oncology	nurses	to	understand	the	intersecting	and	overlapping	aspects	relevant	to	the	

“languages	of	science	in	cancer	nursing	research”	(p.	1)	in	order	to	understand	and	function	

within	these	two	perspectives:	post-positivist	inquiry	on	the	quantifiable	realities	about	the	

disease,	and	the	iterative	process	of	meaning-making	and	interactions	for	patients	and	

professionals	who	live	and	work	with	cancer.	Ethical	issues,	in	particular,	require	an	approach	

that	acknowledges	the	“complexity	of	moral	agents	acting	in	organizational	contexts,”	and	

avoids	simplistic	perspectives	or	linear	conceptions	of	causation	(Musto	&	Rodney,	2016,	p.	

75).	At	the	same	time,	ethical	issues	frequently	arise	from	the	biological	realities	of	the	disease,	

which	cannot	be	ignored	in	one’s	theoretical	positioning.	A	critical	realist	approach	overcomes	

the	limitations	of	post-positivism	for	the	study	of	human	interactions	by	acknowledging	the	

socially	constructed	aspects	of	human	interaction,	and	also	overcomes	the	limits	of	

constructivism	in	allowing	for	the	presence	of	objectively	verifiable	(but	imperfectly	

knowable)	aspects	of	reality	relative	to	the	disease	process	(Clark	et	al.,	2008;	Maxwell,	2012).		

Consequently,	an	approach	informed	by	CR	is	most	appropriate	for	the	study	of	MD	in	nurses	
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who	care	for	patients	facing	an	imposing	biomedical	reality	in	that	it	accounts	for	the	multi-

faceted	aspects	of	a	complex	experience.		

Contextual	Factors	in	the	Health	Care	Environment	

Informed	by	critical	realism,	structural,	relational,	gender	and	power	dynamics	in	health	

care	settings	are	important	contextual	factors	relative	to	these	theoretical	perspectives	that	

require	consideration	in	the	study	of	MD.	Expectations	and	norms	relative	to	these	contextual	

factors	may	also	function	as	generative	mechanisms	in	producing	and/or	reproducing	

differential	benefits	depending	on	one’s	possession	of	desirable	traits	relative	to	others	in	the	

environment.	

Gender,	Power,	Status,	and	Agency	

Modern	gender	constructions	remain	rooted	in	ancient	androcentric	notions	of	

biological	determinism,	impacting	norms	regarding	appropriate	social,	occupational,	

educational	and	scientific	roles	that	continue	to	disadvantage	women	(Frize,	2009;	Jolly	et	al.,	

2014;	Whaley,	2003).	Agentic	behaviour	(e.g.,	assertive,	dominant,	competitive,	decisive)	

continues	to	be	viewed	as	stereotypically	masculine,	while	communal	behaviour	(e.g.,	

nurturing,	affectionate,	helpful,	concern	for	others)	is	viewed	as	feminine,	with	social	sanctions	

accruing	to	women	who	behave	in	a	gender	discordant	fashion,	sometimes	described	as	a	

“backlash	effect”	(Amanatullah	&	Tinsley,	2014;	Rudman,	1998;	Rudman	&	Glick,	1999).		This	

backlash	may	involve	increased	perceptions	of	competence,	but	at	the	cost	of	being	perceived	

as	less	“nice,”	likeable	and	socially	competent;	higher	status	in	an	organization	mitigates	

backlash	to	some	extent	(Amanatullah	&	Tinsley,	2014;	Rudman,	1998;	Rudman	&	Glick,	1999).		

Thus,	communal	behaviour	is	not	just	stereotypically	ascribed	to	women,	there	is	a	

prescriptive	expectation	to	behave	more	communally	than	agentically	where	non-conformity	
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may	be	perceived	as	conflicting	with	social	status	(Amanatullah	&	Tinsley,	2014;	Ridgeway	&	

Smith-Lovin,	1999;	Rudman,	1998;	Rudman	&	Glick,	1999).	Essentially,	“women	are	held	to	a	

higher	standard	of	niceness	than	men”	(Rudman	&	Glick,	1999,	p.	1004).		

In	sociological	theory,	power	is	defined	as	a	capacity	to	actualize	interests,	“attain	goals,	

prevent	undesired	interference,	command	respect,	control	possessions”	and	“exert	influence	

on	processes	in	the	system”	(Parsons,	1954,	p.	391).		Power	may	be	exercised	in	an	aggressive,	

unjust,	nefarious	or	even	illegitimate	fashion,	but	this	is	not	necessary	or	inherent	in	the	

definition	of	power	(Parsons,	1954).	In	the	context	of	nursing	work,	power	has	been	defined	as	

“the	ability	to	get	things	done”	(Rankin,	1988,	p	6).	Health	care	organizations	have	power	

structures	where	some	individuals,	by	virtue	of	their	location	in	the	hierarchy,	have	greater	

power,	but	informal	power	also	exists	(Rankin,	1988).	

It	is	in	the	context	of	structurally	unequal	roles,	statuses	or	relationships	that	most	

cross-gender	interactions	occur.	“These	status	and	power	differences	create	very	real	

interaction	effects,	which	are	often	confounded	with	gender,”	in	a	manner	that	cannot	be	fully	

disentangled	(Ridgeway	&	Smith-Lovin,	1999,	p.	191).	“Gender	status	rules	virtually	guarantee	

men’s	greater	access	to	power	and	resources,	resulting	in	a	system	that	rewards	men	for	

leadership	abilities	while	punishing	comparable	women,	thereby	reinforcing	the	perceived	

conflict	between	a	woman’s	gender	and	power”	(Rudman	et	al.,	2012,	p.	176).		And	further,	“we	

are	divided,	distinguished	and	disciplined	according	to	the	supposed	truths	of	our	gender,	

according	to	the	regulatory	images,	ideals	and	norms	of	conduct	produced	through	gendered,	

gendering	discourses	and	practices”	(Ceci,	2004,	p.	75).	Agency	is,	therefore,	not	static	nor	an	

innate	trait;	rather,	it	exists	as	an	asymmetrical	exercising	of	historically	defined	power	and	

capital	(e.g.,	social,	economic,	cultural)	in	relationship	with	others	who	are	similarly	using	their	
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power	and	social	capital	to	advance	their	own	interests	in	ways	that	serve	to	reproduce	or	

challenge	existing	power	structures	(Kontos	&	Poland,	2009).	Efforts	to	understand	and	

describe	nurses’	experience	of	MD,	including	their	perceptions	of	constraint	and	limits	on	their	

moral	agency,	must	consider	these	gendered	expectations	around	power,	status	and	agency.	

When	conflict	occurs,	women	experience	greater	social	sanctions	for	overt	expressions	

of	anger	but	less	effective	outcomes	if	avoidant	or	stereotypically	gendered	strategies	are	

employed	in	workplace	settings	(Bear,	2011;	Bear	et	al.,	2014;	Capezio	et	al.,	2017;	Gibson	et	

al.,	2009).	In	negotiations,	women	are	perceived	as	having	less	legitimate	claims	to	resources	

unless	they	possess	higher	status	(Amanatullah	&	Tinsley,	2012).	Nurses,	who	are	still	

predominantly	female,	gain	collaboration	from	subordinates	by	softening	their	hierarchical	

position	and	attempting	to	level	status	differences	when	they	are	in	supervisory	roles	(Apker	

et	al.,	2005).	However,	women	functioning	in	a	third-party	dispute	resolution	role	without	any	

power	over	the	parties	to	the	dispute	were	able	to	achieve	acceptable	outcomes	more	often	

than	men,	while	employing	communally	focused	behaviour	(Benharda	et	al.,	2013).	Thus,	

gender,	power	and	status	are	interwoven	with	social	expectations	and	historical	norms	in	

impacting	outcomes	in	situations	of	conflict	and	negotiation.	These	gendered	power	and	status	

dynamics	are	salient	for	health	care	professions	with	gendered	histories	and	important	

contextual	realities	that	impact	on	the	enactment	of	one’s	agency,	including	moral	agency.		

Gendered	social	roles,	norms	and	expectations	are	inextricably	linked	to	constructions	

of	status	and	power,	particularly	in	health	care,	which	impacts	agency,	including	moral	agency.	

Women	are	socialized	to	be	more	communally	focused	than	self-focused,	facing	consequences	

for	violating	traditional	gender	hierarchies	and	a	choice	between	respect	and	likeability,	which	

impedes	access	to	positions	of	status	and	power	(Rudman,	1998;	Rudman	et	al.,	2012).	Non-
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conformity	to	gender	roles	may	trigger	social	penalty	in	the	form	of	a	“backlash	effect,”	

inducing	social	conflict	in	an	attempt	to	enforce	conformity.	Paradoxically,	women	can	leverage	

conformity	to	gender	expectations	for	effective	conflict	resolution	in	select	situations	when	

power	and	status	are	congruent	with	gender	norms.	That	is,	the	most	effective	conflict	

mediator	may	be	a	woman	without	status	or	power.	However,	the	potential	for	a	positive	

outcome	does	not	negate	the	impact	of	occupying	a	low	status,	low	power	position.	

Manifestations	of	Gender,	Power,	Status,	and	Agency	in	Health	Care			

The	development	of	medicine,	science	and	dominant	social	structures	(e.g.,	universities)	

at	a	time	when	women	were	excluded	from	these	realms	resulted	in	embedded	androcentrism	

in	hierarchical	structures,	normative	expectations,	ways	of	knowing,	and	claims	of	scientific	

legitimacy	(Holmes	et	al.,	2008;	Lazenby,	2013;	Roberts	et	al.,	2009;	Sebrant,	1998;	Walker,	

1994).	Professions	were	delineated	based	on	gender	roles	in	terms	of	access	to	education,	

beliefs	about	women’s	capacity	to	engage	in	science	and	women’s	social	roles	and	power	

(Carrasco,	2009;	Reeves	et	al.,	2010;	Whaley,	2003).	“Gendered,	gendering	discourses	

normatively	constitute	nurses	as	certain	forms	of	the	person,	and…	these	same	terms	and	

relations	are	deployed	strategically	in	the	institutional	context	to	sustain	an	arrangement	of	

power	that	subordinates	and	constrains	nurses’	possibilities”	(Ceci,	2004,	p.	76).	Medical	

hegemony	is	also	evident	within	team	dynamics	in	oncology,	even	in	situations	when	nurses	

reported	positive	overall	perceptions	of	teamwork	(Friese	&	Manojlovich,	2012;	Helft	et	al.,	

2011).		Increasing	representation	of	women	in	previously	male-dominated	health	care	

professions	and	roles	has	yet	to	result	in	systemic	transformation	to	a	valuing	of	feminine	

perspectives	and	ways	of	knowing	(Carrasco,	2009;	McGibbon	et	al.,	2010;	Porter,	2010;	Urban,	

2014).	Medicine	continues	to	be	associated	with	masculine	traits	and	agentic	behaviour,	while	
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nursing	is	viewed	as	feminine	and	associated	with	communal	behaviour	(Berkery	et	al.,	2014).	

“The	prevalence	and	authority	of	gendered,	gendering	discourses	that	associate	

women/nurses	with	sensibility	rather	than	sense	will	tend	to	position	nurses	in	this	way	

regardless	of	what	else	nurses	actually	do”	(Ceci,	2004,	p.	7).		

Men	in	nursing	and	women	in	medicine	may	face	competing	expectations	and	benefits	

relative	to	their	gender	and	the	gendered	history	of	their	profession.		Male	nurses’	gender-

typed	managerial	roles	as	being	more	suited	to	males	than	females,	while	females	viewed	both	

genders	as	suitable	managers	(Berkery	et	al.,	2014).		Female	nurses	may	be	“doubly	

oppressed”	due	to	their	dual	socialization	as	both	women	and	nurses;	manifestations	of	this	

oppression	can	include	silencing	one’s	own	voice	and	within-group	lateral	violence	or	conflict	

(Roberts	et	al.,	2009).	Although	the	value	of	multi-disciplinary	teamwork	is	espoused,	

organizational	hierarchies	and	power	structures	remain	entrenched	in	historical	patterns	of	

medical	dominance,	and	integrated	teamwork	is	not	yet	the	practice	norm	(Apker	et	al.,	2005;	

Benoit	et	al.,	2010;	Coleman,	2015;	Dean	&	Oetzel,	2014;	McGibbon	et	al.,	2010;	McVicar,	2003;	

Roberts	et	al.,	2009;	Rodney	et	al.,	2009;	Reeves	et	al.,	2010;	Sebrant,	1998;	Timmermans	&	Oh,	

2010;	Thylefors,	2012;	Urban,	2014).	The	role	of	oppressive	structures	and	suppression	of	

individual	voice	are	frequent	themes	in	the	existing	literature,	both	for	nurses	and	other	health	

care	providers	(Monrouxe	et	al.,	2017;	Newton	et	al.,	2012).	From	the	patient	perspective,	

women	experienced	cancer	treatment	as	more	stressful	than	men	and	displayed	more	post-

traumatic	stress	symptoms	after	treatment,	leading	Hampton	and	Frombach	(2000)	to	suggest	

that	this	indicates	systemic	androcentrism	that	impacts	more	than	just	the	health	care	team.		

Despite	changes	in	beliefs	about	women,	work,	science,	and	leadership,	and	actual	

numerical	change	in	professional	gender	distributions,	androcentrism	and	medical	hegemony	



	
	
 

25	

in	the	health	care	system	persist	as	a	result	of	male	physicians	having	staked	an	early	claim	to	

higher	status	professional	roles,	resulting	in	a	long	history	of	hierarchical	structural	

embeddedness,	and	ongoing	success	in	deflecting	attempts	at	systemic	reform	(Benoit	et	al.,	

2010;	Holmes	et	al.,	2008;	McGibbon	et	al.,	2010;	Reeves	et	al.,	2009;	Reeves	et	al.,	2010;	

Timmermans	&	Oh,	2010).	The	gendered	social	constructions	around	power,	status	and	agency	

are	important	contextual	variables	in	which	nurses’	experiences	of	MD	are	located	and	wherein	

individual	agency	in	achieving	morally	acceptable	outcomes	is	enacted	(Rodney	et	al.,	2013).		

Morally	habitable	environments	are	spaces	characterized	by	cooperation,	recognition,	

and	mutual	benefits;	organizational	power	dynamics	are	an	important	contributor	to	the	moral	

habitability	of	the	environment	(Peter	et	al.,	2004).	Environments	that	give	rise	to	deception,	

powerlessness,	marginalization,	suffering,	and	even	violence	are	morally	uninhabitable	(Peter	

et	al.,	2004).	The	CNA	(2017)	defines	moral	agency	as	exercising	“the	capacity	to	direct	their	

actions	to	some	ethical	end”	(p.	6).	Peter	and	Liaschenko	(2004)	define	moral	agency	“as	the	

capacity	to	recognize,	deliberate/reflect	on,	and	act	on	moral	responsibilities”	(p.	221).	Moral	

agency	is	not	a	linear	process	enacted	in	isolation,	but	“in	a	web	of	interconnectedness	with	

others	in	specific	contexts”	(Varcoe	et	al.,	2003,	p.	959).	Within	the	health	care	context,	

asymmetrical	power	relationships	impact	on	how	moral	agency	is	exercised	(Rodney	et	al.,	

2013).	Peter	and	Liaschenko	(2010)	argue	that	MD	is	“fundamentally	a	reaction	to	the	

constraints	of	the	moral	identities,	relationships,	and	responsibilities	of	nurses”	that	exist	in	

“morally	uninhabitable	workplaces”	(p.	339).	Nurses’	ability	to	enact	their	agency	in	providing	

care	that	meets	their	moral	standards	“originates	in	larger	social	processes	that	include	

negotiated	understandings	between	nurses	and	other	members	of	the	health	care	

environment”	that	affect	workplace	moral	habitability	(Beavis,	2013,	p.	426).		
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Interaction	of	Theoretical	Perspective	with	Participant	Experiences	

	 Understanding	that	qualitative	research	is	typically	regarded	as	a	co-creation	between	

research	and	participant,	what	is	the	effect	of	the	theoretical	perspective	and	the	literature	

supporting	the	impact	of	gender,	power,	status	and	agency	in	health	care	settings	on	the	

experiences	participants	shared	in	the	interviews?	Do	epistemic	and	ontologic	assumptions	

and	supporting	literature	drive	the	study	towards	a	pre-determined	conclusion?	No,	just	the	

opposite.	An	understanding	of	CR	should,	and	in	my	particular	instance	does,	breed	humility	

about	the	immense	complexity	in	the	natural	world	and	in	human	experience.	The	literature	on	

the	ways	in	which	gender,	power,	status	and	agency	influence	health	care	settings	similarly	

reflects	relational	and	structural	complexity.	Taken	together,	the	theoretical	perspectives	and	

the	literature	amplify	the	importance	of	seeking	to	understand	participants’	accounts	of	the	

experience	of	MD	in	oncology	nursing	as	an	understanding	of	complexity	precludes	prediction	

and	conjecture.	Rather,	one	is	prompted	towards	interrogation	of	individual	experiences	in	

data	collection	to	go	beyond	superficial	description	and	seek	to	understand	at	a	deeper	level	

what	participants	believe	is	occurring	in	the	situations	where	they	have	experienced	MD.	There	

is	also	synergy	with	the	methodological	approach	of	interpretive	description	that	similarly	

emphasizes	an	analytic	approach	that	goes	beyond	superficial	description	of	obvious	

commonality	to	analysis,	interpretation,	and	transformation	of	raw	data	into	research	findings	

(S.	Thorne,	personal	communication,	October	16,	2016).	Evidence	for	the	centering	of	

participant	experiences	is	found	in	Chapter	5:	Findings	and	Chapter	6:	Discussion,	where	the	

analysis	demonstrates	both	congruence	with	and	divergence	from	aspects	of	the	theory	and	

literature	that	influenced	the	formulation	of	the	study.	
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Chapter	Summary	

Critical	realism	offers	a	complex	ontological	perspective	commensurate	with	the	

complexity	of	the	health	care	system	and	the	nature	of	oncology	nursing	practice.	It	“provides	

(a)	framework	to	explore	structure	and	agency	beyond	what	can	be	empirically	observed,	

thereby	embracing	complexity	and	clarifying	the	concepts	underpinning	MD”	(Musto	&	

Rodney,	2016,	p.	85).	Critique	of	any	existing	systemic	issues	that	may	contribute	to	MD	is	a	

prerequisite	for	effecting	practice	change	through	interventions	and	is	foundational	to	CR.	The	

role	of	gender	and	power	must	be	considered	in	health	care	given	the	gendered	history	of	

professions	and	hierarchies.		Critical	realism	offers	valuable	theoretical	insights	that	enhance	

the	conceptualization	and	design	of	the	study	of	MD	in	oncology	nursing.	
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CHAPTER	3:	LITERATURE	REVIEW	

Introduction	

The	purpose	of	this	chapter	is	to	review	the	literature	on	MD	in	general,	MD	in	oncology	

nursing,	and	important	contextual	features	in	health	care	contexts.	The	chapter	begins	with	the	

history	of	MD	and	various	definitions	and	models.	This	is	followed	by	a	brief	review	of	research	

in	settings	other	than	oncology	and	a	review	of	interventions	that	have	been	employed	to	

address	MD.		The	limited	existing	oncology	research	is	discussed,	as	are	important	critiques	in	

and	of	the	literature	on	MD.	The	chapter	concludes	with	a	review	of	important	features	of	

oncology	settings.		

Moral	Distress	

Moral	distress	was	initially	conceptualized	in	a	text	on	ethical	issues	in	nursing	practice,	

as	a	phenomenon	distinct	from	moral	dilemmas	or	moral	uncertainty	with	an	emphasis	on	the	

external	constraints	to	appropriate	action	(Jameton,	1984).	Since	then,	numerous	authors	have	

built	upon	and	extended	this	definition	while	others	have	critiqued	the	validity	of	the	

phenomenon,	resulting	in	a	rapidly	increasing	volume	of	literature	on	MD.	The	intent	is	not	to	

review	the	entire	body	of	MD	literature,	rather	to	situate	the	relatively	small	body	of	literature	

on	MD	in	oncology	nursing	within	the	larger	context	of	the	history	of	MD	and	relevant	

discourse,	debate	and	research	on	the	topic.	This	section	begins	with	a	description	of	the	

search	strategy	that	was	employed	in	obtaining	articles	for	review,	followed	by	a	review	of	the	

history	of	MD	definitions	and	models,	an	overview	of	the	research	literature	on	MD	in	general	

and	oncology	nursing	in	particular,	and	a	review	of	important	critiques	and	controversy	in	and	

of	the	literature	on	MD.	A	review	of	important	contextual	factors	in	health	care	environments	

in	general	and	the	oncology	nursing	context,	in	particular,	concludes	the	section.	
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Literature	Search	Strategy	

The	aim	of	the	literature	review	was	to	locate	and	synthesize	research	on	MD	in	general	

and	oncology	nursing	in	particular.	Understanding	the	definition	of	MD	and	the	range	of	

opinions	in	the	philosophical/theoretical	literature	on	the	phenomenon,	as	well	as	the	

circumstances	in	which	it	has	been	studied,	formed	the	basis	of	the	initial	search	of	the	

literature.	A	Cumulative	Index	of	Nursing	and	Allied	Health	Literature	(CINAHL)	search	for	the	

phrase	“moral	distress”	without	limiters	retrieved	501	publications,	373	of	which	were	

retained	when	limited	to	academic	journals,	and	247	when	limited	to	research	articles;	50	

were	dissertations	(December	6,	2016).	Limiting	those	247	research	articles	by	date	returned	

no	publications	prior	to1987,	11	from	January	1987	to	December	1996	(5	of	which	were	

dissertations),	52	from	January	1997	to	December	2006	(16	dissertations),	and	184	(29	

dissertations)	from	January	2007	to	December	2016.	Abstracts	for	all	academic	publications	

were	reviewed	and	accessible	publications	were	retrieved,	irrespective	of	the	study	

population.	In	addition	to	research	articles,	publications	advancing	philosophical	arguments	

regarding	MD	were	retrieved.	Dissertation	publications	were	located	where	available;	

unpublished	dissertations	were	requested,	but	most	were	not	available	electronically.	A	total	of	

381	articles	were	reviewed	to	gain	a	broad	understanding	of	MD	research	in	various	

populations.	Fifteen	research	publications	on	MD	that	focused	on	or	included	oncology	nurses	

were	identified	through	CINAHL	and	follow-up	of	citations	in	the	reviewed	articles.		

An	extensive	search	of	multiple	databases	(CINAHL,	EMBASE,	ProQuest	Health,	

ProQuest	Social	Sciences,	PsychINFO,	PubMed,	SCOPUS,	Web	of	Science	and	Google	Scholar)	

using	“moral	distress,”	“ethical	distress,”	“ethic*”	in	combination	with	“oncology	nursing”	

yielded	one	previously	unidentified	published	study	and	two	unpublished	dissertations,	for	a	
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total	of	16	published	studies	of	MD	that	included	or	focused	on	oncology	nurses,	four	of	which	

were	conducted	in	pediatric	settings,	as	well	as	three	unpublished	dissertations	(February	18,	

2017).	Six	published	abstracts	of	conference	podium	sessions	were	also	identified;	the	

abstracts	contained	insufficient	detail	for	inclusion	in	the	literature	review	and	were	not	

connected	to	any	subsequent	article	publications.	Given	the	limited	available	evidence	on	MD	

in	oncology	nursing,	findings	of	two	unpublished	dissertations	are	included	in	this	review	as	a	

portion	of	the	dissertation	was	accessible	or	the	abstract	contained	sufficient	detail	about	

findings.	Jameton’s	(1984)	original	book	was	also	located	and	purchased	for	review.	Two	

systematic	reviews	were	identified,	one	related	to	all	health	care	professionals	and	the	other	

focused	on	nurses	working	in	hospital	environments	(Lamiani	et	al.,	2015;	Rittenmeyer	&	

Huffman,	2009).		Ongoing	updates	to	the	literature	review	identified	eight	additional	

publications	in	oncology	and	19	in	other	areas	of	practice.	The	literature	search	was	repeated	

in	April	2018	with	the	same	search	terms	and	no	additional	oncology	nursing	articles	were	

identified;	46	articles	were	identified	in	other	areas	of	practice;	five	additional	studies	were	

subsequently	identified	from	automated	keyword	alerts.	

History	of	Definitions	and	Models	

This	section	reviews	the	origin	of	the	initial	definition	of	MD,	the	link	to	the	theoretical	

frameworks	informing	the	study,	and	a	history	of	important	proposed	additions	or	revisions	to	

the	definition,	including	relevant	models	and	features	of	MD.	

Jameton’s	Original	Definition	

Andrew	Jameton	(1984)	authored	a	book	he	described	as	“a	philosopher’s	approach	to	

bioethical	issues	as	they	arise	in	and	are	shaped	by	nursing	practice”	(p.	2).	The	first	chapter,	

an	introduction	to	“ethics,	nursing	and	the	crisis	in	health	care”	(p.	1-17),	contained	the	MD	
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definition	that	has	been	the	focus	of	much	research	and	publication	since:	“moral	distress	(sic)	

arises	when	one	knows	the	right	thing	to	do,	but	institutional	constraints	make	it	nearly	

impossible	to	pursue	the	right	course	of	action,”	illustrating	this	with	a	situation	where	“staff	

nurses	employed	in	a	hospital	have	neither	the	personal	authority	not	access	to	decision-

making	channels	needed	to	change	the	practice.	Moreover,	it	is	personally	risky	for	staff	to	

criticize	the	practice	that	helps	the	hospital	make	ends	meet”	(p.	6).	He	later	specifies,	“These	

cases	are	more	than	failure	to	realize	an	ideal:	They	involve	what	nurses	judge	to	be	morally	

wrong”	(Jameton,	1984,	p.	283).	He	further	explains	the	multiple	relationships	and	lines	of	

accountability	nurses	experience	and	states,	“the	nature	of	nursing	practice	is	an	important	

factor	in	the	genesis	of	ethical	issues	in	the	relationships	listed”	(Jameton,	1984,	p.	7).		

In	addition	to	relational	issues	as	a	source	of	conflict	that	can	lead	to	MD,	Jameton	

(1984)	notes	the	power	differentials	between	professions,	the	historically	gendered	nature	of	

health	care	professions,	medical	dominance	in	the	health	care	system,	the	“dizzyingly	complex”	

(p.	10)	nature	of	hospitals,	the	centrality	of	nurses’	roles	in	health	systems	and	their	proximity	

to	patients	as	comprising	the	“particularly	difficult	circumstances”	(p.	11)	in	which	nurses	

work.		A	chapter	on	“Making	Hard	Choices”	(Jameton,	1984,	pp.	278-298)	provides	an	analysis	

of	how	nurses	should	respond	to	an	incompetent	physician,	with	attention	to	the	problematic	

interaction	between	social	structures,	moral	culpability	and	individual	agency	in	resolving	the	

situation,	themes	that	are	echoed	in	his	later	work	(Jameton,	1993).	Although	Jameton	has	

been	critiqued	for	his	“conjectured	account	of	MD,”	a	careful	review	of	the	book,	in	which	the	

description	first	appeared,	reveals	a	comprehensive	and	nuanced	understanding	of	the	nature	

and	complexity	of	nurses’	work	and	the	specific	challenges	that	pre-dispose	to	various	ethical	

concerns	(Johnstone	&	Hutchinson,	2015,	p.	7).	
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Congruence	Between	Jameton	and	Critical	Realism	

While	many	authors	cite	Jameton’s	(1984)	original	definition	of	MD,	a	broader	

consideration	of	the	themes	in	the	work	wherein	it	appeared	illuminates	his	view	of	the	

context	of	MD	and	reflects	theoretical	congruence	with	the	perspectives	that	inform	this	study.	

Although	“critical	realism”	(CR)	does	not	appear,	there	is	extensive	critique	of	the	elements	of	

the	status	quo	that	make	ethical	nursing	practice	difficult.	There	is	also	recognition	of	the	

inherent	complexity	of	relationships	and	social	structures	in	hospital	settings,	as	well	as	the	

challenging	interactions	between	structure	and	agency	in	resolving	ethical	problems.	Jameton’s	

description	of	the	context	for	nurses’	work	acknowledges	the	systemic	impact	of	gender,	

power,	oppression	and	status	on	nursing	practice.	There	is	a	valuing	of	nursing	voice	and	

repeated	admonishments	for	nurses	to	contribute	their	unique	perspectives	to	the	bioethical	

discourse	to	fill	those	gaps	that	ethicists	cannot	address	alone	(Jameton,	1984).	Many	authors	

have	extended,	built	upon,	and	challenged	Jameton’s	original	definition.	Still,	it	remains	the	

widely	acknowledged	starting	point	for	research	on	MD	in	nursing	and,	therefore,	

understanding	the	philosophical	context	for	his	definition	is	essential.	While	it	is	not	this	

author’s	position	that	the	study	of	MD	should	be	limited	to	one	theoretical	perspective,	a	

reading	of	his	original	work	affirms	the	rhetorical	coherence	of	the	theoretical	influences	on	

this	study	with	the	original	conceptualization	of	the	phenomenon	of	interest.	

Subsequent	Definitions	and	Moral	Distress	Models	

Wilkinson	(1987/1988)	defined	MD	as	the	“psychological	disequilibrium	and	negative	

feeling	state	experienced	when	a	person	makes	a	moral	decision	but	does	not	follow	through	

by	performing	the	moral	behaviour	indicated	by	that	decision,”	in	a	study	intended	to	generate	

theory	regarding	the	relationship	between	moral	reasoning	and	moral	action	in	nursing,	and	
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patient	care	quality	(p.	16).	The	model	of	MD	developed	in	this	study	explicated	the	processes	

involved	in	making	a	moral	decision	and	added	the	notion	of	internal	and	external	constraints,	

along	with	a	compensatory	pathway	that	sustains	adequate	patient	care	and	the	ability	to	

remain	in	nursing	practice,	and	a	pathway	marked	by	poor	coping	and	poor	nursing	care	

quality	that	may	or	may	not	lead	to	leaving	practice	(Wilkinson,	1987/1988).		The	MD	

experience	is	also	presented	as	an	equation	comprised	of	two	parts,	an	experiential	equation	of	

the	genesis	of	MD	as	well	as	an	effect	equation	regarding	the	impact	on	patient	care	(Wilkinson,	

1987/1988).		The	model	acknowledges	some	complexity	with	linear	conceptualizations	of	the	

processes	and	outcomes	of	MD	in	the	equations.	Rodney	(1988)	discusses	findings	from	her	

master’s	study	of	critical	care	nurses	and	notes	that	the	MD	definitions	of	Wilkinson	and	

Jameton	at	that	time	best	capture	what	nurses	described	in	being	unable	to	“translate	their	

moral	choices	into	moral	action”	due	to	situational	constraints	(p.	10).		

Jameton	(1993)	noted	Wilkinson’s	(1987/1988)	work	and	differentiated	between	initial	

and	reactive	distress	as	a	solution	to	the	ambiguity	he	perceived	in	both	their	definitions.	

Initial	distress	is	conceptualized	as	the	response	when	faced	with	obstacles	to	appropriate	care	

from	either	institutions	or	individuals,	which	is	consistent	with	prior	MD	definitions	(Jameton,	

1993).	Reactive	distress	is	used	to	describe	Wilkinson’s	finding	of	distress	from	inaction	in	the	

face	of	obstacles,	that	is	“when	they	do	not	act	on	their	initial	distress”	(Jameton,	1993,	p.	544).	

Jameton	(1993)	also	began	to	discuss	the	effects	of	chronic	reactive	distress.	Webster	and	

Baylis	(2000)	later	describe	moral	residue	as	“that	which	each	of	us	carries	with	us	from	those	

times	in	our	lives	when	in	the	face	of	moral	distress	we	have	seriously	compromised	ourselves	

or	allowed	ourselves	to	be	compromised”	(p.	218).	Moral	residue	is	potentially	beneficial	in	

clarifying	appropriate	moral	action	in	future	situations	where	moral	action	is	impeded	or	
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potentially	leading	to	denial,	minimization	or	unreflective	acceptance	of	discordance	between	

moral	judgments	and	personal	actions	(Webster	&	Baylis,	2000).		

Epstein	and	Hamric	(2009)	describe	initial	distress	as	that	which	occurs	“in	the	

moment,”	consistent	with	Jameton’s	(1993)	definition,	while	reactive	distress	is	what	remains	

“after	the	situation	that	elicited	moral	distress	ends”	(p.	330).	They	clarify	their	terminology	to	

use	MD	(versus	initial	MD)	to	refer	to	the	acute	experience	and	describe	reactive	distress	and	

moral	residue	as	synonymous,	preferring	to	use	the	latter	term	in	their	paper	(Epstein	&	

Hamric).	This	view	of	reactive	distress	and	moral	residue	is	inconsistent	with	Jameton’s	(1993)	

discussion	that	distinguishes	between	initial	distress,	reactive	distress	and	chronic	reactive	

distress.	The	latter	is	more	consistent	with	moral	residue,	described	by	Webster	and	Baylis	

(2000),	while	reactive	distress	appears	to	follow	initial	distress	more	closely	than	chronic	

reactive	distress	in	Jameton’s	(1993)	description.		

Epstein	and	Hamric	(2009)	also	propose	a	preliminary	model	of	a	“crescendo	effect”	for	

both	MD	and	moral	residue	(p.	330).	Evidence	for	the	MD	crescendo	is	based	on	the	findings	of	

Epstein’s	qualitative	dissertation	study	of	nurses	and	physicians’	experiences	in	providing	end-

of-life	(EOL)	care	to	21	infants	in	the	neonatal	intensive	care	unit	(NICU),	and	evidence	for	the	

moral	residue	crescendo	is	based	on	both	the	dissertation	findings	and	a	review	of	findings	in	

other	published	works	(Epstein	&	Hamric,	2009).	The	presence	of	a	MD	crescendo	is	

postulated	based	on	staff	reports	of	increasing	MD	as	the	EOL	approached	in	six	(out	of	21)	of	

the	infants	studied	and	a	rapid	decrease	(decrescendo)	in	MD	after	the	infant	died	(Epstein	&	

Hamric,	2009).	The	presence	of	moral	residue	is	a	theme	in	Epstein’s	dissertation	based	on	

unprompted	participant	reports	of	past	experiences	during	interviews	about	current	patients	

(Epstein	&	Hamric,	2009).	Prior	stories	included	situations	of	MD	and	those	that	were	sad	but	
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not	morally	distressing;	moral	residue	from	those	prior	situations	and	a	crescendo	of	moral	

residue,	when	faced	with	a	similar	situation,	are	reported	(Epstein	&	Hamric,	2009).		Other	

evidence	cited	to	support	the	moral	residue	crescendo	model	include	the	findings	of	some	

quantitative	studies	that	increased	years	of	experience	is	associated	with	more	MD,	a	study	

reporting	the	presence	of	a	desire	for	conscientious	objection	(viewed	as	suggesting	increasing	

residue	over	time),	and	studies	reporting	burnout,	intent	to	leave	and	leaving	(Epstein	&	

Hamric,	2009).		The	evidence	for	a	crescendo	of	either	MD	or	moral	residue	is	limited,	indirect	

and	described	by	Epstein	and	Hamric	(2009)	as	preliminary.	However,	the	potential	for	accrual	

of	negative	effects	from	repeated	morally	distressing	situations	is	an	important	contribution	to	

understanding	the	contours	and	impact	of	MD.	

Fry	et	al.	(2002)	proposed	a	MD	model	in	military	nursing	based	on	their	qualitative	

study	of	13	military	nursing	officers.	An	initial	pathway	of	arousal,	appraisal,	and	judgement	

diverges	based	on	the	presence	or	absence	of	barriers	to	action,	with	initial	MD	resulting	from	

barriers	(Fry	et	al.,	2002).		A	second	divergence	is	based	on	whether	those	barriers	are	

overcome	or	not;	reactive	MD	results	from	a	failure	to	overcome	barriers	(Fry	et	al.,	2002).	

While	the	model	was	derived	from	a	military	nursing	population,	no	features	would	suggest	it	

could	not	apply	to	other	populations.	The	model	offers	a	more	complex,	less	linear	view	of	the	

genesis	of	MD.	However,	it	appears	to	imply	an	inevitable	consequence	of	MD	when	barriers	

are	not	overcome,	which	is	inconsistent	with	studies	that	demonstrate	heterogeneity	of	MD	

severity	and	frequency	in	nurses	exposed	to	similar	clinical	conditions	and	those	that	support	

the	moderating	influence	of	personal	characteristics,	such	as	self-efficacy,	in	reducing	MD	(Dyo	

et	al.,	2016;	Lazzarin	et	al.,	2012;	Rathert	et	al.,	2016;	Sirilla,	2014).	
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Nathaniel	(2006)	describes	a	grounded	theory	(N=21	nurses)	of	moral	reckoning,	an	

ongoing	and	unfolding	experience	comprised	of	common	features	and	stages	that	goes	beyond	

existing	definitions	of	MD	that	are	perceived	as	too	narrow	by	the	author.	In	this	theory,	a	

situational	bind	(i.e.,	a	situation	of	MD	requiring	a	moral	judgment)	interrupts	the	stage	of	

“ease”	and	is	followed	by	stages	of	resolution,	comprised	of	“giving	up	or	taking	a	stand,”	and	

reflection,	which	includes	“remembering,	telling	the	story,	examining	conflicts,	living	with	the	

consequences”	(Nathaniel,	2006,	p.	426).		Unlike	Fry	et	al.	(2002),	Nathaniel’s	theory	does	not	

focus	on	explaining	how	MD	develops,	instead	situating	MD	within	the	stages	of	the	broader	

process	of	moral	reckoning.	The	simplicity	of	the	model	and	stages	is	augmented	by	a	rich	

description	of	the	properties	of	each	stage,	which	clearly	describes	the	complex	personal	

experience	of	encountering	morally	distressing	situations	in	practice	and	the	complexity	of	the	

context	in	which	those	experiences	occur.	

Barlem	and	Ramos	(2015)	propose	a	model	of	MD	that	includes	a	chain	of	

powerlessness,	reduced	resistance,	and	inexpressivity	as	a	consequence	of	obstruction	in	the	

face	of	moral	sensitivity,	uncertainty	and	discomfort	with	an	alternative	outcome	of	moral	

deliberation	and	advocacy.	This	model	also	acknowledges	greater	complexity	than	earlier	

models,	but	gives	limited	attention	to	the	structural	context	in	which	MD	occurs,	focusing	

instead	on	the	individual	aspects	and	implications	of	MD.	

Since	it	was	first	defined,	numerous	authors	have	built	on	the	original	definition	of	MD	

and	extended	our	understanding	of	a	complex	phenomenon,	characterized	by	a	dialectical	

interplay	between	structure	and	agency.	A	variety	of	models	have	aided	in	describing	some	of	

the	features	and	processes	in	the	development	and	resolution	of	MD,	but	no	single	model	has,	

as	yet,	fully	captured	the	complexity	of	the	phenomenon	(Austin	et	al.,	2005a).	
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Debate	and	Discourse	on	the	Features	and	Causes	of	Moral	Distress	

Going	beyond	the	definitions	and	models	of	MD,	numerous	authors	have	contributed	to	

the	debate	and	discourse	that	has	fleshed	out	preconditions,	features,	and	causes	of	MD.	The	

characteristics	of	the	psychological	response	and	the	nature	and	contribution	of	constraints,	

internal	or	external,	believed	to	be	causative	factors	are	variably	described	and	emphasized	

(Bridges,	2014;	Corley,	2002;	Corley	et	al.,	2001;	Epstein	&	Delgado,	2010;	Lützén	et	al.,	2003;	

Peter	et	al.,	2004;	Rich	&	Ashby,	2013).		Within	the	various	positions	there	is	agreement	that	

distress,	a	negative	response,	is	significant	and	specifically	related	to	a	perceived	failure	to	

enact	one’s	ethical	responsibility	in	a	situation.	Common	areas	of	discussion	and	debate	that	

further	outline	some	of	the	contours	of	the	phenomenon	are	reviewed.	

Preconditions	for	Moral	Distress	

	Certain	conditions	must	exist	for	MD	to	occur,	including	some	degree	of	moral	

sensitivity	and	a	moral	identity	that	guides	one’s	actions	and	serves	as	a	benchmark	for	

evaluating	those	actions.		

Moral	sensitivity	is	“the	ability	to	recognize	a	moral	conflict,	show	a	contextual	and	

intuitive	understanding	of	the	patient’s	vulnerable	situation,	and	have	insight	into	the	ethical	

consequences	of	decisions	made	on	behalf	of	the	person”	(Lützén	et	al.,	2000,	p.	521).	It	

involves	“both	the	ability	to	recognize	moral	issues	in	a	morally	ambiguous	situation	and	the	

ascription	of	importance	to	these	same	issues	(Jordan,	2009)”	(Christen	&	Katsarov,	2016,	p.	

20).		Although	individuals	vary	in	their	ability	to	identify	moral	problems,	from	“moral	

blindness”	to	moral	hypersensitivity,	some	degree	of	moral	sensitivity	is	a	precondition	for	MD,	

in	that	distress	about	choosing	an	inappropriate	action	cannot	occur	without	recognizing	a	

conflict	and	the	potential	consequences	of	various	actions	(Christen	&	Katsarov,	2016,	p.	20;	
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Corley,	2002).	This	also	raises	the	question	of	whether	variability	in	the	experience	of	MD	is	

related	to	individual	moral	sensitivity,	that	is,	whether	less	morally	sensitive	individuals	

experience	less	MD	and	vice	versa,	and	what	other	factors	mediate	that	relationship	(Austin	et	

al.,	2005a;	Christen	&	Katsarov,	2016;	Corley,	2002).	

A	frame	of	reference	for	determining	whether	an	action	is	ethical	or	not	is	essential	to	

this	process	and	is	often	derived	from	one’s	moral	identity.	Moral	identity	is	defined	as	one’s	

“self-conception	organized	around	a	set	of	moral	traits”	with	proscriptive	implications	

grounded	in	a	social	referent,	such	as	membership	in	a	group,	an	admired	individual	or	a	

spiritual	ideal	(Aquino	&	Reed,	2002,	p.	1424).	Nurses	are	socialized	to	enact	professional	

traits	and	adhere	to	ethical	codes,	but	other	social	referents	may	also	influence	their	moral	

identity,	such	as	personal,	political	and	religious	values	(Davis,	2012).	The	social	referents	(e.g.,	

the	ethical	standards	expected	of	nurses)	that	shape	moral	identity	provide	a	benchmark	for	

evaluating	the	ethical	aspects	of	a	situation	and	the	ethical	consequences	of	alternative	actions	

in	response	to	an	ethical	conflict	(Aquino	&	Reed,	2002).	Barlem	and	Ramos	(2015)	describe	

this	as	a	process	of	“moral	deliberation,”	which,	if	obstructed,	results	in	MD	(p.	611).	Thus,	for	

MD	to	occur,	a	morally	sensitive	individual,	having	engaged	in	a	process	of	moral	deliberation,	

must	feel	constrained	from	acting	in	accordance	with	their	moral	identity.	

Features	of	Moral	Distress	

Weber	(2016)	states	that	descriptions	of	MD	should	explicitly	include	the	notion	of	a	

negative	response	as	an	inherent	component	of	the	experience.	Both	psychological	distress	and	

physiologic	manifestations	(e.g.,	insomnia,	headaches,	anxiety,	depression,	gastrointestinal	

symptoms)	have	been	linked	with	MD	(Austin,	2016;	Hanna,	2004;	Huffman	&	Rittenmeyer,	

2012).	Despite	the	significance	of	a	negative	response	to	the	situation,	MD	is	not	solely	an	
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emotional	or	physiological	experience	and	is	more	than	generic	distress	or	discomfort	with	a	

situation;	MD	is	also	distinct	from	compassion	fatigue,	burnout	and	post-traumatic	stress	

disorder	(Epstein	&	Hamric,	2009;	Hanna,	2004;	Wilkinson,	1987/1988;	Varcoe	et	al.,	2012b).	

While	the	constraints	that	challenge	nurses’	moral	values	may	lead	to	job	dissatisfaction,	MD	is	

more	than	an	expression	of	dissatisfaction	with	working	conditions	or	a	response	to	the	usual	

challenges	of	work	(Corley,	2002;	de	Veer	et	al.,	2013;	Varcoe	et	al.,	2012b).	Rather,	MD	is	

experienced	as	particular	and	consequential	to	the	personal	inability	to	implement	duty-	or	

value-bound	actions	believed	to	be	necessary	based	on	a	moral	decision	(Corley,	2002;	Epstein	

&	Hamric,	2009;	Hanna,	2004;	Wilkinson,	1987/1988).		It	is	a	complex,	layered,	relational	

experience	that	is	a	threat	to	an	individual	or	group’s	identity	and	integrity	“because	they	

believe	they	have	either	seriously	compromised	deeply	held	personal/professional	value	

commitments,	or	they	have	allowed	themselves	to	be	compromised”	(Varcoe	et	al.,	2012b,	p.	

57).		Austin	(2016)	synthesizes	the	work	of	Jameton,	Wilkinson,	and	Nathaniel	into	a	definition	

that	acknowledges	the	physical	symptoms	that	may	accompany	MD,	while	emphasizing	the	

role	of	personal	ethical	responsibility:		

The	embodied	response	(e.g.,	sleeplessness,	headache,	nausea,	anxiety)	of	an	individual	

to	a	moral	problem	for	which	the	individual	assumes	some	moral	responsibility,	makes	

a	moral	judgment	about	the	appropriate	ethical	action	to	be	taken	but,	due	to	real	or	

perceived	constraints,	participates	by	act	or	omission	in	what	s/he	regards	as	moral	

wrongdoing.	(p.	131)	

McCarthy	and	Deady	(2008)	define	MD	as	“an	umbrella	concept	that	captures	the	range	

of	experiences	of	individuals	who	are	morally	constrained”	(p.	254).	This	occurs	after	

evaluation	of	actions	from	the	perspective	of	making	a	moral	judgment	about	what	would	be	
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the	right	thing	to	do	in	a	situation	and	being	unable	to	complete	that	course	of	action,	instead	

carrying	out	what	they	believe	to	be	the	wrong	course	of	action	(McCarthy	&	Deady,	2008).		

The	Nature	of	Constraint		

The	constraints	to	enacting	one’s	agency	based	on	one’s	moral	values	have	been	

described	as	internal	and	external.	However,	there	are	important	interactions	between	the	

individual	agency	and	the	social,	relational,	and	hierarchical	structures	in	which	MD	occurs.	

Nurses’	perceptions	of	the	constraints	on	their	actions	arise	from	the	realities	of	the	context	in	

which	they	work.	MD	arising	from	circumstances	other	than	constraint	has	also	been	

advocated	by	some	authors.			

Internal	constraints	have	been	described	as	fear	of	job	loss	or	censure,	fear	of	being	a	

“troublemaker”	for	raising	ethical	issues,	fear	of	creating	or	enhancing	conflict	within	the	

health	care	team,	lack	of	assertiveness,	perceived	powerlessness,	and	self-doubt	(Corley,	2002;	

Gutierrez,	2005;	Hamric	et	al.,	2012;	Nathaniel,	2006;	Pavlish	et	al.,	2013;	Reed	&	Rishel,	2015).	

Internal	constraints	described	as	“major	root	causes	of	moral	distress”	by	Hamric	et	al.	(2012)	

included	“inability	to	identify	the	ethical	issues,	lack	of	understanding	of	the	full	situation,”	

“lack	of	knowledge	of	alternative	treatment	plans,	increased	moral	sensitivity,	lack	of	

assertiveness,	{and}	socialization	to	follow	others”	(p.	2).	Nurses	may	recognize	a	moral	

responsibility	and	have	the	desire	to	address	the	situation,	while	remaining	unsure	of	the	

appropriate	course	of	action	to	follow,	lacking	the	skills	to	use	their	voice,	or	choosing	not	to	

enact	their	moral	agency	based	on	perceptions	of	powerlessness	(Newton	et	al.,	2012;	Storch	et	

al.,	2002).	Individuals	may	also	be	influenced	or	constrained	from	action	by	attributes	that	

impact	ethical	beliefs,	such	as	religious	or	political	views,	which	have	been	linked	with	MD	
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severity,	with	religiously	driven	ethical	beliefs	resulting	in	more	MD	than	beliefs	shaped	by	

political	views	or	professional	codes	of	ethics	(Davis	et	al.,	2012).			

Moral	distress	has	been	described	as	a	relational	trauma,	situating	it	not	within	an	

individual	perception	of	constraint,	but	in	the	interactions	between	individuals	that	create	the	

constraints	(Musto	et	al.,	2015).	“MD	and	ethical	conflicts	flow	from	and	are	embedded	in	these	

relational	contexts	with	their	many	values,	social	practices	and	norms”	(Pavlish	et	al.,	2013,	p.	

306).	I	contend	that	this	is	the	most	helpful	description	of	the	location	of	MD.	The	relational	

complexity	of	the	health	care	environment	is	further	elucidated	in	a	subsequent	section	of	the	

literature	review	and	clarifies	that	the	power	dynamics	that	govern	those	relationships	

variably	privilege	and	disadvantage	different	individuals	and	groups.	The	ability	to	discuss	

ethical	concerns	is	limited	by	these	relational	and	power	dynamics,	which	may	mean	a	

differential	experience	or	expression	of	the	experience	of	MD	(Howe,	2017).	Thus,	although	the	

individual	perceives	internal	constraints,	they	arise	from	and	are	linked	to	their	experiences	of	

external	constraints	within	the	relational	dynamics	of	the	organization.	

External	constraints	include	conflict	and	ineffective	communication	within	the	health	

care	team,	cost	containment,	inadequate	staffing,	inadequate	support	from	leadership,	

hierarchical	power	structures,	gender	roles,	academic	health	center	culture,	and	policies	that	

are	not	patient-centred	(de	Veer	et	al.,	2013;	Gutierrez,	2005;	Pavlish	et	al.,	2013;	Reed	&	

Rishel,	2015;	Storch	et	al.,	2002).	Weber	(2016)	also	includes	legal	requirements	and	social	

norms	in	a	particular	context	as	external	constraints	that	can	give	rise	to	MD.	Workplace	

factors	such	as	excessive	workloads,	chronic	understaffing,	unreasonable	expectations,	and	

inadequate	material	resources	have	been	identified	as	important	constraints	on	nurses’	moral	

actions	when	attempting	to	provide	patient	care	that	is	consistent	with	their	values	(Corley,	
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2002;	Nathaniel,	2006;	Varcoe	et	al.	2012a).	Concerns	about	personal	competence	when	

providing	care	on	unfamiliar	units	or	for	unfamiliar	patient	populations	are	linked	to	workload	

and	resource	allocation	(Varcoe	et	al.,	2012a).	Nurses	have	also	described	MD	from	witnessing	

other	health	care	providers	(HCPs)	making	negative	social	judgments	about	patients	and/or	

families	(Varcoe	et	al.,	2012a).	

The	structural	factors	that	underlie	external	constraints	include	organizational	culture,	

organizational	hierarchies,	power	dynamics	and	relational	dynamics,	all	of	which	interact	to	

shape	individuals’	perceptions	of	their	ability	to	enact	their	agency	and	the	options	available	to	

enact	that	agency	(Gutierrez,	2005;	Pavlish	et	al.,	2013).	The	nature	and	role	of	academic	health	

centers	mean	that	nurses	frequently	interact	with	medical	learners	of	varying	levels	of	

training;	“(There	is	a)	(sic)	very	fine	line	between	providing	society	with	trained	physicians	

and	protecting	patients	whom	they	have	to	learn	on”	(Gutierrez,	2005,	p.	234).	Structural	

factors	in	organizational	environments	have	been	found	to	suppress	nurses’	attempts	to	enact	

their	agency	and	voice;	“MD	arises	out	of	the	futility	of	sustained	professional	actions”	(Newton	

et	al.,	2012,	p.	101).			

An	important	nuance	to	the	notion	of	constraint	is	suggested	by	Webster	and	Baylis	

(2000),	who	write,	“MD	may	also	arise	when	one	fails	to	pursue	what	one	believes	to	be	the	

right	course	of	action	(or	fails	to	do	so	to	one’s	satisfaction)”	(p.	218).	This	is	similar	to	a	

definition	of	MD	as	“traditional	negative	stress	symptoms	that	occur	due	to	situations	that	

involve	ethical	dimensions	and	where	the	health	care	provider	feels	he/she	is	not	able	to	

preserve	all	interests	and	values	at	stake”	(Kälvemark	et	al.,	2004,	pp.	1082-1083).	The	

inability	to	pursue	an	appropriate	course	of	action	to	one’s	satisfaction	or	to	preserve	all	the	

interests	at	stake	suggests	a	circumstance	where	one	is	not	fully	or	absolutely	constrained,	
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rather	forced	to	choose	among	options	in	the	face	of	competing	interests,	and	perhaps	to	be	left	

with	a	partial	resolution.	This	speaks	to	the	complexity	of	moral	action	in	health	care	and	the	

reality	that	it	is	not	just	stark	and	clear	situations	that	may	cause	MD,	but	also	those	of	sub-

optimal	or	partially	effective	action.	

Numerous	factors,	both	internal	and	external,	have	been	identified	in	the	literature	as	

comprising	and	contributing	to	nurses’	perceptions	and	experiences	of	constraint	to	

implementing	moral	action.	Important	interactions	between	internal	and	external	factors	exist,	

and	the	relational	aspects	of	constraint	are	central.	“Nurses	can	be	described	as	existing	with	a	

social-moral	space	where	their	ability	to	enact	their	understanding	of	responsibility	exists	in	

collaboration	with	other	professionals,	health	care	organizations,	and	the	sociopolitical	

realities	of	health	care	systems”	(Beavis,	2013,	p.	426).	

Moral	Distress	Without	Constraint		

Webster	and	Baylis	(2000)	suggest	that,	in	addition	to	the	constraints	proposed	by	

Jameton	(1984,	1993),	MD	may	occur	“for	one	or	more	of	the	following	reasons:	an	error	of	

judgment,	some	personal	failing	(for	example,	a	weakness	or	crimp	in	one’s	character	such	as	a	

pattern	of	“systemic	avoidance”),	or	other	circumstances	truly	beyond	one’s	control”	(p.	218).	

Fourie	(2015)	has	similarly	argued	that	constraint	is	not	necessary	for	MD	and	proposed	that	

moral	constraint,	moral	conflict,	or	both	may	cause	MD,	which	is	employed	in	the	definition	

used	for	this	study.	

Errors	in	judgment	and	personal	failings	reflect	human	fallibility,	to	which	we	are	all	

susceptible,	and	that	impact	on	moral	action.	The	most	conscientious	among	us	can	make	an	

error	in	judgement	that	results	in	MD,	while	highly	skilled,	expert	clinicians	may	possess	a	

“crimp	in	character”	that	causes	MD	for	themselves	or	their	colleagues.	The	approach	to	
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assisting	individuals	with	MD	arising	from	causes	beyond	one’s	control	or	simply	a	feature	of	

human	fallibility	would	be	distinct	from	MD	that	arises	from	the	previously	discussed	internal	

or	external	constraints.	Therefore,	it	is	important	to	recognize	the	potential	for	non-constraint-

associated	MD.		

Tools	to	Measure	Moral	Distress	
	
	 The	most	commonly	used	instruments	to	measure	MD	were	initially	developed	and	

adapted	in	critical	care	populations.	The	Moral	Distress	Scale	(MDS)	was	developed	by	Corley	

(1995)	as	a	32-item	survey	using	a	sample	of	11	nurses	who	were	members	of	a	chapter	of	the	

American	Association	of	Critical	Care	Nurses.	A	subsequent	evaluation	of	the	instrument	with	

214	nurses	from	various	American	hospitals	was	published	by	Corley	et	al.	(2001).	The	

assumptions	underpinning	instrument	development	are:	“that	nurses	bring	values	into	their	

work,	that	they	can	identify	ethical	problems	in	their	work	environment,	and	that	they	can	

evaluate	the	extent	to	which	these	problems	cause	moral	distress”	(Corley	et	al.,	2001,	p.	252).	

Identified	factors	were	“individual	responsibility	(20	items),	“not	in	patient’s	best	interest”	(7	

items),	and	“deception”	(3	items)	(Corley	et	al.,	2001,	p.	253).	Hamric	and	Blackhall	(2007)	

shortened	the	scale	and	adapted	items	to	make	them	applicable	to	both	nurses	and	physicians,	

but	the	adaptation	focused	specifically	on	EOL	care	in	ICU.	Hamric	et	al.	(2012)	developed	the	

MDS-R,	intended	to	“(1)	include	more	root	causes	of	MD;	(2)	expand	on	its	use	in	non-ICU	

settings;	and	(3)	make	it	appropriate	for	use	by	multiple	healthcare	disciplines,”	the	latter	was	

accomplished	with	the	development	of	6	parallel	versions	for	use	with	nurses,	physicians	or	

other	HCPs	in	adult	or	pediatric	care	(p.	3).	However,	the	MDS-R	was	tested	only	in	ICUs,	and	

the	authors	indicate	that	use	in	other	practice	settings	would	require	further	adaptation	and	

evaluation,	explicitly	stating	that	they	do	not	make	any	claims	for	validity	in	other	settings	
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(Hamric	et	al.,	2012).	Fruet	et	al.	(2017)	adapted	the	MDS	for	use	in	hemato-oncology	in	the	

Brazilian	context	and	Brazilian	Portuguese	language,	but	no	other	adaptations	for	use	in	

oncology	or	evaluations	of	the	tool	psychometrics	in	oncology	populations	were	identified.	

Wocial	and	Weaver	(2013)	used	the	MDS	as	a	comparator	in	their	development	and	

testing	of	the	Moral	Distress	Thermometer	and	in	an	intervention	study	as	an	acute	measure	of	

MD,	with	the	MDS-R	employed	as	a	measure	of	chronic	MD	(Wocial	et	al.,	2017).		Zomorodi	and	

Lynn	(2010)	developed	the	Values	of	Intensive	Care	Nurses	for	End-Of-Life	instrument;	one	of	

the	factors	was	MD,	however,	this	had	the	weakest	psychometrics	and	fewest	items.	No	studies	

were	identified	that	had	used	this	scale.	Schwenzer	and	Wang	(2006)	developed	an	adaptation	

of	the	MDS	for	use	in	respiratory	care	practitioners.	Awosoga	et	al.	(2018)	developed	the	Moral	

Distress	in	Dementia	Care	Survey,	for	use	with	all	nursing	care	providers	in	long-term	care;	

given	the	recent	publication	of	the	tool	it	has	not	yet	been	used	outside	of	the	initial	instrument	

development	study.	

While	the	MDS	and	MDS-R	are	very	widely	employed,	it	is	important	to	consider	how	

they	are	used,	particularly	if	employed	in	populations	where	they	have	not	been	validated.	In	

addition,	some	of	the	decisions	reported	by	the	authors,	in	terms	of	how	items	were	

constructed,	suggest	some	inconsistency	with	other	research.	Hamric	et	al.	(2012)	report	that	

they	interpreted	“fearing	every	minute	I	will	make	a	mistake”	to	be	addressed	by	“required	to	

care	for	patients	I	don’t	feel	qualified	to	care	for”	(p.	6).	However,	there	are	alternate	

explanations	for	being	fearful	of	mistakes	that	do	not	include	the	nurse’s	competence.		Maiden	

et	al.	(2011)	reported	that	nurses	attributed	medication	errors	to	short-staffing	and	felt	so	

badly	about	it	they	considered	leaving	nursing.	A	skilled	and	competent	professional	may	make	

an	error,	unrelated	to	their	competence,	if	short-staffing	results	in	insufficient	time	to	safely	
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perform	safety-sensitive	tasks.	Varcoe	et	al.	(2012a)	also	reported	that	nurses	feared	a	

“devastating	outcome”	or	legal	action	from	a	high	workload	that	forced	them	to	“provide	fast	

rather	than	competent	care”	(p.	494).	In	this	case,	although	the	term	competence	is	used,	the	

primary	problem	is	not	lack	of	knowledge	or	skill,	but	lack	of	time	or	resources.	These	two	

examples	suggest	alternative	interpretations	of	being	fearful	of	a	mistake,	other	than	being	or	

feeling	qualified	for	that	task,	contradicting	one	of	the	interpretations	of	the	data	used	to	

develop	the	tool.	This	also	reflects	a	broader	concern	with	the	widespread	use	of	MD	

instruments	to	characterize	the	phenomenon,	namely	that	it	is	complex,	multi-faceted	and	

highly	context	dependent.		Austin	et	al.	(2005a)	provide	this	critique	and	caution:	

The	occurrence	of	MD	is	intimately	tied	to	the	context	of	the	moral	situation,	including	

the	moral	sensitivity	of	the	nurse.	For	example,	in	Corley	et	al.’s	moral	distress	scale,	

one	item	is	to	‘[c]arry	out	the	physician’s	order	for	unnecessary	tests	and	treatments’	

(17,	p.	252).	Yet,	it	is	expected	that	the	level	of	MD	would	depend	on	the	state	of	the	

patient	and	the	type	and	expense	of	the	test.	…we	suggest	that	models	and	tools	be	

augmented	by	an	explanation	that	includes	the	contextually-embedded	nature	of	

distress	in	moral	situations	and	that	results	from	tools	that	measure	MD	be	interpreted	

with	careful	attention	to	context	(p.	38).	

	 Quantification	of	MD	may	provide	helpful	information	but	cannot	provide	the	necessary	

depth	of	context	to	understand	a	complex	phenomenon	present	in	qualitative	findings.	

Moral	Distress	Research	Outside	Oncology	Nursing	

	 Given	the	limited	research	on	MD	in	oncology	nursing,	a	comprehensive	review	of	

studies	outside	of	oncology	nursing,	obtained	as	described	in	the	search	strategy	above,	was	
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conducted	to	get	a	sense	of	this	literature,	as	well	as	to	identify	any	studies	that	may	have	

included	oncology	nurses	without	clearly	identifying	this	in	the	abstract.	

North	American	Studies	

One	hundred	and	four	of	the	retrieved	studies	of	MD	were	conducted	in	North	America.	

The	bulk	of	the	literature	was	in	critical	care	settings	(37)	and	acute	care	settings	(27),	the	

latter	of	which	often	do	not	specify	the	details	of	the	participants’	practice	areas.		There	were	

few	studies	in	palliative	care	(4),	long-term	care	(3)	and	mental	health	nursing	(2).	Other	

populations	studied	include	allied	health	practitioners	(9),	nursing	students,	new	graduates	

and	nursing	instructors	(8),	nurse	leaders	and	managers	(4),	nurse	practitioners	(3),	military	

nurses	(3),	certified	registered	nurse	anesthetists	(2),	pediatric	care	providers	(1),	and	nurses	

assisting	with	abortions	(1).		

There	were	nearly	equal	numbers	of	qualitative	and	quantitative	designs,	while	four	used	

mixed	methods	and	one	was	unspecified.	Thirty-eight	studies	used	the	MDS,	MDS-R,	or	a	

version	or	modification	of	the	tool;	five	were	publications	of	the	original	development	and	

refinement	of	the	tools	and	two	modifications	for	use	with	other	HCPs	(Corley	1995;	Corley	et	

al.,	2001;	Corley	et	al.,	2005;	Hamric	&	Blackhall,	2007;	Hamric	et	al.,	2012;	Penny	et	al.,	2016).		

Findings	

An	overview	of	some	important	study	findings	is	presented	here.	The	research	was	

considered	with	a	view	to	understanding	reported	causes	of	MD,	associations	with	MD,	effects	

of	MD	and	responses	to	MD.	

Causes	of	Moral	Distress.	Commonly	reported	causes	of	MD	include	aggressive	care,	

ethical	climate	and	moral	habitability,	communication	and	conflict,	competence	of	care	

providers,	and	staffing/resources.	Internal	constraints	to	moral	action,	viewed	as	significant	in	



	
	
 

48	

theoretical	papers,	lack	supporting	evidence.	Empowerment	or	perceptions	of	powerlessness	

do	appear	significant	in	MD	development	in	a	limited	number	of	studies	(e.g.,	Browning,	2013;	

Traudt	et	al.,	2016).	

Participating	in	care	perceived	to	be	overly	aggressive,	unnecessary,	and	not	in	the	

patient’s	best	interest	is	one	of	the	most	commonly	described	sources	of	MD,	with	the	highest	

intensity,	frequency	and	composite	scores	on	the	MDS	and	MDS-R	(Austin	et	al.,	2017;	Corley,	

1995;	Elpern	et	al.,	2005;	McAndrew	et	al.,	2011;	Wilkinson	1987/1988;	Zavotsky	&	Chan,	

2016).	Studies	in	diverse	populations	reported	variability	by	profession	and	specialty	related	

to	aggressive	care	(Allen	et	al.,	2013;	Whitehead	et	al.,	2015).	

Ethical	climate	and	moral	habitability	of	the	health	care	environment	is	implicated	as	an	

important	structural	variable	related	to	nurse	MD	(Beavis,	2013;	Vanderheide	et	al.,	2013).	

This	includes	perceptions	around	organizational	practices,	such	as	dialogue	and	decision-

making	processes	in	ethically	difficult	situations,	power	to	voice	one’s	concerns,	mutual	trust	

during	disagreements,	stakeholder	engagement	and	flexibility	(Olson,	1998;	Victor	&	Cullen,	

1988).	Studies	have	suggested	a	positive	skewing,	with	wide	ranges	that	may	reflect	divergent	

opinions	regarding	ethical	climate	among	staff	(Sauerland	et	al.,	2014;	Sauerland	et	al.,	2015;	

Whitehead	et	al.,	2015).	Positive	perceptions	of	ethical	climate	were	negatively	correlated	with	

both	frequency	and	intensity	of	MD	(Pauly	et	al.,	2009;	Parker	et	al.,	2013)	as	well	as	with	total	

MD	scores	in	acute	care	and	ICU	(Hamric	&	Blackall,	2007;	Hamric	et	al.,	2012;	Sauerland	et	al.,	

2014;	Sauerland	et	al.,	2015;	Whitehead	et	al.,	2015).	Nurses	described	working	fewer	hours,	

leaving	a	job,	or	avoiding	a	particular	specialty	area	as	self-care	strategies	when	faced	with	a	

morally	inhospitable	climate	(Peter	et	al.,	2004;	Wojtowicz	et	al.,	2014).	Administrative	and	

financial	pressures	as	barriers	to	care,	risk	of	bullying,	lateral	violence,	retaliation	from	other	
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HCPs,	and	silencing	of	nurses’	voices	were	described	in	qualitative	studies	(Newton	et	al.,	2012;	

Sauerland	et	al.,	2014;	Storch	et	al.,	2002;	Wojtowicz	et	al.,	2014).	

Participating	in	care	perceived	as	overly	aggressive,	unnecessary,	or	not	in	the	patient’s	

best	interest	is	an	important	source	of	conflict	and	MD.	Less	frequently	reported	conflicts	that	

resulted	in	MD	included	lateral	violence,	bullying,	actual	violence,	threats	of	violence,	risks	to	

personal	safety,	conflicting	expectations	from	colleagues,	physicians	and	administration,	and	

conflicts	between	different	health	care	agencies	(Austin	et	al.,	2003;	Carpenter,	2005;	Mason	et	

al.,	2014;	Sauerland	et	al.,	2014;	Peter	et	al.,	2004;	Wolf	et	al.,	2016;	Zuzelo,	2007).	

Several	qualitative	studies	reported	the	importance	of	communication	(Lee	&	Dupree,	

2008;	Oberle	&	Hughes,	2001).	Inadequate	communication	was	a	perceived	risk	factor	for	

ethical	conflict	among	nurse	leaders	(Pavlish	et	al.,	2015b).	Poor	communication	or	conflict	

within	the	health	care	team	or	between	staff	and	families	were	sources	of	MD	(Austin	et	al.,	

2005a;	Bernhofer	&	Sorrell,	2015;	Brazil	et	al.,	2010;	Gutierrez,	2005;	Henrich	et	al.,	2016;	

McClendon	&	Buckner,	2007;	Oberle	&	Hughes,	2001;	Varcoe	et	al.,	2012a;	Wiegand	&	Funk,	

2012).	Ineffective	communication,	health	care	power	hierarchy	and	fear	of	repercussions	from	

openly	disagreeing	with	a	physician	also	acted	as	constraints	to	moral	action	(Gutierrez,	2005).	

Lack	of	competence	is	commonly	reported	as	a	source	of	MD	in	studies	using	the	MDS	

and	MDS-R,	which	include	items	related	to	competence	of	self	and	colleagues	(Allen	et	al.,	

2013;	Corley	et	al.,	2001).	Few	qualitative	studies	reported	competence	as	a	source	of	MD,	with	

detailed	descriptions	of	what	this	entails	present	in	a	minority	of	studies	(Brazil	et	al.,	2010;	

Dumouchel	et	al.,	2015;	Varcoe	et	al.,	2012a;	Zuzelo,	2007)	

Inadequate	resources	and	staffing	are	frequently	reported	to	cause	MD.	Working	with	

unsafe	staffing	levels	was	the	most	frequent	(Corley	et	al.,	2005;	Pauly	et	al.,	2009;	Sauerland	et	
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al.,	2014;	Sauerland	et	al.,	2015)	and	the	highest	intensity	(Corley	et	al.,	2005;	Fernandez-

Parsons	et	al.,	2013;	Pauly	et	al.,	2009;	Sauerland	et	al.,	2014;	Sauerland	et	al.,	2015;	Zuzelo,	

2007).	Qualitative	studies	reported	inadequate	staffing,	resources	or	time	to	provide	care	

commensurate	with	the	acuity	or	volume	of	patients	(Austin	et	al.,	2003;	Carpenter,	2005;	

Edwards	et	al.,	2013;	Henrich	et	al.,	2016;	Oberle	&	Hughes,	2001;	Musto	&	Schreiber,	2012;	

Peter	et	al.,	2004;	Storch	et	al.,	2002;	Wolf	et	al.	2016).		Lack	of	fairness	in	resource	allocation	

and	inappropriate	use	of	health	care	resources	(e.g.,	“wasting”	resources	on	patients	without	

hope	of	recovery)	(Gutierrez,	2005;	Pavlish	et	al.,	2015b;	Storch	et	al.,	2002)	were	sources	of	

MD	for	acute	and	critical	care	nurses.	A	Canadian	study	of	mental	health	nurses	richly	detailed	

the	highly	emotional	and	difficult	experiences	from	multiple	layers	of	constraints	to	providing	

the	care	patients	needed	and	deserved;	MD	resulted	from	being	“unable	to	answer	the	call	of	

our	patients”	(Austin	et	al.,	2003,	p.	177).	

Associations	with	Moral	Distress.	Gender,	age,	education,	experience,	and	religious	

beliefs	have	been	considered	for	their	relationship	to	MD,	with	often	contradictory	findings.		

Only	two	studies	found	differences	in	MD	scores	based	on	gender	(O’Connell,	2015;	Trautmann	

et	al.,	2015).		Associations	between	age,	education	and	experience	are	similarly	inconsistent	

with	possible	inverse	relationships	between	experience	and	MD	but	not	age	and	MD	total	

scores	or	intensity	(Corley,	2007;	McClendon	&	Buckner,	2007;	Radzvin,	2011).	One	study	

found	no	relationship	to	intensity,	but	MD	frequency	was	highest	in	those	who	were	older	than	

33	years	and	had	more	than	four	years	of	ICU	experience	or	seven	years	of	total	nursing	

experience	(Mobley	et	al.,	2007).		

Studies	that	also	considered	education	had	similarly	disparate	findings.	In	addition	to	

one	study	reporting	a	weak	positive	correlation	with	education	(Browning,	2013),	several	
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other	studies	reported	no	relationship	between	experience	and	MD	(Allen	et	al.,	2013;	De	

Villers	&	DeVon,	2012),	between	age,	education	and	experience	and	MD	(Wilson	et	al.,	2013),	

or	between	age,	education	and	experience	and	ethical	confrontation	(Janvier	et	al.,	2007).	

Constraint	to	acting	on	one’s	moral	judgements,	based	on	what	is	believed	to	be	the	

right	course	of	action,	is	inherent	in	the	definition	of	MD.	Religious	beliefs	are	an	important	

social	referent	for	making	moral	judgements	and	a	potential	source	of	divergent	perspectives.	

Only	eight	studies	were	found	that	addressed	religious	beliefs,	with	some	suggestion	that	this	

was	important	in	influencing	moral	judgements,	impacting	on	ethical	conflict	and	the	

development	of	MD;	reported	differences	in	beliefs	included	both	specific	religious	beliefs	(e.g.,	

Jehovah’s	Witnesses	and	blood	transfusions)	and	less	specific	beliefs	in	supernatural	healing	or	

“Eastern	remedies”	(Bressler	et	al.,	2017;	Davis	et	al.,	2012;	Janvier	et	al.,	2007;	Pavlish	et	al.,	

2015b;	Peter	et	al.,	2014;	Range	and	Rotherham,	2010;	Stanley	&	Matchett,	2014)	

Effects	of	Moral	Distress.	Literature	on	the	effects	of	MD	is	also	limited.		Burnout	has	

been	reported	in	qualitative	studies	of	ICU	nurses,	emergency	nurses,	and	nurse	leaders	

(McClendon	&	Buckner,	2007;	Pavlish	et	al.,	2015b;	Wolf	et	al.,	2016).		Positive	correlation	

between	elevated	scores	on	the	MDS	(frequency)	and	Maslach	Burnout	Inventory,	particularly	

the	emotional	exhaustion	subscale,	has	also	been	reported	in	ICU	nurses;	10%	of	the	variance	

in	emotional	exhaustion	was	due	to	MD,	with	higher	scores	in	nurses	for	whom	religion	held	no	

importance	(Meltzer	&	Huckabay,	2007).	Maladaptive	coping,	which	may	reflect	burnout,	was	

positively	correlated	with	MD	in	emergency	nurses	(Zavotsky	&	Chan,	2016).	Conversely,	

Mason	et	al.	(2014)	reported	“average”	(57.7%)	and	“low”	(42.3%)	burnout	scores	in	SICU	

trauma	nurses	(p.	220).		
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Several	studies	have	examined	the	relationship	between	intent	to	leave	or	history	of	

leaving	a	job	and	MD.	Nurses	in	critical	care	and	acute	care	had	higher	MD	frequency	with	

intent	to	leave	(Dyo	et	al.,	2016)	and	higher	intensity	and	total	scores	with	current	intent	to	

leave,	ever	intending	to	leave,	or	actually	leaving	a	position	(Allen	et	al.,	2013;	Fernandez-

Parsons	et	al.,	2013;	Hamric	&	Blackhall,	2007;	Hamric	et	al.,	2012;	Sauerland	et	al.,	2014;	

Trautmann	et	al.,	2015,	Whitehead	et	al.,	2015;	Zavotsky	&	Chan,	2016).	Working	fewer	hours	

and	leaving	were	self-care	approaches	reported	by	Canadian	nurses	from	various	specialties	

(Peter	et	al.,	2004).		Conversely,	nurses	who	had	never	considered	leaving	had	lower	mean	

MDS	and	Moral	Distress	Thermometer	scores,	suggesting	the	latter	may	be	useful	as	a	

screening	tool	for	those	at	risk	of	leaving	due	to	MD	(Wocial	&	Weaver,	2013).	Maiden	et	al.	

(2011)	found	the	relationship	between	MD	and	intent	to	leave	was	mediated	by	compassion	

fatigue.	Perceptions	of	inadequate	staffing	as	a	cause	of	medication	errors	were	also	higher	in	

those	with	higher	compassion	fatigue	and	current	intent	to	resign	(Maiden	et	al.,	2011).			

Despite	reported	concerns	regarding	patient	care	as	a	source	of	MD,	little	evidence	

exists	of	the	impact	of	MD	on	patient	care	and	reports	are	conflicting.	For	example,	despite	

reports	of	factors	that	could	impact	patient	care	quality	along	with	qualitative	descriptions	of	

patient	suffering	or	“things	are	getting	missed,”	nurses	concurrently	reported	a	lack	of	impact	

on	patient	care	and	efforts	on	their	part	or	their	colleagues’	part	to	lessen	any	impact	on	

patient	care	(Varcoe	et	al.,	2012a,	p.	494).			

Responses	to	MD.	Few	studies	reported	on	responses	to	MD	or	actions	in	the	face	of	

MD.	Most	measures	of	MD	focus	on	causes;	responses	to	MD	are	from	qualitative	studies	or	

qualitative	questions	in	studies	that	also	used	quantitative	instruments.	Nurses’	use	of	their	

voice	was	an	important	response	to	morally	distressing	situations,	including	when	they	felt	
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actively	silenced	by	social	and	administrative	constraints	(Newton	et	al.,	2012;	Pavlish	et	al.,	

2011b;	Varcoe	et	al.,	2012a).	Nursing	leaders	described	how	they	assisted	staff	in	ethically	

difficult	situations	by	supporting	(33.4%)	(e.g.,	listening,	encouragement,	accessibility,	

presence),	educating	(27.9%)	(e.g.,	on	Code	of	Ethics,	ethics	resources),	and	providing	ethical	

leadership	and	role	modelling	(15%)	(Pavlish	et	al.,	2015b).	Long-term	care	nurses	reported	

informal	consultation	with	colleagues,	followed	by	discussing	the	situation	with	their	manager,	

the	individual	with	whom	they	were	in	conflict,	or	the	physician	as	initial	responses	(Edwards	

et	al.,	2013).	Satisfactory	resolution	was	obtained	in	seven	out	of	26	situations,	with	three	

requiring	prolonged	action	(Edwards	et	al.,	2013).	Turning	to	colleagues	for	support	by	

“venting”	was	described	as	a	constructive	response	to	MD	reported	only	by	non-physician	staff	

in	a	medical	ICU	but	not	by	surgical	ICU	participants	or	physicians	(Bruce	et	al.,	2015,	p.	823).	

Critical	care	nurses	reported	“having	an	extra	hand	in	‘sticky	situations’”	and	talking	to	

coworkers	or	supervisors	as	helpful	(McClendon	&	Buckner,	2007,	p.	207).	Emergency	nurses	

wanted	their	primary	source	of	support	to	be	nursing	colleagues	but	were	constrained	from	

receiving	or	providing	this	by	the	volume	and	pace	of	work	(Robinson	&	Stinson,	2016).		

Possible	practice	changes	if	faced	with	a	similar	situation	of	MD	included	acting	with	

greater	assertiveness,	engaging	in	more	patient	advocacy,	having	a	greater	emphasis	on	

communication,	information	and	support,	or	seeking	earlier	ethics	consultation	(Wiegand	&	

Funk,	2012).	Learning	and	growth	for	future	morally	distressing	situations	were	reported	in	a	

pilot	study	of	long-term	care	nurses	(N=6),	without	elaboration	on	the	nature	of	the	learning	

and	growth	and	how	that	might	be	applied	in	the	future	(Green	&	Jeffers,	2006).		

Nurses	also	reported	responses	they	believed	were	maladaptive,	including	substance	

use,	medication	use,	food,	and	inappropriate	jokes	(Robinson	&	Stinson,	2016;	Wolf	et	al.,	
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2016;	Zavotsky	&	Chan,	2016).		Changing	patient	assignments,	avoidance	of	certain	families,	

and	distancing	from	patients	were	reported	by	critical	care	nurses	in	Gutierrez	(2005)	and	

echoed	in	several	other	studies.	“Flipping	the	switch”	to	suppress,	deny,	or	distance	oneself	

from	painful	emotions	and	MD	was	employed	but	of	perceived	limited	effectiveness,	as	strong	

emotions	pushed	back	in	or	numbness	became	persistent	(Robinson	&	Stinson,	2016,	p.	235).	

International	Studies	

Sixty-five	of	the	retrieved	studies	were	conducted	in	populations	outside	North	

America.	The	largest	number	of	publications	from	a	particular	region	came	from	Europe	(29),	

followed	by	the	Middle	East	(16),	Asia	(6),	Australia	and	New	Zealand	(8),	Africa	(3)	and	Brazil	

(3).	The	countries	from	which	the	largest	numbers	of	publications	originated	were	Iran	(7)	and	

Sweden	(6),	followed	by	Italy	and	Australia	with	five	each.	As	with	North	American	

publications,	studies	in	adult	ICU	predominate	(18),	followed	by	acute	care	(10),	psychiatry	

and	mental	health	(8),	geriatrics	and	long-term	care	(4),	and	neonatal	ICU	(2).		Other	

populations	included	unclear/mixed	(2),	pediatrics	(3),	palliative	care	(2),	surgery	(2),	

HIV/AIDS	(2),	perioperative	(1),	emergency	(1),	managers	(1),	and	other	HCPs	(8).		

Findings	mirrored	those	described	above	in	North	American	populations,	with	

significant	differences	related	to	regional	or	cultural	realities.	For	example,	Atashzadeh	

Shorideh	et	al.	(2012)	interviewed	31	ICU	nurses	in	Iran	(of	which	10	were	male)	who	

described	significant	organizational	and	cultural	constraints,	including	that	informed	consent	

was	not	always	obtained,	silence	was	required	regarding	any	errors	in	care,	and	administering	

cardio-pulmonary	resuscitation	was	perceived	as	required	in	Islam,	thus	nurses	would	

perform	it	even	if	not	ordered.	A	study	of	Korean	critical	care	nurses	reported	the	expectation	

that	physician	orders	be	followed	as	written,	even	if	apparently	incorrect	(Choe	et	al.,	2015).		
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	 Studies	in	low-resource	countries	reported	a	lack	of	personal	protective	equipment	

(e.g.,	for	wound	care)	that	placed	nurses	at	real	risk	to	their	health,	resulting	in	limiting	care	

provided	out	of	fear	of	infection	(Fournier	et	al.,	2007;	Harrowing	&	Mill,	2010).	Significant	

care	demands	and	lack	of	staff	led	to	nursing	care	being	transferred	to	families	(Fournier	et	al.,	

2007;	Harrowing	&	Mill,	2010;	Maluwa	et	al.,	2012).		Access	to	medications,	basic	supplies,	and	

blood	products	was	limited	and	resulted	in	difficulty	monitoring	and	managing	illness,	

sometimes	leading	to	death	(Maluwa	et	al.,	2012).	Inability	to	pay	for	medications	or	bring	food	

for	patients	was	a	cause	of	premature	death;	inability	to	bring	sheets	and	towels	was	a	source	

of	patient	discomfort	(Fournier	et	al.,	2007;	Harrowing	&	Mill,	2010).		The	magnitude	of	short	

staffing	in	some	settings	would	be	unheard	of	in	North	America;	“…	units	with	25	beds	often	

admitted	80-100	patients	and	were	staffed	by	one	or	two	nurses,”	with	public	dissatisfaction	

with	care	directed	towards	nurses	(Harrowing	&	Mill,	2010,	p.	726).	

International	literature	on	MD	demonstrates	significant	similarities	in	concerns	

regarding	aggressive	care,	practice	environments	and	team	communication,	as	well	as	

significant	regional	and	cultural	variability	in	the	available	resources	and	acceptable	nursing	

responses.		Some	concerns	regarding	communication	or	staffing	are	of	a	nature	or	magnitude	

atypical	in	North	American	environments.	However,	given	the	significant	world-wide	

similarities	in	patterns	of	ethical	conflicts	and	MD	“might	be	concluded	that	ethical	conflicts	

might	be	a	product	of	the	essence	of	the	work	of	nursing	and	not	of	a	specific	culture	or	

healthcare	system”	(Ganz	et	al.,	2015,	p.	46).	

Interventions	to	Address	Moral	Distress	

The	initial	literature	search	identified	19	publications	of	interventions	to	address	MD;	

seven	were	published	from	2013	to	2015,	10	from	2007	to	2011,	and	one	in	2000.	Ongoing	
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updates	through	keyword	alerts	and	repeat	searches	identified	an	additional	eight	studies	

published	in	2017	and	2018,	for	a	total	of	27	publications.	Twenty	were	conducted	in	the	

United	States,	three	in	Sweden,	three	papers	were	based	on	Canadian	studies,	two	of	which	

described	data	from	different	aspects	of	the	same	study,	and	one	was	from	the	Netherlands.		

Given	the	limited	number,	they	are	reviewed	together	here,	despite	geographic	variation	in	the	

study	sites.	One	study	was	ultimately	excluded	from	this	review	due	to	the	limited	description	

of	the	intervention	and	evaluation,	which	impeded	the	ability	to	determine	the	nature	and	

impact	of	the	intervention	(Pelton	et	al.,	2015).	Although	publications	of	interventions	for	MD	

are	few	relative	to	the	overall	body	of	MD	literature,	most	are	recent.	Appendix	A	contains	a	

summary	of	study	details	with	significant	details	highlighted	here.	

Methodology		

Quantitative	methods	were	used	in	12	studies,	most	commonly	using	the	MDS	or	MDS-

R,	alone	or	together	with	other	tools	for	pre-	and	post-intervention	assessments.		Other	

measures	used	include	the	Professional	Quality	of	Life	Scale	(Saechao	et	al.,	2017),	the	Moral	

Distress	Thermometer	(Wocial	et	al.,	2017),	an	adaption	of	the	Quality	of	Work	Competence	

tool	(Kälvemark	et	al.,	2007),	the	Professional	Moral	Courage	Scale	(Edmonson,	2015)	and	an	

investigator	developed	Comfort	in	the	Care	of	Dying	Infants	tool	(Rogers	et	al.,	2008).	

Eight	studies	employed	qualitative	methods,	including	focus	groups	(Reilly	&	Jurchak,	

2017;	Santiago	&	Abdool,	2011;	Wocial	et	al.,	2010),	participatory	action	research	(Storch	et	al.,	

2009a,	Storch	et	al.,	2009b),	hermeneutic	interpretation	(Berggren	&	Severinsson,	2000),	

interviews	(Hamric	&	Epstein,	2017),	and	naturalistic	evaluation	(van	der	Dam	et	al.,	2011).		

Two	studies	provided	qualitative	anecdotal	description	of	experience	with	the	interventions	



	
	
 

57	

without	a	formal	evaluation	(Helft	et	al.,	2009;	Jurchak	&	Pennington,	2009).		Mixed	methods	

were	used	in	six	studies	that	were	reported	in	seven	publications.		

Settings	

The	ICU	was	the	most	common	setting	where	interventions	were	conducted,	including	

burn	ICU	(Leggett	et	al.,	2013),	cardiac	ICU	(Reilly	&	Jurchak,	2017),	neonatal	ICU	(Rogers	et	al.,	

2008),	pediatric	ICU	(Wocial	et	al.,	2017),	medical/surgical	ICU	(Saechao	et	al.,	2017;	Santiago	

&	Abdool,	2011),	and	three	unspecified	(Beumer,	2008;	Browning	&	Cruz,	2018;	Jurchak	&	

Pennington,	2009).	Four	studies	were	completed	at	academic	medical	centers	(Bosshardt	et	al.,	

2018;	Grace	et	al.,	2014;	Helft	et	al.,	2009;	Robinson	et	al.,	2014),	while	some	focused	on	sub-

groups	at	such	centers,	including	pediatric	HCPs	(Brandon	et	al.,	2014),	nurses	on	medical	

units	(Berggren	&	Severinsson,	200)	and	a	subset	(25	units	or	clinical	areas)	of	a	health	system	

(Hamric	&	Epstein,	2017).	Two	publications	of	data	from	the	same	project	used	a	sample	of	ICU	

and	oncology	nurses	(Pavlish	et	al.,	2013;	Pavlish	et	al.,	2015c),	as	did	Wocial	et	al.	(2010).	Two	

publications	presented	findings	from	a	participatory	action	project	that	included	both	nurse	

leaders	and	staff	in	various	health	settings	(Storch	et	al.,	2009a;	Storch	et	al.,	2009b)	while	

Edmonson	(2015)	studied	just	nurse	leaders.	Two	studies	used	a	combination	of	inpatient	and	

outpatient	HCPs	(Kälvemark	et	al.,	2007;	Svantesson	et	al.,	2017).	One	intervention	was	

conducted	in	a	personal	care	home	(van	der	Dam	et	al.,	2011).	

Interventions	and	Findings	

Hamric	and	Epstein	(2017)	describe	three	categories	of	interventions	for	MD:	direct	

interventions	focusing	on	MD	(e.g.,	the	MD	consult	service	described	in	the	same	publication),	

indirect	interventions	focusing	on	aspects	of	care	that	may	have	an	impact	on	MD	(e.g.,	

educational	programs	on	ethics	or	EOL	care),	and	general	interventions	directed	at	features	of	
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the	institutional	environment	that	produce	constraints	that	may	lead	to	MD	(e.g.,	promoting	

collegial	relationships	through	team	meetings).		This	categorization	is	used	to	frame	this	

review:	six	studies	employed	direct,	17	used	indirect,	and	three	used	general	interventions.	

The	effects	of	many	interventions	were	limited;	some	studies	were	limited	by	design	and	

reporting	concerns.	Several	publications	describe	unit-based	quality	improvement	projects.	

Direct	Interventions.	Six	interventions	addressed	MD	by	providing	specific	supports,	

education	on	MD	or	interventions	to	support	coping	with	MD.			

Causes	of	MD	identified	in	consults	to	a	MD	Consultation	Service	were	reported	as	

consistent	with	the	literature	(communication,	aggressive	care,	inadequate	analgesia,	

incompetence,	short	staffing),	often	arising	from	multiple	sources,	and	96%	of	the	time	

including	concerns	beyond	the	specific	patient	situation	that	triggered	the	consult	(Hamric	&	

Epstein,	2017).	Benefits	were	reported	by	staff	and	consultants	noted	that	the	complexity	of	

the	situations	and	entrenched	systemic	features	that	result	in	repeated	similar	situations	

contributed	significantly	to	staff	experiences	of	MD	(Hamric	&	Epstein,	2017).	

Two	studies	used	educational	approaches	focused	on	MD,	with	design	and	reporting	

limitations	affecting	both	studies	(Beumer,	2008;	Leggett	et	al.,	2013).	Participants	who	

attended	a	single	workshop	reported	benefit	(Beumer,	2008).	However,	the	control	group,	who	

were	surveyed	only	once,	had	responses	that	were	similar	to	the	post-intervention	group	

responses	without	discussion	of	the	statistical	significance	of	these	findings,	the	significance	of	

the	differences	between	the	two	groups,	or	any	demographic	differences	between	the	two	

groups	(Beumer,	2008).	Consequently,	although	the	intervention	demonstrated	a	positive	

effect,	there	are	important	limitations	in	the	report	of	the	findings	that	cloud	the	significance	of	

the	findings.	Leggett	et	al.	(2013)	used	a	separate	sample	pre-test	post-test	design	(MDS-R	and	
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a	self-efficacy	scale)	with	six	nurses	in	Group	A	(pre-test	and	6-week	post-test)	and	seven	in	

Group	B	(immediate	post-test	and	6-week	post-test).	Group	B	had	higher	MDS-R	scores	

immediately	post-test,	but	there	was	no	difference	in	the	groups	at	six	weeks	and	no	difference	

in	self-efficacy	at	any	time	point	(Leggett	et	al.,	2013).	In	addition	to	the	lack	of	benefit	

demonstrated,	the	inherent	weaknesses	of	this	type	of	experimental	design	limit	the	usefulness	

of	the	study.	

Two	studies	employed	reflective	practice	or	reflective	debriefing	for	MD.	Perceived	

benefits	of	the	intervention,	related	to	perceived	support,	were	reflected	in	the	identified	

themes	with	no	negative	themes	reported	(Reilly	&	Jurchak,	2017).		A	second	study	of	

reflective	practice	reported	anecdotal	comments	of	benefits	during	the	sessions	(Browning	&	

Cruz,	2018).	However,	the	experimental	group	(N=6)	was	significantly	smaller	than	the	control	

group	(N=30)	due	to	the	limited	number	of	participants	who	attended	a	session	and	completed	

both	the	pre-test	and	post-test	(Browning	&	Cruz,	2018).	Reported	MD	frequency	and	intensity,	

as	well	as	correlations	with	experience	and	leaving	illuminate	some	of	the	experience	of	MD,	

however,	measurable	intervention	effects	were	limited	to	a	non-significant	elevation	of	MD	

scores	in	the	control	group	post-test	(Browning	&	Cruz,	2018).		

Vaclavik	et	al.	(2018)	used	six	different	interventions	based	on	a	mindfulness	approach.	

Only	one	item	from	the	MDS-R	is	reported	and	positive	anecdotal	comments	are	reported,	

despite	the	absence	of	a	qualitative	component	to	the	study	(Vaclavik	et	al.,	2018).	The	

significance	of	the	reported	decrease	in	the	frequency	of	witnessing	false	hope	being	provided	

is	unclear,	given	that	this	does	not	appear	to	have	been	a	focus	of	any	of	the	intervention	

components.	There	is	insufficient	information	to	attribute	MDS-R	score	changes	to	the	

intervention.	
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Few	interventions	have	attempted	to	target	MD	directly,	with	only	six	such	publications	

located.	The	findings	of	these	studies	are	further	limited	by	concerns	regarding	study	design	or	

limitations	in	the	reporting	of	findings.	Apart	from	the	MD	Consult	Service	reported	by	Hamric	

and	Epstein	(2017)	and	the	reflective	practice	intervention	reported	by	Reilly	and	Jurchak	

(2017),	there	is	limited	evidence	for	direct	interventions	decreasing	MD.	

	 Indirect	Interventions.	Seventeen	interventions	used	indirect	approaches,	including	

education	sessions	(Edmonson,	2015;	Kälvemark	Sporrong	et	al.,	2007;	Rogers	et	al.,	2008),	

unit-based	ethics	conversations	(UBEC)	(Helft	et	al.,	2009;	Wocial	et	al.,	2010),	a	Clinical	Ethics	

Residency	for	Nurses	(CERN)	(Grace	et	al.,	2014;	Robinson	et	al.,	2014),	an	ethics	screening	and	

early	intervention	tool	(Pavlish	et	al.,	2013;	Pavlish	et	al.,	2015c);	moral	case	deliberation	

(MCD)	(Svantesson	et	al.,	2017;	van	der	Dam	et	al.,	2011),	ethics	debriefing	(Santiago	&	Abdool,	

2011);	reflective	practice	(Jurchak	&	Pennington,	2009),	clinical	supervision	(Berggren	&	

Severinsson,	2000),	palliative	care	program	development	(Brandon	et	al.,	2014);	policy	change	

(Bosshardt	et	al.,	2018)	and	a	combined	program	of	education,	a	book	club	and	a	staff	retreat	

(Saechao	et	al.,	2017).	

Four	studies	included	limited	description	of	the	findings	(Jurchak	&	Pennington,	2009)	

or	described	interventions	for	which	they	had	not	completed	a	formal	evaluation	(Helft	et	al.,	

2009;	Santiago	&	Abdool,	2011;	Svantesson	et	al.,	2017).	A	post-intervention	survey	(content	

not	described)	of	a	reflective	practice	intervention	was	reported	as	having	positive	feedback	

with	one	qualitative	comment	to	support	this	assertion;	the	limited	description	of	the	

evaluation	of	the	intervention	is	a	barrier	to	determining	effectiveness	(Jurchak	&	Pennington,	

2009).		Brief	anecdotal	remarks	suggest	a	positive	effect	on	teamwork	from	an	ethics	

debriefing,	but	no	formal	evaluation	of	the	intervention	was	reported	(Santiago	&	Abdool,	
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2011).	Svantesson	et	al.	(2017)	described	an	intervention	using	MCD	at	ten	Swedish	sites,	with	

nurses	being	in	the	majority	of	participants;	the	process	and	content	of	the	moral	case	

deliberation	are	described	in	detail,	but	not	the	effect	of	employing	the	intervention.	Similarly,	

Helft	et	al.	(2009)	describe	their	use	of	UBEC;	no	formal	evaluation	was	included	but	was	

subsequently	published	in	Wocial	et	al.	(2010).	

	 Two	educational	interventions	reported	limited	effects	or	worsening	of	some	

parameters	post-intervention.	Sessions	on	moral	courage	and	virtue	ethics	with	nurse	leaders	

received	positive	class	content	evaluations,	but	post-test	changes	on	the	Professional	Moral	

Courage	Scale	were	marginal.	A	series	of	three	each	of	ethics	lectures,	rounds	and	case	

seminars	also	had	positive	perceptions	of	the	program	by	participants,	but	post-test	scores	on	

the	Quality	Work	Competence	Scale	were	unchanged	in	the	pharmacies	and	worse	for	

intervention	departments	(Kälvemark	Sporrong	et	al.,	2007).	

	 Seven	interventions	reported	findings	that	could	be	described	as	“mixed,”	with	both	

positive	effect	s	as	well	as	adverse	effects	or	limited	impact	of	the	intervention	identified.			

A	unit-level,	nurse-led	three-part	intervention	reported	no	data	from	one	of	the	tools	

described	in	the	methods,	the	Professional	Quality	of	Life	Scale,	while	the	Employee	

Engagement	Survey	was	not	described	in	the	methods,	but	improvement	was	reported	on	the	

item	“my	organization	helps	me	deal	with	stress/burnout”	when	compared	with	results	from	

two	years	prior	to	the	study	(34.8%	up	from	9.6%)	(Saechao	et	al.,	2017,	p.	7).	Anecdotal	

comments	of	improvements	are	also	described	in	a	limited	fashion,	without	discussion	of	how	

the	qualitative	data	was	obtained	and	analyzed.	Intervention	strengths	include	that	it	was	

nurse-initiated	and	nurse-led,	which	may	have	contributed	to	anecdotal	perceptions	of	
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empowerment	and	wellness,	however,	there	was	no	demonstrated	improvement	in	MDS-R	

scores	and	data	presentation	lacks	clarity.	

Both	negative	and	positive	effects	were	reported	with	MCD,	but	some	descriptions	of	

the	settings	and	staff	assume	knowledge	of	local	health	care	organization	and	professional	

licensure	patterns	that	might	be	relevant	for	a	deeper	understanding	of	the	findings	(van	der	

Dam	et	al.,	2011).	The	description	of	negative	aspects	of	the	MCD	groups	appears	to	suggest	

that	some	participants	worked	in	other	settings	where	MCD	was	not	understood	or	valued,	

impairing	their	ability	to	transfer	insights	to	other	practice	areas	(van	der	Dam	et	al.,	2011).	

Wocial	et	al.	(2010)	reported	benefits	for	attendees	of	UBECs	and	positive	perceptions	even	

among	those	who	did	not	attend.	Benefits	appeared	to	outweigh	challenges,	and	the	reported	

challenges	were	used	to	adapt	the	intervention	after	the	end	of	the	study.	

An	educational	intervention	focused	on	topics	that	can	be	a	source	of	MD	demonstrated	

mostly	positive	effects	on	comfort	in	caring	for	dying	infants,	which	was	considered	to	be	an	

important	component	of	neonatal	ICU	nurse	MD	(Rogers	et	al.,	2008).	The	reported	adverse	

effects	of	a	session	on	communication	may	be	consistent	with	prior	work	that	suggests	EOL	

education	may	result	in	greater	MD	(Rogers	et	al.,	2008.;	Whitehead	et	al.,	2015).	The	

immediate	post-intervention	evaluation	warrants	caution,	as	the	durability	of	the	effect	was	

not	measured.	

The	effect	of	a	change	in	institutional	policy	that	allowed	nurses	to	consult	palliative	

care	directly	is	unclear	as,	concurrent	with	this	intervention,	the	palliative	care	team	increased	

in	size	and	extensive	institution-wide	palliative	care	education	was	ongoing;	neither	were	

components	of	the	intervention	(Bosshardt	et	al.,	2018).	Empowering	nurses	to	consult	

palliative	care	independent	of	physicians	could	decrease	MD	by	limiting	constraints	to	nursing	
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action.	However,	the	ability	of	the	physician	to	override	the	consult	may	have	negated	these	

benefits	and	contributed	to	the	lack	of	statistically	significant	change	on	most	items	(Bosshardt	

et	al.,	2018).	Alternatively,	ongoing	education	regarding	palliative	care	unrelated	to	this	

intervention	may	have	contributed	to	increased	frequency	of	concerns	regarding	care	

provision,	as	this	has	been	a	reported	effect	of	EOL	education	in	other	studies	(Whitehead	et	al.,	

2015).	

	 Pavlish	et	al.	(2013)	and	Pavlish	et	al.	(2015c)	report	on	the	same	study	of	an	Ethics	

Screening	and	Early	Intervention	Tool	to	assist	in	initiating	discussion	of	ethical	concerns	or	

conflicts	as	they	were	unfolding,	in	an	attempt	to	prevent	MD.	The	earlier	publication	

addresses	nurses’	perceived	risks	of	using	the	tool,	while	the	later	publication	addresses	

benefits	(Pavlish	et	al.,	2013;	Pavlish	et	al.,	2015c).	It	appears	the	results	were	mixed,	although	

there	is	some	suggestion	that	perceived	risks	may	have	outweighed	perceived	benefits	(Pavlish	

et	al.,	2015c).	It	is	difficult	to	clearly	discern	the	impact,	given	the	publication	of	risks	and	

benefits	in	two	separate	articles;	a	single	publication	that	contextualized	perceived	risks	

relative	to	benefits	may	have	clarified	the	impact	of	the	intervention.	

	 Four	publications	reported	on	three	interventions	with	positive	effects	on	nurses’	MD	

(Berggren	&	Severinsson,	2000;	Brandon	et	al.,	2014;	Grace	et	al.,	2014;	Robinson	et	al.,	2014).	

Clinical	supervision	increased	self-assurance,	ability	to	support	the	patient,	ability	to	be	in	a	

relationship	with	the	patient	and	ability	to	take	responsibility	(Berggren	&	Severinsson,	2000).	

Considered	in	light	of	prior	research	demonstrating	concerns	regarding	communication	and	

conflict	with	patients	and	families	and	distancing	in	situations	of	MD,	these	are	potentially	

important	outcomes	(Austin	et	al.,	2005a;	Bruce	et	al.,	2015;	Robinson	&	Stinson,	2016).	
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A	pediatric	palliative	care	program	for	pediatric	HCPs	from	multiple	disciplines	in	both	

inpatient	and	outpatient	areas	of	an	academic	medical	centre	resulted	in	decreased	MDS	scores	

on	several	items	with	no	change	in	intensity	of	“individual	responsibility”	and	“not	in	the	

patient’s	best	interest,”	but	decreased	frequency	of	these	items	after	implementation	of	the	

program	(Brandon	et	al.,	2014,	p.	194).	The	lack	of	impact	on	these	intensity	scores	is	not	

unexpected,	as	such	situations	are	inherently	challenging	when	they	occur.	However,	

decreased	frequency	of	such	events	suggests	a	significant	positive	impact	of	the	program;	

evaluation	at	20-months	post-implementation	suggests	a	durable	effect.	

The	CERN	intervention,	described	in	two	publications,	was	an	intensive,	prolonged	(10-

months),	multi-faceted	ethics	education	program	that	promoted	acquisition	and	application	of	

knowledge	and	skills	(Grace	et	al.,	2014;	Robinson	et	al.,	2014).		Evaluation	of	the	intervention	

was	similarly	robust	and	based	on	three	cohorts	of	nurses	who	completed	the	program	over	

the	course	of	three	years.).	Both	MDS-R	scores	and	narrative	comments	demonstrated	benefits	

to	participants.	Costs	were	supported	by	external	funding,	and	given	the	intensive	nature	of	the	

intervention,	replication	would	likely	require	an	external	funding	source	as	well,	which	may	

limit	the	ability	of	other	institutions	to	employ	a	similar	type	of	intervention.	

General	Interventions.	Three	publications	reported	on	general	interventions,	two	of	

them	describing	different	aspects	of	the	same	Canadian	project.	Storch	et	al.	(2009a;	2009b)	

report	on	a	three-year	participatory	action	project,	Leadership	for	Ethical	Policy	and	Practice	

(LEPP),	an	integrated	effort	to	develop	moral	communities	by	emphasizing	ethical	aspects	of	

practice	and	engaging	nursing	leaders	and	direct	practice	nurses	to	develop	and	test	projects	

and	practice	changes	based	on	local	needs	and	concerns	(Storch	et	al.,	2009b).	The	LEPP	

project	did	not	directly	measure	MD	but	addressed	components	of	nurses’	constraints	in	the	
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organizational	context,	empowering	them	to	be	agents	of	change	to	move	the	climate	to	one	

that	was	more	ethically	focused.	The	project	is	such	that	slow	transformation	would	be	

expected,	but	beneficial	outcomes	were	described	(Storch	et	al.,	2009a;	Storch	et	al.,	2009b)	

Wocial	et	al.	(2017)	utilized	a	unit-based	rounds	intervention	that	addressed	important	

contributors	to	MD,	such	as	communication,	conflict,	asymmetrical	decision-making	power	

(that	has	negative	implications	for	both	nurses	and	physicians),	and	aggressive	or	“futile”	care.	

Seven	out	of	21	items	on	the	MDS-R	demonstrated	statistically	significant	decreases	for	nurses,	

including	items	related	to	competence,	aggressive	care	and	communication,	but	only	one	

decreased	for	physicians,	in	relation	to	unnecessary	care.	Many	of	these	items	relate	directly	to	

the	nature	of	the	intervention	related	to	goals	of	care,	while	the	impact	on	the	competence	

items	is	less	clear.	The	fact	that	more	items	on	the	MDS-R	did	not	demonstrate	a	decrease	post-

intervention	is	consistent	with	the	authors’	conceptualization	of	the	MDS-R	as	a	chronic	

measure	of	MD.	The	variability	in	MDT	scores	reflects	the	impact	of	clinical	situations	in	the	

moment-by-moment	experience	of	MD,	which	is	a	helpful	contribution	to	the	understanding	of	

how	MD	is	experienced.	The	eventual	decrease	in	MDT	scores	suggests	that	the	intervention	

was	able	to	attenuate	acute	MD.	Patient-related	outcomes	also	reflect	the	benefit	to	families	of	

receiving	information	about	prognosis,	derived	from	team	deliberation	and	consensus,	

allowing	difficult	decisions	to	be	made	regarding	ongoing	care	(Wocial	et	al.,	2017).		

A	limited	number	of	studies	employed	general	interventions,	with	reported	beneficial	

effects.	This	suggests	that	MD	need	not	necessarily	be	the	specific	target	of	interventions.	

Strategies	that	impact	the	organizational	environment	can	address	the	constraints	that	lead	to	

MD,	leading	to	a	decrease	in	MD	as	well	as	potentially	beneficial	patient-related	outcomes.	
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Summary	of	Interventions	to	Address	Moral	Distress	

Few	publications	address	interventions	for	MD.	While	a	useful	conceptualization,	with	

the	small	number	of	studies	reviewed,	it	does	not	appear	that	the	type	of	intervention	(direct,	

indirect,	general)	predicts	the	likelihood	of	a	positive	impact,	as	those	reporting	beneficial	

effects	included	all	three	types	of	interventions.	A	number	of	studies	where	the	effect	was	

limited	or	unclear	were	hampered	by	limitations	in	study	design	or	the	report	of	findings	

lacked	detail	and	clarity.	Several	publications	did	not	have	a	formal	evaluation.		

Educational	interventions	were	employed	in	several	studies	and	had	mixed	or	limited	

effects,	with	two	demonstrating	some	worsening	on	the	measured	parameters.	The	only	

educational	intervention	demonstrating	a	positive	effect	was	the	CERN	intervention,	which	

was	more	intensive	than	the	other	educational	programs	in	terms	of	the	hours	spent	by	

participants,	the	multiple	modalities	used	(e.g.,	didactic,	simulation,	mentoring)	and	the	

prolonged	time	period	over	which	the	intervention	was	delivered.	Inherent	in	the	definition	of	

MD	is	the	notion	that	nurses	have	a	sense	of	the	“right”	course	of	action,	which	argues	against	

the	presence	of	a	simple	knowledge	deficit	that	can	be	remediated	by	a	brief	educational	

intervention.	An	intensive	educational	intervention	has	the	ability	to	more	deeply	explore	

ethics-related	concepts	and	the	combination	of	enhanced	knowledge	with	role-playing	and	

mentored	practice	may	be	required	for	meaningful	changes	in	practice.	This	should	be	

cautiously	considered	as	only	one	study	demonstrated	an	effect	from	intensive	education.	

The	other	studies	that	demonstrated	a	positive	effect	focused	on	systemic	contributors	

to	MD	(Hamric	&	Epstein,	2017;	Storch	et	al.,	2009a;	Storch	et	al.,	2009b),	as	well	as	enhancing	

resources	and	processes	to	improve	team	decision-making	in	life-threatening	or	EOL	situations	

(Brandon	et	al.,	2014;	Wocial	et	al.,	2017),	which	relate	to	previously	reported	sources	of	MD.	
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Beneficial	effects	were	also	seen	from	reflective	practice	and	clinical	supervision,	which	

facilitate	exploration	of	responses	to	constraints	to	moral	action	in	a	supportive	group	

environment	(Berggren	&	Severinsson,	2000;	Reilly	&	Jurchak,	2017).	In	different	ways,	these	

interventions	support	nurses	as	“embodied	moral	agents	in	complex	organizational	

structures,”	described	as	essential	by	Musto	et	al.	(2015,	p.	97).	

After	decades	of	MD	publications	that	were	more	focused	on	the	nature	and	sources	of	

MD,	publications	of	interventions	to	address	MD	are	experiencing	a	recent	surge.	Common	

features	of	studies	that	demonstrate	beneficial	effects	include	their	intensive	nature	and	the	

specific	link	between	the	intervention	components	and	previously	reported	sources	of	MD.	

While	the	limitations	of	many	studies	impede	transferability	or	replication,	the	sub-set	of	

studies	that	are	well-designed,	clearly	reported	and	demonstrate	beneficial	effects	offer	

important	insights.	More	intervention	studies	that	build	on	this	foundation	are	essential	to	

mitigating	the	effect	of	MD	on	nurses	and	other	HCPs.	

Moral	Distress	in	Oncology	Nursing	

The	body	of	literature	on	MD	in	oncology	nursing	is	small	relative	to	the	volume	of	

literature	on	other	aspects	of	oncology	nursing	and	the	volume	of	publications	in	ICU	settings.	

However,	14	of	the	19	papers	identified	for	this	review	were	published	since	2010,	suggesting	

a	recent	and	growing	interest	in	this	topic.	While	non-oncology	studies	conducted	outside	

North	American	were	considered	separately	in	an	earlier	section	of	the	literature	review,	given	

the	small	body	of	literature	on	MD	in	oncology,	all	studies	related	to	oncology	are	reviewed	

together	in	this	section	irrespective	of	where	they	were	conducted.	Appendix	B	contains	a	

summary	of	study	details,	with	important	features	and	findings	highlighted	here.	
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Literature	Search	and	Inclusion	Strategy	

As	described	previously,	an	extensive	search	of	multiple	databases	(CINAHL,	EMBASE,	

ProQuest	Health,	ProQuest	Social	Sciences,	PsychINFO,	PubMed,	SCOPUS,	Web	of	Science	and	

Google	Scholar)	using	“moral	distress,”	“ethical	distress,”	“ethic*”	limited	to	“English	language”	

and	“research	articles”	yielded	over	600	publications	that	were	reviewed.	Of	these,	251	

reported	on	research	that	focused	on	MD	or	identified	MD	in	the	findings.	A	careful	review	of	

each	paper	was	undertaken	to	identify	those	with	samples	comprised	of	or	including	oncology	

care	providers.	Two	unpublished	dissertations	with	abstracts	containing	detailed	study	

information	were	also	identified	(Maningo-Salinas,	2010;	Melhado,	2016).			

Nine	studies	focused	exclusively	on	oncology	nurses	(Ameri	et	al.,	2016;	Bohnenkamp	et	

al.,	2015;	Lazzarin	et	al.,	2012;	Maningo-Salinas,	2010;	Melhado,	2016;	O’Connor,	1996;	Pelton	

et	al.,	2015;	Raines,	2000;	Sirilla,	2014).	Given	the	paucity	of	literature	on	MD	in	oncology	

nursing,	publications	were	also	included	if	the	description	of	the	setting	or	study	population	

suggested	a	reasonable	likelihood	that	oncology	nursing	care	was	being	provided	or	a	

significant	percentage	of	the	sample	were	oncology	nurses;	10%	oncology	nurses	was	the	a	

priori	eligibility	criterion.	Clarke	et	al.	(1996)	did	not	specify	the	proportion	of	oncology	

patients	but	focused	on	care	of	the	dying	child,	with	cancer	first	on	the	list	of	patient	diagnoses.	

Since	cancer	is	the	leading	cause	of	non-accidental	death	in	youth	aged	1-24	years,	the	primary	

position	of	cancer	on	the	diagnosis	list	was	accepted	as	evidence	of	a	focus	in	oncology	

(Statistics	Canada,	2015).	A	study	conducted	on	a	pediatric	unit	with	60%	oncology	and	

hematology	patients	was	also	included	(Linnard-Palmer	&	Kools,	2005).	On	the	other	hand,	the	

Varcoe	et	al.	(2012a)	study	was	excluded	as	only	four	out	of	292	nurses	worked	in	oncology.	

Similarly,	Rodney	et	al.	(2009)	reported	oncology	nurses	among	their	87	participants,	but	there	
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were	also	nurses	from	12	other	practice	settings	with	no	breakdown	of	the	number	of	nurses	

from	each	area.	Therefore,	the	study	was	not	included	here,	but	Rodney	et	al.	(2009)	and	

Varcoe	et	al.	(2012a)	were	included	in	a	subsequent	section	of	oncology	ethics	literature.	

Using	this	logic,	five	publications	were	included	that	focused	exclusively	on	nurses	but	

included	other	specialties,	ranging	from	11	to	63%	oncology	nurses	(Davidson	et	al.,	2016;	

Pavlish	et	al.,	2013;	Pavlish	et	al.,	2015c;	Rice	et	al.,	2008;	Rushton	et	al.,	2015).	Rice	et	al.	

(2008)	had	57	(21.9%)	oncology/transplant	nurses	out	of	260	in	their	sample,	while	Rushton	

et	al.	(2015)	recruited	nurses	from	6	hospital	units,	of	which	2	were	oncology	units,	but	precise	

numbers	of	oncology	nurses	were	not	included.	Davidson	et	al.	(2016)	recruited	157	

participants,	out	of	which	68	(43.3%)	were	oncology	nurses	and	89	ICU	nurses.		Pavlish	et	al.	

(2013)	and	Pavlish	et	al.	(2015c)	reported	on	the	same	study	of	28	nurses,	of	which	3	(10%)	

were	oncology	nurses	and	the	remainder	ICU	nurses.		

Two	studies	focused	solely	on	oncology	but	included	both	nurses	and	physicians	

(Lievrouw	et	al.,	2016;	Pye,	2013),	while	Neumann	et	al.	(2017)	included	all	clinicians	in	

hematopoietic	cell	transplantation	(HCT)	and	LeBaron	et	al.	(2014)	included	physicians,	

pharmacists,	volunteers,	patients,	families,	social	workers,	housekeeping	and	an	administrative	

assistant	at	a	cancer	hospital	as	secondary	participants;	oncology	nurses	made	up	50%	or	

more	of	participants	in	these	studies.	Trotochaud	et	al.	(2015)	included	1113	clinicians	from	

multiple	specialties	and	disciplines;	12	physicians	(9.2%)	and	68	nurses	(11.2%)	worked	in	

hematology/oncology.	Five	of	the	studies	focused	on	pediatric	HCPs	and	one	included	pediatric	

HCPs	in	the	samples.	

Out	of	the	22	publications	identified	as	including	oncology	nurses,	three	were	excluded	

from	further	review	due	to	quality	concerns,	leaving	17	publications	and	two	unpublished	



	
	
 

70	

dissertations	included	here.	Krishnasamy	(1999)	used	a	small	sample	(N=3)	with	weak	links	

between	the	reported	themes,	categories	and	data	excerpts.	Two	papers	describing	a	single	

unit	survey	and	subsequent	intervention	offer	limited	detail	about	the	intervention	and	

evaluation	method;	the	appearance	is	of	a	unit-level	quality	assurance	project	(Bohnenkamp	et	

al.,	2015;	Pelton	et	al.,	2015).	Bohnenkamp	et	al.	(2015)	report	on	a	single	unit	survey	using	a	

tool	they	developed;	the	survey	was	administered	twice,	a	year	apart,	after	experiencing	

significant	staff	turnover	due	to	concerns	on	the	unit.	Reliability	and	validity	data	are	not	

reported,	however,	the	types	of	items	reported	for	frequency	and	intensity	of	MD	are	

consistent	with	the	more	commonly	used	Moral	Distress	Scale,	as	are	the	patterns	of	concern	

reported	by	participants	(Bohnenkamp	et	al.,	2015).	“Part	2”	of	the	study	presents	the	

response	to	the	unit-based	findings	with	limited	detail	regarding	the	intervention	or	how	it	

was	evaluated,	making	it	difficult	to	draw	conclusions	regarding	the	intervention	(Pelton	et	al.,	

2015).		

		 Of	the	19	papers	included	for	review,	14	were	published	since	2010,	suggesting	recent	

and	growing	interest	in	the	topic	of	MD	in	oncology	nursing.	Most	studies	were	conducted	in	

the	United	States	(13),	in	addition	to	Canada	(Clarke	et	al.,	1996),	Belgium	(Lievrouw	et	al.,	

2016),	United	Kingdom	(Pye,	2013),	India	(LeBaron	et	al.,	2014),	Iran	(Ameri	et	al.,	2016;),	and	

Italy	(Lazzarin	et	al.,	2012).		Given	the	small	number	of	studies	in	oncology,	all	are	reviewed	

together	here,	unlike	the	prior	section	where	international	studies	were	considered	separately.	

Two	studies	of	interventions	reviewed	in	the	prior	section	on	interventions	are	also	included	

here	as	they	included	oncology	nurses	(Pavlish	et	al.,	2013;	Pavlish	et	al.,	2015c).		
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Methodology		

The	most	commonly	used	tools	to	measure	MD,	the	MDS	and	MDS-R	were	developed	

and	adapted	in	ICU	populations	(Corley,	1995;	Corley	et	al.	2001;	Hamric	&	Blackhall,	2007;	

Hamric	et	al.,	2012).	The	MDS	and	MDS-R	have	not	been	validated	in	oncology	populations,	but	

nine	of	the	12	oncology	studies	with	quantitative	designs	used	the	MDS	(Maningo-Salinas,	

2010;	Rice	et	al.,	2008;	Rushton	et	al.,	2015),	MDS-Pediatric	Version	(translated	into	Italian)	

(MDS-PV)	(Lazzarin	et	al.,	2012)	or	MDS-R	(translated	into	Farsi)	(Ameri	et	al.,	2016;	Neumann	

et	al.,	2017;	Sirilla,	2014;	Trotochaud	et	al.,	2015).	Maningo-Salinas	also	used	the	Survey	of	

Perceived	Organizational	Support	and	Anticipated	Turnover	Scale,	while	Rushton	et	al.	(2015)	

also	used	the	Maslach	Burnout	Inventory	–	Human	Services,	Perceived	Stress	Scale,	Resilience	

Scale,	Meaning	Scale	and	State	Hope	Scale.	Davidson	et	al.	(2016)	developed	a	tool	to	measure	

blame-related	distress.	Pavlish	et	al.	(2013;	2015c)	used	investigator-developed	tools,	while	

Raines	(2000)	used	the	Moral	Reasoning	Questionnaire,	Ways	of	Coping	Scale,	Ethics	Stress	

Scale	and	Ethics	Issues	Survey.		

Six	studies	used	qualitative	designs,	including	grounded	theory	(Clarke	et	al.,	1996),	

descriptive	phenomenology	(Pye,	2013),	critical	incident	technique	(Lievrouw	et	al.,	2016),	

ethnography	(LeBaron	et	al.,	2014;	Linnard-Palmer	&	Kools,	2005),	and	unspecified	qualitative	

analysis	(O’Connor,	1996).	One	unpublished	dissertation	used	mixed	methods	with	the	MDS-R,	

Professional	Moral	Courage	Scale,	and	qualitative	content	analysis	(Melhado,	2016).	One	

unpublished	dissertation	used	a	mixed	methods	approach	with	the	MDS-R	and	Professional	

Moral	Courage	Scale	and	qualitative	content	analysis	(Melhado,	2010).	
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Findings	

Given	the	small	number	of	oncology	studies,	the	depth	and	breadth	of	findings	are	

limited.	Some	of	the	causes,	associations	and	effects	of	MD	are	similar	to	those	reported	in	

other	populations,	while	others	(e.g.,	ethical	climate)	are	not	reported.	The	absence	of	reports	

on	variables	found	to	be	significant	in	other	populations	should	not	be	interpreted	as	a	lack	of	

significance	or	effect,	rather	more	likely	a	function	of	the	limited	number	of	studies	in	this	

population	

Factors	with	Limited	Data		

Ethical	climate	and	moral	habitability	are	not	reported	sources	of	MD	in	oncology	

nursing,	nor	are	there	reports	of	gender	or	religious	beliefs	considered	for	their	contribution	to	

MD.	Melhado	(2016)	reports	a	lack	of	correlation	between	MDS-R	scores	and	demographic	

characteristics,	however,	the	information	from	this	study	is	limited	to	an	abstract,	which,	

though	fairly	detailed,	does	not	allow	in-depth	review	of	the	findings.	Rice	et	al.	(2008)	report	

correlations	between	age	and	experience	on	some	of	the	MDS	items,	but	overall,	only	nursing	

experience	of	more	than	six	years	was	associated	with	overall	frequency	of	MD	situations.	

Concern	about	competence	of	physician	colleagues	was	the	highest	in	intensity	(Ameri	et	al.,	

2016;	Lazzarin	et	al.,	2012)	in	two	studies	and	frequency	in	one	(Rice	et	al.,	2008),	while	

concerns	about	competence	in	self	and	assistive	personnel	ranked	higher	in	both	frequency	

and	intensity	(Rice	et	al.,	2008).	Inadequate	staffing	(Rice	et	al.,	2008)	and	resource	constraints	

or	cost	containment	(LeBaron	et	al.,	2014;	Raines,	2000)	were	also	reported.	LeBaron	et	al.	

report	an	effect	on	patient	care	from	work-related	distress,	however,	the	moral	dimensions	of	

the	participants’	distress	were	not	clear,	as	described	subsequently.	
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Causes	of	Moral	Distress		

Moderate	to	high	frequency	and	intensity	of	MD	(i.e.,	scores	at	or	above	the	mid-points	

of	the	scales	used)	were	present	in	many	studies	employing	quantitative	measures	(Ameri	et	

al.	2016;	Davidson	et	al.,	2016;	Raines,	2000;	Rice	et	al.,	2008;	Rushton	et	al.,	2015;	Trotochaud	

et	al.,	2015).	The	most	commonly	reported	causes	of	MD	include	aggressive,	unnecessary,	or	

care	perceived	to	not	be	in	the	patient’s	best	interests	(Ameri	et	al.,	2016;	Clarke	et	al.,	1996;	

Lazzarin	et	al.,	2012;	Raines,	2000;	Rice	et	al.,	2008;	Trotochaud	et	al.,	2015);	concerns	about	

inadequate	analgesia	or	relief	of	suffering	(Ameri	et	al.,	2016;	Clarke	et	al.,	1996.;	Raines,	2000;	

Rice	et	al.,	2008;	Lazzarin	et	al.,	2012;	O’Connor,	1996)	and	communication	and	conflict	within	

the	team	or	between	the	team	and	families	(Linnard-Palmer	&	Kools,	2005;	Pye,	2013;	

O’Connor,	1996;	Trotochaud	et	al.,	2015).		

Carrying	out	orders	for	unnecessary	tests	and	treatments	or	following	wishes	for	life	

support	not	believed	to	be	in	the	patient’s	best	interest	were	the	highest	frequency	items	on	

the	MDS-R	in	four	studies,	half	of	them	completed	with	pediatric	oncology	care	providers.	

(Ameri	et	al.,	2016;	Lazzarin	et	al.,	2012;	Rice	et	al.,	2008;	Trotochaud	et	al.,	2015).	Qualitative	

findings	related	to	aggressive	care	included	reports	by	nurses	caring	for	dying	children	of	

inflicting	suffering	beyond	the	hope	of	a	possible	cure	(Clarke	et	al.,	1996)	and	excessive	

treatment	and	resuscitation	of	elders	with	advanced	cancer	(O’Connor,	1996),	both	vulnerable	

populations	who	may	be	less	able	to	advocate	for	their	own	needs.	Nurses	reported	challenges	

related	to	making	quality	of	life	decisions	in	patients’	best	interests	when	patients	could	not	

provide	consent	due	to	illness	or	pre-existing	intellectual	disability,	particularly	when	families	

chose	to	disregard	advanced	directives	(Raines,	2000).		Oncology	nurses	in	Iran	reported	the	

highest	frequency	for	lack	of	adequate	consent	to	treatment	(Ameri	et	al.,	2016).	
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The	dilemma	between	obligations	to	follow	orders	and	duty	to	provide	a	comfortable	

death	were	reported	in	qualitative	findings	(Clarke	et	al.,	1996;	O’Connor,	1996).	Inadequate	

pain	management	was	reported	in	qualitative	findings	as	one	of	the	most	common	ethical	

challenges	(Raines,	2000).	Items	on	the	MDS	and	MDS-R	were	also	ranked	highly,	with	“provide	

care	that	does	not	relieve	the	patients	suffering	because	the	physician	fears	that	increasing	the	

dose	of	pain	medication	will	cause	death”	second	highest	in	intensity	(Ameri	et	al.,	2016,	p.	8),	

while	“following	orders	for	pain	medication	even	when	the	medications	prescribed	do	not	

control	the	pain”	was	the	highest	frequency	(Lazzarin	et	al.,	2012,	p.	190)	and	both	intensity	

and	frequency	(Rice	et	al.,	2008)	in	other	studies.		

However,	an	ethnography	of	37	oncology	nurses	and	22	other	HCPs	in	India	provided	a	very	

detailed	report	of	significant	practice	challenges	from	many	of	these	same	factors	(futile	care,	

inadequate	analgesia,	conflict	with	families,	staffing	and	resource	issues	etc.),	which	were	

experienced	by	participants	as	sources	of	work-related	distress	but	with	minimal	moral	

concern	evident	in	their	distress	(LeBaron	et	al.,	2014).	In	contrast,	HCPs	in	HCT,	40%	of	whom	

experienced	burnout	and	moderate	to	high	MD,	also	reported	that	emotional	gratification	from	

their	work	and	the	hope	and	promise	of	HCT	for	patients	were	the	most	important	aspects	of	

their	work	(Neuman	et	al.,	2017).	Strong	conclusions	cannot	be	drawn	from	two	studies,	

however,	the	suggestion	that	significant	work-related	challenges	may	not	have	an	ethical	

overtone	and	that	significant	ethical	challenges	may	not	necessarily	preclude	finding	

satisfaction	in	one’s	work	is	consistent	with	the	claim	that	the	phenomenon	of	MD	is	a	complex,	

highly	context-dependent	phenomenon	(Austin	et	al.,	2005b).	
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Internal	Constraints	

Internal	constraints,	such	as	perceived	powerlessness,	were	reported	less	frequently	

than	other	sources	of	MD	in	the	previously	reviewed	literature.	Reports	of	perceived	

powerlessness	in	the	oncology	literature	are	proportionately	higher,	however,	there	is	not	

always	a	clear	link	to	a	moral	concern	or	MD	in	these	reports.		

An	intervention	study	using	an	ethics	screening	tool	reported	one	of	the	barriers	to	

initiating	action	in	ethically	challenging	situations	as	“letting	it	slide,”	with	nurses’	perceived	

powerlessness	within	the	clinical	encounter	and	organizational	structure	featuring	

prominently	in	the	descriptions	of	why	this	action	was	chosen	(Pavlish	et	al.,	2013).	Italian	

nurses	reported	thoughts	of	leaving	their	current	position	due	to	MD	from	institutionalized	

obstacles	such	as	“medical	power,”	which	implies	a	sense	of	powerlessness	on	the	part	of	

nurses	but	constructs	it	not	as	an	internal	constraint	but	a	structural	one	(Lazzarin	et	al.,	2012,	

p.	188).	Nurses	caring	for	dying	children	experienced	distress	from	powerlessness	to	prevent	

their	participation	in	aggressive	or	painful	treatments,	without	identifying	this	as	a	moral	or	

ethical	dilemma	(Clarke	et	al.,	1996).	“We	are	helpless”	was	one	of	the	reported	themes	in	a	

study	whose	purpose	was	to	examine	MD	in	Indian	oncology	nurses	and	was	comprised	of	

increased	moral	sensitivity,	knowledge	deficit	and	perceived	powerlessness	(LeBaron	et	al.,	

2014,	p.	339).	However,	as	previously	described,	despite	the	reports	of	multiple	distressing	

work-related	factors,	there	was	minimal	moral	concern	in	many	descriptions	and	the	authors	

report	“varying	degrees	of	moral	sensitivity”	and	“only	two	nurses	specifically	used	the	word	

‘ethics’	in	the	context	of	discussing	colleagues	whom	they	felt	had	forgotten	‘the	principles	of	

Florence	Nightingale’”	(LeBaron	et	al.,	2014,	p.	339).	Although	LeBaron	et	al.	was	done	in	a	

setting	with	characteristics	vastly	disparate	from	the	Canadian	context,	requiring	caution	in	
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avoiding	misjudgements	based	on	a	lack	of	understanding	of	the	cultural	context	in	which	the	

study	was	done,	it	appears	that	moral	sensitivity,	or	the	lack	thereof,	may	be	an	important	

internal	constraint	that	might	limit	the	development	of	MD.	Powerlessness	is	reported	in	

several	studies	but	not	always	perceived	as	internal	to	the	nurse	nor	is	an	ethical	dimension	

always	attendant	in	participant	reports.	

Comparison	to	Other	Health	Care	Providers		

Studies	comparing	oncology	nurses	and	other	specialties	had	mixed	results.	Davidson	et	

al.	(2016)	found	no	significant	differences	in	MDS-R	scores	between	ICU	and	oncology	nurses.	

Rice	et	al.	(2008)	found	the	highest	MDS	scores	for	frequency	and	intensity	in	

oncology/transplant	nurses,	compared	to	cardiology,	neurology,	medicine	and	surgery.	

Rushton	et	al.	(2015)	found	significantly	higher	MDS	scores	in	ICU	than	oncology	nurses.	

Trotochaud	et	al.	(2015)	reported	higher	MDS	scores	in	ICU	that	were	not	statistically	

significant,	with	hematology/oncology	second	highest	for	nurses	but	lowest	for	physicians	and	

other	HCPs.	However,	overall	physician	MD	scores	were	significantly	higher	than	nurses	

(Trotochaud	et	al.,	2015).	Social	workers	had	the	lowest	MDS-R	scores,	followed	by	physicians,	

with	pharmacists	having	the	highest	scores,	and	nurses’	scores	nearly	evenly	distributed	

between	low,	medium	and	high	scores	(Neumann	et	al.,	2017).	

Communication	and	Conflict		

As	already	discussed,	disagreements	about	the	nature	of	care	provision	(e.g.,	aggressive	

care	or	inadequate	analgesia)	are	more	common,	but	reports	of	communication	issues	and	

conflict	within	the	team	are	more	common	in	the	larger	body	of	MD	literature	than	in	the	

oncology	literature.	This	may	be	a	feature	of	the	small	volume	of	literature	in	this	area.	
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An	American	study	of	pediatric	HCPs	from	multiple	disciplines	found	that	poor	team	

communication	was	most	morally	distressing,	fourth	most	frequent	as	a	source	of	MD,	and	

third	in	total	MD	score,	while	lack	of	provider	continuity	was	third	most	distressing,	fifth	in	

frequency	and	fourth	in	total	MD	score	on	the	MDS	(Trotochaud	et	al.,	2015).	While	not	

occurring	as	frequently	as	some	other	morally	distressing	situation,	when	it	did	occur,	poor	

team	communication	was	distressing.	

Linnard-Palmer	and	Kools	(2007)	studied	the	experience	of	nurses	with	parental	

refusal	of	medical	treatment	because	of	religious	or	cultural	beliefs,	so	conflict	between	the	

health	care	team	and	families	was	present	in	all	of	their	participant	reports	and	“weathering	

the	storm	of	moral	conflict”	was	one	of	the	themes	(p.	53).	In	some	cases,	the	conflict	escalated	

to	the	point	of	court	involvement	with	parents	“losing	guardianship,”	another	theme,	with	

treatment	then	enforced	by	court	order	(Linnard-Palmer	&	Kools,	2007,	p.	55).	“Unresolved	

battles	between	the	supportive	and	oppositional	groups”	reflected	the	conflict	between	the	

team	and	family	and	the	fact	that	nurses	did	not	always	align	themselves	with	the	perspective	

of	the	health	care	team,	at	times	feeling	that	families	had	the	right	to	refuse	treatment	

(Linnard-Palmer	&	Kools,	2007,	p.	54).	The	theme	of	“moral	distress”	included	experiencing	

MD	from	the	communication	processes	around	refusal	and	actions	such	as	being	required	to	

administer	court-mandated	chemotherapy	(Linnard-Palmer	&	Kools,	2007,	p.	55).	Such	

situations	are	not	the	norm	in	pediatric	oncology,	but	this	study	provides	a	powerful	

description	of	the	impact	of	significant	treatment-related	conflict	in	the	health	care	team.	

Interestingly,	in	the	theme	of	“long-term	consequences,”	the	authors	note	that	there	was	no	

data	to	support	a	persistent	effect	on	nurses	from	these	experiences,	but	nurses	were	
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concerned	about	the	potential	for	long-term	effects	on	the	family	from	having	been	engaged	in	

such	an	adversarial	experience	(Linnard-Palmer	&	Kools,	2007,	p.	56).	

A	phenomenological	study	of	pediatric	oncology	nurses	and	physicians	in	England	

reported	“the	importance	of	decision-making	processes,”	“conflict	over	right	to	treatment	and	

withholding	treatment,”	and	“communication	within	the	team”	as	themes	in	morally	

distressing	situations	(Pye,	2013,	p.	235).	Excerpts	from	physician	interviews	reflect	an	

understanding	of	the	importance	of	shared	decision-making	and	incorporating	nurses’	

perspectives	into	treatment	decisions,	as	well	as	the	risks	of	nurses	being	left	with	the	effects	

of	ineffective	decision-making	and	conflict	resolution	between	physicians	and	families	(Pye,	

2013).	While	effective	communication	was	valued,	barriers	such	as	time	for	team	meetings	and	

discordant	messages	from	different	team	members	were	reported	(Pye,	2013).		

The	studies	reporting	findings	related	to	communication	and	conflict	as	a	source	of	MD	in	

oncology	are	all	focused	on	pediatrics,	which	may	reflect	that	added	challenge	of	making	

weighty	life	and	death	decisions	for	dependent	minors.	Alternatively,	this	may	be	a	result	of	the	

small	overall	sample	size	of	oncology	studies.	The	situation	of	enforced	treatment	reported	by	

Linnard-Palmer	and	Kools	(2007)	is	more	typical	of	pediatric	care	as	states	typically	do	not	

assume	custody	and	treatment	decision-making	for	incompetent	adults	nor	enforce	

treatments,	except	in	unusual	circumstances.	Physicians’	insights	into	the	effect	on	nurses	of	

conflict	and	ineffective	communication	is	also	not	commonly	reported.	While	focused	on	

pediatrics,	these	studies	affirm	the	importance	of	ineffective	communication	and	conflict	

within	the	team	or	between	team	and	family	as	sources	of	MD.	

	

	 	



	
	
 

79	

Experience	and	Moral	Distress	

The	role	of	experience	relative	to	MD	was	also	inconsistent.	Two	studies	reported	

increased	MD	with	more	experience	(Ameri	et	al.,	2016;	Rushton	et	al.,	2015),	one	reported	no	

relationship	between	MD	and	experience	(Lievrouw	et	al.,	2016)	and	one	found	experience	was	

perceived	to	assist	in	coping	with	MD	(Pye,	2013).	Neumann	et	al.	(2017)	found	experience	and	

MD	were	not	related	in	a	sample	with	43%	having	more	than	ten	years	of	experience	and	25%	

of	nurses	and	nurse	practitioners	having	more	than	21	years	in	HCT.	

Burnout	

Two	studies	used	the	Maslach	Burnout	Inventory	together	with	either	the	MDS	

(Rushton	et	al.,	2015)	or	MDS-R	(Neumann	et	al.,	2017).	Rushton	et	al.	(2015)	also	used	the	

Perceived	Stress	Scale,	Resilience	Scale,	Meaning	Scale	and	State	Hope	Scale	in	their	mixed	

sample	of	nurses	from	various	practice	areas	as	previously	described,	with	no	differences	in	

stress,	resilience,	hope,	meaning,	burnout	or	personal	accomplishment	by	specialty.	Burnout	

scores	did	vary	between	disciplines,	with	the	highest	prevalence	in	pharmacists	(40%)	and	

lowest	in	social	workers	(less	than	one-third)	(Neumann	et	al.,	2017).	Practice	characteristics	

affected	burnout	in	that	inpatient	nurses	had	lower	burnout	than	outpatient	nurses,	nurses	in	

high-volume	HCT	centers	had	higher	burnout	scores	than	those	in	low-volume	centers,	and	

physician	burnout	was	related	to	hours	on-call	and	working	at	home	(Neumann	et	al.,	2017).		

Moral	distress	was	the	only	factor	that	affected	burnout	across	disciplines,	with	increased	MD	

scores	predicting	increased	risk	of	burnout	(Neumann	et	al.,	2017).	

Intent	to	Leave		

Two	studies	reported	a	correlation	between	intent	to	leave	and	increased	MD	scores	

(Rushton	et	al.,	2015;	Trotochaud	et	al.,	2105).	In	two	studies	with	overall	low	frequency	and	
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intensity	of	MD,	the	subset	of	the	population	reporting	higher	MD	also	had	a	higher	intent	to	

leave	their	current	position	or	history	of	leaving	a	position	due	to	MD	(Lazzarin	et	al.,	2012;	

Sirilla,	2014).	While	only	27.9%	were	thinking	of	currently	leaving	their	position,	50%	of	those	

with	higher	MD	scores	were	currently	considering	leaving	their	position	(Sirilla,	2014).	In	the	

second	study,	a	higher	percentage	(50.5%)	were	currently	considering	leaving	their	position,	

but	the	13.7%	of	the	sample	who	had	previously	left	a	position	had	the	highest	MD	scores	

(Lazzarin	et	al.,	2012).	Two	unpublished	dissertation	abstracts	reported	similar	findings.	

Maningo-Salinas	(2010)	described	a	weak	correlation	between	anticipated	turnover	and	

higher	MD	scores.	Consideration	of	leaving	(28%)	and	moral	residue	from	leaving	a	prior	

position	(26%)	were	associated	with	higher	MDS-R	scores	(Melhado,	2016).	Maningo-Salinas	

found	that	higher	perceived	organizational	support	was	strongly	associated	with	lower	

anticipated	turnover	but	no	evidence	that	this	moderated	the	relationship	between	MD	and	

anticipated	turnover.	

Responses	to	Moral	Distress		

In	a	study	of	responses	to	MD,	Belgian	oncologists	and	oncology	nurses	described	four	

dominant	ways	of	coping	with	MD	(thoroughness,	autonomy,	compromise,	and	intuition)	that	

mapped	to	perpendicular	axes	of	internalizing-externalizing	and	rational-experiential	focus	

(Lievrouw	et	al.,	2016).	Coping	style	varied	by	profession,	with	physicians	employing	more	

rational	coping	and	nurses	more	experiential;	both	groups	had	limited	insight	into	their	own	

and	others’	coping	(Lievrouw	et	al.,	2016).	Raines	(2000)	found	very	high	ethics	stress,	but	

nurses	used	more	coping	strategies	with	increased	exposure	to	MD,	suggesting	that	individuals	

seek	to	manage	the	distress	they	experience.		
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Nurses	caring	for	dying	children	reported	limited	use	of	resources	such	as	ethics	

consultation	or	team	meetings	(Clarke	et	al.,	1996).	Access	to	organizational	supports	and	

resources	may	enhance	perceptions	of	the	ability	to	act	ethically,	but	nurses	may	be	reluctant	

to	use	these	resources	out	of	concern	for	provoking	conflict	by	identifying	ethical	distress	in	

practice.	Participants	(25	ICU,	3	oncology)	in	an	ethics	education	intervention	reported	

benefits	from	using	an	ethics	early	intervention	tool	but	were	reluctant	to	do	so	for	fear	of	

being	labelled	a	troublemaker	and	questioning	themselves,	preferring	to	“let	it	slide”	instead	of	

discussing	concerns	with	physicians,	requesting	an	ethics	consultation	or	initiating	a	patient	

conversation,	all	of	which	were	perceived	as	risky	(Pavlish	et	al.,	2013;	Pavlish	et	al.,	2015c).		

Related	Oncology	Ethics	Literature		

In	addition	to	studies	of	MD	that	included	oncology	nurses,	12	publications	were	

identified	that	examined	ethical	issues	related	to	oncology	but	either	did	not	include	nurses,	

did	not	focus	on	MD,	or	did	not	specify	the	number	of	oncology	nurses.	Table	2	provides	a	

summary	of	these	studies.	These	studies	share	common	themes	that	provide	useful	contextual	

information	regarding	the	circumstances	in	which	oncology	nurses	work	and	the	nature	of	

ethical	concerns	that	arise,	which	can	potentially	lead	to	MD.	

Begley	and	Piggott	(2012)	provide	a	case	study	analysis	of	potential	sibling	stem	cell	

donors	that	concludes	there	are	three	“types”	of	MD	based	on	the	matrix	of	internal	and	

external	constraints.	Aside	from	the	lack	of	utility	of	this	characterization,	it	is	unclear	if	this	is	

an	actual	or	hypothetical	case,	limiting	the	usefulness	of	this	publication.	

Pauly	et	al.	(2009)	studied	MD	and	the	correlation	to	hospital	ethical	climate	in	nurses	

working	in	acute	care	settings	in	British	Columbia;	this	would	likely	include	nurses	caring	for	

patients	with	cancer,	but	the	sample	was	not	characterized	as	to	specific	practice	setting.	They	
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found	a	low	frequency	of	MD,	but	moderate	intensity	and	a	significant	correlation	with	

multiple	aspects	of	the	ethical	climate;	sources	of	MD	included	staffing,	concerns	about	

competence	to	provide	care	and	prolonging	dying	with	care	not	in	the	patient’s	best	interests	

(Pauly	et	al.,	2009).	Open-ended	questions	included	at	the	end	of	the	surveys	were	analyzed	in	

a	separate	publication	using	a	contextual	ethics	lens	and	interpretive	description	approach.	In	

addition	to	echoing	the	previous	findings,	respondents	identified	multiple,	active	strategies	

employed	to	respond	to	morally	distressing	situations	while	reporting	often	ineffective	and	

unhelpful	responses	to	their	concerns	by	those	in	positions	of	authority	(Varcoe	et	al.,	2012a).	

A	Swedish	study	of	36	nurses,	15	physicians,	and	38	nurses’	aides	working	in	pediatric	

hematology/oncology	(11	nurses,	8	physicians,	8	nurses’	aides)	and	chronic	

diseases/neurology	(23	nurses,	7	physicians,	30	nurses’	aides)	units	found	respondents	

reported	mutual	trust	in	colleagues’	competence	to	provide	care,	support	from	colleagues	and	

one-third	of	their	participants	felt	they	were	able	to	provide	good	care;	those	who	did	not	think	

they	could	provide	good	care	had	concerns	about	access	to	resources	to	solve	problems,	

avoidant	responses	to	conflict	and	ethical	issues,	and	negative	perceptions	of	the	openness	to	

questions	and	learning	(Bartholdson	et	al.,	2016).	Common	themes	between	the	three	studies	

include	the	diversity	of	responses	among	individuals	experiencing	the	same	work	

environment,	a	complex	relationship	between	ethical	climate	and	MD,	with	common	concerns	

leading	to	MD	centering	on	competence	to	provide	care,	resources	to	provide	care	and	avenues	

for	resolving	conflict	and	ethical	issues.	

Content	analysis	of	narrative	responses	to	two	open-ended	question,	completed	as	part	

of	a	larger	survey	of	394	Oncology	Nursing	Society	members	that	examined	the	types	of	ethical	

dilemmas	encountered	in	practice,	found	truth	telling,	conflicting	obligations	and	concerns	
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about	futile	care	and	quality	of	life	to	be	the	most	common;	prognosis-related	communication	

was	reported	as	important,	but	there	was	a	lack	of	clarity	regarding	nurses’	roles	and	who	

should	be	discussing	prognosis	(McLennon	et	al.,	2013).	Leung	et	al.	(2011)	used	interpretive	

phenomenology	to	study	how	Canadian	bone	marrow	transplant	nurses	(N=19)	experience	the	

threat	of	patient	mortality	and	found	similar	concerns	about	maintaining	hope,	balancing	the	

threat	of	death	with	the	culture	of	cure	and	uncertainty	regarding	how	to	respond	to	potential	

mortality	and	navigating	the	competing	responsibilities	of	prolonging	survival	with	knowing	

when	to	shift	priorities	to	EOL	care.	Nurses	experienced	the	reality	of	mutual	vulnerability	to	

the	threat	of	patient	mortality	and	responded	to	distress	by	providing	EOL	care	that	was	

focused	on	comfort	and	prevented	the	use	of	unnecessary	technology	(Leung	et	al.,	2011).	A	

retrospective	analysis	of	53	pediatric	ethics	consults,	completed	from	2000-2011	at	St.	Jude’s	

Children’s	Cancer	Center,	found	the	clinical	situations	leading	to	consults	were	complex,	with	

multiple	issues;	MD	was	a	common	reason	for	consults,	resulting	from	concerns	about	religious	

issues,	prognosis,	goals	of	care,	delivery	of	care	with	unclear	benefits	and	fiduciary	

responsibility	in	providing	care	to	children	when	parents	made	decisions	the	health	care	team	

did	not	believe	to	be	in	the	child’s	best	interests	(Johnson	et	al.,	2015).	These	studies	reflect	the	

complexity	and	uncertainty	inherent	in	the	care	of	patients	with	cancer,	where	difficult	

conversations	around	prognosis	must	occur,	and	where	benefits	are	not	always	clear,	requiring	

a	balance	of	hope	and	honesty.	Ethical	issues	are	inherent	in	the	diverse	views	of	participants	

in	terms	of	what	is	appropriate	or	beneficial	in	a	particular	situation	as	well	as	in	the	

communication	and	inter-personal	processes	involved	in	addressing	the	views	and	concerns.	

The	research	group	out	of	the	University	of	California	at	Los	Angeles	(UCLA),	headed	by	

Dr.	C.	Pavlish,	has	published	a	series	of	articles	arising	from	two	studies	of	ethical	conflict	in	
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nursing.	One	series	of	publications	utilized	a	sample	of	participants	from	an	annual	ethics	

conference	(N	=	91)	that	included	numerous	professional	positions	and	practice	settings;	one	

publication	indicated	the	presence	of	oncology	nurses	without	specifying	the	number	(Pavlish	

et	al.,	2011a;	Pavlish	et	al.,	2011b).	The	first	publication	from	this	study	reported	early	

indicators	of	ethical	conflict	to	include	nurse	reports	of	conflict	or	poor	communication	within	

the	team	or	with	the	family,	the	presence	of	patient	suffering,	the	presence	of	nurse	distress	

and	when	there	were	perceived	ethics	violations	or	unrealistic	expectations;	situational	risk	

factors	included	personal,	health	care	provider,	system	and	multi-level	factors	(Pavlish	et	al.,	

2011a).	Nurses’	priorities	in	ethical	incidents	included	a	focus	on	quality	of	life,	autonomy,	care	

provision,	honesty,	addressing	expectations	and	system	failures;	nurses’	“voice”	and	ethics-

specific	actions	were	variably	expressed	(Pavlish	et	al.,	2011b).		An	ethnographic	study	of	

oncology	nurses	(n	=	30)	and	key	informants	(n	=	12)	reported	factors	that	fostered	ethical	

conflicts,	challenges	and	responses	to	challenges	in	providing	care	to	cancer	patients,	and	a	

culture	of	silence	around	ethical	concerns	that	ran	counter	to	the	characteristics	participants	

identified	as	essential	to	moral	community	(Pavlish	et	al.,	2012;	Pavlish	et	al.,	2014;	Pavlish	et	

al.,	2015a)	

Limitations	

The	body	of	literature	on	MD	in	oncology	nursing	is	small	but	growing	with	several	

recent	publications.	Three	of	the	studies	found	in	the	initial	review	were	excluded	from	the	

literature	review	because	of	quality	concerns,	however,	the	remaining	studies	appear	to	be	

well-designed.	Fourteen	of	the	studies	were	published	since	2010,	but	many	of	those	before	

2010	are	quite	dated,	including	the	lone	Canadian	study.	Only	nine	studies	focused	solely	on	

oncology	nurses,	so	data	from	mixed	specialties	or	with	multiple	disciplines	was	also	included.	
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However,	the	proportion	of	oncology	nurses	in	some	of	the	mixed	studies	was	small,	limiting	

the	ability	to	conclude	that	total	sample	results	were	equally	relevant	to	the	oncology	subset	of	

the	sample.	While	most	of	the	studies	were	American,	some	were	from	countries	where	the	

findings	suggested	such	significant	contextual	variation	from	the	North	American	health	care	

environment	that	the	findings	may	not	be	transferrable.	Thirty-one	percent	of	the	studies	

reviewed	were	in	pediatric	oncology,	where	treatment	decision-making	for	a	minor	adds	a	

unique	dimension	to	the	ethical	considerations.	Consequently,	these	findings	may	not	be	

relevant	in	the	adult	oncology	setting	that	is	the	focus	of	this	study.	In	addition	to	the	small	

body	of	literature	in	oncology	nursing,	the	limitations	of	the	literature	require	caution	when	

considering	the	transferability	of	the	findings	to	the	study	population	for	this	project.	

Summary	of	Moral	Distress	in	Oncology	Nursing	

The	limited	available	research	suggests	that	MD	is	a	frequent	and	significant	concern	for	

nurses	who	care	for	patients	with	cancer,	but	results	are	variable,	as	they	are	in	other	

populations.	Sources	of	MD	have	some	overlap	with	those	in	other	populations,	with	some	

unique	important	contextual	features,	particularly	in	pediatric	oncology.	Other	studies	of	

ethical	concerns	in	oncology	support	the	importance	of	considering	these	unique	contextual	

factors	in	oncology.	The	small	body	of	evidence	on	MD	in	oncology	nursing	limits	the	ability	to	

draw	strong	conclusions	or	design	interventions	that	might	reduce	MD	or	promote	resolution	

when	it	occurs.	This	is	an	important	gap	in	the	literature,	as	it	is	unclear	how	the	unique	

contextual	realities	in	oncology	affect	the	development	of	MD	and	the	extent	to	which	research	

from	other	settings	is	transferable.	Further	research	is	needed	to	understand	oncology	nurses’	

experience	of	MD,	particularly	in	a	Canadian	setting,	with	the	ultimate	goal	of	identifying	and	

testing	potential	interventions	to	minimize	MD	or	promote	resolution	when	it	occurs.	
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This	study	contributes	to	filling	some	of	the	identified	gaps	in	the	literature	by	extending	

our	knowledge	of	oncology	nurses’	experiences	of	MD.	In	addition	to	being	one	of	few	studies	

focused	on	oncology	nurses,	it	is	also	the	first	Canadian	study	focused	specifically	on	MD	in	

oncology	nursing,	and	the	first	to	seek	oncology	nurses’	perspectives	on	factors	that	may	

mitigate	MD	or	promote	resolution	of	morally	distressing	situations	when	they	occur.		Giving	

voice	to	the	experiences	of	oncology	nurses	in	Canada	illuminates	the	potential	impact	of	

contextual	factors	in	oncology	on	the	development	of	MD.	While	the	goal	of	this	study	is	not	to	

design	interventions	for	MD,	it	is	necessary	to	better	understand	MD	in	the	oncology-nursing	

context	in	order	to	design	testable	interventions.	Obtaining	firsthand	recommendations	for	

practice	change	from	those	who	are	experiencing	MD	is	an	important	aspect	of	enhancing	our	

understanding	of	oncology	nurses’	perspectives	on	MD.	Understanding	oncology	nurses’	

experiences	of	MD,	their	perceptions	of	the	factors	that	lead	to	that	distress,	their	responses	to	

situations	of	MD	and	their	perspectives	about	possible	solutions	could	reveal	opportunities	to	

intervene	to	potentially	disrupt	mechanisms	that	lead	to	MD	or	better	respond	when	it	occurs.	

Critiques	in	and	of	the	Literature	on	Moral	Distress	

As	indicated	when	describing	the	literature	search	strategy,	the	volume	of	publications	

on	MD	has	increased	with	each	subsequent	decade	after	Jameton’s	original	definition.	

Numerous	publications	have	critiqued	both	the	nature	and	definition	of	the	phenomenon	and	

the	literature	that	purports	to	study	the	phenomenon.	Some	of	the	main	critiques	in	the	

literature	are	reviewed	here,	along	with	critiques	of	the	literature	on	MD.		

Conceptual	Ambiguity		

The	conceptual	ambiguity	of	the	phenomenon	of	MD,	its	components	and	antecedents,	

and	the	lack	of	consensus	and	consistency	in	definitions	and	terms	that	are	used	have	all	been	
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widely	critiqued	(Austin,	2012;	Fourie,	2015;	Hamric,	2012;	Johnstone	&	Hutchinson,	2015;	

Kälvemark	et	al.,	2004;	McCarthy	&	Deady,	2008;	McCarthy	&	Gastmans,	2015;	Pauly	et	al.,	

2012;	Varcoe	et	al.,	2012b).	Johnstone	and	Hutchinson	state,	“the	notion	itself	is	conceptually	

flawed	and	suffers	from	both	theoretical	and	practical	difficulties,”	and	advocate	abandonment	

in	favour	of	more	productive	lines	of	inquiry	in	nursing	ethics	(p.	5).	Lützén	and	Kvist	(2012)	

comment	that	“Jameton’s	definition	was	originally	a	hypothesis	and	for	nearly	two	decades	it	

was	used	as	the	theoretical	basis	for	studies	of	MD,”	critiquing	the	focus	on	the	“psychological	

reactions	to	external	constraints	rather	than	highlighting	the	moral	dimensions	of	a	relational	

art”	(p.	12).	Hanna	(2004)	notes	psychological	and	physiologic	manifestations	figure	more	

prominently	in	nurses’	narratives	relative	to	ethically	distressing	situations,	rather	than	failure	

to	rise	to	moral	standards	or	combat	external	constraints	and	suggests	that	discordance	

between	Jameton’s	definition	and	findings	in	the	literature	are	a	reflection	of	definitional	

inadequacy.	Johnstone	and	Hutchinson	view	the	psychological	responses	defined	as	part	of	MD	

as	indistinguishable	from	other	distress	and	question	whether	MD	actually	exists	or	is	an	

artifact	of	studies	that	attempt	to	measure	a	theoretically	proposed	phenomenon,	the	existence	

of	which	is	presupposed.			

Jameton’s	(1984)	original	work	does	not	present	MD	as	a	hypothesis,	as	Lützén	and	

Kvist	(2012)	state,	but	as	a	definition	of	a	phenomenon	he	observed	in	nurses	in	the	course	of	

his	work	as	a	bioethics	consultant.	The	inherent	subjectivity	of	defining	something	he	observed	

may	not	fit	with	some	philosophical	or	epistemological	stances,	however,	from	the	perspective	

of	interpretive	description,	subjective	experience	and	voice	are	viewed	as	valued	and	valid	

aspects	of	scientific	inquiry,	including	creating	a	definition	for	something	no	one	else	has	

previously	named.	To	some	extent,	Johnstone	and	Hutchinson’s	(2015)	description	of	MD	as	a	
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theoretically	proposed	phenomenon	is	more	apt.	However,	the	existence	of	the	phenomenon	is	

not	presupposed	as	they	assert,	rather	it	was	observed	by	Jameton	and	has	been	affirmed	by	

many	practicing	nurses	since	his	initial	observation.		Human	interactions	in	complex,	power-

infused	organizational	hierarchies	are	conflict-prone.	When	the	organizational	work	is	focused	

on	caring	for	individuals’	lives	and	health,	where	clinical	decisions	and	ethical	judgement	are	

routine,	value-laden,	and	personally	and	legally	consequential,	ethically	related	conflict	would	

be	expected.	Given	the	complexity	and	tragedy	of	some	clinical	situations,	that	ethically	related	

conflict	would	reasonably	be	expected	to	be	morally	distressing.	Assertions	that	MD	is	

artefactual	secondary	to	it	being	defined	into	existence	are	illogical,	ignore	these	basic	realities	

of	human	interactions,	and	are	incongruent	with	the	realities	of	current	clinical	health	care	

practice.	This	defies	credulity	and	even	a	rudimentary	understanding	of	the	complex	nature	of	

health	and	human	interactions.	

Jameton’s	definition	is	foundational	to	many	quantitative	measures	that	have	been	

designed	to	measure	MD,	however,	the	psychometric	properties	of	instruments	to	measure	MD	

have	been	confirmed	in	diverse	populations,	settings,	and	countries,	such	as	community	

pharmacists	in	the	United	Kingdom	(Astbury	&	Gallagher,	2017),	American	medical	and	

surgical	nurses	(Corley	et	al.,	2005),	clinical	nurses	in	Israel	(Eizenberg	et	al.,	2009),	American	

registered	nurses	and	physicians	in	intensive	care	(Hamric	et	al.,	2012),	German	acute	care	

nurses	(Kleinknecht-Dolf	et	al.,	2015)	and	Japanese	psychiatric	nurses	(Ohnishi	et	al.,	2010),	

which	also	argues	against	artifact	in	measurement.	The	ethical	aspects	of	health	care	are	

complex	and	nuanced,	so	it	may	be	that	simplistic	views	of	a	complex,	multi-dimensional	

phenomenon	and	a	linear	view	of	causality	are	more	important	problems	underpinning	the	

apparent	definitional	ambiguity	and	conflict	than	the	validity	of	the	phenomenon.	Certainly,	for	
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all	the	philosophical	arguments	that	dispute	the	value	of	MD	as	a	phenomenon,	the	increasing	

volume	of	publications	since	1984	suggests	that	it	resonated,	first	with	nurses	and	more	

recently	with	an	ever-increasing	number	of	other	health	care	professionals	who	also	report	

experiencing	MD.	If	the	phenomenon	is	inherently	problematic	as	currently	understood	and	

defined,	it	is	incumbent	upon	those	who	argue	against	its	value	to	provide	plausible	arguments	

for	the	way	it	resonates	with	clinicians	of	all	disciplines.	Paley	(2004)	critiques	a	study	of	nurse	

MD	as	“an	invitation	for	nurses	to	attend	focus	groups	and	whinge”	(p.	364)	based	on	a	meta-

narrative	of	victimhood	and	suffering,	a	response	consistent	with	the	gendered	constructions	

of	nurses	as	emotional	and	lacking	credibility	identified	in	the	Winnipeg	pediatric	cardiac	

surgery	inquest	(Ceci,	2004).	It	would	be	interesting	to	know	if	Paley’s	view	would	extend	to	

similar	reports	of	MD	in	occupational	therapists,	pharmacists,	physicians,	psychologists,	

podiatrists,	respiratory	therapists,	and	social	workers	(Allen	et	al.,	2013;	Astbury	&	Gallagher,	

2017;	Austin	et	al.,	2005b;	Bruce	et	al.,	2015;	Hamric	et	al.,	2012;	Houston	et	al.,	2013;	

Kälvemark	Sporrong	et	al.,	2006;	Losa	Iglesias	et	al.,	2012;	Penny	et	al.	2014;	Schwenzer	&	

Wang,	2006;	Whitehead	et	al.,	2015).	While	is	it	reasonable	to	argue	that	MD	was	defined	into	

existence,	the	objections	of	philosophers	are	not	a	sufficient	basis	to	define	it	out	of	existence	

as	this	would	be	contrary	to	the	large	volume	of	reported	firsthand	experiences	in	a	wide	range	

of	disciplines,	including	those	experienced	observed	by	Jameton	(1993).	

Linear	Causality	–	“Root	Causes”	

A	root	cause	is	defined	as	“the	basic	cause	of	something”	(Root	cause,	2017c);	“the	

fundamental	reason	for	the	cause	of	a	problem”	(Root	cause,	2017b,	paragraph	1);	an	“agent,	

failure,	or	fault,	from	which	a	chain	of	effects	or	failures	originates”	(Root	cause,	2017a,	

paragraph	1);	or	the	point	at	which	intervention	would	reasonably	be	expected	to	produce	an	
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alternative	outcome.	Both	the	term	itself	and	the	common	understanding	of	the	term	imply	

simple,	linear	causation	(Peerally	et	al.,	2017).	Apart	from	the	fact	that	there	is	no	MD	research	

that	would	support	causal	claims,	nor	would	it	be	ethical	to	do	such	studies,	the	approach	to	

research	on	MD	that	employs	a	linear	view	of	causality	has	been	critiqued.	Hanna	(2004)	states	

that	the	simple	causality	of	antecedent	events	leading	to	MD	in	Jameton’s	original	definition	

“led	several	investigators	to	the	plausible	conclusion	that...	MD	could	be	prevented	by	simply	

controlling	or	eliminating	the	antecedent	events”	(p.	76).	A	thorough	reading	of	the	Jameton’s	

(1984)	text,	in	which	the	definition	appears,	reveals	that	he	does	reference	the	complex	

hierarchical	and	relational	milieu	in	which	nurses	experience	MD.		Wilkinson	(1987/1988)	also	

recognized	that	MD	causation	was	the	product	of	some	level	of	interaction	between	the	clinical	

circumstances	and	the	nurse’s	beliefs	and	values.	“MD	does	not	automatically	occur	just	

because	a	certain	type	of	case	occurs.	It	requires	the	nurse’s	belief	system	plus	the	case”	

(Wilkinson,	1987/1988,	p.	21).	Nevertheless,	there	is	a	perception	of	simplicity	and	linear	

causation	in	Jameton’s	(1984)	definition,	as	expressed	by	Hanna	(2004),	and	indeed,	the	search	

for	“root	causes”	that	result	in	MD	and	are	targets	for	intervention	is	a	prominent	theme	in	the	

literature	(Allen	et	al.,	2013;	Dyo	et	al.,	2016;	Hamric	et	al.,	2012;	Trautmann	et	al.,	2015;	

Whitehead	et	al.,	2015).	However,	outside	health	care,	there	is	the	growing	recognition	that	

systemic	complexity,	including	emergent	properties	arising	from	the	interaction	between	

system	features	more	so	than	any	individual	system	feature,	is	the	root	cause	of	undesirable	

outcomes	and	efforts	to	change	outcomes	must	adopt	a	more	complex	view	of	both	causation	

and	intervention	(Carayon	et	al.,	2015;	Leveson,	2008;	Leveson,	2011;	Leveson,	2017;	Trbovich	

&	Shojania,	2017).		
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Most	of	the	purported	“root	causes”	that	have	been	identified	would	not	fit	with	the	

definitions	of	the	term;	they	do	not	represent	origin	points	that	inevitably	lead	to	MD,	as	

evidenced	by	the	heterogeneity	in	the	frequency	and	intensity	of	MD	in	many	studies,	and	few	

are	realistic	targets	for	intervention	to	produce	an	alternative	chain	of	events	(Hamric	et	al.,	

2012).	If	a	purported	“root	cause”	really	were	an	origin	point	for	MD,	one	would	expect	more	

homogeneity	among	participants	from	a	particular	unit	in	their	experience	of	MD	than	is	

evident	in	the	literature	(e.g.,	Bruce	et	al.,	2015).	Other	root	causes	are	problematic	as	origin	

points	due	to	their	contested	or	subjective	nature.	For	example,	while	“provision	of	futile	care”	

and	“working	with	incompetent	colleagues”	are	described	as	root	causes	of	MD,	this	

characterization	is	problematic,	particularly	if	averting	MD	is	dependent	upon	the	elimination	

of	these	sorts	of	factors.		

The	definition	of	futility	is	contested	and	may	be	used	to	describe	situations	where	

HCPs	perceive	the	care	recipient’s	quality	of	life	to	be	low	and	improvement	in	wellbeing	or	

likelihood	of	survival	to	hospital	discharge	to	be	unlikely,	or	where	they	believe	that	patient	or	

family	goals	are	not	plausibly	achievable	based	on	available	clinical	evidence	(Bahramnezhad	

et	al.,	2014;	Janzen	&	Perry,	2015;	Kite	&	Wilkinson,	2002;	Meltzer	&	Huckabay,	2004;	Neville	

et	al.,	2015).		However,	achieving	consensus	on	what	constitutes	“futility”	is	hampered	by	

diverse	perspectives	on	the	meaning	of	the	term,	not	to	mention	the	difficulty	in	

prognostication	and	assigning	“futility”	to	a	particular	patient	situation	(Glare	et	al.,	2003;	

Gwilliam	et	al.,	2013;	Harlos,	n.d.;	Kao	et	al.,	2011;	Kiely	et	al.,	2013;	Palda	et	al.,	2005).	

Therefore,	the	meaning	of	findings	reporting	that	futile	care	is	being	provided	and	is	a	“root	

cause”	of	MD	is	clouded	by	the	contested	nature	of	the	term	and	the	challenging	application	to	

a	clinical	situation.	
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The	concerns	regarding	“competence	of	colleagues”	are	similarly	difficult	to	deconstruct	

in	both	the	use	of	the	term	and	how	this	is	assessed	before	this	attribution	is	assigned,	as	well	

as	the	extent	to	which	there	are	no	deeper	causes	that	would	explain	incompetent	practice,	

thus	rendering	it	the	root	cause.	The	potential	ambiguity	of	the	term	and	complexity	in	the	

context	that	affects	perceptions	of	competence	was	discussed	in	a	prior	section	of	the	literature	

review.	The	difficulty	in	understanding	the	meaning	and	intent	behind	the	“competence”	items	

refutes	notions	of	linear	causation	because	the	previously	described	complexity	suggests	

“roots”	that	are	much	deeper	and	more	intertwined	than	allowed	for	when	invoking	“root	

cause”	terminology.	

	 Finally,	most	interventions	that	attempt	to	decrease	MD	have	had,	at	best,	modest	

results,	while	some	have	even	demonstrated	increased	MD	post-intervention	(Leggett	et	al.,	

2015;	Musto	&	Rodney,	2016).	If	the	identified	“root	causes”	were	viable	targets	for	

intervention,	one	would	expect	interventions	targeted	at	these	roots	to	be	evident	in	the	

literature	with	some	demonstration	of	efficacy.	Bruce	et	al.	(2015)	suggest	that	a	“focus	on	

isolated	clinical	or	interpersonal	triggers	as	root	causes	for	MD”	reflects	a	narrow	

conceptualization	that	overlooks	the	interaction	between	individuals	and	the	team	context	in	

the	genesis	of	MD	(p.		824).	From	a	CR	perspective,	it	is	much	more	plausible	that	linear	views	

of	MD	causality	are	flawed.	Rather,	most	of	the	purported	“root	causes”	of	MD	would	be	more	

appropriately	described	as	proximal	causes	or	contributing	factors,	and	the	actual	“roots”	are	

more	plausibly	the	complex	organizational,	hierarchical,	androcentric,	power	dynamics	

previously	described,	and	the	generative	mechanisms	at	work	within	this	matrix.	
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Interaction	of	Structure	and	Agency	

The	relative	contribution	to	and	interaction	of	moral	agency	and	organizational	

structures	to	MD	is	another	area	of	debate	(Beavis,	2013;	Hardingham,	2004;	Johnstone	&	

Hutchinson,	2015;	McCarthy	&	Gastmans,	2015;	Varcoe	et	al.,	2003).	“There	is	a	conceptual	

tension	within	understandings	of	MD	regarding	the	extent	to	which	MD	and	its	causes	are	

located	within	the	individual	or	within	contexts	of	practice”	(Varcoe	et	al.,	2012b,	p.	54).	The	

Canadian	Nurses	Association	(CNA)	Code	of	Ethics	(2008)	employs	a	modification	of	Jameton’s	

(1983)	definition	of	MD	that	acknowledges	the	role	of	both	individual	and	structural	factors.		

Some	studies	have	found	a	link	between	organizational	factors	and	the	development	of	MD	(de	

Veer	et	al.,	2013).	

The	sociologist	Chambliss	(1996),	in	his	book	on	the	social	organization	of	ethics	in	

hospitals	and	nursing,	makes	strong	assertions	about	the	culpability	of	organizational	

structures	and	the	social	conflict	this	engenders	as	significant	to	the	development	of	ethical	

distress	in	nursing.	“Remove	a	nurse	with	an	ethical	problem	from	the	hospital,	replace	her,	

and	her	replacement	will	encounter	the	same	problem.	The	problem	is	not	of	the	person	but	of	

the	system”	(Chambliss,	1996,	p.	91).	And	further:	

The	ethical	problems	of	nursing,	then,	are	neither	random	occurrences	nor	are	they	

individual	dilemmas	of	particular	nurses.	They	are,	rather,	structurally	created	and	

occur	in	bulk.	They	arise	when	the	goals	of	two	professions	clash,	or	when	occupational	

groups	have	different	motives,	or	when	‘the	system’	–	probably	at	some	point	definable	

as	a	field	of	interest	groups	–	thwarts	the	efforts	of	certain	people	to	do	what	they	see	as	

their	jobs.	(Chambliss,	1996,	pp.	116-117)	

	 A	similar	view	is	advanced	by	Ulrich	et	al.	(2010):	
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Recurrent	situations	of	MD	indicate	underlying	systemic	problems	of	poor	

communication,	inadequate	collaboration,	and	perceived	powerlessness	that	must	be	

addressed	if	we	are	to	minimize	this	phenomenon	in	clinical	settings.	Reducing	MD	calls	

for	identifying	efficient	and	effective	mechanisms	to	support	health	care	providers	who	

have	limited	time	to	focus	on	ethical	issues	but	know	that	the	intensity	of	these	events	

lingers	well	beyond	the	occurrence.	(p.	21)	

Nurses	spend	time	and	energy	negotiating	clinical	care	with	physicians	on	a	routine	

basis;	addressing	ethical	concerns	is	perceived	as	risky	(Chambliss,	1996;	McGibbon	et	al.,	

2010;	Pavlish	et	al.,	2013).	Enacting	one’s	moral	agency	may	“arise	more	from	one’s	privileged	

social	status	in	the	hierarchy	than…	one’s	ability	to	reason	logically	or	to	refer	to	moral	

principles”	(Brown	&	Gillespie,	1997,	p.	111).		Chambliss	(1996)	suggests	that	many	ethical	

problems	are	“symptoms	of	occupational	group	conflicts	in	the	hospital,	in	which	moral	

arguments	are	weapons	in	a	fight,	usually	decided	in	favour	of	the	greater	power”	(p.	93).	This	

does	not	imply	that	attempting	to	push	against	privileging	structures	and	hierarchies	should	

not	be	attempted,	however,	the	role	of	privilege	and	power	must	be	acknowledged	when	

considering	the	dialectical	interplay	between	structure	and	agency.	Peter	and	Liaschenko	

(2004)	state,	“the	phenomenon	of	MD	presumes	a	situated	agency,	an	agency	that	is	not	

entirely	free,	nor	entirely	encumbered”	(p.	221).	

The	way	this	interaction	has	been	studied	is	critiqued	as	a	subjectivist	and	naïve	

acceptance	of	the	veracity	of	nurses’	assertions	of	the	“right	thing	to	do,”	without	challenging	

this	moral	high	ground,	when	those	perceptions	may	be	reflective	of	egocentric	anchoring	in	

one’s	own	perspective	and	insufficient	perspective-taking	of	other	positions	(Gilovich	et	al.,	

2000;	Johnstone	&	Hutchinson,	2015;	Paley,	2004;	van	Schaik,	2015).	Newton	et	al.	(2012),	in	
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responding	to	these	concerns,	note	that	the	intent	of	their	discussion	of	nurses’	suffering	in	

relation	to	MD	is	not	to	fix	blame	or	assert	a	moral	high	ground,	rather	to	highlight	the	

consistent	thread	of	“silencing	of	nurses’	voices”	when	they	raised	ethical	concerns,	and	the	

potential	safety	implications	when	this	occurs	(p.	100).		Peter	and	Liaschenko	(2004)	agree	

that	moral	superiority	is	not	at	issue,	“rather,	the	spatiotemporal	organization	of	nursing	work	

demands	sustained	proximity	and	consequently	results	in	nurses	experiencing	the	burden	of	

moral	responsibility	acutely.	Nurses	may	desire	to	flee,	but	their	place	in	the	system,	both	

geographically	and	politically,	prevents	it”	(p.	222).	

The	Role	of	Moral	Courage	in	Agency	

Moral	courage	is	a	component	of	Corley’s	(2002)	theory	of	MD,	conceptualized	as	

preventing	MD	by	allowing	nurses	to	follow	through	on	their	moral	intentions	by	engaging	in	

actions	that	may	be	controversial	or	risky;	MD	results	when	nurses	lack	moral	courage	or	

moral	autonomy.	Nurses	should	certainly	be	morally	courageous	in	enacting	their	personal	

agency	while	fulfilling	their	professional	roles	(Hamric	et	al.,	2015;	Hutchinson	et	al.,	2015).	

Nurses	may,	at	times,	need	to	be	courageous	in	the	face	of	MD	in	order	to	challenge	the	status	

quo	by	enacting	their	moral	agency	(McCue,	2011).	However,	invoking	the	need	for	courage	in	

some	settings	may	be	“an	unfortunate	endorsement	of	an	oppressive	status	quo	that	can	divert	

attention	from	the	real	problems”	(Hamric	et	al.,	2015,	p.	33).	Emphasizing	moral	courage	

problematizes	the	individual	experiencing	MD	and	de-emphasizes	the	context	in	which	this	

occurs.	While	a	lack	of	moral	courage	may	be	an	internal	constraint	that	limits	resistance	to	

external	constraints,	this	may	arise	from	a	considered	evaluation	of	the	actual	risks	of	speaking	

out	in	certain	environments	(Austin,	2016).	Individuals	who	speak	about	sources	of	MD	in	an	

oppressive	environment	may	be	perceived	as	weak,	problematic	and	disconnected	from	the	
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team	or	experience	demeaning	verbal	hostility	and	reprisals	(Austin,	2016;	Varcoe	et	al.,	

2012a).	The	efficacy	of	an	individual	act	of	conscience	in	such	an	environment	must	also	be	

considered,	along	with	the	likelihood	that	others	would	endorse	this	action	or	join	in	collective	

action	(Brown	&	Gillespie,	1997).	An	unpublished	dissertation	found	that	oncology	nurses	

displayed	moral	courage	in	many	aspects	of	patient	care,	but	those	with	current	intent	to	leave	

their	position	due	to	organizational	factors	also	had	higher	MD	scores	and	lower	moral	courage	

scores	(Melhado,	2016).	At	the	same	time,	“valorizing	courage	that	is	required	only	because	of	

unethical	institutional	structures	risks	promoting	a	diminished	level	of	patient	care,”	while	

over-emphasizing	the	need	for	courage	in	daily	practice	“implies	that	conditions	of	fear,	

danger,	or	risk	are	omnipresent	and	that	a	provider	cannot	be	ethical	without	courage”	

(Hamric	et	al.,	2015,	p.	39).	Oppressive	environments	should	not	be	normalized.	The	silencing	

of	nurses’	voices	when	ethical	concerns	are	raised,	the	role	of	organizational	factors	as	

contributors	to	MD,	and	the	importance	of	structural	empowerment	to	remove	impediments	to	

moral	decision-making	and	moral	action	must	be	accounted	for	when	invoking	the	need	for	

moral	courage	by	individual	nurses	(LaSala	&	Bjarnason,	2010;	Kälvemark	et	al.,	2004;	Newton	

et	al.,	2012).	A	discussion	of	moral	courage	in	relation	to	MD	must	sensitively	account	for	the	

risks	of	speaking	up	in	some	environments,	and	“courage	should	be	celebrated.	But	demanding	

individual	courage	is	no	substitute	for	institutional	justice”	(Hamric	et	al.,	2015,	p.	39).	

Nurse	leader	moral	courage	has	also	been	advocated	and	linked	with	the	need	to	

promote	morally	habitable	work	environments	(Hutchinson	et	al.,	2015;	Storch	et	al.,	2002).	In	

a	proposed	model	of	leader	moral	courage,	individual	characteristics	and	capabilities	are	

prominent,	along	with	the	significance	of	the	social	context	in	promoting	and	sustaining	

morally	courageous	actions	(Hutchinson	et	al.,	2015).	An	intervention	to	promote	nurse	leader	
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moral	courage	demonstrated	mixed	results	(Edmonson,	2015).		While	nurse	leaders	may	be	

perceived	as	bearing	greater	responsibility	for	the	context	in	which	MD	occurs,	individual	

leaders	may	not	be	more	effective	at	structural	change	than	individual	nurses.	

Excessive	workload	and	resource	allocation	concerns	are	implicated	not	just	in	the	

development	of	MD,	but	in	intent	to	leave	and	actually	leaving	a	unit,	which	may	further	

exacerbate	workload	issues	(Newton	et	al.,	2012;	Varcoe	et	al.,	2012a).	Nurse	leaders	are	called	

upon	to	“clearly	identify	morally	worthy	goals,	examine	unit	cultures,	identify	causes	of	MD	

among	nurses,	provide	support	for	collaborative	decision	making,	create	mechanisms	to	

address	abuses,	and	support	nurses	and	other	providers	who	experience	distress…(and)	

advocate	for	an	ethical	corporate	culture”	(Nathaniel,	2006,	p.	436).	Staff	nurses	feel	this	does	

not	occur	frequently	enough	or	sufficiently	to	avoid	deleterious	impacts	to	their	practice	

environments,	resulting	in	the	perception	that	the	nursing	leaders	are	complicit	in	promoting	

MD	through	unjust	environments	(Storch	et	al.,	2002).		

While	nurse	leaders	are	responsible	for	decisions	that	affect	staffing,	they	face	

additional	complexity	in	the	multiple	constituencies	to	whom	they	are	accountable	(e.g.,	

nurses,	patients,	senior	administration,	physician	leaders	at	a	similar	level	on	the	

organizational	charts).	Rarely	are	nursing	leaders	solely	responsible	for	resource	allocation,	

they	are	more	likely	to	be	implementing	budget	priorities	that	are	received	from	senior	

leadership.	What	nurse	leaders	can	and	should	be	prepared	to	do	is	speak	to	the	impact	of	

budget	priorities	on	patient	and	nurse	outcomes	(including	increased	costs	from	turnover)	

when	resource	allocation	is	not	sufficient	for	the	demands	of	the	context	(Edmonson,	2010).	

This	is	a	delicate	exercise	as	excess	pushback	against	systemic	issues	may	be	perceived	as	risky	
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and	may	make	the	nurse	leader	vulnerable	to	termination	or	other	negative	consequences	that	

impact	their	ability	to	effect	change	in	the	future	(Pavlish	et	al.,	2015b;	Storch	et	al.,	2002).		

Moral	courage	in	enacting	individual	agency	to	prevent	individual	distress	or,	in	the	

case	of	nurse	leaders,	to	effect	structural	change,	may	sound	superficially	appealing	and	a	

noble	response	to	organizational	constraints.	However,	an	over-emphasis	on	agency	may	lead	

to	a	de-emphasis	on	the	dysfunction	and	oppression	present	in	some	environments	and	may	

even	normalize	untenable	situations.	“If	health	care	professionals	are	routinely	required	to	

exhibit	courage	to	survive	their	practice	in	an	institution,	this	should	be	a	source	of	concern,	

not	celebration”	(Hamric	et	al.,	2015,	p.	39).	

Evaluative	Error:	“Unjustified	Moral	Distress”	

Hamric	(2000)	states	that	nurses	may	also	experience	unjustified	MD	due	to	

misunderstanding	a	situation.	Walsh	(2010)	questions	whether	nurses’	experience	of	MD	is	an	

accurate	and	valid	representation	of	a	moral	wrong	being	inflicted	on	patients,	and	raises	the	

potential	for	misidentification	of	harm,	inaccurate	perceptions	of	wrong-doing	(“erroneous	

guilt”)	or	conflation	of	moral	judgments	with	emotional	reactions	to	distressing	situations	(p.	

748).	Weber	(2016)	discusses	two	potential	types	of	evaluative	error	that	could	lead	to	a	

mistaken	judgment	that	results	in	MD:	error	in	determining	the	moral	requirements	of	a	given	

situation,	and	error	in	evaluating	potential	responses	and	a	misconstrual	of	constraints.	The	

MD	experienced	by	nurses	who	are	engaging	in	these	evaluative	errors	or	misidentification	of	

harm	is	still	real,	however,	the	approach	to	addressing	these	situations	would	be	different	

(Weber,	2016).	On	the	other	end	of	the	spectrum	are	nurses	with	insufficient	self-reflection	to	

identify	moral	harm	or	experience	MD	(Musto	&	Rodney,	2016).	In	the	context	of	research,	the	
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question	of	the	potential	for	participants	to	report	experiences	of	MD	based	on	erroneous	

beliefs	or	situational	assessments	has	not	been	addressed	(Walsh,	2010).	

	In	their	classic	work,	Folkman	et	al.	(1986)	report	that	heterogeneity	in	responses	to	

events	is	at	least	partially	attributable	to	individual	cognitive	appraisals	regarding	the	stressful	

aspects	of	a	situation	and	options	for	managing	the	stress.	A	study	of	work	teams	at	a	state	

scientific	agency	suggested	that	variability	and	asymmetry	in	accuracy	of	conflict	perceptions	

within	the	work	team	was	related	to	individual,	interpersonal	and	structural	factors,	including	

the	individual’s	social	position	within	informal	workplace	networks	and	their	beliefs	about	

conflict	(Avgar	&	Neuman,	2015).	Gilovich	et	al.	(2000)	reported	on	a	series	of	five	studies	that	

support	the	notion	of	the	“spotlight	effect”	–	an	over-estimation	or	egocentric	bias	towards	the	

significance	and	prominence	of	one’s	own	actions	and	a	de-emphasis	on	the	actions	of	others.		

The	tendency	to	over-emphasize	one’s	own	perspective	in	research	of	social	processes	

in	teams	offers	some	interesting	insights	into	how	individual	and	structural	factors	can	

produce	heterogeneous	and	discordant	perceptions	of	shared	events.	Within	the	context	of	an	

interview-based,	qualitative	study,	variability	of	experience	is	sought,	and	discordant	

perspectives	may	be	informative,	even	if	others	in	a	similar	situation	would	disagree	with	a	

particular	account.	All	participant	accounts	of	their	experiences	should	be	interrogated	to	yield	

information	about	how	the	experience	is	situated	within	the	context,	including	the	

interpersonal	context.	While	it	is	likely	unreasonable	to	expect	to	detect	“evaluative	error”	in	

an	interview	where	collateral	information	is	unavailable,	in	seeking	to	understand	generative	

mechanisms,	it	would	be	important	to	consider	multiple	pathways	in	the	development	of	MD,	

including	those	that	are	atypical.	
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The	Role	of	Action	or	Inaction	

If	MD	is	consequential	to	nurses’	engaging	in	action	they	believe	to	be	inappropriate,	the	

nature	and	role	of	action	or	inaction	must	also	be	considered	and	defined.	Questions	that	have	

received	limited	attention	include	the	interaction	of	culpability	and	conscientious	objection,	

what	constitutes	action	or	inaction,	and	the	impact	of	ineffectual	action	on	MD	development.	

Conscientious	objection	in	health	care	is	supported	in	principle	by	regulatory	bodies,	

but	remains	ambiguous,	potentially	contentious,	and	limited	in	terms	of	situations	where	it	

may	be	reasonably	invoked	(Lamb	et	al.,	2017).	Infrequent	occurrences,	such	as	medical	

assistance	in	dying,	may	be	accommodated	by	provisions	allowing	for	conscientious	objection	

when	other	HCPs	are	available	to	offer	the	requested	care,	while	avoidance	of	involvement	in	

pregnancy	termination	may	be	achieved	by	choosing	employment	in	settings	where	this	is	not	

part	of	routine	care.	However,	care	must	be	taken	to	avoid	patient	abandonment,	and	this	may	

place	an	unfair	burden	on	those	who	are	willing	to	provide	such	care	or	affect	patient	access	to	

a	service	in	a	timely	manner	(Lachman,	2014;	Lamb	et	al.,	2017).	Objecting	to	the	provision	of	

“futile	care,”	often	cited	as	a	source	of	MD,	is	more	complex	in	that	there	is	a	broader	range	of	

treatments	that	may	be	perceived	as	futile,	along	with	diversity	of	opinion	regarding	what	

constitutes	futility	in	a	particular	circumstance,	as	previously	discussed.	While	the	ability	to	

object	to	participation	in	care	based	on	conscience	may	be	of	interest	to	nurses,	it	is	both	a	

reflection	of	and	a	new	potential	source	of	conflict	within	a	health	care	team,	given	that	

personal	beliefs	may	drive	ethical	perspectives	more	than	professional	values	(Catlin	et	al.,	

2008;	Davis	et	al.,	2012).		

Within	oncology,	if,	after	expressing	concern	to	an	oncologist	about	the	appropriateness	

of	administering	chemotherapy	to	a	patient,	the	nurse	is	directed	to	proceed,	there	is	no	
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further	recourse	other	than	to	request	an	ethics	consultation.	In	isolated	occurrences	this	

might	be	appropriate,	but	with	physicians	who	regularly	offer	multiple	lines	of	aggressive	

chemotherapy,	it	would	be	impractical	to	consult	ethics	on	every	patient.	Nurses	in	such	

situations	have	no	recourse	to	refuse	to	administer	the	chemotherapy;	there	is	no	right	to	

“conscientious	objection”	to	administering	particular	interventions	one	believes	to	be	

unjustified.	Additionally,	as	evidence	regarding	cancer	treatment	advances	rapidly,	nurses	may	

not	possess	sufficient	or	sufficiently	current	knowledge	of	the	evidence	to	justify	their	

positions;	the	physician	may	indeed	be	“correct”	in	ordering	a	treatment	the	nurse	feels	is	not	

warranted.	The	functioning	of	the	health	care	team	requires	that	there	be	a	final	decision	

regarding	the	direction	of	care,	which	today	most	often	involves	physicians	in	collaboration	

with	patients.	This	leads	Walsh	(2010)	to	question	nurses’	culpability	when	providing	care	

they	believe	to	be	unacceptable:	“Can	nurses	carry	out	this	‘wrong	doing,’	but	not	be	

responsible	for	the	consequences	of	their	actions”	(p.	746)?	Nurses	are	not	currently	

empowered	to	lead	health	care	teams	and	direct	care.	Consequently,	while	they	may	have	

moral	reservations	and	even	distress,	it	is	plausible	to	argue	that	this	is	misplaced	in	that	they	

are	not	responsible	for	the	treatment	plan	and,	thus,	not	culpable	in	the	administration	of	the	

plan.	Unfortunately,	while	this	may	be	a	logical	philosophical	conclusion,	it	does	not	resolve	a	

problematic	situation	for	the	nurse	who	is,	nonetheless,	experiencing	MD.	

	Musto	and	Rodney	(2016)	also	critique	the	role	of	nursing	action	in	the	MD	experience:	

The	role	of	action	remains	largely	unexamined,	leading	us	to	questions	such	as,	what	

constitutes	action	in	the	experience	of	moral	distress?	When	is	action	recognized	as	

action?	Can	inaction	be	considered	action	so	long	as	it	is	an	intentional	choice?	Can	
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action	both	ameliorate	or	intensify	the	experience	of	moral	distress	depending	on	the	

circumstances	of	the	situation?	(p.	77)	

This	is	related	to	agency	but	extends	beyond	the	debate	about	the	role	of	structure	and	

agency	in	the	genesis	of	MD	to	consider	the	kinds	of	actions	employed	in	enacting	one’s	agency	

or	pursuing	a	stance	of	non-action	as	an	exercise	of	agency.	If	short	staffing	is	an	issue,	how	

aggressively	and	how	frequently	must	one	address	this	with	management?	Is	action	required	

until	change	is	effected?	What	if	others	have	attempted	to	address	the	short	staffing	and	

received	a	clear	response	that	change	is	not	forthcoming?	Is	further	reporting	of	staffing	

concerns	“an	ineffectual	symbolic	gestures	of	conscience	that	changes	nothing”	(Brown	&	

Gillespie,	1997,	p.	112)?	Is	considered	inaction	(i.e.,	not	reporting	concern	about	staffing	issues	

again	on	the	grounds	that	management	is	aware	and	is	not	planning	to	change)	a	reasonable	

approach?	Does	this	ameliorate	or	prevent	MD?	What	if	there	is	a	negative	patient	outcome?	

These	questions	are	not	addressed	by	current	literature	on	MD	but	represent	some	of	the	

ongoing	aspects	of	the	concept	that	require	clarification.	

Most	definitions	also	lack	the	recognition	that	nurses	may	experience	MD	as	a	

consequence	of	ineffectual	actions,	as	opposed	to	inaction	(Newton	et	al.,	2012;	Varcoe	et	al.,	

2012a).	Although	described	under	the	category	of	conflict	in	communication,	data	excerpts	

reflect	active	suppression	of	nurses’	ethical	concerns	by	physicians	and	managers	(Pavlish	et	

al.,	2014).	More	significant	attempts	to	resolve	their	conflicts	within	care	teams	in	numerous	

ways	(e.g.,	emails,	letters,	incident	reports,	manager	reports,	refusing	to	follow	orders,	

speaking	with	physicians	directly)	were	met	with	avoidant	conflict	responses	and	nurses	were	

left	feeling	MD	for	having	failed	to	live	up	to	their	expectations	of	effecting	change	despite	

expending	considerable	effort	to	do	so	(Pavlish	et	al.,	2015a;	Newton	et	al.,	2012;	Varcoe	et	al.,	
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2012a).		This	is	similar	to	the	Winnipeg	pediatric	cardiac	surgery	nurses	or	the	charge	nurse	in	

the	Health	Sciences	Centre	emergency	department	in	the	Brian	Sinclair	Inquest	(Anonymous,	

2013;	Hardingham,	2004).		The	constraints	in	both	scenarios	were	real,	not	perceived,	barriers	

to	effective	outcomes.		Despite	nurses	attempting	to	enact	their	moral	agency	within	the	

organizational	structure	to	the	extent	of	experiencing	negative	workplace	consequences,	their	

actions	were	ineffectual	in	preventing	unnecessary	deaths.	The	sense	of	morally	failing	their	

patients	is	clearly	present	in	their	narratives	and	cited	as	an	example	of	the	impact	of	silencing	

nurses’	voices	(Anonymous,	2013;	Newton	et	al.,	2012;	Sibbald,	1997).	McCarthy	(2010)	

suggests	that	gendered	constructions	of	the	pediatric	cardiac	surgery	nurses	impeded	their	

moral	agency	by	delegitimizing	their	responses	as	emotional	rather	than	rational.	Ceci	(2004)	

concurs,	noting	that	despite	clear	evidence	of	ongoing	objective	documentation	of	their	

concerns,	the	response	was	mediated	by	gender	and	focused	on	the	emotional	response	that	

accompanied	their	objective	actions.	

Gender	as	such	or	as	predicated	through	the	discourse	of	emotions,	seems	to	exist	

unproblematically	in	the	logical	space	of	reasons…because	nurses	were,	in	this	

situation,	almost	constantly	construed	as	being	emotional,	as	(essentially)	(sic)	

emotional	beings,	not	being	taken	seriously	became,	I	would	argue,	part	of	the	meaning	

of	being	a	nurse.	(Ceci,	2004,	pp.	76-77)	

Questions	remain	regarding	nurses’	actions	or	inaction	when	faced	with	care	they	

believe	to	be	inappropriate.	The	notion	of	MD	due	to	ineffective	action	is	present	in	the	

minority	of	reports	and	represents	a	potentially	serious	omission,	as	inaction	based	on	actual	

or	perceived	constraint	is	a	substantially	different	occurrence	than	the	jarring	experience	that	

went	far	beyond	impeded	agency	or	disempowerment	to	outright	impotence	with	fatal	results,	
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as	a	consequence	of	gendered	constructions	of	credibility	(Anonymous,	2013;	Ceci,	2004;	

Sibbald,	1997).	This	has	been	described	as	“not	so	much	silent	as	silenced”	(Newton	et	al.,	

2012,	p.	90).		

Gaps	in	the	Literature	on	Moral	Distress	

Despite	an	increasing	body	of	research	on	MD,	questions	remain,	effective	interventions	

are	only	beginning	to	be	published,	and	this	may	be	attributable	to	some	of	the	prior	

approaches	to	the	study	of	the	topic,	namely	the	limitations	of	employing	quantifiable	

attributes	in	developing	interventions.	Further	research	is	required	to	answer	the	remaining	

questions	and	identify	the	most	effective	interventions	to	decrease	the	occurrence	of	MD	or	

respond	to	it	when	it	occurs.	Within	oncology	nursing,	the	very	small	body	of	literature	speaks	

to	an	important	gap	that	needs	to	be	filled,	given	the	unique	features	of	the	context	that	have	

been	previously	discussed.	

In	the	literature	on	MD,	approaches	that	seek	to	elicit	subjective	perceptions	of	

individuals	who	experience	MD	are	commonly	employed.	This	is	often	achieved	via	the	use	of	

established	survey	tools	that	measure	intensity,	severity,	and	sources	of	MD,	or	interviews	to	

obtain	descriptions	of	the	experience.	Whether	a	participant’s	perception	is	described	by	a	

numeric	representation	of	severity	or	intensity	or	by	words	that	explicate	the	nature	of	the	

experience,	the	data	reflect	a	first-person	subjective	perception	of	the	experience,	which	is	

important	given	the	inherently	subjective	nature	of	MD	(Vogt,	2008).		However,	when	

considering	the	best	approach	to	enhancing	understanding	of	MD	for	the	purpose	of	

developing	effective	interventions,	it	is	important	to	consider	the	nature	of	the	phenomenon	

and	the	type	of	data	that	will	best	illuminate	its	features	and	contours.	Nairn	(2012)	discusses	

how	data	regarding	frequency,	gender	distribution,	etc.	regarding	myocardial	infarction	(MI)	
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are	insufficient	for	designing	interventions	to	treat	and	prevent	MI;	understanding	the	

mechanisms	that	lead	to	MI	in	different	groups	or	individuals	is	necessary.		

Similarly,	it	is	this	writer’s	contention	that	the	frequency	and	intensity	of	MD	in	a	

sample,	though	interesting	and	oft	studied,	is	not	the	most	salient	in	evaluating	the	impact	of	

MD	on	health	care	professionals	and	patients	or	in	designing	interventions.	Quantitative	

measures	can	identify	but	cannot	explain	the	heterogeneity	in	the	frequency	and	severity	of	

MD	among	individuals	exposed	to	the	same	clinical	circumstances,	nor	do	they	offer	the	depth	

and	richness	of	understanding	a	complex	and	emotionally	charged	phenomenon	provided	in	

the	qualitative	studies.	A	significant	body	of	quantitative	work	has	offered	some	information	

regarding	variability	in	MD	between	groups	of	professionals,	populations	served	and	

organizational	settings,	however,	many	questions	remain	unanswered.	

The	established	links	between	MD	and	intent	to	leave	suggest	that	nurses	may	move	to	

a	different	position	as	a	way	of	coping	with	MD	(Dyo	et	al.,	2016;	Maningo-Salinas,	2010;	

Trautmann	et	al.,	2015).	The	potential	for	carrying	moral	residue	from	prior	positions	

complicates	the	interpretation	of	intensity	and	severity	scores	in	a	given	setting	as	it	is	unclear	

how	the	impact	of	moral	residue	from	prior	positions	impacts	current	self-reports	of	MD.	Even	

if	given	explicit	instructions	to	evaluate	MD	solely	related	to	the	current	position,	there	is	the	

potential	for	moral	residue	from	remote	experiences	in	prior	positions	to	colour	current	

clinical	experiences	and	shape	responses	subconsciously.	A	study	of	medical-surgical	nurse	MD	

presumes	the	current	employment	setting	to	be	the	etiology	of	the	distress.	What	of	the	nurses	

who	found	high	intensity	settings,	such	as	ICU,	to	be	intolerable	and	transferred	to	a	medical-

surgical	setting	hoping	for	a	reprieve	from	the	situations	that	caused	MD?	Quantitative	
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measures	have	thus	far	not	accounted	for	this	potential	confounding	and	do	not	allow	for	

deeper	interrogation	of	the	potential	influence	of	prior	experiences.	

It	is	also	not	clear	from	the	existing	literature	at	what	frequency	or	intensity	MD	

becomes	problematic	for	an	individual	or	group,	or	what	is	more	problematic	–	multiple	low-

level	exposures	or	one	severe	experience	with	MD.	Which	is	more	likely	to	be	career-ending	or	

result	in	persistent	moral	residue?	If	the	MDS-R	measures	“chronic”	MD,	as	proposed	by	Wocial	

et	al.	(2017),	is	more	accurate,	then	is	this	actually	a	measure	of	moral	residue?		

There	is	a	similar	lack	of	clarity	of	the	impact	or	significance	of	a	generally	low	intensity	

and	frequency	of	MD	in	a	sample,	when	a	sub-group	of	that	sample	has	sufficiently	high	levels	

of	distress	to	prompt	the	intent	to	leave	(Lazzarin	et	al.,	2012;	Sirilla,	2014).	How	are	

individuals	with	high	MD	impacted	by	and	impacting	their	colleagues	with	lower	MD	scores	

and	vice	versa?	Even	when	multiple	people	in	a	situation	experience	MD	simultaneously,	their	

experiences	are	unique,	and	MD	may	arise	from	different	aspects	of	the	situation	(Bruce	et	al.,	

2015;	Houston	et	al.,	2013;	Whitehead	et	al.,	2015).	Employing	a	critical	realist	view	of	complex	

causality,	it	is	also	not	possible	to	conclude	that	similarities	in	frequency	or	intensity	of	MD,	

between	individuals	or	groups,	result	from	common	causal	mechanisms	that	require	similar	

interventions.	It	is	plausible	that	one	cohort	of	individuals	with	low	moral	sensitivity	and	

another	cohort	with	high	moral	courage	in	a	supportive	environment	could	both	demonstrate	

low	frequency	and/or	intensity	of	MD	for	vastly	different	reasons.		

The	questions	regarding	the	meaning	of	reported	incompetence	in	self	and	colleagues	

were	discussed	in	a	prior	section.	What	is	absent	from	the	literature	is	an	examination	of	

actions	by	nurses	when	faced	with	colleague	incompetence,	or	personal	actions	when	feeling	

unqualified	to	care	for	patients.	There	were	no	reports	of	whistle-blowing	as	a	response	to	MD	
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from	perceived	incompetence	in	colleagues.	Is	this	something	that	nurses	consider?	Would	

whistle-blowing	increase	or	decrease	MD?	In	addition,	while	incompetence	is	a	source	of	MD,	it	

also	has	the	potential	to	impact	patient	care,	as	do	many	of	the	reported	sources	of	MD.	What	

has	received	limited	attention	is	the	potential	effect	on	the	quality	of	patient	care	or	on	

patients’	families	of	having	nurses	who	are	morally	distressed	(McAndrew	et	al.,	2011).	

In	addition	to	these	important	questions	regarding	MD	in	general,	the	body	of	literature	

on	MD	in	oncology	nursing	is	quite	limited	and	includes	studies	with	very	small	samples	and	

some	that	are	sufficiently	dated	that	it	is	reasonable	to	question	whether	they	apply	to	current	

contextual	realities.	The	unique	features	of	oncology	nursing	contexts,	described	subsequently,	

reflect	a	need	for	investigation	of	MD	in	this	setting.		

Oncology	Nursing	Context	

	 “The	foundation	of	cancer	nursing	is	grounded	on	a	platform	of	workplace-generated	

emotional	adversity”	(Aycock	&	Boyle,	2009,	p.	189).	Oncology	care	settings	display	unique	

stressors	that	arise	from	nurses’	work	within	the	cancer	care	continuum	that	may	impact	on	

the	experience	of	MD	and	that	serve	as	the	context	in	which	MD	occurs,	including	a	prolonged	

and	unpredictable	continuum	of	care,	patient	and	personal	risks	associated	with	cytotoxic	

therapy	administration,	resource	limitations	and	prognostic	uncertainty.		

Oncology	Care	Continuum	

Oncology	nurses	care	for	patients	across	the	continuum	from	investigation	to	diagnosis,	

treatment	planning,	treatment,	and	follow-up;	at	every	point	there	is	the	potential	for	relapse,	

progression,	or	premature	and	precipitous	death	from	complications	(Bilodeau,	2015;	Boyle,	

2006;	Lacovara,	2015;	Saltmarsh	&	De	Vries,	2008).	Both	treatment	and	follow-up	may	take	

months	or	years,	resulting	in	the	potential	for	prolonged	relationships	(Davis	et	al.,	2017;	
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Raingruber	&	Wolf,	2015).		Consequently,	“the	emotional	work	of	oncology	nurses	is	complex,”	

requiring	nurses	to	be	“exquisitely	empathic”	(Boyle,	2015,	p.	499).	Experiencing	stress	from	

witnessing	suffering	while	experiencing	personal	growth	from	intense	therapeutic	

relationships	are	concurrent	realities	for	oncology	nurses	(Aycock	&	Boyle,	2009;	Bakker	et	al.,	

2013;	Borteyrou	et	al.,	2014;	Clarke	et	al.,	1995;	O’Connor,	1996).	Psychosocial	support	for	

patients	and	families	is	a	common	feature	of	nursing	practice.	The	challenges	of	

prognostication	in	the	face	of	rapidly	advancing	treatment	options,	some	of	which	may	be	

investigational,	add	to	the	complexity	of	providing	psychosocial	oncology	nursing	care;	

balancing	honesty	and	hope	is	challenging	and	may	lead	to	MD	when	nurses	feel	constrained	

from	responding	honestly	to	questions	(Cohen	et	al.,	2010;	Davis	et	al.,	2017;	Lacovara,	2015;	

Leung	et	al.,	2012;	McLennon	et	al.,	2013;	Pavlish	et	al.,	2012;	Pavlish	et	al.,	2014;	Pye,	2013).		

Prognosis,	Uncertainty,	Futility.	

	 The	challenges	of	prognostication	are	situated	in	previously	described	prolonged	

relationships	with	patients	experiencing	a	complex	disease	process.	Power	differentials	impact	

on	the	discussion	of	prognosis	and	perceptions	of	futility.	

Even	with	a	favourable	prognosis	at	diagnosis	for	a	particular	disease	or	patient	

population,	uncertainty	lies	in	the	individual	response	to	treatment.	Patients	are	frequently	in	a	

position	to	choose	between	multiple	combinations	of	treatment	options	with	uncertainty	

regarding	the	best	approach;	clinical	trials	may	be	an	option	when	conventional	therapy	is	

exhausted	(Stacey	&	Légaré,	2015).	Patients	may	present	different	facets	of	their	experience	

and	treatment	preferences	to	nurses	than	physicians,	resulting	in	diverse	perceptions	within	a	

team	that	may	lead	to	conflict	or	leaving	nurses	to	act	as	mediators	in	relaying	key	decision-

making	information	to	physicians	(Broom	et	al.,	2015).	Oncology	nurses	often	feel	their	
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contributions	to	this	decision-making	process	are	unrecognized	and	unvalued,	and	report	MD	

and	workplace	stress	from	perceptions	of	inducing	suffering	with	care	they	perceive	as	futile	

(Clarke	et	al.,	1996;	Ferrell,	2006;	Lemonde	&	Payman,	2015;	Linnard-Palmer	&	Kools,	2005;	

McLennon	et	al.,	2013;	Naholi	et	al.,	2015;	Pavlish	et	al.,	2012;	Pavlish	et	al.,	2014;	Pye,	2013;	

Rice	et	al.,	2008;	Searle	&	McInerney,	2008).		

Patients	may	become	gravely	ill	as	a	consequence	of	increasingly	complex	and	intensive	

therapies	en	route	to	a	cure,	be	overcome	by	the	treatment-related	toxicities	despite	an	initial	

positive	prognosis,	or	miraculously	recover	despite	initial	expectations	(Barnard	et	al.,	2006;	

Leung	et	al.,	2011;	Lemonde	&	Payman,	2015;	Medland	et	al.,	2004).	Ongoing	research	also	has	

the	potential	to	intervene	in	a	“‘Gleevec	moment’	(where)	overnight	a	fatal	malignancy	became	

a	treatable	illness”	(Keimowitz,	2015,	p.	315).	Before	the	introduction	of	Gleevec	in	2001,	the	

overall	survival	of	patients	with	chronic	myeloid	leukemia	(CML)	was	less	than	30%	at	five	

years	and	20%	at	ten	years	(Jabbour	&	Kantarjian,	2014;	National	Cancer	Institute,	n.d.).	After	

the	introduction	of	this	targeted	therapy,	the	ten-year	overall	survival	increased	to	80-90%,	

and	patients	who	are	in	remission	after	two	years	of	Gleevec	treatment	have	a	similar	life	

expectancy	as	the	general	population	(Gambacorti-Passerini	et	al.,	2011;	Jabbour	&	Kantarjian,	

2014).	While	many	cancers	have	not	seen	such	dramatic	shifts	in	prognosis,	the	hope	for	a	

“miracle	cure”	from	ongoing	clinical	trials	is	not	without	reason.	Oncology	nurses	provide	care	

in	this	dual	reality	of	potential	for	cure	and	death,	which	are	simultaneously,	and	sometimes	

equally,	possible	within	the	same	patient,	defying	neat	labels	of	“active”	or	“palliative”	

treatment	(Bilodeau	et	al.,	2015;	Leung	et	al.,	2011).		The	degree	to	which	each	possibility	is	

foregrounded	or	backgrounded	in	the	view	of	the	nurse	has	implications	for	how	prognosis,	

uncertainty,	inducing	suffering	with	treatment	and	futility	are	perceived.			
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Studies	of	prognostic	accuracy	tend	to	focus	on	advanced	cancer	and	have	

demonstrated	these	estimates	to	often	be	optimistic	but	generally	correlated	to	overall	

survival;	multidisciplinary	teams	are	slightly	more	accurate	than	individual	HCPs	(Glare	et	al.,	

2003;	Gwilliam	et	al.,	2013;	Kao	et	al.,	2011;	Kiely	et	al.,	2013).	However,	greater	discordance	is	

present	with	longer	predicted	and	actual	survival	(Glare	et	al.,	2003).	Thus,	the	conversations	

that	do	occur	around	prognosis	are	inherently	challenging	and	infused	with	uncertainty,	while	

absent	or	ineffective	prognostic	conversations	can	be	perceived	as	misleading	and	giving	false	

hope	(McLennon	et	al.,	2013;	Pavlish	et	al.,	2012;	Pavlish	et	al.,	2014;	Pye,	2013;	Rice	et	al.,	

2008).		

Beyond	uncertainty,	participation	in	decision-making	and	prognostic	difficulty,	the	

definition	of	futility	is	contested,	variably	applied	and	practically	difficult	to	achieve	consensus	

on	when	attributing	to	an	individual	situation	(Harlos,	n.d.;	Kite	&	Wilkinson,	2002;	Meltzer	&	

Huckabay,	2004;	Neville	et	al.,	2015).	“Medical	‘futility’	is	one	of	those	terms	that,	although	

seemingly	understood,	evades	satisfactory	definition.	What	is	futile	for	one	health	care	

provider	may	not	be	for	another”	(Palda	et	al.,	2005,	p.	208).	“Futility”	may	be	used	to	describe	

situations	where	HCPs	perceive	quality	of	life	to	be	low	and	improvement	in	wellbeing	or	

likelihood	of	survival	to	hospital	discharge	to	be	unlikely,	or	where	goals	are	not	plausibly	

achievable	based	on	available	evidence	(Bahramnezhad	et	al.,	2014;	Janzen	&	Perry,	2015;	Kite	

&	Wilkinson,	2002;	Meltzer	&	Huckabay,	2004;	Neville	et	al.,	2015).		Perceived	inappropriate	

utilization	of	a	scarce	resource	or	projections	of	what	HCPs	would	want	in	a	similar	situation	

may	influence	attributions	of	futility	(Harlos,	n.d.).	Futility	is	also	applied	to	situations	where	

benefits	appear	to	be	outweighed	by	treatment	burdens	or	where	harm	is	caused	by	treatment,	

but	burden	and	harm	are	distinct	from	futility	(Kite	&	Wilkinson,	2002).	A	distinction	is	also	



	
	
 

111	

made	between	physiologic	futility,	where	a	clinical	goal	is	unlikely	to	be	achieved	by	a	

particular	treatment	(e.g.,	is	there	an	increased	platelet	count	or	hemoglobin	post-

transfusion?)	and	normative	futility,	which	requires	judgements	about	the	interests	and	values	

associated	with	a	particular	treatment	(i.e.,	does	an	increased	platelet	count	or	hemoglobin	

confer	a	benefit	to	the	patient?)	(Kite	&	Wilkinson,	2002).		

The	calculus	of	benefit	versus	harm	in	oncology	includes	both	individual	and	

population-level	concerns,	as	do	assessments	of	physiologic	and	normative	futility.	Cancer	

survival	continues	to	improve	with	advances	in	treatment,	increasing	from	53%	overall	

survival	in	1992-1994	to	63%	in	2012-2014	(CCS,	2020).	These	gains	are	often	made	possible	

by	continuing	to	offer	treatment	that	may	appear	to	have	a	low	likelihood	of	achieving	goals	or	

demonstrating	physiologic	value	based	on	current	evidence	but	may	yield	future	evidence	

benefitting	subsequent	patients.	While	an	individual	patient	situation	may	not	improve,	

advances	in	treatment	benefit	future	patients	–	and	this	may	be	very	important	to	some	

patients	–	adding	additional	nuance	to	conceptualizations	of	futility.	Consequently,	while	

complex	prognostic	decisions,	uncertainty	and	contested	perceptions	of	futility	are	not	unique	

to	oncology,	the	intensive	and	complex	nature	of	cancer	treatment	within	an	intense	and	

prolonged	relational	setting	with	continual	advances	in	treatment	has	distinctive	features	

(Medland	et	al.,	2004).		

High-Risk	Therapy	Administration	

Oncology	nurses	who	administer	anti-neoplastic	therapies	have	the	added	burden	of	

knowing	that	some	of	the	morbidity	and	mortality	risk	experienced	by	patients	is	treatment-

induced	and	a	direct	consequence	of	administering	these	therapies	(Saltmarsh	&	De	Vries,	

2008).	The	perception	of	causing	suffering	with	treatment	has	been	identified	as	a	source	of	



	
	
 

112	

MD	(Barnard	et	al.,	2006;	Pavlish	et	al.,	2012;	Pavlish	et	al.,	2014).	The	narrow	therapeutic	

window	of	these	agents	means	that	competency	to	administer	chemotherapy	is	essential	and	

embedded	in	national	standards	(Abdullah	&	Stacey,	2014).	Concern	about	colleagues	doing	

“more	than	they	are	qualified	to	do”	was	a	frequent	concern,	but	of	lesser	intensity	than	

“making	mistakes”	in	a	study	of	work	stressors	reported	by	oncology	nurses	at	a	specialty	

oncology	hospital	(Barnard	et	al.,	2006,	pp.	340-341).	Concerns	about	colleague	competency	to	

provide	care	have	been	linked	with	MD	in	adult	acute	medical-surgical	nurses;	22%	were	

oncology	or	transplant	nurses	(Rice	et	al.,	2008).	Although	there	are	few	published	reports	of	

MD	related	to	competence	to	provide	care	in	oncology	nursing,	this	would	be	a	significant	

concern,	given	the	nature	of	the	medications	administered.	

Personal	Risks	of	Administering	Cytotoxic	Agents	

Nurses	in	all	areas	of	practice	face	the	risk	of	physical	harm	from	factors	such	as	

airborne	and	blood-borne	communicable	diseases,	musculoskeletal	injuries,	and	workplace	

violence	(Duncan	et	al.,	2001;	Hallmark	et	al.,	2015;	Weber	&	Rutala,	2016).	In	addition	to	

those	risks	common	to	all	nursing	settings	and	the	psychological	weight	of	the	previously	

described	risk	of	harming	patients	as	a	consequence	of	administering	anti-neoplastic	agents,	

oncology	nurses	also	recognize	the	risk	of	personal	harm	from	administering	cytotoxic	agents	

(Saltmarsh	&	De	Vries,	2007).	Inadvertent	exposures	may	occur	via	spills,	environmental	

contamination,	handling	of	oral	agents	or	disposal	of	used	equipment	from	administering	

cytotoxic	therapies	(Connor	&	McDiarmid,	2006).	Studies	of	personnel	involved	in	

chemotherapy	preparation	or	administration	have	found	effects	such	as	hair	loss,	infertility,	

spontaneous	abortion,	urine	and	blood	metabolites	and	hematologic	malignancies	(Connor	&	

McDiarmid,	2006).		Advances	in	personal	protective	equipment	(PPE)	have	the	potential	to	
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minimize	the	current	risks	of	administration,	however,	recommendations	for	PPE	use	have	

evolved	significantly	over	the	last	two	decades,	meaning	some	currently	practicing	nurses	may	

have	had	prior	exposures	that	still	confer	risk	(Connor	&	McDiarmid,	2006;	Martin	&	Larson,	

2003).	In	addition,	adoption	of	and	adherence	to	recommendations	is	variable,	with	Ziegler	et	

al.	(2002)	reporting	strict	adherence	and	undetectable	urine	levels	of	cytotoxic	agents	in	

nurses	administering	cytotoxics,	while	a	recent	study	of	Oncology	Nursing	Society	members	

reported	low	PPE	use,	with	26%	of	participants	reporting	a	recent	spill;	workload	and	practice	

environment	were	factors	influencing	PPE	use	(He	et	al.,	2017).		Graeve	et	al.	(2017)	found	

lower	than	expected	PPE	use	and	environmental	contamination	in	areas	such	as	the	break	

room	table,	computer	keyboards,	phones,	various	parts	of	nursing	stations	and	carts;	practice	

setting	was	correlated	with	PPE	use	and	number	of	contaminated	areas.	Clinical	nursing	

practice	is	physically	taxing	with	an	element	of	personal	risk.	The	cytotoxic	treatments	used	in	

oncology	confer	a	unique	risk	for	nurses.	

Resource	Limitations	

Increases	in	cancer	incidence	have	not	been	met	with	proportionate	increases	in	

resource	allocation,	stretching	physical	and	human	resources	for	more	than	a	decade	(Bakker	

et	al.,	2010;	Cummings	et	al.,	2008;	Naholi	et	al.,	2015;	Wahlberg	et	al.,	2016).	Resource	

limitations	resulting	in	increased	workloads,	combined	with	the	shift	in	treatment	to	

outpatient	settings,	have	changed	oncology	nursing	practice	realities.	Oncology	nurses	have	

less	time	than	they	did	in	the	past	to	engage	with	patients,	who	are	receiving	highly	complex	

care	requiring	a	high	level	of	nursing	vigilance,	presenting	an	important	barrier	to	providing	

adequate	patient	care	(Bunnell	et	al.,	2013;	Cohen	et	al.,	2010;	Cummings	et	al.,	2013;	Lemonde	

&	Payman,	2015;	Russell,	2016).	High	levels	of	physical	fatigue	and	mental	fatigue	have	been	
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reported,	with	the	former	being	more	common	in	inpatient	nurses	and	the	latter	in	outpatient	

nurses;	both	physical	and	mental	fatigue	were	positively	correlated	with	hours	worked	

(Magnan	et	al.,	2015).	In	fact,	oncology	nurses	have	reported	high	workloads	as	a	greater	

source	of	stress	and	distress	than	dealing	with	death	and	dying,	both	historically	and	in	more	

recent	work	(Barnard	et	al.,	2006;	Florio	et	al.,	1998;	Ko	&	Kiser-Larson,	2016;	Wahlberg	et	al.,	

2016).			

In	addition	to	human	resource	concerns,	novel	pharmaceutical	agents	have	had	prices	

that	far	exceed	those	of	previously	developed	medications,	with	costs	increasing	exponentially.	

Nine	out	of	12	anti-cancer	medications	that	were	approved	by	the	FDA	in	2012	had	American	

prices	in	excess	of	$100,000	per	year,	while	existing	medication	prices	rose	to	near	parity;	

patients	remain	on	these	medications	for	life,	which	may	be	as	much	as	20	years	after	

diagnosis	(Jabbour	&	Kantarjian,	2014).		Consequently,	when	an	oral	anti-cancer	agent	for	a	

single	patient	has	an	annual	price	that	exceeds	the	salary	of	a	staff	nurse,	there	are	substantial	

pressures	on	health	systems	and	difficult	decisions	about	global	resource	allocation	between	

pharmaceutical	and	human	resource	budgets.	Genetically	modified	autologous	T	cell	

immunotherapy,	referred	to	as	chimeric	antigen	receptor	T-cell	therapy	(or	CAR	T-cell	

therapy),	is	currently	only	available	in	Toronto	and	Montreal;	patients	outside	these	centres	

must	travel	in	Canada	or	to	the	United	States	(personal	communication,	Dr.	W.	Watral,	blood	

and	marrow	transplant	pharmacist,	November	12,	2020).	Canadian	costs	are	not	publicized,	

but	in	the	United	States,	the	cost	is	$475,000	for	the	single	dose	of	the	therapeutic	required,	not	

including	all	of	the	ancillary	care	for	such	patients	(Izenberg	&	Laupacis,	2019;	Melillo,	2020).	

Though	promising	for	B-cell	acute	lymphoblastic	leukemia	that	is	refractory	or	in	second	

relapse	in	patients	less	than	25	years	old,	the	cost	is	among	the	highest	in	oncology	
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therapeutics	and	efficacy	is	incompletely	elucidated	due	to	the	novelty	of	the	therapy	(Kymriah	

®	(tisgenlecleucel),	2019).).	Resource	limitations	are	not	unique	to	oncology	nursing,	but	the	

complexity	of	the	disease	and	treatment,	the	high-risk	nature	of	many	therapies,	and	the	high	

cost	of	emerging	treatments	have	unique	implications	for	resource	limitations	in	this	setting.		

Nurses	in	all	settings	experience	work-related	stressors,	challenges	and	personal	risks.	

Oncology	nursing	is	distinct	in	the	prolonged	relationships,	the	complexity	of	prognostication	

in	the	light	of	rapid	advances	in	treatment,	the	ongoing	need	to	balance	hope	and	honesty,	and	

the	experience	of	administering	treatments	that	induce	patient	symptoms	and	may	confer	

personal	risk,	all	occurring	in	the	setting	of	increases	in	cancer	incidence,	survival	and	

treatment	costs	that	are	often	not	matched	by	proportionate	increases	in	resources.	These	

unique	practice	characteristics	are	the	context	wherein	oncology	nurses	experience	MD,	

portions	of	which	may	comprise	or	contribute	to	generative	mechanisms	for	MD.	

Chapter	Summary	

The	growing	body	of	MD	literature	reflects	a	topic	that	has	captured	the	attention	of	

practitioners,	researchers	and	philosophers.	Research	supports	theoretical	views	on	MD	

causation	relative	to	some	clinical	circumstances	and	structural	constraints,	but	little	evidence	

exists	for	many	of	the	proposed	internal	constraints.	Effective	interventions	to	respond	to	or	

diminish	MD	have	only	recently	been	published,	demonstrating	the	need	for	further	study.	

Oncology	nursing	has	unique	contextual	features	and	a	small	body	of	existing	literature	that	

suggests	the	need	for	further	study.	Complex	contextual	factors	in	health	care	environments,	

where	historical	constructions	of	gender,	power	and	status	continue	to	impact	on	the	

enactment	of	agency,	require	an	approach	to	research	that	is	informed	by	perspectives	that	can	

account	for	this	reality.	 	
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CHAPTER	4:	METHODOLOGY	AND	METHODS	

Introduction	

This	chapter	outlines	the	research	design,	including	the	methodology	and	methods	

employed	in	this	study.	The	study	design	is	linked	with	the	theoretical	perspectives	that	frame	

the	research,	and	strategies	to	ensure	methodological	rigour	are	discussed.	The	target	

population,	sampling	strategy,	sample	size,	data	collection	methods,	and	data	analysis	

approach	are	described.	The	chapter	concludes	with	a	consideration	of	ethical	implications	and	

a	description	of	how	attention	was	paid	to	preventing	or	responding	to	possible	ethical	

concerns	in	the	research	process.		

Research	Design	

The	choice	of	research	design	should	be	based	on	the	epistemic	and	ontological	

assumptions	that	underpin	the	research,	the	nature	of	the	phenomenon	of	interest	and	existing	

evidence	on	the	topic.	This	study	employed	a	qualitative	design,	which	is	consistent	with	the	

critical	realist	(CR)	perspective	that	informed	the	study	and	is	appropriate	given	the	subjective	

nature	of	MD	and	the	limited	research	on	MD	in	oncology	nursing	to	date.	

Qualitative	research	gives	attention	to	the	voice	and	perspective	of	the	individual	

research	participant,	which	is	an	important	feature	of	the	critical	realist	perspective.	“For	the	

critical	realist	there	are	many	valid	ways	of	exploring	social	phenomena”	(McEvoy	&	Richard,	

2003,	p.	414).	A	qualitative	approach	allows	for	deeper	exploration	of	the	phenomenon	of	MD	

and	interrogation	of	participants’	experience	to	illuminate	inter-individual	variability	that	may	

contribute	to	understanding	different	generative	mechanisms	and	aspects	of	the	experience.		

Qualitative	research	is	often	regarded	as	an	initial	approach	to	studying	a	phenomenon	

where	the	existing	body	of	evidence	is	limited,	as	is	the	case	with	MD	in	oncology	nursing.	
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Qualitative	methods	are	also	valuable	for	complex	topics,	yielding	a	depth	and	richness	of	data	

about	the	subjective	experience	that	is	appropriate	to	the	nature	of	a	complex	phenomenon.	

Interviews,	in	particular,	allow	for	greater	interrogation	and	clarification	of	the	experience	

with	study	participants.	A	qualitative	approach	to	the	study	of	MD	is	best	positioned	to	capture	

the	requisite	nuance	and	complexity	by	seeking	variations	of	experience,	which	is	critical	to	

advancing	understanding	of	the	phenomenon	with	the	intent	of	eventually	using	that	

knowledge	to	design	interventions	(Musto	&	Rodney,	2016;	Pauly	et	al.,	2009).	

Methodology:	Interpretive	Description	

The	qualitative	methodology	employed	in	this	study	is	interpretive	description,	an	

approach	to	qualitative	research	that	is	well	suited	to	applied	health	disciplines	for	the	purpose	

of	understanding	human	phenomena	in	the	context	where	they	are	experienced	(Thorne,	2000;	

Thorne,	2008).	Interpretive	description	“offers	the	potential	to	deconstruct	the	angle	of	vision	

upon	which	prior	knowledge	has	been	erected	and	to	generate	new	insights	that	shape	new	

inquiries	as	well	as	applications	of	‘evidence’	to	practice,”	which	is	consistent	with	the	

theoretical	perspectives	that	inform	the	study	(Thorne,	2008,	p.	35).	

		 The	choice	of	methodology	is	influenced	by	the	CR	perspective	of	the	complex,	layered	

nature	of	reality	that	Musto	and	Rodney	(2016)	advocated	for	in	the	conceptualization	and	

study	of	MD.	Interpretive	description	is	particularly	suited	to	“the	world	of	complexity	and	

contradiction”	that	characterizes	nursing	in	general	and	the	phenomenon	of	MD	in	particular	

(Thorne,	2008,	p.	26).		It	is	“a	strategy	for	excavating,	illuminating,	articulating,	and	

disseminating	the	kind	of	knowledge	that	sits	somewhere	between	fact	and	conjecture,	but	

which	is	of	central	importance	to	the	applied	disciplines”	(Thorne,	2008,	p.	15).	The	literature	

review	has	described	the	extent	to	which	MD	is	subjective,	contested,	and	complex.	
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Interpretive	description,	like	all	qualitative	approaches,	does	not	claim	to	find	definitive	truth,	

accepting	the	value	of	subjectivity	for	the	study	of	such	complex	clinical	phenomena	(Thorne,	

2008).	It	is	an	“approach	to	knowledge	generation	that	straddles	the	chasm	between	objective	

neutrality	and	abject	theorizing”	(Thorne,	2008,	p.	26).	This	offers	the	opportunity	to	

understand	subjective	experiences	of	MD	in	a	manner	that	goes	beyond	simple	description	to	

“searching	for	underlying	meaning	that	might	further	illuminate	what	is	happening	and	

develop	a	deeper	appreciation	toward	what	would	ultimately	be	the	optimal	clinical	response	

(Crabtree	&	Miller,	1999a)”	(Thorne,	2008,	p.	50).	This	approach	to	interrogating	and	

interpreting	the	common	features	of	MD	experiences	and	responses	may	yield	insight	into	

potential	generative	mechanisms	that	contribute	to	the	development	of	those	experiences	and	

responses.	

Methods	

	 This	section	describes	the	research	questions	for	this	study	and	the	specific	processes	

employed	to	answer	the	questions,	including	a	description	of	the	participants	and	recruitment	

strategy,	data	collection	and	data	analysis	processes,	and	criteria	to	ensure	quality.	A	

discussion	of	ethical	considerations	in	the	design	and	conduct	of	the	research	concludes	the	

section.	

Research	Questions	

This	study	was	designed	to	explore	oncology	nurses’	experiences	of	MD.	In	order	to	ensure	

a	shared	understanding	regarding	the	phenomenon	of	study,	the	definition	of	MD	employed	for	

this	study	was	provided	to	the	participants	at	the	outset	of	the	interview.	The	study	sought	to	

answer	the	following	questions:	

1. What	are	oncology	nurses’	experiences	with	MD	in	practice?	
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2. How	do	oncology	nurses	describe	the	contextual	factors	in	their	settings	that	contribute	

to	situations	of	MD?		

3. How	do	oncology	nurses	respond	to	MD	in	their	practice	settings?		

4. What	are	the	factors	in	their	settings	that	oncology	nurses	believe	would	mitigate	MD	or	

promote	resolution	of	morally	distressing	situations?		

Participants	and	Recruitment	Strategy	

	 The	key	informants	for	a	study	of	MD	in	oncology	nursing	are	those	with	first-hand	

knowledge	of	the	experience.	Thus,	the	target	population	for	this	study	was	oncology	nurses	

who	have	experienced	MD	in	caring	for	patients	with	cancer.	Participants	were	recruited	from	

a	national	specialty	organization,	the	Canadian	Association	of	Nurses	in	Oncology	(CANO)	and	

on	social	media.	The	rationale	for	this	approach	is	discussed.	

Oncology	nurses	practice	in	a	variety	of	settings,	including	hospitals	and	ambulatory	

care	settings,	in	rural	and	urban	settings,	in	dedicated	oncology	units	and	mixed	population	

environments.	In	Winnipeg,	ambulatory	care	oncology	nurses	practice	at	two	CancerCare	

Manitoba	sites	that	are	co-located	at	urban	tertiary	care	teaching	hospitals	and	two	small	

community	hospital	settings	that	are	not	affiliated	with	CancerCare	Manitoba.	In	rural	areas,	

ambulatory	care	oncology	patients	are	cared	for	at	Community	Cancer	Program	Network	

(CCPN)	sites	that	are	connected	to	CancerCare	Manitoba.	Some	chemotherapy	treatments	are	

administered	at	these	sites,	though	not	the	full	range	available	in	Winnipeg.	Patient	treatments	

are	directed	and	planned	by	oncologists	in	Winnipeg	and	monitored	and	followed	by	the	CCPN	

nurses	and	family	physicians	who	have	additional	training	in	oncology.	The	volume	of	patients	

seen	is	dependent	upon	the	site;	most	have	only	one	or	two	nurses.		
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There	are	a	limited	number	of	dedicated	oncology	inpatient	units	in	Manitoba.	The	

largest	tertiary	care	centre	houses	a	dedicated	inpatient	blood	and	marrow	transplant	unit,	

while	gynecologic	oncology	inpatients	are	cared	for	in	a	unit	at	the	Women’s	Hospital	that	also	

includes	high-risk	antepartum	patients.	All	other	oncology	inpatients	at	this	site	are	cared	for	

on	general	medical	or	surgical	units,	or	the	intensive	care	units	as	required.	The	other	tertiary	

care	site	has	a	gynecologic	oncology	and	medical	oncology	unit.	Medical,	surgical,	and	radiation	

oncologists	practice	in	both	inpatient	and	outpatient	settings,	usually	at	a	particular	

CancerCare	Manitoba	site	and	the	co-located	tertiary	care	centre.	Radiation	therapy	is	available	

at	one	of	the	urban	CancerCare	sites	and	in	Brandon,	Manitoba.	

During	the	conceptualization	phase	of	this	study,	a	directory	query	for	members	of	the	

CANO	–	Manitoba	Chapter	(CANO-MB)	found	92	members	(including	the	author),	while	a	

recent	CANO-MB	email	indicated	that	there	were	51-54	members	at	the	time	(CANO	website,	

retrieved	August	28,	2018;	Rose	Woloshyn,	personal	communication,	April	7,	2017).	Not	all	

oncology	nurses	in	Manitoba	are	CANO-MB	members.	The	size	of	the	target	population	locally	

(i.e.,	in	Winnipeg	and/or	Manitoba)	was	relatively	small	and	dispersed	across	multiple	sites	

and	agencies.	Limiting	recruitment	to	one	site	would	have	decreased	the	size	of	the	sampling	

frame,	necessitating	a	high	response	rate.	Accessing	the	entire	population	to	recruit	nurses	

would	have	required	obtaining	access	at	CancerCare	Manitoba,	two	tertiary	hospital	sites	and	

two	community	hospital	sites	and	may	still	not	have	provided	a	sufficiently	large	sampling	

frame	to	ensure	adequate	participant	recruitment	even	with	a	high	response	rate,	in	addition	

to	potential	challenges	in	accessing	multiple	sites.	The	limited	size	of	the	local	oncology	nursing	

community	may	also	have	impacted	recruitment	if	potential	participants	were	concerned	

about	sensitive,	ethically	charged	anecdotes	potentially	being	inadvertently	identifiable	to	
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other	members	of	the	local	oncology	nursing	community	due	to	shared	knowledge	of	local	

challenges	and	practice	patterns.	Utilizing	the	national	arm	of	the	oncology	specialty	

organization	to	access	participants	was	selected	to	avoid	these	challenges.	

The	most	easily	accessible	population	of	a	large	portion	of	the	target	population	was	the	

membership	of	CANO.	During	the	conceptualization	of	the	study,	challenges	in	recruiting	via	

CANO	were	believed	to	include	that	the	size	of	the	organization	(just	over	1000	members;	

personal	communication	Marlee	McElligott,	August	27,	2018)	suggested	a	potential	for	more	

responses	than	needed	for	this	study	and	the	need	to	travel	or	utilize	technology	for	

interviews.	Not	all	oncology	nurses	are	CANO	members,	so	there	is	the	potential	of	recruiting	

from	a	motivated	and	engaged	subset	of	the	oncology	nursing	population	when	accessing	

specialty	association	members.	This	may	be	advantageous	in	that	the	“ideal	informants	for	an	

interpretive	description	study	might	well	be	those	‘everyday	philosophers’	(Gubrium,	1988)	

within	the	population	who	had	a	particular	affinity	for	observing	and	thinking	about	the	

situations	within	which	they	found	themselves	rather	than	simply	living	them”	(Thorne,	2008,	

p.	81).	Conversely,	nurses	who	are	no	longer	practicing	in	oncology,	perhaps	having	left	the	

specialty	or	nursing	as	a	whole	due	to	MD,	are	not	accessible	through	any	of	the	local	

organizations	described	previously	but	may	retain	their	CANO	membership	affiliation.		

	 After	obtaining	ethics	approval	for	the	study	(with	a	renewal	approved	April	6,	2020	–	

see	Appendix	C),	the	CANO	Research	Committee	granted	access	to	CANO	members.		It	is	CANO	

policy	to	email	all	members	with	research	invitations;	see	Appendix	D	for	the	invitation	letter.	

The	consent	form	(Appendix	E)	was	emailed	to	participants	when	they	responded	to	indicate	

their	interest	in	the	study.	
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Given	the	large	number	of	members	(just	over	1000),	it	was	expected	that	it	would	be	

possible	to	obtain	a	sufficient	number	of	nurses	who	have	experienced	MD	and	are	interested	

in	participating.	If	there	were	more	interested	potential	participants	than	required	for	the	

study,	it	was	planned	to	use	purposive	sampling	to	achieve	maximal	variation	in	geographic	

representation	(e.g.,	city/province),	years	of	experience	in	oncology	nursing	and	practice	

setting	(e.g.,	inpatient/outpatient,	medical/surgical,	rural/urban).	The	intent	was	not	to	obtain	

a	sample	that	is	representative;	rather,	the	sample	will	“reflect	a	certain	kind	of	perspective	

built	from	an	auditable	set	of	angles	of	vision	whose	nature	and	boundaries	we	can	

acknowledge	and	address”	(Thorne,	2008,	p.	89).	The	goal	is	to	obtain	sufficient	variation	to	

answer	the	research	question	and	to	utilize	a	“transparent	sampling	logic	and	report	on	our	

findings	in	keeping	with	what	we	understand	our	sample	to	represent”	(Thorne,	2008,	p.	89).	

	 Unfortunately,	no	participants	responded	to	the	initial	bulk	email	to	CANO	members	on	

May	28,	2019,	and	only	one	responded	after	a	reminder	email	on	July	18,	2019.	The	study	

information	was	contained	in	a	membership	email	with	multiple	topics	and	not	a	dedicated	

email	about	the	study,	which	may	have	drawn	less	attention	to	the	study	than	was	anticipated.		

An	amendment	to	the	recruitment	strategy	was	submitted	to	the	University	of	Manitoba	

Education/Nursing	Research	Ethics	Board,	which	was	approved	July	5,	2019	(see	Appendix	F).	

One	week	after	determining	that	the	CANO	reminder	email	yielded	only	one	response,	all	13	

CANO	chapters	were	contacted	directly	via	an	email	to	the	chapter	president,	as	indicated	in	

the	CANO	member	directory,	to	request	they	distribute	study	information	to	their	members.	It	

was	hypothesized	that	a	targeted	email	from	the	local	chapter	specific	to	the	study	would	draw	

more	attention	than	a	national	email	newsletter.	Seven	of	the	thirteen	chapters	responded	and	

indicated	they	would	share	the	information	with	their	members.	It	is	unknown	if	the	chapters	
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who	did	not	respond	shared	the	information	with	their	members	without	notifying	the	

researcher.	However,	no	participants	were	obtained	from	three	of	the	regions	represented	by	

those	chapters.	Participants	from	the	remaining	region	were	clear	that	their	participation	in	

the	study	was	linked	to	the	CANO	conference	recruitment	activities.	

In	addition	to	contacting	CANO	chapters	directly,	a	graphic	containing	study	

information	was	posted	on	the	PI’s	Twitter	and	Facebook	pages	on	August	15,	2019.	See	

Appendix	G	for	the	social	media	graphic.	The	Twitter	post	had	5834	impressions	(times	it	was	

viewed	on	Twitter),	was	retweeted	19	times	and	received	13	“likes”	and	90	other	engagements	

(profile	clicks,	detail	expands,	etc.);	a	retweet	of	the	original	post	received	a	further	3934	

impressions,	12	retweets	and	6	“likes,”	as	well	as	13	other	engagements.	The	Facebook	post	

was	shared	22	times	and	received	eight	comments	and	four	“likes.”		

Lastly,	several	recruitment	activities	took	place	at	the	31st	annual	CANO/ACIO	National	

Conference	in	Winnipeg,	Manitoba,	from	October	20-23,	2019.	The	PI	distributed	flyers	

containing	the	same	graphic	used	on	social	media	to	participants	at	each	table	prior	to	the	

Annual	General	Meeting	and	at	one	of	the	Keynote	Addresses.	While	distributing	the	flyers,	the	

PI	identified	herself	to	the	table	participants	as	the	researcher	conducting	the	study.	Two	key	

CANO/ACIO	executive	members	(outgoing	Vice	President/incoming	President	and	Director-at-

Large	for	Research)	both	distributed	flyers	to	other	members	of	the	executive	for	distribution	

to	their	networks	and	took	flyers	home	for	distribution	to	their	regions,	both	of	which	were	

located	in	areas	where	the	CANO/ACIO	chapters	had	not	responded	to	request	to	distribute	

emails.	The	PI	also	presented	preliminary	study	findings	at	the	CANO	conference.	Numerous	

attendees	took	a	flyer	of	study	information	at	that	session;	one	attendee	contacted	the	writer	

after	the	presentation	to	indicate	they	had	shared	the	information	with	their	local	chapter.	
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Inclusion	Criteria			

Individuals	were	eligible	to	participate	in	the	study	if	they	were	actively	practicing	in	

oncology	nursing	in	Canada	in	a	direct	care,	advanced	practice	or	administrative	role.	

Participants	were	required	to	have	sufficient	verbal	English	language	skills	to	be	interviewed	

in	English.	The	invitation	letter	mandated	by	CANO	when	accessing	participants	was	sent	out	

in	English	and	French,	as	required	by	the	organization	so	that	all	members	are	aware	of	

research	opportunities.	However,	the	primary	investigator	was	unable	to	interview	in	French	

and	conducting	qualitative	interviews	was	an	essential	portion	of	the	researcher's	learning	and	

development,	which	would	have	been	impeded	by	the	use	of	a	research	assistant	for	French	

interviews.		

Sample	Size	

“There	is	no	firm	and	fast	rule	regarding	what	constitutes	the	right	sample	size	for	an	

interpretive	description	study,”	however,	the	logic	supporting	the	sample	size	must	be	clear	

(Thorne,	2008,	p.	96).	Factors	that	impact	sample	size	include	the	nature	and	complexity	of	the	

topic	and	the	quality	of	data	produced	(Lindlof	&	Taylor,	2011;	Morse,	2015;	Thorne,	2008).	

The	iterative	process	of	concurrent	data	collection	and	data	analysis	informs	sample	size	as	

“developing	conceptualizations”	reveal	gaps	requiring	additional	data	and	are	informed	and	

challenged	by	subsequent	interviews	(Thorne	et	al.,	1997,	p.	175,	Thorne	et	al.,	2009).	Claims	

of	saturation	and	an	absence	of	potential	further	variation	are	eschewed	in	interpretive	

description	given	the	complexity	and	infinite	variability	of	human	experience	(Thorne,	2008).	

Rather,	the	goal	is	to	gain	sufficient	exposure	to	the	variation	in	the	phenomenon	of	interest	to	

credibly	support	the	claims	made	based	on	the	data	(Maxwell,	1992;	Thorne,	2008;	Thorne,	

2016a).	This	is	achieved	via	“prolonged	engagement,	persistent	observation,	and	thick,	rich	
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description”	(Morse,	2015,	p.	1214).	The	proposed	sample	size	for	this	study	was	in	the	range	

of	15-20	participants.			

As	discussed	in	the	literature	review,	MD	is	a	complex	topic,	and	oncology	nursing	is	a	

broad	field	with	multiple	sub-specialty	areas.	It	was	hypothesized	that	a	sample	size	of	15-20	

participants	would	be	required	to	obtain	sufficient	diversity	of	experience	to	achieve	a	rich	

description	of	the	phenomenon	of	interest.	Canada	is	a	large	country	with	distinct	regional	

features.	Achieving	a	truly	national	sample	with	representation	from	each	province/region	was	

viewed	as	important	to	gaining	sufficient	exposure	to	the	diversity	of	oncology	nursing	

contexts	to	support	claims	about	the	role	of	context	in	the	development	of	MD.	In	total,	thirty	

individuals	sent	an	email	expressing	interest	in	the	study,	three	individuals	did	not	respond	to	

an	invitation	and	follow-up	email	of	detailed	study	information	and	a	consent	form,	one	

individual	was	not	an	oncology	nurse,	and	one	individual	was	initially	interested	but	then	

withdrew	as	she	no	longer	had	time	to	participate.	Twenty-five	individuals	returned	a	consent	

form	and	completed	an	interview.		

After	completing	15	interviews,	there	was	an	influx	of	13	emails	expressing	interest	in	

the	study	within	a	week.	A	number	of	these	expressions	of	interest	originated	from	geographic	

regions	that	were	under-represented	in	the	completed	interviews.	Others	reflected	practice	

areas	not	previously	represented,	and	two	were	individuals	who	spoke	English	as	an	additional	

language.	Ten	of	the	initial	15	participants	described	MD	experiences	related	to	their	work	in	

urban	hematology/transplant	units,	while	four	worked	in	rural	settings.	The	data	collection	

and	analysis	completed	to	that	point	suggested	that	personal	factors	and	contextual	features	

were	important	for	participants’	experiences	of	MD	and	were	quite	distinct	between	urban	and	

rural	locations.	However,	the	urban	transplant	units	provide	care	for	a	more	complex	and	ill	
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patient	population	than	the	rural	units,	and	other	urban	specialties	were	under-represented	as	

was	a	populous	region	of	the	country.		It	was	unclear	if	differences	were	specialty-related	or	

reflective	of	rural/urban	or	regional	differences.	In	addition,	two	of	the	15	completed	

interviews	did	not	offer	the	desired	richness	in	responses,	so	additional	interviews	were	

deemed	necessary.	

Based	on	the	preceding	principles	for	determining	sample	size,	obtaining	perspectives	

from	diverse	regions,	personal	experiences,	and	a	broader	range	of	practice	areas	was	essential	

to	achieving	a	more	fulsome	understanding	of	the	phenomenon.	All	13	expressions	of	interest	

offered	a	source	of	diversity	in	the	sample	that	was	absent	or	under-represented	in	the	

completed	interviews.	For	this	reason,	all	participants	who	returned	a	consent	form	were	

scheduled	for	an	interview,	with	ten	of	the	13	completing	interviews	(the	remaining	three	did	

not	respond	to	an	email	of	study	information	and	a	follow-up,	as	described	above).	No	further	

expressions	of	interest	were	received.	Ongoing	data	analysis	up	to	and	including	the	25th	

interview	reflected	geographic	and	demographic	diversity	in	the	sample	as	well	as	richness	in	

the	data	that	strengthened	preliminary	impressions	and	filled	important	gaps	that	were	

apparent	after	the	first	15	interviews.	Consequently,	data	collection	was	concluded	after	the	

completion	of	25	interviews.	The	interviews	ranged	in	length	from	33	minutes	to	100	minutes,	

with	a	total	interview	time	of	24	hours,	54	seconds,	which	was	transcribed	into	560	pages	of	

written	transcripts.	

Data	Collection	

Semi-structured	interviews	(see	Appendix	H	for	interview	guide)	were	conducted	

primarily	via	telephone,	with	three	conducted	via	Facetime.	Interviews	were	audio-recorded	

using	a	LiveScribe	Echo	Smartpen	with	two	backup	recordings	using	Voice	Memos	on	iMac	and	
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iPad	as	a	safeguard	against	device	malfunction,	which	did	occur	at	times.	Brief	notations	were	

recorded	in	a	LiveScribe	notebook	during	interviews	to	highlight	links	to	portions	of	the	

interview	that	appeared	significant	while	the	interview	was	in	process.	Demographic	

information	was	collected	at	the	start	of	the	interview,	before	initiating	the	recording	(see	

Appendix	I	for	demographic	data	collection	sheet).		

An	interview	guide	(Appendix	H)	was	developed	informed	by	findings	of	prior	studies	of	

MD,	which	also	guided	the	development	of	research	questions	(Newton	et	al.,	2012;	Varcoe	et	

al.,	2012a)	and	used	during	the	interviews.		The	definition	of	MD	used	for	the	study	was	

provided	to	participants	in	writing	along	with	the	consent	form,	and	orally	at	the	start	of	the	

interview.	Oncology	nurses	were	asked	to	describe	a	situation	where	they	experienced	MD	in	

practice,	their	perception	of	the	factors	that	caused	or	contributed	to	the	MD,	their	responses	

to	the	situation,	and	factors	they	believed	would	have	helped	prevent	or	resolve	the	situation.	

Participants	were	advised	that	a	second	interview	might	be	needed	to	seek	clarification	of	

previous	accounts	or	further	information	as	directed	by	the	initial	data	analysis	and	offer	

participants	the	opportunity	to	provide	follow-up	comments,	however,	no	follow-up	interviews	

were	required	(Thorne	et	al.,	2013).	After	the	first	four	interviews	were	completed,	transcripts	

were	provided	to	the	researchers’	advisors,	continuing	in	batches	of	four	to	ten	interviews	

until	all	were	submitted.	Discussions	with	the	advisors	reflected	satisfaction	with	the	data	

generated	from	the	existing	interview	guide	and	interview	techniques.	Preliminary	

impressions	and	developing	observations	regarding	the	data	were	discussed	with	advisors	

during	the	process	of	data	collection	and	data	analysis.		

	

	



	
	
 

128	

Data	Analysis	

Consistent	with	interpretive	description,	concurrent	data	collection	and	data	analysis	

proceeded	in	an	iterative	process	to	“inductively	generate(s)	thematic	interpretations	deriving	

from	careful	examination	of	text	and	allow(ing)	for	extension,	clarification,	and	validation	of	

themes	across	subsequent	interviews”	(Thorne	et	al.,	2013,	p.	292).	Data	analysis	was	informed	

by	Braun	and	Clarke’s	(2006)	approach	to	thematic	analysis.	Beginning	with	the	initial	

interviews	and	proceeding	through	the	data	collection	process,	data	were	analyzed	for	

patterns	and	relationships	using	a	constant	comparative	analysis	approach,	with	“interpretive	

cross-comparison	among	and	between	cases”	(Thorne,	2013,	p.	292).	Using	an	inductive	

reasoning	process,	coding	proceeded	from	initial,	open	coding	to	more	focused	coding	and	

category	development,	followed	by	thematic	coding,	in	an	iterative	process	that	was	informed	

by	and	informing	subsequent	interviews	and	analysis	(Braun	&	Clarke,	2006;	Dye	et	al.,	2000;	

Thorne,	2000;	Thorne,	2008;	Thorne,	2016b).	The	goal	of	data	analysis	was	to	produce	a	

“‘tentative	truth	claim’	about	what	is	common	within	a	clinical	phenomenon”	(Thorne,	2016a,	

p.	1).		

Audio	recordings	were	transcribed	verbatim	using	a	professional	transcription	service.	

All	transcripts	were	reviewed	by	the	PI,	compared	with	the	audio	recording	and	corrected	as	

necessary	(e.g.,	medical	terminology	misunderstood	by	transcriptionist).	to	ensure	the	final	

transcript	for	analysis	was	as	close	to	the	audio	as	possible.	Data	analysis	was	done	from	both	

audio	files	and	written	transcripts	with	comparison	of	the	findings	derived	from	each	

approach.	Data	were	analyzed	for	affective	features	present	in	the	audio	recordings,	while	

audio	and	written	recordings	were	compared	and	contrasted	with	important	features	of	MD	

identified	in	the	literature	review	and	analyzed	to	identify	categories	and	themes.	
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Familiarization	with	the	data	began	with	listening	to	the	audio	recordings	

simultaneously	with	reading	the	data	transcripts.	Notes	were	written	while	listening	to	audio	

recordings	to	document	emerging	impressions	of	meaning	and	relevant	affective	dimensions	

that	may	not	be	fully	captured	in	the	written	transcripts.		NVivo	was	used	to	organize	coding	

and	highlight	units	of	meaning	in	the	written	transcripts.	In	the	initial	analysis,	the	preliminary	

impressions	were	coded	more	broadly	using	vague	codes	to	tag	data	that	appeared	significant,	

while	avoiding	specific	labels	and	overly	detailed	coding	that	can	lead	to	premature	closure	

around	a	particular	analytic	structure	(Thorne	et	al.,	2004;	Thorne,	personal	communication,	

October	16,	2016;	Vaismoradi	et	al.,	2016).			

As	the	analysis	proceeded,	initial	codes	were	developed	from	the	preliminary	

impressions	with	descriptive	labels	replacing	the	vague	codes	(Braun	&	Clarke,	2006).	Moving	

between	data	collection	and	data	analysis,	new	codes	were	added,	or	codes	combined	as	

additional	interviews	were	analyzed.	The	initial	coding	was	compared	and	contrasted	with	the	

existing	literature	on	MD	causation,	context	and	effects	on	nurses	and	patient	care.	Initial	

coding	was	concurrent	with	analysis	of	relationships	between	groups	of	codes	and	clustering	

the	data	into	relevant	groupings	representing	preliminary	categories	(Braun	&	Clarke,	2006).	

An	audit	trail	of	changes	to	code	names	and	groupings	was	included	in	the	node	labels	in	

NVivo.		

When	labelling	themes	and	categories,	care	was	taken	to	ensure	the	label	was	

descriptive	of	both	the	content	and	tone	of	the	data	it	represented.	This	was	challenging	for	

some	categories	and	topics,	such	as	“ethical	concerns:	adequacy	of	informed	consent,”	because	

the	tone	of	the	expressed	concerns	was	thoughtful	and	reflective,	with	careful	consideration	of	

alternative	views	and	perspectives	on	the	process	and	circumstances	of	that	consent.	While	
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concerns	were	reported,	they	were	absent	of	any	judgement	or	negative	views	of	participants’	

physician	colleagues.	Alternative	labels	were	considered	(e.g.,	“inadequate	consent”)	during	

data	analysis	but	not	used	in	order	to	avoid	language	that	could	be	interpreted	as	potentially	

judgemental.	A	minimally	descriptive	label	(e.g.,	“informed	consent”)	was	used	during	earlier	

phases	of	analysis	to	avoid	anchoring	on	a	specific	view	of	the	content.	Ultimately,	repeated	

review	of	the	data	in	the	various	codes	led	to	the	decision	on	the	final	descriptor	for	each	

theme/category/topic	in	a	manner	that	was	believed	to	best	represent	the	content,	tone	and	

meaning	of	the	data.	

	Ongoing	interpretive	analysis	of	the	data	was	employed	to	identify	themes	(Braun	&	

Clarke,	2006;	Morse,	2008).	Preliminary	categories	and	themes	were	represented	in	an	initial	

thematic	map,	which	was	analyzed	and	revised	to	eventually	develop	a	refined	final	product	

(see	Appendix	J)	(Braun	&	Clarke,	2006).	When	the	analysis	determined	the	potential	for	a	

theme	that	was	not	previously	described	in	the	literature	review	(i.e.,	humanness),	a	brief	

search	of	the	literature	on	humanness	was	conducted.	The	purpose	of	this	was	to	clarify	and	

confirm	the	meaning	of	“humanness,”	comparing	and	contrasting	its	relevance	to	the	data	

being	analyzed.	

The	researcher’s	advisors	reviewed	the	preliminary	coding	of	the	first	four	written	

transcripts,	providing	feedback	regarding	emerging	impressions	and	analytic	processes.	The	

advisors	continued	to	review	all	interview	transcripts	and	each	step	in	the	data	analysis	

process,	up	to	the	final	analytic	product,	including	the	analytic	logic,	coding,	categories	and	

thematic	structure.	
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Quality	Criteria	

Verification	strategies	in	qualitative	research	include	ensuring	methodological	

coherence,	sampling	appropriateness	and	adequacy,	and	engaging	in	iterative	data	collection	

and	analysis	that	is	closely	linked	with	theorizing	and	theory	development	(Gómez,	2009;	

Morse	et	al.,	2002).	Criteria	for	evaluating	the	product	of	interpretive	description	include	

epistemological	integrity,	representative	credibility,	analytic	logic	and	interpretive	authority	

(Thorne,	2008).	Validity	in	qualitative	research	can	be	understood	as	descriptive,	interpretive	

and	theoretical	(Maxwell,	1992).		

The	epistemological	assumptions	and	theoretical	linkages	with	the	existing	literature,	

methodology	and	methods	described	in	the	proposal	framed	all	aspects	of	data	collection	and	

analysis	and	be	transparently	acknowledged	in	the	research	report	(Mauthner	&	Doucet,	2003;	

Morse	et	al.,	2002).		The	sampling	strategy	was	selected	to	obtain	participants	most	likely	to	

have	in-depth	knowledge	of	the	phenomenon	of	interest,	and	sampling	sought	to	achieve	

sufficient	description	and	variability	in	the	participant	accounts	(Morse	et	al.,	2002;	Thorne,	

2008).	Descriptive	validity	was	attended	to	by	using	professional	transcription	and	comparison	

of	transcribed	interviews	with	audio	files	to	ensure	accuracy	(Maxwell,	1992).	Representative	

credibility	and	interpretive	validity	are	demonstrated	by	iterative	data	collection	and	analysis,	

while	grounding	the	findings	in	the	data	with	clear	linkages	between	the	claims	made	and	the	

inductive	reasoning	process	and	data	from	which	those	claims	are	derived	(Maxwell,	1992;	

Thorne,	2000;	Thorne,	2008).	Transcripts	were	re-read	as	the	analysis	proceeded	to	ensure	

that	coded	data	excerpts	are	appropriately	contextualized.		

The	defensibility	of	the	analytic	logic	is	supported	by	an	audit	trail	that	was	reviewed	by	

the	researcher’s	co-advisors.	The	audit	trail	included	handwritten	notes	taken	during	the	audio	
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coding	and	Word	documents	of	brief	thoughts	and	preliminary	impressions	after	batches	of	

interviews	were	reviewed.	As	data	analysis	progressed,	NVivo	was	used	for	coding,	

categorizing	and	organizing	data.	An	audit	trail	was	included	in	the	data	labels	when	changes	

to	the	label	name	or	placement	within	the	structure	of	the	categories/themes	were	made.		

When	considering	category	distinctions,	organization	of	themes,	and	labels	for	categories	and	

themes,	large	poster-size	Post-It	™	notes	were	used	to	organize	thoughts;	Post-Its™	were	

placed	around	the	walls	of	the	PI’s	office	to	allow	ongoing	engagement	and	reflection	with	

developing	ideas	during	the	process	of	coding	in	NVivo.			

The	trustworthiness	of	the	researcher’s	interpretive	authority	and	the	theoretical	

validity	of	the	findings	are	promoted	by	advisor	involvement	in	and	review	of	coding	and	

analysis	products	at	all	stages	of	the	process,	researcher	reflexivity	during	data	collection,	

analysis,	and	reporting	of	findings,	as	well	as	the	inclusion	of	rich	data	excerpts	to	illustrate	the	

themes	in	the	findings	presented	subsequently	(Mauthner	&	Doucet,	2003;	Maxwell,	1992;	

Morse,	2015;	Thorne,	2008;	Whittemore	et	al.,	2001).		

Although	often	invoked	in	qualitative	research	reports,	reflexivity	of	the	researcher	

requires	more	than	passing	or	cursory	attention	and	must	be	considered	throughout	the	

process	of	study	design,	data	collection,	analysis	and	writing	(Gómez,	2009).	“Reflexivity	

demands	steady,	uncomfortable	assessment	about	the	interpersonal	and	interstitial	

knowledge-producing	dynamics	of	qualitative	research,	in	particular,	acute	awareness	as	to	

what	unrecognized	elements	in	the	researchers’	background	contribute	(Gorelick,	1991;	

Scheper-Hughes,	1983)”	(Olesen,	2011,	p.	135).	Thorne	(2008)	also	suggests	the	need	to	

consider	how	one	will	ensure	that	a	priori	frameworks	and	ideas	are	not	influencing	what	is	

heard	and	seen	in	the	interviews.		
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As	described	in	the	assumptions	for	the	study,	I	believe	that	the	skills	acquired	in	

clinical	practice	as	a	nurse	practitioner	are	transferrable	to	the	research	setting.	The	clinical	

experience	of	knowing	relevant	evidence	but	holding	a	level	of	openness	regarding	the	

unfolding	of	a	particular	situation	serves	as	a	foundation	from	which	to	approach	the	research	

environment,	where	I	endeavoured	to	hold	a	similar	tension	between	knowing	existing	

evidence	while	interrogating	participants’	experiences	and	remaining	open	to	accounts	that	

either	extend	or	challenge	that	evidence.		In	addition,	exploration	of	rival	explanations	during	

the	analysis	phase,	supervision	by	advisors	and	transparent	acknowledgement	of	the	

researcher’s	perspective	in	the	presentation	of	findings	will	support	the	validity	of	the	findings	

(Whittemore	et	al.,	2001).	After	each	interview,	I	reflected	on	the	content	and	process	of	the	

interview,	and	general	impressions	were	recorded	in	a	Word	document	if	there	were	aspects	of	

the	interview	that	seemed	particularly	significant	at	the	time.	Audio	analysis	provided	for	re-

engagement	with	the	interviews	and	the	data	collection	process.	Listening	to	how	I	interacted	

with	the	participants	as	I	was	doing	this	portion	of	the	coding,	though	initially	uncomfortable,	

prompted	further	reflection	on	the	process	of	data	collection	and	co-creation	of	the	data	with	

participants	that	framed	subsequent	interviews.	

Ethical	Considerations	

The	study	was	approved	by	the	University	of	Manitoba	Education/Nursing	Research	

Ethics	Board	(ENREB)	with	an	amendment	for	alternative	recruitment	strategies	outlined	

above	and	an	extension	granted	until	April	2020.		Guided	by	the	Tri-Council	Statement	

(Canadian	Institutes	of	Health	Research,	2014),	the	core	principles	of	respect	for	persons,	

concern	for	welfare	and	justice	were	attended	to	throughout	the	research	process.	

Considerations	related	to	the	research	topic	of	MD	include	the	risk	of	participants	experiencing	
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painful	emotions,	physical	or	psychological	symptoms	induced	by	discussing	a	prior	morally	

distressing	situation,	the	potential	revelation	of	inappropriate	practice	patterns,	and	fear	of	

inadvertent	identification	of	their	employer	from	descriptions	of	situations	that	induced	MD.		

Planned	actions	to	address	these	concerns	are	described.	

Respect	for	Persons		

Participants	received	written	information	about	the	study	in	an	emailed	invitation	

either	directly	from	CANO	National	or	a	CANO	Chapter	or	after	expressing	interest	in	response	

to	a	Twitter	or	Facebook	post.		The	researcher	was	not	involved	in	distributing	the	CANO	

National	and	Chapter	emails	but	did	create	social	media	posts	from	an	account	with	her	full	

name.	The	invitation	contained	the	researcher’s	contact	information	so	that	interested	nurses	

could	initiate	contact	with	the	researcher	to	indicate	their	desire	to	participate.	While	a	

directory	of	all	CANO	members	is	available	to	the	researcher,	who	is	also	a	CANO	member,	this	

information	was	not	used	to	contact	potential	participants	directly,	only	to	contact	Chapter	

Presidents	to	request	they	distribute	the	email.	While	potential	participants	would	see	the	

researcher’s	full	name	on	a	social	media	post,	there	is	no	mechanism	on	the	platforms	for	the	

poster	to	identify	who	has	viewed	the	post,	only	the	number	of	impressions	and	engagements	

with	the	tweets	or	the	shares,	comments	and	“likes”	with	the	Facebook	posts.	Names	and	

contact	information	were	provided	to	the	researcher	by	the	participants	themselves	when	they	

contacted	the	researcher.	No	inducements	were	used	to	obtain	participation	in	the	study.	Thus,	

the	decision	to	participate	rested	solely	with	the	participants,	with	no	direct	contact	from	the	

researcher	and	no	attempts	at	direct	contact,	inducement,	or	coercion.			

Apart	from	the	inherent	power	differential	between	researcher	and	participants,	there	

are	no	current	relationships	with	potential	participants	that	would	place	the	researcher	in	a	
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position	of	power	relative	to	participants.	Within	the	CANO	organization,	I	last	held	an	

executive	position	with	the	local	chapter	of	CANO	in	2009	and	have	never	held	a	national	

executive	position.	In	clinical	practice,	I	last	held	a	position	in	oncology	in	1999,	however,	my	

subsequent	clinical	positions	have	had	occasional	contact	with	Manitoba	oncology	nurses	in	a	

collaborative	role.	I	have	had	a	single	visit	as	a	patient	at	a	Winnipeg	oncology	clinic	in	2017,	

where	I	had	limited	contact	with	two	oncology	nurses.	Manitoban	members	of	CANO	would	be	

included	in	the	sample	of	members	who	received	the	invitation	emails	from	the	national	and	

local	organizations	and	may	recognize	my	name	from	my	previous	CANO-MB	involvement,	my	

past	or	current	clinical	positions,	or	my	patient	visit.	I	had	no	direct	contact	with	members,	

apart	from	chapter	executives,	for	the	purposes	of	study	recruitment.	All	recruitment	was	via	

email	from	CANO	National	and	CANO	Chapters,	which	allowed	invitation	recipients	to	decide	

whether	or	not	to	participate	free	from	any	influence	or	potential	coercion	from	the	researcher.		

If	invitation	recipients	perceived	a	power	differential	that	would	make	study	participation	

uncomfortable,	they	were	free	to	disregard	the	invitation.	The	names	of	study	participants	will	

not	be	shared	with	anyone,	including	the	CANO	organization	from	which	they	were	recruited,	

which	frees	potential	participants	from	concern	for	offending	or	alienating	the	leadership	of	

their	professional	organization	by	their	participation	or	non-participation.		

After	invitation	recipients	decided	to	participate	in	the	study	by	contacting	the	

researcher,	written	informed	consent	was	obtained	before	participation	in	interviews.	

Participants	were	advised	that	they	are	free	to	withdraw	from	answering	any	questions,	

discontinue	participation	at	any	time	during	the	interview,	and/or	decline	to	participate	in	a	

second	interview.	Vulnerable	persons	or	those	with	impaired	decisional	capacity	or	social	

marginalization	would	not	have	been	expected	to	participate	as	the	study	sample	was	recruited	
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from	current	members	of	a	national	nursing	professional	specialty	organization	(Canadian	

Institutes	of	Health	Research,	2014;	The	Vulnerable	Person’s	Act,	2014).		

Concern	for	Welfare		

The	study	was	designed	to	collect	information	about	participants’	experiences	of	MD.	

Consequently,	no	personal	health	information	was	collected,	nor	is	there	any	risk	to	

participants’	physical	safety.	There	is	no	deception	involved	in	the	conduct	of	the	study.	The	

phenomenon	of	study	requires	consideration	of	the	implications	for	the	welfare	of	participants	

and	perceived	justice	or	fairness	in	the	conduct	of	the	study.		

The	definition	of	MD	employed	for	this	study	includes	the	inability	to	engage	in	what	is	

believed	to	be	an	appropriate	course	of	action,	the	participation	in	actions	felt	to	be	morally	

wrong,	or	compromising	one’s	integrity	as	a	moral	agent.	The	literature	has	demonstrated	

significant	emotional	reactions	may	be	experienced	as	a	part	of	MD.	It	is	possible	that	

discussion	of	past	situations	of	MD	could	evoke	similar	emotions	during	or	after	the	interview.	

However,	there	are	no	reports	of	participant	distress	or	negative	outcomes	relative	to	

participating	in	research	about	MD	within	the	large	body	of	research	reviewed	in	the	literature	

review.	Thus,	the	potential	for	a	negative	impact	on	participants	is	purely	hypothetical	and	was	

considered	to	be	highly	unlikely.	The	unlikely	potential	for	acute	distress	related	to	the	

retelling	of	situations	of	MD	was	addressed	via	researcher	attention	to	participants’	affective	

state	during	the	interview.	In	the	two	situations	where	emotions	were	evident,	the	PI	assessed	

the	participants’	desire	to	continue	the	interview	will	take	place,	and	ongoing	consent	was	

confirmed.	Discussing	the	painful	situations	with	an	empathic	listener	was	cathartic	and	

beneficial	for	participants,	as	discussed	in	the	findings.	The	low	risk	of	arousing	strong	

emotional	reactions	resulting	from	discussing	the	topic	was	included	in	the	consent	form.	
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Given	that	hundreds	of	similar	prior	studies	have	failed	to	report	a	risk	to	psychological	

well-being	from	study	participation,	it	was	not	anticipated	that	participants	would	require	

support	or	resources	due	to	study	participation.	In	the	unlikely	event	that	an	unexpected	need	

for	additional	support	was	required	due	to	study-related	distress,	a	national	crisis	resource	

was	identified	and	available	during	the	interview	for	the	researcher	to	provide	to	participants,	

if	necessary.	However,	this	was	not	required	for	any	participants.		

Factors	associated	with	MD	include	the	lack	of	competence	of	colleagues	and	

inadequate	staffing.	There	was	the	potential	that	nurses	may	reveal	sensitive	information	

about	their	colleagues'	practice	patterns	or	their	employer's	practices	and	expectations	that	

resulted	in	MD.	During	the	interview,	several	participants	expressed	concerns	about	

inadvertent	identification	of	their	work	setting	or	clinical	colleagues	based	on	descriptions	of	

events	that	caused	MD.	When	these	concerns	were	expressed,	the	interview	questions	were	

paused,	and	the	researcher	reviewed	the	commitment	to	ensuring	the	confidentiality	of	

responses	and	anonymization	of	study	findings	to	avoid	identifying	individuals	or	practice	

settings.	Because	of	the	small	number	of	nurses	from	certain	specialty	areas	or	provinces,	

details	regarding	practice	setting	are	not	always	included	with	data	excerpts,	and	demographic	

characteristics	of	the	sample	are	similarly	presented	with	attention	to	preserving	anonymity.		

Nurses	may	also	have	been	concerned	about	being	viewed	negatively	or	judged	unfairly	by	the	

interviewer	or	bringing	damage	to	the	reputation	of	registered	nurses	in	general	or	oncology	

nurses	in	particular,	based	on	their	actions	in	a	particular	situation.	This	was	not	overtly	

expressed	or	latently	evident	in	their	responses.	However,	this	may	have	been	an	unexpressed	

concern	that	impacted	the	nature	of	the	situations	and	responses	that	were	described	and	

those	they	chose	to	omit.	
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	 The	risk	of	feeling	vulnerable	to	judgment	as	a	consequence	of	discussing	the	topic	was	

included	in	the	consent	form,	along	with	a	statement	regarding	the	inquiring,	non-judgemental	

stance	of	the	researcher.		A	non-judgemental	approach	was	employed	during	the	interview	

process.	Participants	were	recruited	from	a	national	organization	and	social	media	instead	of	a	

local	organization,	with	a	wide	geographic	distribution	across	Canada,	which	decreased	the	

likelihood	of	inadvertent	identification	of	individuals	based	on	local	knowledge	of	practice	

patterns	and	organizational	characteristics.		Potentially	identifying	information,	such	as	names	

of	individuals	and	organizations,	were	removed	during	the	transcription	process.	Interview	

recordings	will	be	locked	in	a	safe	and	destroyed	after	seven	years.	Digital	copies	of	participant	

names	and	contact	information,	as	well	as	data	transcripts	and	analysis	documents,	are	stored	

on	a	password-protected	computer	and/or	password-protected	USB	drive.	A	password-

protected,	encrypted	USB	drive	was	used	to	transfer	data	via	courier	to	the	transcription	

service	with	transcripts	received	via	the	same	device	by	return	courier;	the	password	was	

provided	to	the	service	via	a	separate	email	so	a	lost	USB	drive	would	have	been	inaccessible.	

Hard	copies	of	data	transcripts	and	analysis	documents	will	be	stored	in	a	locked	drawer	and	

destroyed	after	seven	years.	Dissemination	of	study	findings	will	include	illustrative	data	

excerpts;	care	will	be	taken	to	ensure	that	individuals,	locations	and	organizations	are	not	

identifiable	in	these	excerpts,	as	previously	described.	

Justice		

The	study	participants	were	recruited	from	a	national	specialty	nursing	organization,	a	

group	that	is	not	characterized	by	social	vulnerability,	lack	of	decision-making	ability,	lack	of	

access	to	social	goods	or	capital	or	other	features	of	marginalization	or	vulnerability.	Oncology	

nursing	is	most	commonly	practiced	in	clinical	settings	that	are	research-intensive,	so	
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participants	were	expected	to	have	a	high	baseline	knowledge	of	the	process	of	conducting	

research	and	the	ability	to	make	decisions	about	their	participation	in	a	research	study.	The	

participant	demographics	described	below	confirm	this	assumption.	Nursing	is	comprised	of	

individuals	with	diverse	sociocultural	backgrounds,	so	participants	may	identify	as	members	of	

a	minority	community.	There	was	no	intent	to	deliberately	recruit	or	exclude	participants	

based	on	these	characteristics.	Information	about	sociocultural	background	was	not	collected	

as	part	of	the	demographic	questionnaire	and	was	only	apparent	when	individuals	voluntarily	

disclosed	their	background	or	when	a	noticeable	accent	was	present	in	the	interview.	

	 The	relationship	between	researcher	and	participant	may	be	perceived	to	hold	a	power	

imbalance,	however,	in	the	case	of	the	graduate	student	researcher,	this	imbalance	may	be	

reciprocal.	The	researcher	will	hold	the	participants’	stories	and	the	power	to	make	

interpretations	from	the	data,	while	the	graduate	student’s	program	completion	is	dependent	

upon	the	participants	and	the	stories	they	choose	to	share.	The	researcher	is	accustomed	to	

caring	for	vulnerable,	socially	marginalized	adults	in	health	care	crises	in	clinical	work.	The	

same	principles	employed	in	that	context	of	respectful,	fair,	non-judgmental,	collaborative	

engagement	were	employed	here.	Qualitative	research	is	commonly	viewed	as	a	co-creation	

between	researcher	and	participant.	The	participant's	value	and	regard	for	their	stories	was	a	

guiding	principle	in	the	interview	process.		

Chapter	Summary	

A	qualitative	approach	is	most	appropriate	for	the	nature	of	the	research	questions	for	

this	project	and	the	state	of	existing	research	on	MD	in	oncology	nursing.	Interpretive	

description	is	a	qualitative	approach	that	is	well	suited	to	nursing	research	and	research	

questions	that	are	practice-driven	and	is	consistent	with	the	critical	realist	perspective	that	
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informs	the	study.	Interviews	with	oncology	nurses	were	selected	to	provide	the	detail	and	

richness	of	data	required	to	explore	a	complex	phenomenon	such	as	MD.	After	modifying	the	

recruitment	approach	due	to	a	lack	of	initial	response,	data	were	collected	through	interviews	

with	25	participants,	with	analysis	proceeding	concurrently	and	in	an	iterative	process.	Quality	

criteria	in	the	design	and	conduct	of	the	study	support	the	trustworthiness	of	the	findings.	The	

Tri-Council	Statement's	principles	on	the	ethical	conduct	of	research	guided	the	study	from	

conceptualization	to	data	collection,	analysis,	and	report	of	findings.	
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CHAPTER	5:	FINDINGS	

Introduction	

The	chapter	describes	the	study	participants	and	the	themes	derived	from	the	

interpretive	analysis	of	the	data.	Five	themes	were	identified	through	the	data	analysis	process	

and	are	presented	in	this	chapter.	The	first	theme,	“‘You	get	used	to	a	certain	kind	of	horrible’…	

but	the	‘wrong’	kind	of	horrible	leads	to	moral	distress”,	describes	the	experience	and	

development	of	MD.	The	next	three	themes	describe	the	context	of	MD	for	the	participants:	

“oncology	nursing	is	hard”,	“you	can	find	your	niche”,	and	“oncology	nurses	know.”		The	final	

theme,	“humanness”,	highlights	the	centrality	of	basic	human	attributes,	values,	beliefs,	

problems,	needs,	and	processes	in	the	participants’	stories,	descriptions	of	MD,	and	responses	

to	MD.	The	themes	illuminate	the	experience	of	MD	and	features	of	morally	distressing	

situations,	the	highly	contextually	situated	nature	of	the	experience,	and	the	responses	and	

proposed	changes	that	arise	from	a	universal	humanity	that	is	expressed	in	terms	of	the	

context,	but	not	unique	to	the	context.	

Participants	

	 Participant	demographics	are	detailed	in	Appendix	K.	Modal	age	grouping	was	30-39	

years	(N=11),	and	modal	years	of	nursing	(N=11)	and	oncology	nursing	(N=12)	experience	was	

5-10	years.	Participant	education	was	not	collected	as	part	of	the	demographic	questions,	

however,	during	the	interview	seven	participants	disclosed	that	they	had	completed	(5)	or	in	

the	process	of	completing	(3)	graduate	degrees	[number	of	degrees	greater	than	number	of	

participants	due	to	one	participant	having	a	completed	and	an	in-progress	graduate	degree].	

The	graduate	degrees	were	primarily	Master	of	Nursing	degrees,	as	well	as	Master	of	Palliative	

Care,	Master	of	Health	Management,	Master’s	in	Health	Care	Quality	Risk	and	Safety,	and	a	
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Doctor	of	Philosophy	in	Nursing.	Three	of	the	participants	had	advanced	practice	positions	

consistent	with	their	education,	while	the	others	were	in	staff	nurse	or	other	direct	care	

positions	and	were	currently	seeking	or	planning	to	seek	positions	consistent	with	their	

education	in	the	near	future	or	upon	degree	completion.	In	addition,	four	participants	reported	

education	or	experience	outside	of	Canada,	through	travel	for	education/work	or	immigration	

to	Canada	from	their	country	of	origin.	

		 Fifteen	participants	had	only	worked	in	oncology	nursing,	with	years	of	experience	

ranging	from	two	to	29	years.	Two	participants	described	working	in	other	careers	prior	to	

entering	nursing.	Participants	were	not	asked	about	leaving	other	jobs	due	to	MD,	but	

approximately	half	disclosed	this	spontaneously	during	the	interview.	When	asked	regarding	

their	current	satisfaction,	participants	reported	that	they	love	their	current	job	despite	the	

challenges;	those	who	had	left	a	prior	job	due	to	MD	were	happy	in	their	current	job,	including	

one	participant	who	denied	experiencing	MD	in	her	current	position	of	five	years.	Two	

participants	were	very	unhappy	and	actively	seeking	alternative	employment.	

	 The	geographic	distribution	of	participants	was	relatively	representative	of	the	

Canadian	population	distribution.	There	were	no	participants	from	the	Maritime	provinces,	

despite	confirmation	of	direct	chapter	recruitment	by	two	of	the	four	Maritime	chapters.	There	

were	also	no	participants	from	the	Territories,	however,	CANO	chapters	did	not	exist	in	these	

areas	at	the	time	of	study	recruitment.	

	 While	gender	diversity	was	not	present	in	the	sample,	there	was	diversity	in	education,	

experience,	and	practice	areas,	including	small	subsets	of	participants	working	in	rural/remote	

regions	and	pediatric	oncology.	
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“You	Get	Used	to	a	Certain	Kind	of	Horrible”	but		

the	“Wrong”	Kind	of	Horrible	Leads	to	Moral	Distress	

Participant:		 Like	we’re	used	to	a	certain	kind	of	-	like	a	certain	kind	of	horrible	things.	
And	now	it’s	another	kind	of	horrible	story	and	I’m	not	used	to	that	
(Participant	#13).	

	
The	overarching	theme	of	the	experience	of	MD	in	oncology	nursing	is	“you	get	used	to	a	

certain	kind	of	horrible,”	but	the	‘wrong’	kind	of	horrible	leads	to	MD.	The	“certain	kind	of	

horrible”	that	nurses	can	“get	used	to”	and	“the	‘wrong’	kind	of	horrible”	that	leads	to	MD	are	

two	sides	of	the	same	coin	that	comprised	the	experience	of	MD	in	oncology	nursing;	they	are	

related	and	connected	but	have	important	differences	that	set	them	apart.		

“You	Get	Used	to	a	Certain	Kind	of	Horrible”	

The	“you”	in	this	phrase	reflects	both	the	significance	of	the	individual	oncology	nurse	

as	the	location	of	the	experience	of	MD	and	the	inherent	subjectivity	of	the	experience	that	

contributed	to	variable	perceptions	and	experiences	of	MD	when	different	individuals	were	

faced	with	similar	circumstances.	Participants	demonstrated	variability	in	their	descriptions	of	

how	they	were	impacted	by	contextual	factors	in	their	jobs	and	how	these	factors	contributed	

to	MD.	Moral	distress	resulted	from	a	certain	set	of	circumstances	for	some	participants,	but	

not	others.	Individual	perceptions,	affinities	and	prior	experiences	contributed	significantly	to	

the	development	of	MD.	The	“you”	in	the	experience	of	MD	in	oncology	nursing	is	significant	

because	MD	was	experienced	at	the	individual	level	and	was	impacted	by	individual	attributes.	

“Get	used	to”	encompasses	the	observation	that	when	nurses	described	morally	

distressing	clinical	circumstances,	they	were	most	often	describing	situations	that	were	

uncommon	and/or	unusual	and/or	unexpected.	Participants	knew	what	to	expect	from	their	

work	in	a	broad	sense,	the	inherent	complexity	and	unpredictability	described	subsequently	in	
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“oncology	nursing	is	hard”	notwithstanding.	Oncology	nurses	expected	challenges	in	their	

work	but	those	expected	challenges	did	not	necessarily	produce	MD	in	a	linear	fashion,	though	

they	could	in	certain	circumstances	for	some	individuals.	Moral	distress	occurred	when	nurses	

experienced	situations	that	were	at	the	edges	or	over	the	line	of	what	they	were	accustomed	to	

encountering	in	their	daily	work	and/or	what	they	were	accepting	of	as	part	of	their	work.	

Sometimes,	these	aberrations	appeared	minor	but	were	described	as	clinically	significant	and	

morally	distressing	to	the	individual	participant.	

“A	certain	kind	of	horrible”	extends	from	what	nurses	“get	used	to,”	in	that	nurses	had	

clear	ideas	on	what	constituted	the	normal	and	acceptable	bounds	of	their	work.	Oncology	

nurses	did	not	expect	their	work	to	be	effortless	or	uncomplicated.	They	accepted	that	the	

work	is	fraught	with	personal	and	professional	challenges	and	inherently	so	because	of	the	

nature	of	the	disease	their	patients	are	living	with.	That	is,	they	identified	“a	certain	kind	of	

horrible”	was	inherent	in	their	job,	for	example,	witnessing	suffering	and	death.	Importantly,	

the	subjectivity	described	above	referring	to	“you”	was	also	evident	in	participants’	

descriptions	of	what	they	construed	as	the	normal	and/or	acceptable	bounds	of	their	work;	

participants	had	different	perspectives	on	the	“certain	kind	of	horrible”	they	personally	could	

accept.	Participants	clearly	described	the	challenging	context	of	oncology	nursing,	discussed	in	

subsequent	themes,	and	differentiated	the	emotionally	and	professionally	difficult	aspects	of	

their	work	from	those	that	were	morally	distressing.	“The	certain	kind	of	horrible”	they	

construed	as	constituent	of	their	work	encompassed	the	reality	that	their	work	would	be	

professionally	and	emotionally	distressing	at	times,	due	to	the	unavoidable	challenges	of	the	

contextual	features	discussed	in	subsequent	themes.	However,	MD	was	not	included	in	their	

vision	of	what	oncology	nursing	practice	should	entail.		
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The	“Wrong”	Kind	of	Horrible		

Moral	distress	occurred	when	nurses	experienced	situations	with	features	outside	the	

realm	of	what	they	were	accustomed	to	and	accepting	of	as	constituting	their	work.	Some	

aspects	of	their	work	were	“the	‘wrong’	kind	of	horrible,”	because	they	appeared	unnecessarily	

hard,	not	irremediably	so,	due	to	issues	or	concerns	that	went	unaddressed	or	unresolved.	

These	facets	of	the	work	were	not	necessarily	distinct	from	the	characteristics	that	make	

oncology	nursing	hard,	but	there	were	additional	features	or	contextual	factors	that	

contributed	to	making	the	situation	“the	‘wrong’	kind	of	horrible”	for	that	individual.	Some	of	

the	situations	described	by	participants	were	inherently	challenging	due	to	the	nature	of	the	

illness.	This	included	unusually	difficult	or	complicated	clinical	scenarios	that	involved	

complex	or	challenging	decision-making	where	the	appropriate	course	of	action	was	unclear,	

situations	where	patients	refused	standard	care	and	opted	for	unproven	therapies,	and	

uncommon	clinical	circumstances.	For	certain	people,	certain	circumstances,	including	the	

inherent	challenges	of	some	sub-specialties	were	morally	distressing	because	they	were	“the	

‘wrong’	kind	of	horrible”	for	them,	while	challenges	in	other	areas	of	oncology	were	tolerable.	

Participants	accepted	that	death	was	a	part	of	oncology	nursing	(discussed	in	“oncology	

nursing	is	hard”),	but	some	deaths	were	viewed	as	“bad	deaths”	because	of	morally	distressing	

aspects	of	EOL	care	and	communication.	Participants	also	expressed	ethical	concerns	

regarding	situations	where	they	questioned	the	adequacy	of	informed	consent	and/or	whether	

the	care	being	provided	was	in	alignment	with	patient	goals	and	wishes.	Though	some	of	the	

treatment	plans	that	led	to	these	questions	included	care	that	was	aggressive	with	a	limited	

likelihood	of	long-term	benefit,	that	care	itself	was	not	necessarily	morally	distressing,	rather	

concerns	about	adequacy	of	consent	and	alignment	with	patient	goals	and	wishes	were	the	
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source	of	MD	in	those	situations.	Other	ethical	concerns	included	causing	or	preventing	harm	

and	doing	the	right	thing	in	situations	where	“the	right	thing”	was	not	clear	to	the	participant	

or	their	work	team.	Lastly,	nurses	experienced	MD	when	system	problems,	including	issues	

related	to	staffing,	workload	and	resources,	workplace	culture	or	climate,	a	corporate	mindset	

towards	oncology	care,	and	challenges	imposed	by	geographic	realities	impeded	their	ability	to	

provide	the	care	they	believed	their	patients	required	in	a	way	that	was	consistent	with	their	

vision	of	oncology	nursing	practice.		

The	essence	of	the	experience	of	moral	distress	in	oncology	nursing	is	that	“you	get	used	

to	a	certain	kind	of	horrible,”	and	those	experiences	that	are	outside	that	“certain	kind	

horrible”	(i.e.,	the	“wrong”	kind	of	horrible)	are	what	is	morally	distressing,	either	because	they	

are	unusual	or	unexpected	occurrences	or	because	they	have	a	different	quality	than	the	

circumstances	nurses	were	used	to.	There	are	things	you	can	“get	used	to”	and	things	you	

cannot,	either	because	they	happen	infrequently	or	because	they	are	just	unacceptable,	and	

you	do	not	get	used	to	them	or	accept	them	as	part	of	the	work.	Some	of	the	things	that	nurses	

could	get	used	to	and	accept	as	part	of	their	oncology	nursing	work	are	inherent	in	the	context,	

which	is	described	in	the	themes	related	to	the	context	of	oncology	nurses’	MD.	The	things	that	

you	cannot	get	used	to,	that	is,	those	aspects	of	oncology	nursing	practice	that	are	morally	

distressing	are	described	in	greater	detail	subsequently	as	the	experience	and	features	of	“the	

‘wrong’	kind	of	horrible.”		

The	Experience	and	Features	of	“The	‘Wrong’	Kind	of	Horrible”	
	

					This	section	describes	oncology	nurses’	experiences	of	MD	and	the	factors	they	perceived	

to	contribute	to	the	development	of	MD.	The	categories	of	factors	that	participants	described	as	

morally	distressing	included	treatment-related	concerns	(e.g.,	aggressive	or	futile	care),	EOL	
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care	and	communication,	ethical	concerns,	and	system	issues;	each	category	has	several	sub-

topics	(see	Appendix	J).	Aggressive	or	intensive	treatments	were	perceived	as	problematic	for	

various	reasons.	While	death	was	accepted	as	part	of	oncology	nursing,	some	patients	did	not	

have	the	opportunity	to	conclude	their	lives	the	way	the	nurse	believed	they	should.	

Information-giving	and	communication	with	patients	and	families	sometimes	raised	questions	

for	participants	about	the	adequacy	of	consent,	particularly	in	situations	with	advanced	cancer	

where	death	seemed	near	or	inevitable.	At	times,	family	involvement	in	care	decisions	led	to	

concerns	about	care	lacking	alignment	with	patients’	wishes	or	best	interests.	System	

problems,	such	as	inadequate	staffing	or	resources,	workload,	and	a	business-orientation	

towards	care	provision,	impeded	the	ability	to	provide	the	care	nurses	believed	they	should	

provide;	geographic	realities	contributed	to	this	in	non-urban	environments.		

					As	already	described,	MD	did	not	occur	linearly	or	inevitably	because	of	the	presence	of	a	

single	factor	in	a	situation,	rather	multiple	factors	were	intertwined	in	participants’	clinical	

exemplars.	Some	factors	were	not	necessarily	inherently	problematic,	but	only	in	certain	

contexts,	in	combination	with	certain	other	factors,	or	for	certain	individuals.	However,	as	the	

exemplars	provided	here	illustrate,	there	was	complexity	inherent	in	situations	that	led	to	MD	

and	all	of	the	situations	demonstrate	multiple	factors	contributing	to	the	development	of	MD.	

All	of	the	topics	outlined	in	Appendix	J	are	displayed	in	at	least	one	of	the	exemplars	below;	the	

complex,	intertwined	nature	of	the	contributors	to	MD	in	participant	stories	does	not	lend	

itself	to	including	a	discrete	exemplar	for	each	topic.		

Treatment-Related	Factors	

					As	outlined	in	the	subsequent	theme	“oncology	nursing	is	hard,”	patients	were	sick	and	

complex	and	required	to	make	decisions	about	therapies	with	potential	adverse	effects,	
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including	those	that	are	aggressive,	highly	toxic,	or	of	uncertain	benefit.	Oncology	nurses	knew	

that	some	of	their	patients	would	die	despite	treatment,	they	understood	the	unpredictability	

of	treatment	outcomes,	and	they	accepted	witnessing	suffering	as	inherent	to	their	work.	

However,	when	suffering	seemed	to	have	been	for	naught,	particularly	in	conjunction	with	

ethical	concerns	regarding	the	adequacy	of	information	for	informed	consent	that	raised	

questions	of	whether	the	patient	understood	the	likelihood	of	benefit,	this	contributed	to	the	

development	of	MD.	Malignant	hematology/BMT	settings	were	a	frequent	setting	for	this	

constellation	of	concerns	as	contributors	to	MD.	

	 Aggressive	or	Futile	Treatment.	Some	patients	wished	to	pursue	active,	disease-

directed	treatment,	forgoing	palliative	care,	in	order	to	feel	like	“they	tried	everything.”	Some	

types	of	cancer	required	aggressive	treatment	where	the	benefit	was	not	always	clear,	and	the	

outcome	was	unpredictable.	Oncology	nurses	understood	and	clearly	described	these	realities.	

The	language	of	“futile”	treatment,	however,	was	rarely	used;	only	three	participants	used	this	

term	in	their	responses,	two	of	them	only	once	and	phrased	it	as	“seemed	futile,”	the	third	

participant	used	the	word	seven	times,	in	the	context	of	discussing	the	meaning	of	“futility:”	

Interviewer:	 …	just	like	people	mean	different	things	when	they	use	the	term	moral	
distress,	the	same	can	be	true	when	we	talk	about	futile	care…	you	didn't	
describe	it	as	“futile”	but	“possibly	futile”	or	“perceived	as	futile.”	Tell	me	
a	little	bit	more	about	what	you	mean	by	futile	and	how	that	was	part	of	
the	moral	distress	experience.		

Participant:		 …	you	open	up	a	lot	of	questions	there	and…ideally	it	would	be	the	patient	
that's	defining	what	is	meant	by	futile	care	or	meaningful	care,	for	that	
matter.	I’ve	definitely	seen	patients	who	want	to	continue	with…active	
disease-directed	therapy	until	their	last	breaths,	and	that's	meaningful	to	
them.	I	think	where	the	issue	arises	is	when	they're	not	understanding	
that	there	may	be	little	benefit	in	terms	of	controlling	or	eradicating	their	
disease.	And	that	the	trade-off	might	be	significant	toxicity	or	impairment	
in	their	quality	of	life	(Participant	#9).	
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Responses	often	reflected	a	sense	of	the	treatment	not	having	achieved	the	desired	goals	or	

being	more	toxic	than	beneficial,	but	“futility”	of	treatment	was	not	typically	the	way	this	was	

framed	linguistically,	even	when	participants	questioned	the	benefits	or	reasonableness	of	

treatment.	

					“Aggressive”	was	used	to	describe	both	the	disease	and	the	treatment;	when	asked	

whether	they	perceived	treatment	to	be	“overly	aggressive,”	some	participants	sought	

clarification	of	what	this	term	meant.	Upon	clarification,	the	responses	indicated	less	of	a	focus	

on	the	treatment	itself	than	on	the	context,	namely	the	patient’s	understanding,	the	influences	

on	the	pursuit	of	aggressive	treatments,	as	well	as	the	role	of	uncertainty	in	prognostication	

and	how	this	could	influence	nurses’	perceptions	of	treatment	aggressiveness.		

					This	participant	reports	seeing	care	she	perceived	as	overly	aggressive	while	working	on	

an	inpatient	unit,	but	then	describes	how	a	more	holistic	understanding	of	the	disease	and	

treatment	process,	obtained	through	working	in	the	outpatient	clinic	setting	where	she	was	

exposed	to	greater	portion	of	the	disease	trajectory,	influenced	her	perceptions	of	treatment	

aggressiveness.	Other	exemplars	in	“the	‘wrong’	kind	of	horrible”	detail	how	nurses’	

knowledge	can	lead	to	MD.	Here,	there	is	an	acknowledgement	of	the	role	of	individual	

knowledge	and	perspective	on	perceptions	of	treatment	aggressiveness.	Aggressive	treatments	

alone	did	not	lead	to	MD;	MD	arose	more	from	the	context	of	the	aggressive	treatment	and	the	

individual	perceptions	of	that	context.	

Interviewer:	 One	of	the	other	things	that's	described	as	a	source	of	moral	distress	for	
nurses	at	times	is	care	that's	perceived	to	be	overly	aggressive.	Is	that	
something	that	you	feel	you	encountered	in	that	situation?	

Participant:	 Can	you	explain	that	a	little	bit	more?		
	 …	
Interviewer:	 Do	you	feel	like	that	was	something	you	encountered?	
Participant:	 Definitely.	Definitely.	Definitely.	So,	often	on	the	floor	we	would	not	

understand	why	we	would	be	transplanting...	Now	that…I’ve	worked	in	
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the	patient	clinic	for	BMT	team	as	well	as	the	lymphoma	clinic	and	the	
CLL	clinic	-	I	see	a	little	bit	more	and	I	understand	it	a	little	bit	better.	And	
I	understand	now	that	there's	decisions	that	are	made	and	why	they’re	
made.	
But	I	think	being	a	nurse	on	the	floor	without	the	insights	that	I	have	
now…	I	would	still	not	understand	that.	So,	I	think	we	almost	do	a	
disservice	by	not	allowing	all	of	our	nurses	to	come	down	and	see	what	
we	do	in	the	clinic	and	what	discussions	we're	having.	Because	when	the	
patient	goes	to	the	floor	the	inpatient	nurses	are	like,	“Did	anybody	even	
tell	you	what	transplant	is?”	(Participant	#5).	

	
	 Similarly,	this	participant	was	less	focused	on	whether	or	not	the	treatment	was	

aggressive	and	more	on	the	reality	that	the	treatment	was	not	only	ineffective,	but	also	

resulted	in	persistent	complications	that	worsened	quality	of	life	at	EOL.	Unpredictability	and	

the	perception	of	having	derived	no	benefit	from	the	treatment	were	a	greater	contributor	to	

distress	than	the	aggressiveness	of	the	treatment.	

Participant:		 I	think	one	of	the	things	that	is	like,	especially	when	someone’s	dealing	
with	GvHD	and	especially	if	they	relapsed	again	after	transplant,	I	think	
that’s	almost	one	of	the	worst-case	scenarios…they’re	now	palliative	and	
it’s	like,	oh	my	goodness,	we	put	them	through	transplant	and	now	their	
quality	of	life	isn’t	great.	Now	ultimately	the	outcomes	the	same	as	if	we	
wouldn’t	have	done	transplant.	So,	I	think	that’s	probably	the	situations	
that	we	talk	about	the	most	because	they’re	the	most	challenging.	And	
there’s	no	way	to	predict	the	outcome	necessarily	either.	So,	I	don’t	think	
it	was	the	wrong	thing	to	do	but	it’s	still	a	really	crummy	outcome.	

Interviewer:		 Is	it	almost	as	if	all	of	their	suffering	was	sort	of	wasted?	Like	there	was	
no	reason	for	them	to	be	that	sick	because	it	didn’t	work	anyway?		

Participant:		 Exactly	(Participant	#11).	
	

	 The	importance	of	adequate	information	for	informed	consent	and	patient	autonomy	in	

decision-making	about	treatment	in	the	face	of	unpredictable	outcomes	for	aggressive	

treatments	was	emphasized	by	many	participants.	When	patients	were	receiving	care	that	did	

not	appear	to	be	an	autonomous,	informed	decision	that	was	in	alignment	with	their	goals	or	in	

their	best	interests,	this,	together	with	aggressiveness	and	unpredictability,	contributed	to	MD.	
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In	some	cases,	this	was	related	to	a	perception	that	discussions	of	risks	and	benefits	sometimes	

carried	an	implicit	suggestion	to	keep	trying	more	treatment.	

Participant:		 …I	always	talk	to	the	oncologist,	make	sure	that	the	person	has	the	
information.	But	it's	almost	like	when	talking	about	those	kind	of	
discussions	–	to	go	ahead	and	give	the	treatments,	there's,	I	think,	a	lot	of	
emotion	and	emotional	influence	in	those	discussions	too.	And	it's	like	
although	they	have	the	information,	there's	almost…	this	emotional	kind	
of	influence	to	continue	treatment.	It's	like	the	way	that	it	goes.	So	even	
though	the	oncologists	are	saying	like	“Oh	the	chances	of	this	working	are	
this	and	that,”	there's	almost	this	influence,	“but	you	can	keep	on	trying,	it	
may	work,	kind	of	thing.”		

	
…when	I'm	giving	chemo	to	someone	that	I	feel	like	we	shouldn’t	be,	I	just	
kind	of	feel	like,	I	guess,	like	a	little	bit	depressed	knowing	what	they're	
about	to	go	through	and	kind	of	wonder	if	they	really	fully	understand.	
Because	I	think	it’s	one	thing	to	hear	the	word	you	know,	“there's	a	risk	
for	this,	there's	a	risk	for	that.”	But	then	it's	like	when	you	see	those	
things	firsthand	in	so	many	people,	it's	kind	of	just	more	distressing	
knowing	what	they're	about	to	go	through.		
…	

Interviewer:		 So,	when	somebody	says	to	you,	“I	wish	I	hadn’t	done	that”,	how	does	that	
affect	your	experience	of	moral	distress?		

Participant:		 …I	would	say	it	definitely	like	puts	me	into	moral	distress.	Because	I	feel	
like	prior	to	working	in	oncology,	I	never	–	there	were	some	instances	of	
moral	distress,	but	I	feel	like	it's	very	profound	in	the	oncology	setting.	
Just	because,	you	know,	there	are	so	many	choices	and	so	many	factors	to	
consider,	I	guess…I	never	really	knew	–	like,	how	much	it	was	going	to	
affect	my	practice	and	my	day	–to-day	work	life,	I	guess	(Participant	#19).	

	
	 In	other	situations,	participants	were	concerned	about	families	influencing	treatment	

decisions.	This	was	discussed	together	with	concerns	about	unpredictability	of	outcomes	and	

the	complexity	of	many	emerging	therapies.	

Participant:	 –	for	me	ideally,	I'd	like	to	find	out	from	the	patient	–	the	difficulty	is	
sometimes	the	patient	is	influenced	by	the	family	and	it's	very	muddy.	It's	
really	difficult	to	figure	out	what	they	actually	think	about	the	purpose	of	
their	care	or	the	intent	of	their	care	and	what	their	goals	are.	We're	
getting	better	at	asking	those	questions	with	advanced	care	planning	
being	integrated	as	part	of	routine	or	standard	care.		

	
I	think	this	is	going	to	become	an	even	more	relevant	discussion	and	issue	
moving	forward	with	immunotherapy,	CAR-T	cell	therapy	and	things	like	
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that	where	prognostication	is	going	to	be	very	difficult	and	we're	not	
going	to	be	able	to	predict	with	certainty	–	not	that	we	ever	have	a	crystal	
ball.	But	we	used	to,	especially	more	so	I	would	say	in	solid	tumours,	have	
a	better	sense	of	X	percentage	of	patients	would	respond	to	X	drug.	Now	
we've	got	immunotherapy	where…prognosticating	is	very	difficult	and	I	
think	that	that's	going	to	be	challenging,	is	trying	to	make	sure…the	care	
that	we're	giving	is	aligned	with	what	patients'	goals	are.	And	so	that's	
where	those	conversations	about	advanced	care	planning…will	become	
even	more	important.	And	hopefully	we'll	alleviate	those	situations	of	
distress	related	to	what	we	would	perceive	as	being	futile	care	or	overly	
aggressive	(Participant	#9).	

	
Concerns	about	witnessing	suffering	in	patients	receiving	therapy	with	a	very	low	

likelihood	of	benefit	were	enhanced	when	there	was	a	perception	that	the	patient’s	family	was	

influencing	care	decisions	that	were	not	aligned	with	the	patient’s	stated	goals.	When	patient	

autonomy	appeared	impeded	or	when	there	were	concerns	about	the	adequacy	of	informed	

consent,	this	was	morally	distressing	for	oncology	nurses.	Interestingly,	in	the	situation	below,	

unlike	situations	where	nurses	felt	that	limitations	on	their	voice	contributed	to	the	experience	

of	MD,	here,	the	nurses	felt	that	they	were	compelled	to	reiterate	information	more	frankly	

than	the	physicians	when	communicating	treatment-	and	prognosis-related	information.	Their	

voices	were	necessary	in	bridging	the	gap	between	the	information	they	possessed	and	the	

information	they	believed	the	family	had	understood,	which	they	felt	was	incomplete	based	on	

the	manner	of	communication	employed	by	the	physicians.	

Illustrating	the	multiple,	intertwined	contributors	to	MD	that	were	often	present	in	a	

single	scenario,	this	participant	described	a	situation	that	comprises	concerns	about	

aggressive/futile	treatment	when	palliative	care	would	have	been	more	appropriate,	family	

influence	on	treatment	decisions	that	intruded	on	patient	autonomy,	treatment	not	in	

alignment	with	patient’s	stated	goals,	care	not	in	alignment	with	the	patient’s	best	interests,	

concerns	about	the	adequacy	of	informed	consent	based	on	the	physician’s	approach	to	
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communication	(resulting	in	a	sense	of	pressure	to	reiterate	the	information)	and	witnessing	

suffering	that	was	caused	by	the	treatments	the	nurses	were	administering.	This	was	not	an	

atypical	scenario	in	the	number	and	complexity	of	concerns	that	were	entangled.	“Oncology	

nurses	know”	patients,	evidence	and	ethics	(discussed	in	a	subsequent	theme)	and	brought	all	

of	those	sources	of	knowledge	to	bear	when	providing	cancer	care,	as	well	as	when	describing	

their	experience	of	MD.	There	was	depth	and	richness	in	the	majority	of	situations	described	

by	nurses,	with	multiple	features	that	contributed	to	MD,	intertwined	with	emotionally	

challenging	circumstances	in	a	such	a	way	that	it	would	be	difficult	to	tease	apart	the	individual	

contribution	of	each	factor	or	the	extent	to	which	the	presence	of	multiple	factors	was	additive	

or	multiplicative.		

What	is	notable	about	this	situation	is	that	despite	facing	a	very	challenging	situation	

that	was	morally	distressing	to	multiple	members	of	the	care	team	and	required	mobilization	

of	multiple	unit	resources	to	achieve	consensus	on	a	care	plan,	the	nurse’s	description	of	actors	

in	the	scenario	who	could	have	been	disparaged	for	their	contribution	to	prolonging	the	

patient’s	suffering	is	objective	and	not	dehumanising.	There	is	an	acknowledgement	of	the	role	

of	culture	and	family	obligations,	but	without	judgement	of	the	validity	of	their	perspective.	

There	is	dissatisfaction	with	physician	communication	of	prognosis	and	treatment-related	

information,	again	described	without	criticism,	rather	observing	that	they	were	being	“nicer”	

when	they	needed	to	be	“blunt.”	Audio	analysis	of	this	interview	reflected	someone	who	was	

careful,	soft-spoken	and	thoughtful.	In	addition	to	illustrating	the	complexity	of	situations	of	

MD	and	the	non-linear	development	of	MD,	the	nurse	described	an	approach	that	honoured	the	

patient	as	human	being	and	avoided	dehumanisation.		

Participant:		 One	that…comes	to	mind	right	away	was	a	patient	who	was	from	the	
Middle	East…	I	can't	remember	what	her	primary	was.	But	she	did	have	
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extensive	metastases	throughout	her	entire	abdomen,	and	she	was	
palliative.	And	she	had	blockages.	We	had	her	on	TPN	and	an	NG	tube	
and…all	of	these	measures	to	keep	her	alive.	And	through	conversations	
with	her…she	expressed	to	me	that	she	was	done.	That	she	wanted	to	
change	her	goals	of	care,	but	because	of	her	religion	she	wasn’t	allowed	to	
make	that	choice.	So…we	were	just	keeping	her	alive	and	stretching	out	
the	whole	dying	process	for	her…	And	we	kept	offering	her	different	types	
of	treatments	that	were	just	overall	harder	and	harder	on	her	body.	So	
that	was	hard	to	watch	her	go	through	that.		

Interviewer:		 Do	you	know	if	she	told	anybody	else	that	she	was	looking	to	change	her	
goals	of	care?		

Participant:		 There	were	multiple	family	meetings	and…every	time	she	tried	to	bring	it	
up	and	express	that,	it	was	minimised	by	her	husband	and	her	family.	And	
then…she	wouldn’t	change	the	paperwork	and	stuff.		

Interviewer:		 …	Who	was	part	of	that?		
Participant:		 There…were	meetings	with	physicians	where	social	work	was	involved	

and	family	and	nursing…	
Interviewer:		 …it	sounds	like	it	was	her	own	belief,	but	also	the	family	was	sort	of	

pushing	her	towards	that	direction?		
Participant:		 Yeah.		

…	
Interviewer:		 Was	the	likelihood	of	success	part	of	the	informed	consent	discussions?	
Participant:		 They	were	–	but	it	was	almost	like…they	heard	what	they	wanted	to	hear.	

And	the	physician	would	tell	them	the	likelihood	of	success	was	low.	But	
it	was	almost	like	they	just	heard	“okay,	there's	still	a	chance.”	…I	felt	like	
it	could	have	been	clearer.	They	did	discuss	it,	but	I	just	felt	like	it	was	
made	very	clear	to	the	nursing	staff	that	it	likely	wasn’t	going	to	work…	
the	physician	with	the	nursing	staff	it	would	be	more	blunt.	And	then	
discussions	with	the	family	it	would	be…trying	to	deliver	the	information	
in	a	nicer	way	or	cushier	way,	whereas	I	really	think	they	just	needed	a	
blunt	answer	like	we	were	getting.		

	 And…then	I	felt	like	it…landed	on	nursing	staff	to	deliver	that…	
information	as	well.	Not	deliver	the	information,	but	just…reiterate	the	
fact	that…she	was	very	palliative	and	that	it	was	going	to	be	harder	on	her	
to	go	through	the	chemo	and	the	treatment	(Participant	#19).	

	
Perceptions	of	care	being	overly	aggressive	were	reported,	but	they	were	infrequently	

the	primary	contributor	to	MD.	Aggressive	treatment	was	one	contextual	factor	that	was	

present	in	many	situations	of	MD.	However,	in	those	situations,	concerns	about	autonomy,	

informed	consent,	and	alignment	with	patient	goals	and	interests	were	also	present	and	

emphasized	more	by	participants	than	the	aggressive	treatment.	
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Treatment	Refusal	and	Unproven	Therapies.	Treatment	refusal	and	pursuit	of	

unproven	therapies	was	another	area	of	treatment-related	concern	that	contributed	to	MD.	In	

some	situations,	there	was	the	potential	for	cure	or	long-term	survival	and	deaths	were	seen	as	

“unnecessary;”	in	other	situations	the	proposed	treatment	was	very	aggressive,	and	the	benefit	

was	less	clear.	The	nurses	reported	more	of	a	sense	of	having	failed	to	prevent	harm	in	the	

former	and	more	of	a	sense	of	there	being	“no	right	answer”	in	the	latter.	Nurses	supported	

patients	to	ensure	they	had	adequate	information	and	provided	care	in	alignment	with	patient	

wishes.	However,	when	survival	would	have	been	likely,	or	at	least	possible,	with	treatment,	

the	death	is	not	viewed	as	a	“good”	death.	Pursuit	of	unproven	therapies	resulted	in	a	sense	of	

moral	conflict	when	it	was	unclear	if	this	decision	contributed	to	a	potentially	preventable	

death	or	not.	

Though	there	was	no	moral	wrong-doing	on	the	part	of	the	nurse	in	the	following	

exemplars,	there	was	a	sense	of	having	failed	to	prevent	harm	because	the	patient	and/or	

family	elected	to	refuse	potentially	curative	or	life-prolonging	treatment,	in	the	one	instance	

choosing	unproven	treatments	and	in	the	other	choosing	medical	assistance	in	dying	(MAID)	

when	the	patient’s	condition	deteriorated.	Nurses	in	both	situations	were	supportive	of	

autonomy	in	decision-making	and	recognized	that	the	care	being	provided	was	in	alignment	

with	the	patient	or	family’s	wishes,	but	the	options	selected	were	not	the	“right	thing”	in	the	

nurse’s	view	because	of	the	potential	for	survival	had	medical	advice	been	followed.	There	was	

the	sense	of	having	failed	to	prevent	harm	(i.e.,	a	potentially	premature	death).	In	this	

exemplar	there	was	also	the	additive	effect	of	the	conflict	between	the	views	of	staff	and	the	

patient’s	family,	since	the	patient	was	a	child.	The	participant	empathetically	described	her	
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perception	of	the	parents’	perspective	and	how	her	colleagues’	views	and	the	conflict	in	the	

situation	enhanced	her	MD.	

Participant:		 We	recently	had	a	child	pass,	and	it	was	a	very	controversial	case	because	
this	child	came	from	a	family	that	had	primarily	naturopathic	and	
complementary	medicine	beliefs	and	she	was	diagnosed	with	stage	four	
neuroblastoma.	So	initially	she	started	conventional	treatment,	on	COG	
protocols,	but	she	didn’t	really	respond	well	to	that…at	that	point	because	
I	think	this	was	morally	distressing	for	that	family,	the	family	took	her	off	
treatment	to	pursue	more	naturopathic	means	and	ended	up	doing	all	of	
this	other	stuff,	which	unfortunately	wasn’t	successful.	This	child	then	
came	back	and	then	tried	to	do	again	...	conventional	medicine	and	a	lot	of	
the	team	members	felt	that	this	was	this	mom’s	fault	and	that	this	mom’s	
decision	potentially	killed	her	child,	which	it’s	difficult	to	say	if	she	would	
have	passed	away	on	just	conventional	medicine	alone	or	if	it	was	the	
naturopathic.		

	
But	I	think	in	that	circumstance	it	was	biases	from	both	perspectives.	And	
it	was	morally	distressing	to	care	for	that	child	because	you	had	all	of	
these	people	that	felt	this	mom	shouldn’t	have	done	this.	But	I	would	say	
from	the	perspective	the	mom	did	what	she	felt	was	best…she	loved	that	
child	and	there	was	no	doubt	that	she	didn’t.	It	was	just	we	had	two	
different	beliefs.	The	medical	profession	and	the	family	had	two	different	
beliefs	that	didn’t	coincide.	I	think	caring	for	her	was	distressing	when	we	
weren’t	able	to	see	common	ground	that	we	were	all	wanting	the	best	for	
this	patient,	it’s	just	we	weren’t	thinking	the	same	(Participant	#4).	
	

This	nurse	had	developed	a	relationship	with	a	patient	and	received	a	voicemail	from	

her,	saying	good-bye	on	the	day	of	her	MAID,	which	was	emotionally	very	difficult,	in	addition	

to	the	MD	from	feeling	like	they	were	unable	to	prevent	harm.	

Interviewer:		 With	this	patient	do	you	think	it’s	also	because	she	had	refused	all	
treatment?	

Participant:		 Yeah,	because	we	could	have	saved	her.	But	then…she	didn’t	come	for	
treatment	and	I	haven’t	seen	her	for	months.	So,	now	I’m	sure	now	she	
would	have	fit	the	criteria	[for	MAID]	because	she	didn’t	go	for	the	
treatment	when	we	first	saw	her.	So	yes.	I	feel	like	-	but	everybody’s	
allowed	to	decide	not	to	have	the	treatment,	and	that’s	fine,	again.		

	 But	it’s	hard	also	to	face	this.	Like	everybody	can	do	whatever	they	want.	
Like,	we	give	recommendation.	They	make	the	decision.	But	it’s	tough.	
Because	you	feel	it	could	have	been	better.	She	would	have	suffered	less,	
maybe,	if	we	had	cured	her	cancer.		



	
	
 

157	

Interviewer:		 Mm-hm.	And	did	she	have	a	cancer	that	would	have,	most	likely,	
responded	to	treatment?		

Participant:		 Yes.	Yeah	(Participant	#13).	
	
Importantly,	in	both	situations,	as	the	nurses	described	the	difficult	circumstances	

where	significant	differences	of	opinion	existed	between	the	care	team	and	the	patient/family,	

there	was	evidence	of	empathy,	compassion	and	humanisation	of	those	with	whom	they	

disagreed.	The	disagreements	were	described	thoughtfully	with	perspective-taking	of	the	

position	of	the	“others”	in	the	situation.	While	it	appeared	in	the	first	exemplar	that	some	of	the	

participant’s	colleagues	had	strong	opinions	of	the	family’s	decision,	this	participant	remained	

emphatically	empathetic.	There	is	implicit	acknowledgement	of	the	ethical	principles	of	

autonomy	and	nonmaleficence,	though	there	was	tension	about	how	to	best	prevent	harm	

when	medical	advice	was	rejected	in	favour	of	unproven	options	or	no	treatment	at	all.	

While	the	preceding	exemplars	reflected	challenging	situations	where	a	better	outcome	

seemed	possible,	some	patients	had	diagnoses	for	which	attempts	at	cure	or	control	of	the	

cancer	required	highly	aggressive	therapies	with	uncertain	benefit.	This	was	not	necessarily	

morally	distressing	(discussed	subsequently	in	“oncology	nursing	is	hard”)	but	it	could	be	in	

certain	situations.	In	the	following	scenario	the	nurse	described	a	young	adult	patient	whose	

cancer	treatment	would	have	required	a	life-altering	and	disfiguring	surgery,	which	the	patient	

refused,	opting	instead	for	unproven	treatments	first	in	another	country	and	then	requesting	

less	effective	therapy	in	Canada.	In	some	discussions	of	aggressive	treatment,	nurses	indicated	

that	the	patients	had	“no	other	option”	besides	death	if	the	aggressive	therapy	was	not	

pursued.	In	this	situation,	the	patient	felt	the	treatment	to	be	too	aggressive	to	be	worth	

pursuing,	accepting	that	he	would	die	instead,	when	treatment	may	have	offered	another	five	

years	of	survival.		
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Participant:		 I	have	a	young	patient	right	now,	he’s	26	years	old.	He	came	for	a	second	
opinion.	He	was	supposed	to	have	a	total	glossectomy	and	laryngectomy.	
And	that	would	have	maybe	cure	him…but	he	decided	not	to	go	for	those	
treatments…		

	 …	
Participant:		 He	was	treated	in	[another	hospital	-	redacted]	and	they	offered	him	

chemo/rads.	After	he	refused	those	treatments	he	went	to	[country	
redacted]	to	get	Vitamin	C	instead.	When	he	came	back	the	cancer	was	
back.	And	he	said	the	approach	at	the	other	hospital	wasn’t	really	good	for	
him.	So	instead,	he	came	here.	And	he	wanted	immunotherapy…	But	the	
doctors	were	clear	-	to	cure	him	you	would	have	need	(sic)	surgery	and	
then	the	other	treatments.…now	he’s	dying.		

Interviewer:		 …a	total	glossectomy	for	somebody	who’s	26,	that’s	a	very	–		
Participant:		 Yeah,	I	know,	it’s	awful.		
	 	 …	
Interviewer:		 So,	he’s	just	going	to	die	from	this?		
Participant:		 Yes.	Yeah	(Participant	#13).	
	
When	considering	the	impact	of	pursuing	unproven	therapies	and/or	refusing	

treatment,	the	participant	identified	how	difficult	it	can	be	to	know	what	the	“right	thing”	is	

given	the	inherent	unpredictability	and	complexity	in	oncology	(discussed	subsequently	in	

“oncology	nursing	is	hard”).	She	compared	and	contrasted	other	scenarios	from	her	practice	to	

contextualize	this	patient’s	decision	as	she	described	how	this	contributed	to	MD	as	a	result	of	

wanting	to	do	the	right	thing,	but	lacking	clarity	as	to	what	that	might	be.	Though	she	

perceived	there	to	be	adequate	informed	consent	and	the	care	was	in	alignment	with	the	

patient’s	wishes,	she	articulated	a	sense	of	uncertainty	as	to	which	course	of	action	(treatment	

or	no	treatment)	would	have	caused	the	least	harm	to	the	patient,	and	thus	be	in	the	patient’s	

best	interests.	

Participant:	 I	think	if	they	agree,	we	feel	like	“Oh,	we’ve	done	everything.”	But	is	it	
really	good	for	the	patient	that	we’ve	done	everything?	

Interviewer:	 Right.	
Participant:	 Maybe	the	doctor	feels	everything	was	done	and	OK.	But	I	don’t	think	it’s	

that	better.		
	 The	end	is	maybe	more	awful.	Like	we	had	a	patient	a	glossectomy	and	

laryngectomy…and	then	it	went	back.	So,	he	didn’t	have	a	tongue	
anymore,	but	the	cancer	was	coming	out	of	his	mouth…And	it	was	
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terrible…	And	the	doctor	will	say	“we	want	to	do	everything,	so	it	doesn’t	
do	like	this	case.”	But	that	guy	DID	everything.	He	did	everything.	And	still	
the	result	was	awful.	It	was	really	awful	(Participant	#13).	

	
Participants	wanted	to	advocate	for	their	patients’	best	interests.	When	they	

encountered	situations	where	it	was	unclear	how	their	interests	would	best	be	served,	this	

contributed	to	MD.	When	patients	appeared	to	act	against	their	own	best	interests	by	opting	

for	unproven	treatments	or	refused	potentially	curative	or	life-prolonging	therapies,	this	also	

contributed	to	MD.	In	these	situations,	both	the	duty	to	act	in	their	patient’s	best	interests	and	

the	patient’s	treatment	decisions	contributed	to	nurses’	MD,	not	because	they	necessarily	

conflicted,	but	because	nurses	were	not	always	sure	how	they	could	meet	their	professional	

values	and	duties.	

Not	the	Norm.	When	asked	whether	situations	of	MD	were	common	or	unusual,	

participants	most	often	described	situations	or	aspects	of	situations	as	unusual	or	atypical	in	

their	practice.	For	example,	in	the	above	situation,	the	younger	age	of	the	patient,	relative	to	

the	usual	age	of	patients	this	participant	cared	for,	was	reported	as	contributing	to	MD.	In	part,	

this	was	because	she	had	primarily	cared	for	older	adults	with	cancer	and	was	unaccustomed	

to	caring	for	younger	patients.	The	emotional	aspects	of	the	situation	enhanced	her	MD,	as	she	

describes	here:	

Participant:	 And	also,	I’m	not	used	to	young	patients.	Like	I’m	used	to	older…like	50’s	-	
not	old,	but	older.	Yeah,	it’s	different.	Like	we’re	used	to	a	certain	kind	
of	-	like	a	certain	kind	of	horrible	things.	And	now	it’s	another	kind	
of	horrible	story	and	I’m	not	used	to	that	(Participant	#13).	

	
In	addition	to	the	patient	being	a	younger	age	than	the	typical	patient	population	seen	

in	this	nurse’s	practice,	the	participant	also	indicated	that	treatment	refusal	was	uncommon.	

These	situations	that	were	not	the	norm	were	reported	more	frequently	and	were	reported	as	

more	morally	distressing	because	they	were	so	different	from	what	nurses	usually	dealt	with.	
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Circumstances	that	were	not	the	norm	also	included	situations	where	physicians	acted	in	ways	

that	were	out	of	character,	for	example,	ordering	a	“Do	Not	Resuscitate”	order	on	a	patient	who	

wanted	resuscitation,	or	ordering	a	septic	workup	and	antibiotics	in	someone	who	was	clearly	

dying.	The	additional	feature	of	encountering	something	that	was	unexpected	appeared	to	

enhance	the	MD	in	the	situation.	This	appeared	connected	to	nursing	experience	(discussed	

subsequently)	where	participants	developed	a	framework	for	dealing	with	situations	that	were	

previously	or	frequently	encountered,	while	those	that	were	not	the	norm	or	the	first	

encounter	of	a	particular	type	of	scenario	did	not	have	the	benefit	of	past	experience.	When	a	

colleague	acted	in	an	out	of	character	manner,	that	was	also	morally	distressing;	it	was	

startling	and	memorable	because	it	was	unexpected.	It	may	also	be	that,	as	this	participant	

identified,	unfamiliar	and	difficult	situations	required	more	engagement	and	so	occupied	a	

larger	place	in	one’s	memory	due	to	the	time	invested.		

Participant:		 And	so,	I	have	few	case	(sic)	like	that	[i.e.,	treatment	refusal].	And	I	think	
that	these	are	the	case	(sic)	that	I	see	more	and	that	need	more	help	from	
me.	So,	to	me	it	looks	like	it’s	all	my	patients.	But	the	others	that	follow	
the	recommendations	usually	do	pretty	well	(Participant	#13).	

	
	 In	one	of	the	final	reflections	on	this	scenario,	the	participant	described	what	the	

surgery	would	have	meant	from	the	patient’s	perspective:	

Participant:	 Yeah.	Mm-hmm.	He	was	saying	“If	I’m	with	a	group	of	friends	and	I	want	
to	be	able	to	say	a	joke,	and	if	I	can’t	talk,	what’s	the	point	of	being	there?”	
Like	for	him	it	was	also	social.	Like	he	wants	to	be	able	to	make	laugh	
people	and	he	felt	like	he	couldn’t	adjust	because	of	this	big	surgery	
(Participant	#13).	

	
Faced	with	a	patient	whose	options	were	disfiguring	surgery	or	death,	with	uncertain	

benefit	from	the	former,	the	oncology	nurse,	after	reflecting	extensively	upon	the	challenges	in	

this	situation	ultimately	concluded	that	the	patient’s	expressed	priorities	were	the	most	

important.	In	her	own	words,	this	situation	was	“another	kind	of	horrible	story”	than	the	
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“certain	kind	of	horrible”	that	she	was	used	to.	This	was	not	a	common	occurrence	for	which	

she	had	a	body	of	experience	that	framed	her	response.	And	yet,	in	a	sense	she	did.	For,	when	

faced	with	a	situation	where	no	other	answer	existed,	her	prior	nursing	experience	and	

education	led	her	to	an	engagement	with	the	patient	that	recognized	and	responded	to	the	

patient	as	a	human	being,		and	his	deepest	expressed	desire.	Her	responses	to	both	the	

challenges	and	the	rewards	(described	in	excerpts	in	“you	can	find	your	niche”)	of	her	work	

appeared	to	be	mediated	by	humanising	the	patient	in	an	immensely	difficult	situation.	This	

allowed	her	to	feel	both	MD	as	well	as	the	reward	of	a	therapeutic,	patient-centered	

engagement.	

Treatment-related	contributions	to	MD	appeared	to	fall	at	either	end	of	the	spectrum,	

“too	much”	and	“not	enough.”	However,	as	the	selected	exemplars	illustrate,	the	situations	

described	by	participants	were	never	purely	about	treatment,	there	were	multiple	factors	at	

play	in	every	situation.	The	data	support	an	assertion	that	MD	occurs	in	the	setting	of	

treatment	perceived	as	aggressive	or	futile,	when	potentially	beneficial	treatments	are	

declined,	and	when	treatment	decision-making	is	difficult	due	to	uncertainty	in	outcomes.	

However,	there	was	not	a	linear	relationship	to	MD,	with	multiple	other	concerns,	such	as	the	

adequacy	of	information	for	informed	consent,	family	pressure	to	pursue	aggressive	treatment,	

conflict	within	the	health	care	team,	and	nursing	experience	with	a	particular	diagnosis	or	

patient	situation,	also	contributing	to	the	experience.		

Few	of	the	exemplars	had	a	ready	solution;	they	were	challenging	circumstances	that	

were	inherently	difficult.	The	perception	that	“maybe	things	could	have	been	different”	was	

latently	present	in	these	types	of	scenarios.	However,	changing	the	outcome	would	have	

necessitated	knowing	the	unknowable	(predicting	severity	of	side	effects	and/or	treatment	
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outcomes)	or	altering	the	beliefs	and	decisions	of	the	patients	and/or	families	to	be	in	greater	

alignment	with	the	care	team,	in	addition	to	the	ability	to	be	able	to	effectively	prevent	death	

with	cancer	treatment.	Limitations	in	the	efficacy	and	toxicity	of	treatments	and	diversity	of	

beliefs	and	opinions	are	essentially	a	reality	of	being	human.	Participants	responded	to	

situations	in	ways	that	humanized	patients	and	families	even	when	little	else	could	be	done.	

This	was	not	necessarily	protective	for	MD,	but	participants	described	how	this	was	an	

important	therapeutic	response	and	professional	stance.		

End-of-Life	Care	and	Communication		

	
	 While	oncology	nurses	were	accepting	of	death,	they	experienced	MD	from	“bad”	

deaths.	This	included	deaths	where	symptom	management	was	inadequate	because	families	

were	reluctant	to	cause	sedation	or	afraid	of	hastening	death,	or	situations	where	the	patient	

and/or	family	were	not	accepting	of	imminent	death	and	requesting	resuscitation	or	

aggressive	care	in	lieu	of	palliative	care,	right	to	the	EOL.	Such	circumstances	were	less	

ethically	troubling	when	patients	were	seen	as	having	adequate	information	and	the	care	being	

provided	was	in	alignment	with	patient	wishes,	and	more	troubling	when	participants	

perceived	that	communication	about	the	terminal	nature	of	the	disease	was	not	sufficiently	

clear	to	ensure	that	patients	and	families	understood	the	likelihood	of	death	in	the	near-term.	

This	was	viewed	not	just	as	a	problem	of	inadequate	information	and	communication,	but	a	

missed	opportunity	for	the	patient	to	engage	in	activities	that	would	bring	meaning	to	them	at	

the	end	of	their	lives,	had	they	known	their	time	was	limited.	When	families	seemed	to	be	

pushing	patients	towards	refusing	analgesics	or	accepting	more	treatment	or	resuscitation	this	

enhanced	the	sense	of	MD	because	of	the	challenge	to	patient	autonomy.	Malignant	
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hematology/BMT	was	again	identified	as	an	area	where	there	was	a	reluctance	to	involve	

palliative	care	and	a	tendency	to	treat	aggressively	until	patients	were	actively	dying.		

There	were	no	participant	reports	of	MD	from	witnessing	intractable	pain	despite	

effective	treatment,	only	concerns	about	families	who	impeded	appropriate	pain	management	

with	analgesic	refusal.	Troubling	EOL	situations	did	include	descriptions	of	multiple	resources	

(e.g.,	palliative	care,	social	work,	ethics)	that	were	engaged	to	attempt	to	solicit	family	approval	

for	improved	pain	and	symptom	management	and	“do	not	resuscitate”	orders;	none	of	the	

scenarios	described	this	as	effective	in	avoiding	resuscitation	orders,	but	agreement	to	manage	

pain	was	sometimes	obtained	or	mandated	by	the	team.	

Participant:		 She	had	really	advanced	disease,	she	was	cachectic,	she	was	not	able	to	be	
mobilised	out	of	bed,	and	she	had	multiple	bone	metastases,	and	she	was	
in	a	great	deal	of	pain.	But	her	husband	really	didn’t	want	her	to	have	too	
much	in	terms	of	pain	medications,	and	she	would	go	along	with	that.	And	
I	remember	that	the	nurses	were	quite	distressed	because	they	would	
need	to,	you	know,	turn	her,	position	her,	provide	care,	and	they	felt	that	
she	was	in	pain,	but	every	time	they	would	ask…	“how’s	your	pain?”	her	
husband	would	answer	for	her.		
…	

Participant:		 And	I	was	asking	the	patient…	“you	said	you	had	pain,”	and	then	she	was	
like,	“no,	I’m	okay,	I	don’t	need	it.”	I	felt	really	distressed	knowing	that	this	
woman…had	said	she	had	pain,	that	she	wanted	something	for	pain,	but	
then	I	think	she	felt	that	she	couldn’t	go	against	the	husband’s	wishes	for	
her	to	not	receive	something…	I	felt	terrible	that	we	were	going	to	be…	
turning	her,	causing	her	more	pain	at	the	same	time.	I	really	felt	like	stuck	
because	I	thought,	well,	I	–	if	she’s	now	telling	me	that	she	doesn’t	want	
something	for	pain,	I	can’t	force	her	to	take	it,	yet	at	the	same	time	five	
minutes	ago	she	wanted	it,	and	she	told	me	she’s	in	pain.	So,	I	felt	really	
like	I	didn’t	know	which	way	to	turn.		
	
…and	it	was	really	only	when	the	ethicist	was	involved	that	then	we	were	
able	to	have	that	discussion	with	the	family	and	say	that	as	long	as	we	are	
caring	for	her,	we	would	be	medicating	her	for	her	pain.	And	we	would	be	
relying	on	the	patient	herself	to	let	us	know,	that	we	didn’t	want	the	
husband	to	be	answering	for	her…	(Participant	#24).	
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In	addition	to	witnessing	the	patient’s	pain,	nurses	were	also	in	the	position	of	causing	

additional	pain	when	providing	necessary	care,	such	as	bathing	and	turning,	in	the	absence	of	

adequate	analgesia.	As	such,	they	were	not	merely	observers	to	a	“bad”	death	but	felt	they	were	

required	to	engage	in	actions	that	contributed	to	it,	as	described	in	the	preceding	excerpt	and	

the	one	that	follows.	

Interviewer:		 What	is	the	family's	hesitation	in	those	situations?		
Participant:		 …	You	know	the	side	effects	we	tell	them	of	giving	somebody	pain	

medication	could	decrease	LOC,	confusion,	and	whatnot.	And	then	a	lot	of	
times	families	might	be	hesitant	to	allow	us	to	give	them	pain	medication	
because	mum	or	dad	got	really	sleepy	and	then	they	weren't	able	to	have	
any	quality	time	with	them…	they're	not	always	verbal,	but	for	example	
when	I	go	to	turn	them,	re-position	them,	I	can	sort	of	tell	that	they're	
uncomfortable	just	by	like	they're	grimacing	on	their	faces	or	if	they're	
moaning.	So,	my	nursing	judgement	is	saying…	“you'd	probably	benefit	
from	a	breakthrough	dose	of	something,”	prior	to	turning	them.	You	
explain	it	to	the	family,	and	they'll	still	say	“oh,	no,	just	hold	off	right	now,”	
and	then	they'll	explain,	“You	know	you	don't	want	them	to	be	tired	and	
whatnot,”	despite	the	education	and	teaching	that	I've	provided	them	
(Participant	#22).	

	
The	sense	in	these	situations	was	that	the	patient	was	not	able	to	conclude	their	lives	in	

a	manner	that	was	peaceful	and	free	of	distressing	symptoms,	engaging	in	personally	

meaningful	activities	in	their	final	days,	when	that	may	have	been	possible	had	there	been	

family	consent	or	more	clear	information	and	communication	from	the	medical	team.	This	led	

to	the	perception	of	a	“bad”	death,	which	is	contrasted	with	descriptions	of	“beautiful”	deaths	

presented	subsequently	in	“finding	your	niche.”	

	 Family	requests	for	resuscitation	despite	clearly	end-stage	cancer	were	morally	

distressing	because	the	effort	was	typically	not	effective	and	was	perceived	as	causing	more	

patient	suffering.	Nurses	reported	difficulty	participating	in	such	care	as	it	was	not	perceived	

as	being	in	the	patient’s	best	interests.	Resuscitation	requests	sometimes	also	co-occurred	with	

refusal	of	opioid	analgesics,	despite	involvement	of	palliative	care	teams.	In	those	situations,	
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nurses	felt	they	were	being	required	to	witness	suffering	that	was	unnecessary	and	remediable	

and	then	participate	in	a	futile	resuscitation	effort.	Oncology	nurses	accepted	witnessing	some	

suffering	as	inherent	in	the	work	(see	“oncology	nursing	is	hard”),	but	they	expected	to	be	able	

to	use	their	professional	judgement	and	skills	to	ameliorate	suffering	as	much	as	is	possible	

with	current	symptom	management	approaches.	In	addition	to	the	concerns	about	family	

influence	on	analgesic	refusal	and	resuscitation	requests,	the	sense	of	being	hampered	in	

alleviating	suffering	and	being	required	to	cause	suffering	through	resuscitation	efforts	were	

very	morally	distressing	to	participants.	An	additional	contributor	in	pediatrics	was	when	

patients	were	able	to	articulate	their	wishes,	thus	establishing	that	the	care	the	nurse	was	

providing,	at	the	parents’	direction,	was	not	in	alignment	with	the	patient’s	goals.	

Participant:	 Pediatric	oncology,	we	deal	with	palliative	patients,	which	are	very	
unfortunate,	of	course.	And	there	have	been	times	where	myself	as	well	as	
other	colleagues	of	mine	have	felt	that	the	choice	made	by	family	in	a	
palliative	circumstance	isn’t	what’s	necessarily	best	for	the	patient.	For	
example,	there	was	a	13-year-old	girl	that	passed	a	couple	months	ago,	
and	family	was	aware	that	she	was	palliative,	nothing	more	could	be	done,	
and	she	was	on	the	road	to	passing,	to	dying	…	she	was	not	a	DNR,	she	
was	still	a	full	code	in	every	manner	possible,	which	is	their	right	to	do	
that,	I	understand	that.	

	
	 But	knowing	how	she	felt,	because	she	herself	had	told	multiple	nurses,	

myself	included,	that	she	was	ready	to	just	get	on	with	it	and	die,	those	
are	her	words	exactly,	she	just	wanted	to	be	comfortable.	And	it,	it	was	
really	hard	as	nursing	staff	to	hear	her	say	that,	but	then	how	family	
responded	as	wanting	to	do	everything	they	could	to	try	to	save	her	to	…	
run	a	full	code.	She	was	aware,	she	was	old	enough	and	a	very,	very	bright	
girl;	she	knew	what	all	of	that	meant.	

	
	 When	the	time	came	that	she	did	pass,	they	did	go	on	with	the	full	code	

and	it	was	about	a	half	an	hour	of	compressions	and	intubation	before	the	
resident	that	was	in	charge	of	the	code	said	to	family,	“you	know,	this	is	
only	putting	her	through	more	pain	and	this	is	going	to	make	her,	her	life,	
what	life	she	has	left	more	painful	for	herself,	what	do	you	want	to	do?”	It	
was	at	that	point	in	time	when	that	…	doctor	made	those	comments	that	
the	family	decided	to	just	let	her	go.	But	it’s	really	hard	to	see	that	she	
wants	one	thing	…	and	her	family	chooses	another,	especially	when	the	
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one	thing	she	wants	is,	as	nursing	staff	we	see	it	as	the	more	humane	
response,	the	more	humane	thing	to	choose.	

	 …	
Interviewer:	 So,	they	were	actually	not	just	requesting	resuscitation,	but	they	were	

sort	of	withholding	analgesics.	
Participant:	 More	potent	forms,	yes.	
Interviewer:	 And	the	patient	was	able	to	express	that	she	was	still	experiencing	pain?	
Participant:	 Yes,	she	was,	she	would	complain	of	her	pain	more	or	less	all	day,	every	

day,	and	it	was	very	heartbreaking	to	watch	(Participant	#6).	
	

	 Despite	the	multiple,	emotionally	difficult	and	morally	distressing	aspects	of	this	

situation,	which	were	more	extensively	elaborated	in	the	interview,	the	nurse’s	description	is	

empathetic,	and	patient	focused.	She	clearly	perceived	the	parents’	actions	to	not	be	in	the	

patient’s	best	interests.	However,	her	language	was	not	dehumanising	when	describing	the	

parents	and	she	is	precise	in	her	descriptions	of	the	details,	such	as	referring	to	refusing	“more	

potent	forms”	of	analgesia	versus	a	blanket	statement	of	analgesic	refusal.	The	participants	in	

the	two	prior	situations	were	similarly	patient	focused	and	empathetic,	avoiding	judgmental	

language	in	describing	families	and	articulating	how	they	attended	to	the	humanness	of	

patients	even	when	they	were	unresponsive.	

	 	Oncology	nurses	know	that	patients	die,	and	they	accepted	this	as	part	of	their	work.	

They	aspired	to	promote	a	“good”	death,	or	even	a	“beautiful”	death	(see	“finding	your	niche”),	

which	occurred	peacefully,	with	adequate	symptom	control,	surrounded	by	loved	ones,	for	an	

informed	patient	who	has	had	the	opportunity	to	engage	in	important	final	activities.	There	

were	multiple	ethical	challenges	intertwined	in	situations	where	EOL	care	and	communication	

does	not	meet	the	nurses’	professional	expectations.	Inadequate	symptom	management,	

information	that	was	perceived	as	insufficiently	frank,	requests	for	resuscitation	that	were	

inappropriate	for	the	patient’s	condition,	and	family	pressure	were	important	contributors.		
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Ethical	Concerns	

When	nurses	were	asked	about	the	ethical	concerns	present	in	the	situations	they	found	

morally	distressing,	the	most	commonly	identified	included	adequacy	of	information	for	

informed	consent,	alignment	of	care	with	patient’s	wishes/goals,	concerns	about	causing	harm	

and	concern	for	doing	the	right	thing.	These	have	been	previously	alluded	to,	illustrating	again	

that	these	factors	did	not	occur	in	isolation,	but	together	with	other	features;	multiple	ethical	

concerns	were	also	present	in	many	situations,	as	illustrated	by	previous	data	excerpts.	Many	

of	the	exemplars	already	provided	throughout	this	theme	have	demonstrated	these	concerns	in	

the	context	of	cancer	treatment	and	EOL	care.	Additional	exemplars	are	provided	here	to	

provide	additional	support	for	the	specific	ethical	concerns	that	were	described.	

In	all	of	the	situations	that	nurses	described	they	were	asked	whether	their	primary	

concern	was	emotional	(i.e.,	“was	this	just	a	difficult	situation	to	be	part	of	or	a	difficult	part	of	

your	job?”)	or	ethical	(i.e.,	“what	is	the	ethical	concern	here?)	or	both.	The	situations	described	

subsequently	in	“oncology	nursing	is	hard”	reflect	those	aspects	of	the	work	that	are	

professionally	challenging.	Nurses	distinguished	those	aspects	of	their	work	from	the	

situations	that	were	morally	distressing.	The	situations	discussed	here	are	those	that	were	

morally	distressing.	Significantly,	though	situations	that	were	identified	as	professionally	

challenging	or	emotionally	difficult	did	not	necessarily	include	MD,	those	that	were	morally	

distressing	were	also	professionally	challenging	and/or	emotionally	difficult.	Moral	distress	

was	not	inevitable	from	difficult	situations,	but	it	did	not	develop	without	the	presence	of	

professional	or	emotional	challenges	(See	Appendix	L).	

Interviewer:		 Sometimes	we	feel	upset	by	situations	but	it’s	not	necessarily	that	there’s	
an	ethical	aspect	to	that.	That	is	an	important	distinction	-	is	the	situation	
one	when	there’s	an	ethical	concern	that’s	really	driving	part	of	what’s	
happening	or	all	of	what’s	happening?	
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Participant:		 Yeah,	I	would	say	then	no	is	the	answer	because	when	I	left	palliative	care,	
I	went	to	cancer	care.	Looking	back,	I	think	I	was	maybe	a	little	bit	
depressed	just	because	it	was	just	sort	of	sad.	It	was	just	seeing	so	much	
death	and	dying	and	I	was	young	that	early	in	my	career	but	there	was	not	
a	lot	of	conflict	per	se	in	terms	of,	you	know,	they’re	all	dying,	there’s	
nothing	you	can	do	about	it,	right?	So	that	can	come	with	the	job.	

Interviewer:		 So	that’s	different	than	what	you	were	describing	in	your	current	position	
where	there	was	a	sense	of	what’s	happening	or	what	the	patient	is	
deciding	is	not	the	right	thing	or	what	you	would	choose?	

Participant:		 Yes,	exactly.	Yeah,	for	sure	(Participant	#3).	
	
Interviewer:		 …		whether	in	these	difficult	situations	it’s	more	the	emotional	difficulty	of	

witnessing	suffering	in	difficult	situations,	or	whether	it’s	the	ethical	
concerns	that	are	the	biggest	contributor	to	distress.	Do	you	have	any	
thoughts	on	that?		

Participant:		 Well,	I	think	they	just	sort	of	play	off	each	other,	I	guess.	You	feel	like	it’s	
unethical	then	there’s	an	emotional	component	to	that	too.	So,	I	don’t	feel	
like	one	sort	of	outweighs	the	other,	but	I	think	they’re	both	important	
factors	in	moral	distress	(Participant	#16).	

	
This	participant	identified	the	importance	of	adequate	information	for	informed	

consent	and	alignment	of	care	with	patient	wishes/goals	as	essential;	when	absent	or	

perceived	to	be	insufficient,	this	contributed	to	MD.	While	the	interviewer	was	exploring	

perceptions	related	to	aggressive	care	and	EOL	care,	this	participant	identified	that	these	

ethical	principles	were	more	significant	to	whether	she	felt	MD	than	the	specific	care	she	was	

providing.	

Interviewer:		 It’s	interesting	that	you're	having	these	two	seemingly	opposite	kinds	of	
patient	decision-making	scenarios	on	the	same	unit…patients	are	opting	
for	MAID,	and	(others)	going	for	multiple	lines	of	chemotherapy…it	seems	
like	opposite	ends	of	the	decision-making	spectrum.		

Participant:		 Yeah	definitely.	I	feel	like	every	patient	is	so…specific	and	it	really	varies	
from	one	patient	to	the	next.	You	know,	are	the	treatments	that	we’re	
offering	aligned	with	what	the	patient	actually	wants?	And	I	think	a	lot	of	
the	time…when	we	see	a	disconnect	between	those	things,	it's	really	
distressful	for	us.	I	think	that's	how	I	would	describe	that.		

Interviewer:		 So,	it's	almost	not	what	you're	doing	per	se,	it's	is	that	aligned	with	the	
patient	goals?		

Participant:		 Yes.		
Interviewer:		 And	I	think	we	also	talked	earlier	about	–	do	they	really	understand	what	

they	are	getting	into?		



	
	
 

169	

Participant:		 Yes.	Because…if	an	oncologist	goes	through	the	treatments	and	the	
possible	side	effects	and	I	think	there's	a	real	difference	in	the	way	that	–	
where	I	think	it's	really	important	the	way	that	you	deliver	that	
information.	Because	there's	a	way	that	you	can	–	you	say	the	words	and	
go	through	all	the	risks,	but	don't	really	reinforce	the	reality	of	those	
risks.	Or	really	make	sure	that	person	has	like	a	sense	of	what	they're	in	
for	(Participant	#19).	

	
While	some	of	the	exemplars	presented	throughout	this	chapter	are	complex	on	their	

face,	other	situations	that	led	to	MD	seemed	“small”	in	comparison.	When	viewed	in	the	context	

of	the	patient	acuity	and	based	on	the	oncology	nurse's	in-depth	knowledge	and	competency,	

there	was	a	deep	significance	and	potentially	grave	concern	in	even	some	of	the	seemingly	

“small”	concerns.	Further,	even	situations	with	“small”	concerns,	such	as	whether	it	is	possible	

to	omit	vital	signs	in	the	middle	of	the	night,	can	demonstrate	all	of	the	reported	ethical	

concerns	in	a	single	situation.		

The	following	exemplar	reflects	a	nurse	who	is	concerned	about	doing	the	right	thing	

and	providing	the	quality	of	care	that	her	patient	requires,	while	ensuring	the	parents	have	

adequate	information	so	that	there	is	alignment	between	what	she	believes	is	right	and	safe	

and	what	the	parents’	wishes	are	for	their	child’s	care.	Though	she	is	describing	a	morally	

distressing	conflict	with	a	child’s	family	with	the	potential	for	serious	harm	to	the	child,	the	

nurse	approaches	it	from	a	perspective	of	education,	empathy,	and	perspective-taking	with	the	

goal	of	a	mutually	acceptable	outcome.	Despite	conflict,	despite	risk	to	patient	safety,	despite	

her	own	MD,	she	humanizes	the	parents	and	utilizes	her	knowledge	to	provide	support	while	

attempting	to	resolve	the	situation.	A	lengthier	excerpt	is	included	here	to	illustrate	that	

seemingly	“small”	things	(such	as	a	request	to	skip	middle	of	the	night	vital	signs)	are	not	

necessarily	less	complex	or	less	morally	distressing;	participants	often	engaged	in	lengthy	

exchanges	and	detailed	descriptions	to	elaborate	the	concerns	that	led	to	MD.	
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Interviewer:		 Do	you	think	that’s	something	that	happens	a	lot…the	disagreement	with	
healthcare	providers	and	parents	in	what’s	the	right	course	of	action?		

Participant:	 	I	would	say	yes.	I	think	it	can	be	on	something	so	small	like	we’ve	had	a	
lot	of	families	of	young	children,	so	like	infants,	who	refused	vital	signs	
overnight.	And	then	for	nursing	that’s	very	distressing…	because	they	feel	
like,	‘no	I	need	to	do	vitals	because	this	child	could	become	very	sick	
overnight.’	So,	there’s	discrepancy	where	the	nurses	feel	that	they	have	a	
duty	they	need	to	provide,	they	need	to	check	on	this	patient	and	they	
need	to	assess	them	adequately,	which	is	absolutely	true.	But	then	you	
have	these	families	who	feel	that,	and	this	is	my	opinion,	that	they’re	just	
trying	to	have	some	sort	of	normalcy	and	look	after	their	child	because	
they	think	the	best	thing	they	can	have	for	that	child	is	to	sleep	and	they	
haven’t	seen	the	implications	of	their	child	is	going	septic	so	they	don’t…	
maybe	they	don’t	understand	the	importance	or	the	actions	of	why	people	
are	doing	what	they	have	to	do.		
So,	there	is	this	disconnect	between	what	the	nurse	needs	to	do	to	feel	
competent	in	what	she’s	doing	and	what	the	family	needs	to	feel	
competent	in	what	they’re	doing.	And	so,	I	think	that	on	my	unit	has	been	
something	that	had	caused	a	lot	of	distress	to	nurses	because	they	feel	
they	can’t	do	their	job…	both	I	think	have	the	best	intentions	of	the	
patient,	but	maybe	we’re	not	doing	as	good	of	a	job	on	communicating	
why	we’re	doing	something,	or	maybe	meeting	in	the	middle.		

Interviewer:		 And	that’s	something	that	superficially	looks	very	small,	like	just	skip	the	
vital	signs…	

Participant:		 Yes.		
Interviewer:		 …	but	as	you	said	if	you’ve	seen	how	quickly	a	neutropenic	patient	can	

become	septic	and	actually	go	from	fine,	really,	to	death…		
Participant:		 Yes.		
Interviewer:		 …and	that	can	happen	in	a	matter	of	hours,	so	as	a	nurse	you	understand	

how	important	it	is	at	minimum	to	get	a	temperature,	right?		
Participant:		 Correct	yeah,	exactly,	but	then	as	a	parent	you	know	you	don’t	really	–	

although	they	tell	you	that	could	happen	if	you’ve	never	seen	it	it’s	hard	to	
really	appreciate	the	consequences	of	something	like	that,	and	from	a	
day-to-day	perspective	I	think	if	your	child	doesn’t	sleep	all	night	the	next	
morning,	you’re	going	to	have	to	deal	with	them	being	miserable	and	so	
it’s	difficult	to	appreciate	it	if	you	don’t	know.		

Interviewer:		 And	the	way	that	you	would	communicate	that	to	them	might	end	up	
frightening	them.	It	might	scare	them	about	how	bad	things	could	get.		

Participant:		 Yeah	so,	it’s	difficult,	right?	I	mean	especially	in	paediatrics	just	trying	to	
find	–	either	perspective	trying	to	meet	in	the	middle,	so	if	some	things	we	
can	have	a	little	bit	of	leeway	on,	and	maybe	there’s	some	things	we	can’t.	
But	we	need	to	work	together	so	that	we’re	both	feel	happy	in	our	
circumstances	or	we	both	feel	that	our	needs	are	met,	and	we	felt	like	
we’ve	both	done	the	needs	we	needed	to	do.	Because	they’re	only	
advocating	for	their	needs	as	a	parent	and	their	child	on	what	they	think	
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is	best,	and	we’re	only	advocating	for	their	needs	as	a	nurse	from	what	we	
think	is	best.	

Interviewer:	 	But	if	you	missed	0400	vital	signs	and	then	at	0800	the	child	was	
hypotensive	and	febrile	as	a	nurse…		

Participant:		 Exactly…	you	would	feel	that	you	failed	in	that.	I	would	feel	like	I	failed	in	
that	(Participant	#4).	

	
Concerns	about	care	aligning	with	patient	wishes	and	being	in	the	patient’s	best	

interests	were	frequently	accompanied	by	concerns	that	family	members	were	exerting	

pressure	to	continue	treatment	and	driving	the	care	plan,	which	was	partially	discussed	in	

relation	to	EOL	care.	This	was	frequently	mentioned	along	with	the	concern	of	whether	the	

care	was	in	the	patient’s	best	interests	or	in	the	family’s	interests.	

Participant:		 So,	it	is	difficult,	in	that	sense,	and	I	think	sometimes	the	family	is	what	
makes	it	difficult,	because	you	really	have	to	try	to	determine	whether	it's	
the	patient	that	wants	the	trial	or	the	treatment,	or	whether	it's	the	family	
member…	sometimes	the	families	are	very	persistent	about	the	patient	
going	on	treatment,	even	though	it's	the	patient	who	will	be	getting	it,	not	
the	family	member,	but	the	family	member	really	wants	the	patient	to	
fight	and	do	everything	they	can	to	try	live	longer	and	I	mean	we	know	
that	living	longer	isn't	always	what's	best	for	them	(Participant	#15).	

	
	 An	additional	situation	in	which	family	pressure	was	particularly	concerning	was	for	

elders	who	spoke	little	or	no	English	where	family	wished	to	conceal	the	diagnosis;	this	

concern	was	mentioned	quite	frequently.	Ethics	resources	and/or	translators	were	involved	to	

ensure	informed	consent	when	agreement	to	disclose	information	could	not	be	reached.	There	

was	a	tension	between	cultural	sensitivity	and	informed	consent	that	added	to	MD.	

Interviewer:		 And	so,	what	is	it	about	that	that	you	find	the	most	ethically	troubling?	
Participant:		 What	I	find	ethically	troubling	is	especially	with	patients	that	can’t	speak	

English	and	their	family	members	tell	us…	(we)	kind	have	to	censor	what	
we	say	and	don’t	use	the	word	cancer,	don’t	tell	them...	“We’re	going	to	
tell	them	our	own	way.”	I	find	that	ethically	distressing.	Because	you	just	
don’t	know	what	they’re	telling	them.		

Interviewer:		 So,	you’re	not	sure	that	they	actually	know	what	they’re	taking	or	why.		
Participant:		 Exactly.	
	 …	
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Participant:		 We	do	have	an	ethics	officer	and	there	have	been	a	few	times	where	the	
oncologists	had	to	put	their	foot	down	and	say,	“No,	we’re	telling	them.”	
We	have	an	outside	interpreting	service	at	our	hospital	and	we’ve	told	the	
families	like,	“We’re	putting	the	interpreter	service	on	and	we	are,	
through	our	interpreter	service,	going	to	tell	your	
mom/dad/uncle/grandmother…their	diagnosis	and	how	many	years,	
months,	days	they	have	to	live	and,	you	know,	this	is	the	chemo	or	the	
immunotherapies	they’re	getting”.		

	 …	
Interviewer:		 And	how	have	you	found	that	experience	when	you	did	involve	the	ethics	

officer,	what	was	that	like?		
Participant:		 Oh,	it’s	never	fun,	that’s	distressing	in	itself	because	you	know	what’s	

right,	the	family	thinks	–	you	know,	sometimes	you	have	cultural	
differences.	You	know,	like	you’re	kind	of	torn,	you	kind	of	understand	the	
family	but	you	also	have	to	be	professional,	you	need	to	do	your	
professional	duties,	obligations.	I	don’t	feel	right	giving	someone	chemo	
that	has	no	idea	what	I’m	giving	them,	it	feels	very	wrong	for	me	
personally.		

Interviewer:		 And	is	that	the	informed	consent	piece	that	you’re	concerned	about?		
Participant:		 Yeah	(Participant	#20).	

	
	 In	the	following	situation,	the	patient	spoke	English	but	was	perceived	to	have	pressure	

from	family	to	continue	treatment.	The	treatment	was	perceived	as	causing	harm	and	offering	

false	hope,	neither	of	which	were	in	the	patient’s	best	interest.	The	continued	focus	on	active	

treatment	precluded	provision	of	appropriate	EOL.	

Interviewer:		 Were	the	physicians	concerned	about	continuing	to	treat,	or	did	they	feel	
like	it	was	reasonable	to	keep	giving	more	and	more	lines	of	chemo?		

Participant:		 It	was	like	they	knew	that	nothing	was	going	to	work.	But	they	knew	that	
the	family	wasn’t	allowing	her	to	go	palliative.	So,	they	just	kept	offering	
treatments	that	we	knew	were	not	going	to	work	for	her.	So,	I	really	
struggled	with	that	too.	Like,	why	would	we	even	offer	it	then,	and	keep	
putting	her	through	more	distress	and	the	side	effects	from	the	chemo?	

Interviewer:	 	And	did	the	physicians	ever	say	why	they	were	offering	things	that	they	
didn’t	think	would	work?		

Participant:		 Because	the	family	wanted	to	try	or	know	that	they	tried	all	possible	
avenues.	

Interviewer:		 …	In	terms	of	the	ethical	issues,	what	do	you	–	what	was	it	that	was	
troubling	you	the	most?		

Participant:		 I	think	I	felt	like	we	were	giving	the	family	almost	like	a	false	sense	of	
hope.	Or	a	false	sense	that	like	it	might	work,	when	I	heard	directly	from	
the	physicians	that	it's	not	going	to.	So,	I	think	that	was	most	distressing.	
Just	watching	them	keep	on	getting	their	hopes	up	and	thinking	that	there	
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might	be	a	chance,	when	she	was	very	palliative	and	there	was	just	no	
way	that	it	was	going	to	–	that	it	was	going	to	make	a	change	and	yet	they	
kept	putting	her	through	it	(Participant	#10).	

	
Oncology	nurses	also	reported	concerns	about	being	direct	agents	of	causing	harm	due	

to	challenging	clinical	and	systemic	circumstances.	This	was	accompanied	by	concerns	about	

doing	the	right	thing	in	situations	where	there	was	no	other	option	and	no	right	answer.	

Consequently,	the	nurse	was	left	with	an	undesirable,	unavoidable,	and	morally	distressing	

course	of	action.	In	the	first	exemplar,	a	pediatric	oncology	nurse	describes	how	young	children	

sometimes	need	to	be	restrained	in	order	to	administer	essential	care	or	in	a	crisis,	when	there	

is	no	time	to	engage	in	usual	practices	such	as	conscious	sedation	or	involving	Child	Life.	When	

there	is	no	other	option,	the	child’s	life	is	prioritized,	but	the	nurse	is	aware	that	the	life-saving	

intervention	may	induce	psychological	trauma.		

Participant:	 One	of	the	other	things	is	having	to	do	like	restraint	or	hold	kids	down	for	
certain	procedures	that	have	to	be	done	in	that	moment.	So,	there	isn’t	as	
much	time	to	like	work	with	Child	Life	or	…	Like	the	situation,	I	think	in	
some	ways,	could	have	been	handled	better.		

Interviewer:	 What	kinds	of	things	would	you	use	restraints	for	as	opposed	to	conscious	
sedation?		

Participant:	 Like	NG	tube	insertion.	Like	even	just	putting	in	like	an	Insuflon	catheter	
to	administer	GCSF	or	actually	administering	GCSF	to	the	little	kiddos.	
Giving	like	erwinia	injections.	Drawing	peripheral	blood	cultures	takes	a	
little	bit	longer	just	than	your	standard	blood	test.	I	think	those	are	about	
the	ones	I	see	most	often.	In	some	kids	even	just	doing	like	the	central	line	
dressing	change,	port	access	or	port	re-accessing	–		

	 …	
Participant:	 It’s	more	common	than	I’d	like	it	to	be...	We	have	like	such	an	awesome	

Child	Life	program.	They	do	like	brilliant	work.	And	sometimes	we	talk	to	
the	kid	and	they	agree…that	they	want	some	help	to	stay	still	and	it’s	like	
a	little	bit	more	of	a	positive	situation.	Like	we’ll	wrap	them	up	in	a	
blanket.	But	there’s	definitely	scenarios	where	the	child	is	not	on	board	
when	we’re	doing	like	an	NG	insert	for	example.		

	 …	
Participant:	 I	think	it	can	be	very	traumatizing	for	both	the	child	and	for	the	family	

and	then	it	can	affect	other	interactions	when	they’ve	had	this	
traumatizing	experience	with	the	nurses.		

Interviewer:	 And	do	you	have	concerns	about	whether	it’s	the	right	thing	to	do?		
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Participant:	 Sometimes	I	think…the	situations	could	be	done	better,	but	usually	the	
alternative	if	we	didn’t	do	it	is	worse,	so	there’s	justification	in	my	head…	

Interviewer:	 When	you	say	it	could	be	done	better,	like	in	what	way	do	you	think	it	
could	be	done	better?		

Participant:	 ….	I	guess	sometimes	when	there’s	so	much	urgency	maybe	it	couldn’t	be.	
I	don’t	know,	just	maybe	trying	a	bit	harder	to	use	distraction	techniques	
or	just	sometimes	maybe	we	don’t	take	just	even	those	extra	few	minutes	
that	could	possibly	make	it	easier	for	the	child	(Participant	#10).	

	
In	the	second	exemplar,	a	nurse	who	cares	for	patients	who	are	awaiting	a	first	

appointment	with	an	oncologist	after	a	cancer	diagnosis,	describes	her	perception	that	she	is	

inducing	greater	anxiety	with	her	monitoring	phone-calls	while	patients	are	waiting.	The	waits	

are	lengthy,	and	she	cannot	disclose	actual	wait	times	according	to	an	organizational	directive,	

nor	is	she	able	to	expedite	appointments	due	to	the	high	demands	for	care.	She	is	required	to	

call	patients	regularly,	knowing	that	there	is	nothing	else	she	can	do	for	them;	some	of	them	

are	obviously	more	anxious	with	her	calls.	

Participant:		 …with	these	extensive	wait	times	we	were	told	directly	from	management	
at	[Provincial	Cancer	Agency	Name	redacted]	not	to	tell	patients	what	our	
wait	times	were...	They	put	it	on	the	referral	form	to	us	“call	patient	every	
four	weeks	to	check	on	their	status”	and	the	number	one	question	
patients	ask	is	“Okay,	well	when	am	I	going	to	be	seen	or	how	long	do	I	
have	to	wait?”	We	were	told	not	to	tell	patients	how	long	the	wait	was	
because	it	would	induce	anxiety.	So,	I	really,	really	struggled	with	that	
because	as	a	patient	all	I	want	to	know	is	when	I’m	going	to	be	seen.	Or	if	
it	is	12	weeks	okay,	maybe	I’ll	go	on	a	trip	in	the	interim	if	I	feel	like	that’s	
my	last	time	to	do	anything.	Yet	we’re	telling	patients	“I’m	not	sure	when	
you’ll	be	seen.	There’s	nothing	scheduled	in	the	appointment	yet,	but	I	
will	be	calling	you	again	in	four	weeks	or	if	your	condition	worsens	or	
you’re	having	any	symptoms	please	call	me	back	and	I’ll	see	what	I	can	
do.”	

	 …	
Interviewer:		 And	is	it	because	you	feel	like	you’re	going	to	have	to	do	something	that	

you	don’t	want	to	do	or	–		
Participant:		 Or	something	that	I	really	don’t	agree	with.	Like	when	we	have	to	call	

these	patients	every	two	weeks	-	I	really	don’t	think	I’m	adding	any	
benefit	to	that	patient.	I	really	don’t	feel	like	I’m	benefiting	them.	I	feel	like	
I’m	causing	more	stress	in	some	cases…	if	there’s	somebody	that	I	know	
when	I	call	they’re	going	to	ask	the	same	five	questions	and	I’m	going	to	
give	them	the	same	five	non-answers,	I	just	dread	that	because	I	just	feel	
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like	“Why	am	I	doing	this?	What’s	the	point	of	me	calling	them	to	only	
cause	more	stress	in	their	life?”		

Interviewer:		 And	you	know	the	ones	that	are	already	anxious.		
Participant:		 Yeah,	usually.		
Interviewer:		 And	you’re	concerned	that	you’re	going	to	make	them	more	anxious…	
Participant:		 Yeah.	And	you	have	no	new	information	to	give	them.	So,	you	feel	like	you	

know	you	have	to	–	or	you’re	supposed	to	call	them	knowing	that	you	
have	no	information	for	them,	knowing	that	they’re	going	to	be	upset	by	
the	end	of	the	phone	call	because	you	still	have	no	information	for	them,	
and	yet	we’re	supposed	to	continue	to	call	them	(Participant	#12).	

	
	In	the	first	exemplar,	the	necessary,	life-saving	nature	of	the	care	serves	as	some	

justification	for	potentially	causing	harm.	In	the	second	situation,	the	perception	was	that	the	

monitoring	served	more	to	support	an	organizational	assertion	that	patients	on	waitlists	were	

continuously	monitored,	which	was	unsatisfying.	When	nurses	encountered	situations	where	

they	did	not	believe	they	are	doing	the	right	thing	but	had	no	other	option	and	no	“right”	

answer,	it	was	morally	distressing.	The	details	of	the	situations	are	vastly	different,	but	the	

underlying	ethical	concerns	were	the	same.	

An	additional	concern	related	to	causing	harm	was	the	risk	and	consequences	of	

medication	errors	related	to	chemotherapy	administration.	The	importance	of	chemotherapy	

competence	is	discussed	in	a	subsequent	theme	and	participants	were	mostly	satisfied	with	

their	organization’s	approach.	However,	two	participants	reported	concerns	related	to	actual	

or	potential	chemotherapy	errors.	In	one	situation	an	infusion	rate	was	calculated	incorrectly,	

and	the	patient	experienced	a	mild	reaction	to	a	medication	that	has	a	propensity	to	cause	

reactions;	the	role	of	the	erroneous	infusion	rate	was	unclear,	but	the	nurse	was	distressed	by	

the	potential	of	having	caused	even	mild	harm.	In	another	situation,	a	nurse	who	worked	

casual	in	oncology	described	her	fear	of	making	an	error,	given	that	she	no	longer	administers	

chemotherapy	as	frequently	as	in	the	past.	When	a	patient	experienced	vein	irritation	after	

chemotherapy	administration,	the	nurse	was	concerned	that	she	had	caused	this,	though	her	
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colleagues	felt	the	reaction	was	mild	and	not	related	to	her	technique.	She	reported	her	

concerns	as	related	to	confidence,	not	competence.	Nonetheless,	the	worry	about	causing	harm	

was	always	present	at	work,	particularly	with	chemotherapy	administration.	She	continued	to	

work	in	this	position	because	she	was	one	of	a	few	nurses	in	the	rural	area	who	had	this	

competence;	if	she	resigned	from	this	casual	position	then	sick	time	and	vacation	would	be	left	

uncovered	and	patients	would	be	harmed	in	a	different	way.	She	elected	to	experience	the	

discomfort	herself,	rather	than	disadvantaging	patient	care.	

Though	only	reported	by	two	participants,	this	concern	about	the	risk	of	causing	harm	

with	chemotherapy	highlights	the	significance	of	chemotherapy	competence	to	the	practice	of	

oncology	nursing	and	the	potential	for	this	essential	nursing	function	to	contribute	to	MD.	

Although	it	appears	to	be	a	technical	function,	the	administration	of	chemotherapy	is	ethically	

weighty	because	of	the	risks	and	consequences	of	the	medications,	which	were	at	the	forefront	

of	nurses’	minds	when	administering	chemotherapy.	

Amidst	complex	and	challenging	clinical	circumstances,	participants	consistently	

identified	ethical	concerns	that	contributed	to	MD,	with	similar	concerns	present	in	situations	

that	were	sometimes	quite	disparate.	Though	accompanied	by	emotionally	challenging	

situations,	the	concerns	remained	patient-focused	and	emphasized	information,	best	interests	

and	doing	the	right	thing.	

System	Problems	

Concerns	related	to	the	health	care	system	were	important	contributors	to	MD	in	

oncology	nursing	and	featured	prominently	in	participant	accounts.	System	problems	could	

transform	the	features	that	made	oncology	nursing	hard	(discussed	subsequently)	into	

situations	that	were	morally	distressing	because	of	the	inability	to	provide	the	care	that	



	
	
 

177	

“oncology	nurses	know”	their	patients	required.	Inadequate	staffing	or	resources,	excess	

workload	and	a	business	focus	on	health	care	were	most	commonly	reported.	There	were	few	

direct	reports	of	concerns	about	ethical	climate,	but	systemic	issues	were	important	situational	

constraints	to	providing	appropriate	care	with	concerns	about	culture,	climate	and	

competence	being	intertwined	in	a	way	that	was	distinct	from	chemotherapy	competence.	

Though	participants	reported	more	emotional	distress	related	to	clinical	scenarios	than	

systemic	issues,	some	of	the	most	intractable	and	morally	distressing	problems	were	systemic.	

Rural	areas	had	unique	realities	in	terms	of	access	to	resources	and	chemotherapy	

competence.	

Staffing,	Workload,	and	Resources.	The	systemic	constraints	referenced	here	include	

having	an	inadequate	number	of	nurses	(staffing),	having	an	increased	demand	for	care	

provision	on	the	existing	staff	(workload),	and	limitations	in	the	resources	required	to	provide	

care.	Though	participants	thoroughly	described	the	attributes	of	the	clinical	environment,	the	

primary	concern	for	participants	was	the	effect	on	patients	and	quality	of	care.	

Nurses	reported	staffing	shortages	due	to	budget	cuts,	absences	(e.g.,	maternity	leave,	

sick	calls)	and	turnover,	which	was	often	due	to	low	morale	and	burnout.	This	is	contrasted	

with	workload,	which	was	related	to	staffing,	but	workload	could	change	in	the	middle	of	a	

shift	if	a	patient	became	acutely	ill	or	had	a	reaction	to	a	medication.	There	were	consistent	

reports	of	increased	patient	volumes	being	seen,	which	contributed	to	workload	and	affected	

morale	and	staffing,	if	people	left	as	a	result.	

Participant:	 I	think	everybody	knows	it’s	only	going	to	continue	to	get	worse.	I	think	
that’s	part	of	the	frustration	because	the	other	two	navigators	have	been	
in	their	positions	quite	a	while,	and	when	we	meet,	I	say,	“Is	this	just	me?	
Like,	am	I	crazy?	It	seems	like	we’re	venting	all	the	time.”	And	they	both	
agree.	They	say,	“No.	The	last	six	months	have	been	really,	really	stressful	
and	troublesome.”		
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And	I	think	it’s	also	the	fact	that	we	know	it’s	not	going	to	get	better	
anytime	soon.	We	know	all	of	a	sudden	we’re	not	going	to	have	a	month	
with	ten	referrals.	We	know	every	month	we’ve	been	getting	50,	60,	70	
referrals,	and	that’s	not	going	to	stop	anytime	soon.	I	think	it’s	kind	of	this	
like	sense	of	impending	doom,	of	at	some	point	something’s	got	to	give,	
and	we	don’t	know	what	that	is	yet	(Participant	#12).	

	
The	staffing	and	workload	issues	are	situated	within	the	context	of	“patients	are	sick	

and	complex,”	described	subsequently	in	“oncology	nursing	is	hard.”	That	is,	patients	could	be	

sick	and	complex	and	then,	in	the	middle	of	a	shift,	become	sicker	and	more	complicated	due	to	

an	infusion	reaction	or	sepsis,	for	example.	This	required	the	nurse	to	re-allocate	their	time	

towards	the	provision	of	the	highest	priority	care.	Moral	distress	resulted	from	having	to	delay	

or	limit	care	that	was	important,	but	not	critical	to	patient	survival.	This	included	basic	

functions	such	as	assisting	with	toileting	as	well	as	psychosocial	support	and	patient	education.	

Oncology	nurses	know	their	patients’	needs	and	experience	MD	when	they	cannot	meet	all	

those	needs	as	fully	as	they	believe	to	be	necessary.	

The	following	excerpts	illustrate	the	contrast	between	settings	where	staffing	was	

adequate	and	workload	was	manageable,	with	those	where	that	was	not	the	case.	There	were	

clearly	heavy	care	demands	and	significant	and	unanticipated	events	in	all	of	the	settings,	the	

significant	difference	is	the	availability	of	staff	to	manage	the	demands	so	that	nurses	felt	they	

were	able	to	provide	the	care	their	patients	need	and	deserve.	When	staffing	was	inadequate	or	

the	workload	unmanageable,	nurses	were	unable	to	fully	attend	to	their	patients	as	human	

beings,	neglecting	essential	patient	needs	to	focus	on	the	tasks	required	to	keep	patients	alive.	

This	sort	of	care,	out	of	necessity,	developed	features	of	dehumanization	and	was	morally	

distressing	to	nurses.	Care	needs	were	always	heavy,	but	unscheduled	events	could	turn	a	busy	

day	into	an	unmanageable	one,	as	described	here.	
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Participant:	 I	felt	like	you’re	taking	care	of	lots	of	very	sick	patients	and	too	many	of	
them.	So,	you	never	feel	like	you	were	giving	patients	the	absolute	best	
care	that	you	could,	and	that’s	very	difficult.	You	know,	sometimes,	you	
have	to	leave	a	patient	in	their	urine	for	longer	than	you’d	like	because	
you	have	another	patient	who	you	just	got	their	labs	back,	and	they’re	
hypoglycaemic	and	need	dextrose,	or	you	have	another	patient	that	fell.	
So,	I	feel	like,	you	know,	you’re	prioritizing,	balancing,	so	many	different	
things	that	some	of	the	patient’s	care	does	fall	to	the	wayside	a	little	bit.	
And	that	causes	a	lot	of	guilt,	and	you	always	wish	that	you	could	do	more	
and	that	you	have	more	time	and	had	more	support…	and	also	patients	
are	so	much	sicker...	(Participant	#15).	

	
When	workload	was	heavy	due	to	short-staffing,	nurses	focused	on	tasks	versus	patient	

needs,	which	was	dissatisfying	and	may	perpetuate	short-staffing	due	to	sick	calls	and	burnout.	

Participant:		 ,,,	a	lot	of	times	people	have	big	decisions	to	make	and	need	to	work	their	
way	through	thinking	about	what	they	really	truly	want,	or	having	the	
emotional	support	to	make	those	decisions	to	say	“yes	I	want	treatment”	
or	“no	I	don’t,	like	I’m	done.”	And	lots	of	times	if	we’re	short	staffed,	you	
don’t	have	that	extra	time	to,	one	shouldn’t	even	call	it	extra	time	because	
I	feel	like	it’s	necessary	time,	on	that	kind	of	a	unit.	And	it’s	like	when	
we’re	short,	yeah,	we	can	get	all	of	our	tasks	done	usually,	but	then	you	
just,	you	don’t	have	time	to	really	make	any	like	–	and	have	like	any	
meaningful	discussions	with	anybody.	

Interviewer:		 Is	there	anything	that	you	can	do	when	you’re	short…	like	requesting	
extra	staff	or	you	just	have	to	kind	of	go	with	how	it	is	that	day?		

Participant:		 Well,	we	do.	We	call	out	for	extra	staff.	But…	someone	didn’t	always	come	
in.	And	I	feel	like	sometimes	when	the	unit’s	really	heavy	and	there’s	a	lot	
going	on,	then	it’s	kind	of	a	negative	feedback	kind	of	loop.	Because	
people	are	kind	of	getting	burnt	out	and	distressed,	and	you	know	then	
sometimes	people	will	call	in	because	of	that	alone.	And	then	no	one	else	
wants	to	come	in	if	they	know	that	the	unit’s	heavy.	And	that’s	like	
particularly	when	things	are	stressful,	or	you	just	don’t	have	the	time	to	
do	what	you	want	or	need	to	do	with	people	(Participant	#19).	

	
Participant:		 I	know	they	do	when	they	feel	like	just	so	busy	that	they	can’t	–	you	know,	

they	don’t	have	time	to	give	a	proper	bed	bath,	that	they	don’t	have	time	
to	…	You	know,	when	I	checked	in	with	someone	I’ll	say,	how	do	you	think	
the	(patient’s)	wife’s	doing	emotionally	or	whatever,	and	it’s	like	“Oh	my	
gosh,	I	don’t	have	time	to	check	on	the	wife,	how	she’s	doing	emotionally,”	
you	know,	that	kind	of	thing.		

Interviewer:		 I	don’t	have	time	to	talk	to	the	wife?		
Participant:		 Yeah.	So,	it’s	like	those	kinds	of	things…	there	are	so	many	other	

multidisciplinary	team	members,	like	spiritual	care	or	social	work,	or	
psychiatry…so	the	nurses	sort	of	–	they	prioritize	all	the	medical	stuff	and	
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then	just	let	all	of	those	other	soft	skill	kind	of	psychosocial	support	
things	fall	into	the	plate	of	the	other	multidisciplinary	team	members,	so	
they’re	not	able	to	provide	as	much	holistic	care	when	they’re	just	
running	around	so	much	(Participant	#16).	

	
This	participant,	who	described	MD	she	had	when	she	worked	in	BMT,	contrasted	the	

changes	in	that	unit	over	time,	from	when	she	was	able	to	provide	the	holistic	nursing	care	her	

patients	required,	to	feeling	“almost	like	robots”	in	focusing	solely	on	the	necessary	tasks	to	

keep	patients	alive.	

Participant:		 When	I	first	started	working	there…	I	vividly	remember	sitting	with	the	
patients	when	they	first	get	admitted	and	having	the	time	to	be	able	to	sit	
there	and	talk	about	them	and	get	to	their	back-story	and	get	to	know	
what	they’ve	left	at	home	because	now	they’re	going	to	be	admitted	here	
for	a	long	time.	Where	I	found	near	the	end	of	it,	we	just	had	so	little	
contact,	and	be	able	to	do	things.	Because	it	was	so	task-focused–	because	
the	patient	loads	were	so	heavy.		

Interviewer:		 Was	that	a	source	of	moral	distress	as	well	that	you	were	having	to	focus	
just	on…the	tasks	of	keeping	someone	alive	versus	providing	that	
psychosocial	care?		

Participant:		 Absolutely…you	feel	almost	like	robots	when	you’re	doing	it	because	you	
start	to	lose	the	really	important	piece	of,	you	know,	of	course	providing	
them	with	the	emotional	support,	the	psychological	–	the	psychosocial	–	
like	the	support,	being	able	to	provide	as	much	information	that	they	
deserve	to	know	so	that	they	could	make	informed	choices.	You	know,	a	
lot	of	times	we	don’t	even	have	time	to	do	those	things,	but	we’re	
expected	to	do	them.	We’re	expected	to	advocate	for	our	patients	when	
we	worry	that	they’re	not	getting	those	things,	but	there’s	not	enough	
time	in	a	day	to	give	them	those	things	if	we	wanted	to	(Participant	#5).	

	
	 In	contrast,	when	resources	were	added	to	support	the	increased	care	demands,	nurses	

could	fulfill	their	expectations	for	appropriate	care	and	expressed	satisfaction.	This	setting	

addressed	the	concern	of	unscheduled	increases	in	workload	by	adding	staff	to	fulfill	this	role;	

unscheduled	care	demands	were	not	unexpected;	they	were	predictably	unpredictable.	

Participant:		 We’re	very	fortunate…	to	have	had	what	we	call	a	new	role	of	‘resource	
nurse.’	So,	we	have	six	units	of	linear	accelerators	and	TruBeam	machines	
running…13	hours	a	day	Monday	to	Friday.	Starting	January,	we	will	be	
running	seven	days	a	week,	opening	every	weekend	because	of	volume	
and	demand	and	machine	maintenance	issues…	
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So,	they	have	been…hiring	more	staff	to	help	out	with	the	incidents	that	
occur	on	the	unit	so	the	nurses	who	are	running	clinics,	we	can	keep	them	
in	a	clinic	and	not	have	to	be	running	to	and	fro.	Which	really	has	made	a	
huge	difference	in	our	practice…if	you’re	running	a	new	patient	clinic	and	
you	have	one	new	patient	coming	every	45	minutes,	and	you	have	so	
much	education	and	teaching	to	do	in	that	short	time	and	then	the	unit	
calls	and	says,	“This	patient’s	pain	pump	needs	to	be	disconnected,	will	
you	come	and	do	that”	and	then	you’ve	got	to	leave	your	clinic,	go	and	do	
that,	and	then	come	back.		
	
So	that	has	all	ended	now	for	us	because	the	resource’s	role	now	is	to	do	
all	of	those	things.	So,	they	start	the	IVs	for	the	CT	sim	appointments	in	
case	we	need	contrast	for	the	CT	sim.	They	help	with	any	pain	
medications,	if	people	are	on	the	beds	and	they’ve	come	from	another	
hospital,	and	they’re	just	there	for	the	radiation,	and	the	nurse	can	bring	
their	pain	medication,	then	our	resource	nurses…run	and	do	all	these	
tasks,	“Someone’s	nauseous,	can	you	go	and	get	them	a	Zofran?	We	need	
an	IV	start,	oh,	this	person	has	blood	running,	can	you	come	and	do	their	
vitals?”	Like	all	of	those	types	of	hands-on	things	are	now	being	managed	
much,	much	better	so,	consequently,	we	can	run	the	clinic	and	focus	on	
what	we’re	doing.	So,	I	wouldn’t	say	staffing	has	been	such	a	huge	thing	of	
late,	this	has	really	improved	over	the	last	year	(Participant	#17).	

	
	 Inadequate	staffing,	heavy	workload	and	insufficient	resources	affected	nurses	

personally	and	made	their	jobs	more	challenging	than	they	needed	to	be;	burnout	could	result.	

However,	the	primary	concern	that	drove	MD	in	these	situations	was	not	the	effect	on	

themselves	but	on	patients	and	patient	care	quality.	Nurses	wanted	to	provide	care	aligned	

with	their	knowledge,	education	and	professional	standards;	systemic	issues	that	impeded	this	

contributed	to	MD.	

	 Culture,	Climate,	and	Competence.	There	appeared	to	be	an	impact	on	what	

participants	described	as	“unit	culture”	when	resources	were	inadequate.	Short-staffed	areas	

were	described	as	having	high	turnover,	nurse	burnout,	increased	sick	calls,	which	led	to	an	

even	greater	workload.	Though	concerns	about	competence	were	infrequently	expressed,	a	

few	nurses	were	concerned	that	due	to	short-staffing,	adequate	orientation	was	not	always	
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provided;	isolated	non-specific	concerns	regarding	competence	were	also	reported.	A	small	

number	of	participants	worked	in	highly	problematic	work	environments	where	culture,	

climate	and	competence	contributed	to	MD	that	was	more	intense	than	was	described	by	other	

participants,	which	led	to	leaving	or	thoughts	of	leaving	the	position.		

Participants	who	described	a	stressed	unit	culture	were	concerned	that	disengagement	

resulting	from	burnout	led	to	“cutting	corners”	or	suboptimal	management	of	unexpected	

events.	This	was	sometimes	described	as	a	lack	of	competence.	However,	it	was	not	always	

clear	from	the	descriptions	whether	there	was	actual	failure	to	meet	the	standards	of	the	

profession	or	if	there	were	other	issues	such	as	lack	of	experience,	lack	of	attention	to	detail	or	

ineffective	workload	management	strategies	(i.e.,	“cutting	corners”).	Irrespective	of	the	label,	if	

some	nurses	were	perceived	as	unable	to	manage	the	workload	of	the	most	acutely	ill	patients,	

or	if	patients	refused	to	be	cared	for	by	certain	nurses	because	of	their	practice	patterns,	more	

senior	nurses	were	required	to	assume	a	heavier	workload.	

	 This	excerpt	includes	concerns	described	in	terms	of	competence,	which	occurred	in	the	

context	of	a	unit	with	short	staffing	and	workload	concerns.	The	participant’s	initial	concerns	

about	colleague	competence	were	vague,	so	several	follow-up	questions	were	asked	to	

understand	what	this	meant;	most	of	the	concerns	described	could	also	be	understood	as	

ineffective	practice	when	short-staffed	as	opposed	to	reflecting	incompetence.	

Participant:	 …we	have	some	really	great	nurses.	And	then	sometimes	we	would	have	
nurses	that	maybe	weren’t	so	great.	And	so,	we	would	find	it	really	
challenging	to	continue	work	with	the	same	nurses	who	maybe	weren’t	
pulling	their	weight.	Or	like	not	understanding	how	people	can	continue	
to	have	jobs	when	putting	the	patient’s	safety	at	risk…	

Interviewer:	 So,	it	sounds	like	there’s	two	things	there.	One	is	maybe	the	way	that	
somebody	works	in	terms	of	not	pulling	their	weight.	And	second	part	of	
that	sounded	like	maybe	there	was	some	people	where	you	were	
concerned	about	their	competence?	

Participant:	 Exactly.	Yeah.	Exactly.	Both	of	those	things.	
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Interviewer:	 …what	was	it	about	their	competence	that	would	concern	you?	
Participant:	 …	You’d	have	complaints	from	patients	saying	like	they	did	this	or	this	or	

this.	And	you’d	be	like,	“No,	they	didn’t.	Really?	Are	you	sure?”	And	they’d	
be	like,	“Yeah.	No.”…so	patients	would	refuse	to	have	certain	nurses.…	
	
So,	then	there’s	almost	like	a	third	party	that’s	sort	of	dictating	what	the	
patient	load	can	be	because…now	you	have	a	nurse	that	two	patients	have	
refused	to	have	that	nurse.	Well,	unfortunately,	these	are	two	really	heavy	
patients,	so	if	that	nurse	never	gets	those	patients,	we	have	a	problem…	
	
Like	mixing	two	drugs	that	shouldn’t	have	gone	together	in	like	the	same	
IV	bag	and	administering	it.	And	you	come	on	your	next	shift	and	you	find	
that…	those	people	still	work	there.	Not	in	maybe	that	specific	area,	but	
they’re	still	somewhere	in	the	hospital…	

Interviewer:	 Could	you	give	me	any	other	examples…of	what	patients	may	have	had	
concerns	about?...	

Participant:	 …	like	dressing	changes.	We	do	a	lot	of	port	access,	PICC	line	access...like	
not	using	any	sterile	technique	or	just	opening	up	dressings	without	a	
dressing	tray,	using	clean	gloves,	you	know.	Yeah,	just	like	blood	
collection,	like	all	kinds	of	things…	a	lot	of	times,	too,	it	was	cutting	
corners.	It	was	people	who	weren’t	necessarily	doing	what	they	were	
supposed	to	be	doing	all	the	time…	Like	this	bag	hasn’t	been	emptied,	
these	CVI	bags	haven’t	been	changed	over.	Like	what	is	going	on	here,	
right?	So,	then	you	have	to	clean…	it’s	frustrating	when	you	see	those	
people	still	working	on	the	floor.	You’re	really	try	to	fix	everything	they’re	
doing	and	you’re	really	trying	to	–	like	perfect	your	skills,	but	it	doesn’t	
seem	like	that’s	kind	of	happening	across	the	board.	

Interviewer:	 So,	you	described	feeling	like	you	couldn’t	get	everything	done	in	a	day.	It	
sounds	like	perhaps	some	of	your	colleagues	were	taking	ineffective	
strategies	to	get	all	the	work	done	by	cutting	corners.	

Participant:	 Yeah	(Participant	#5).	
	
	 Another	participant	described	a	lack	of	orientation	and	experience	on	a	unit	where	she	

perceived	MD,	burnout	and	turnover	to	be	common.	There	was	the	perception	that	this	led	to	

less	attentive	care	and	more	ICU	admission.	However,	there	was	no	clear	description	of	actions	

that	failed	to	meet	professional	standards.	

Participant:		 …	when	I	look	at	the	culture	of	the	unit	right	now	I	don’t	think	it’s	a	
healthy	culture	and	I	think	it’s	ridden	with	burnout	and	people	who	are	
morally	distressed	and	people	who	are	unhappy	in	their	roles,	so	I	think	
that	culture	absolutely	bubbles	into	how	day-to-day	nursing…		

	 	 	 …	
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Interviewer:		 …Would	you	describe	your	concerns	about	junior	staff…as	competence,	or	
…as	something	else…?		

Participant:		 I	actually	think	I	would	describe	it	as	competence	to	an	extent.	I	think	I	
was	very	fortunate…when	I	first	started	as	a	brand-new	nurse,	I	had	three	
months’	full-time	orientation	with	a	buddy.	So,	I	would	say	that	was	very	
good;	and	then	at	the	hospital	that	I	work	at	right	now	it’s	six	shifts.	So,	a	
huge	discrepancy	but	very	similar	field	with	the	exception	of	transplant.	
So,	I	think	when	you	have	limited	educational	opportunities	because	I	
think	there’s	limited	funding…that	it’s	difficult	to	develop	the	competence	
in	such	a	short	duration	of	time	in	such	a	specialized	field.	So,	when	you	
have	these	nurses	who	are	maybe	not	competent,	not	to	a	fault	of	their	
own,	just	because	they	haven’t	had	the	educational	support	or	the	clinical	
time	to	actually	develop	these	competencies,	that’s	where	I	think	a	lot	of	
frustration	comes	in.	And	what	happens	a	lot	of	the	time,	at	least	from	my	
perspective,	is	because	they	don’t	have	those	skills	those	senior	nurses	or	
those	competent	nurses	are	having	to	compensate	for	that	and	taking	
heavy,	heavy	assignments	or	like	helping	them	so	much	and	that’s	where	
mistakes	are	happening…	there’s	not,	I	would	say,	an	appropriate	
distribution	of	acuity.		

	 	 	 …	
Participant:		 	Over	the	last	couple	of	months.	we’ve	had	a	lot	of	children	acutely	crash	

and	need	to	go	down	to	ICU.	And	I	was	having	a	conversation	with	the	
physician…	and	we	were	saying	that	we	don’t	think	the	children	are	
sicker,	I	think	we’re	just	getting	worse	at	managing	them	and	whether	
that	be	because	there’s	a	little	bit	of	complacency	or	burnout	that	people	
aren’t	maybe	as	active	or	involved	or	engaged	in	their	nursing	duties	or	
now	we	have	all	of	these	new	staff	who…–	it’s	not	their	fault,	but	they	
haven’t	really	had	the	training	or	they	don’t	have	that	knowledge	yet	to	
understand	that	something’s	wrong	before	it	escalates	to	a	point	where	
these	children	are	requiring	intensive	care…	many	of	the	families	have	
complained	or	have	expressed	concern	about	the	care	they	are	receiving	
from	certain	individuals	or	certain	circumstances,	and	are	feeling	
unhappy,	and	I	think	they	notice	the	care	tremendously.	And	they	notice	
when	people	are	burnt-out	or	in	moral	distress	(Participant	#4).	

	
Another	participant	who	reported	concerns	about	competence	also	expressed	these	

concerns	with	limited	detail.	The	individual	in	question	had	been	addressed,	and	situations	

were	debriefed	by	the	team,	suggesting	there	had	been	a	significant	occurrence	at	some	point.	

The	reluctance	to	elaborate	appeared	linked	to	a	privacy	concern.	The	situations	with	concerns	

about	competence	were	infrequent	and	lacked	the	detail	of	most	of	the	other	scenarios	

described	by	participants	despite	attempts	to	elicit	greater	detail.	In	contrast	to	the	
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significance	of	competence	in	oncology	nursing	(described	in	“oncology	nursing	is	hard”),	a	

small	subset	reported	concerns	about	competence,	but	these	scenarios	did	not	have	sufficient	

detail	to	clearly	identify	where	the	standards	of	professional	nursing	practice	were	not	met.	

Rather	than	reflecting	individual	deficiencies,	the	scenarios	appeared	to	suggest	that	settings	

with	excessive	workloads	contributed	to	MD,	burnout	and	suboptimal	care.	

	 A	small	group	of	participants	worked,	either	currently	or	previously,	in	very	challenging	

work	environments	where	there	were	concerns	about	physician	practice	patterns,	significant	

conflict	within	the	work	teams,	and	variable	support	from	administration.	Some	of	the	most	

problematic	details	of	the	environments	are	potentially	identifying	of	the	participants’	

workplace.	The	best	summary	of	these	practice	concerns	would	be	that	the	physicians	involved	

wrote	orders	for	chemotherapy	and	maintained	patient	follow-up	schedules	that	were	clearly	

not	in	accordance	with	accepted	guidelines	and	standard	practice,	leading	to	participant	MD.	

	One	participant	employed	harsh	and	unflattering	language	in	describing	her	physician	

colleague,	with	whom	there	was	an	ongoing	conflict,	and	what	was	interpreted	to	be	an	

irritated/angry	tone	of	voice	in	describing	the	highly	problematic	features	of	her	workplace.	In	

two	other	situations,	there	was	also	conflict	with	physician	colleagues	with	less	harsh	but	still	

unflattering	and	emotionally	laden	descriptions	of	physicians	and	administration,	as	well	as	

language	that	reflected	a	sense	of	dehumanization	from	the	experience.	For	example,	a	

manager	was	described	as	“threatening,”	“implicating	me	in	malpractice,”	questioning,	“why	do	

you	even	bother	working	here?”	This	participant	also	experienced	aggression,	verbal	and	

physical,	directed	at	her	by	a	second	physician;	that	is,	she	experienced	significant	workplace	

conflict	with	two	physicians	and	several	managers.		
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Participant:		 And	the	one	was	so	angry	that	he	threw	a	patient’s	medical	chart…	that	
chart	was	probably	four	pounds…	but	I	moved	out	of	the	way	so	it	hit	the	
computer	screen	and	the	screen	came	off	the	monitor	stand.		

Interviewer:		 And	this	was	a	physician	who	threw	a	chart	at	you?		
Participant:		 Yeah,	and	there	was	a	new	graduate	nurse	who	was	with	me…	she	

witnessed	it.	So,	when	I	reported	it…the	manager	at	the	time	was	really	
good	and	said,	“Yeah,	I	can	believe	that	happened,	there’s	a	few	other	
things	that	have	happened.”	But	she	quit	within	the	next	three	weeks	and	
then	when	the	investigation	was	to	take	place,	they	never	investigated,	
they	never	asked	the	graduate	nurse	for	her	testimony	–	the	one	witness.		

Interviewer:		 So,	that	investigation	just	died	out	on	its	own	because	the	manager	left?		
Participant:		 Yeah.	Then	the	manager	left	and	the	new	one	with	no	oncology	

experience	came	in	and	that	one	just	operates	in	a	much	different	way.		
	 …	
Participant:		 …	that’s	the	one	that	threw	the	chart	at	me	and	that	resulted	in	–	they	

never	told	me	this	–	the	manager	that	was	outgoing	brought	it	to	their	
director	who	brought	it	to	the	executive	and	the	Health	Region	reported	it	
to	the	College	of	Physicians	and	Surgeons.	But	they	never	told	me.	And	so,	
because	they	take	it	on	as	the	complainant	-	and	they	never	asked	for	my	
permission	to	do	that	-	it	means	I	don’t	find	out	what	the	outcome	is.	But	I	
was	told	“You’re	not	required	to	work	with	any	of	those	physicians	again.”	
(Participant	#11).	

	
No	single	feature	in	the	environments	was	felt	to	cause	their	challenging	circumstances.	

However,	the	ability	of	problematic	physician	behaviour	to	persist	unchecked	by	colleagues	or	

management	featured	prominently	in	their	descriptions	of	relational	conflict	and	clinically	

inappropriate	care.	Participants	in	two	of	the	situations	denied	concerns	about	physician	

competence,	attributing	practice	patterns	to	lack	of	confidence	in	one	situation,	which	resulted	

in	excess	patient	visits,	and	to	the	volume	of	work	in	another.		

Nurses	reported	their	concerns	about	the	impact	on	clinics	(overbooked,	unable	to	

complete	nursing	work)	and	patient	care	(extra	visits,	treatment	delays,	wait	times)	to	

administration	(nursing	and	medical).	They	perceived	there	to	be	retaliation	from	

administration,	a	lack	of	effective	response	to	the	documented	concerns,	a	sense	of	being	

scapegoated	and	an	escalation	in	conflict	within	the	work	team;	human	resources	and	the	

nursing	union	were	involved	in	some	situations	to	aid	in	addressing	some	of	the	aspects	of	the	
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way	the	concerns	were	handled.	The	outcome	in	all	of	the	situations	was	that	the	nurse	left	in	

some	way,	through	internal	reassignment	to	another	clinic	or	by	finding	another	job;	one	

participant	was	actively	seeking	another	job	while	in	the	problematic	environment.		

The	reported	effect	of	changes	in	managers,	described	above	by	Participant	#11,	was	

also	described	by	nurses	who	had	concerns	about	the	unit	culture,	as	described	in	the	previous	

section.	There	was	a	consistent	perception	that	the	manager	played	a	significant	role	in	setting	

the	tone	and	tenor	of	the	unit	culture,	both	directly,	in	how	they	responded	to	specific	

concerns,	as	well	as	in	their	perceived	support	for	staff.	For	nurses	in	these	highly	problematic	

settings,	the	import	of	administrative	support	was	enhanced,	with	perceived	support	resulting	

in	internal	reassignment	to	a	highly	satisfying	position	and	lack	of	perceived	support	resulting	

in	leaving	or	attempting	to	leave	the	institution	entirely.	In	all	the	other	reported	situations	of	

MD,	nurses’	primary	focus	was	patient	care	and	well-being,	and	this	was	not	absent	in	these	

scenarios.	However,	these	participants	were	also	very	concerned	about	their	own	well-being,	

and	in	one	case,	their	safety,	in	addition	to	the	impact	on	patient	care	of	the	reported	concerns.	

They	recognized	these	situations	as	unusual	and	had	not	experienced	them	in	other	

employment,	suggesting	the	potential	that	encountering	something	that	was	“not	the	norm”	

also	contributed.	These	participants	were	in	the	30’s	to	50’s	age	range,	with	4.5	to	29	years	of	

oncology	nursing	experience,	with	two	having	worked	in	other	oncology	positions	and	one	

having	experience	outside	oncology.		

As	previously	described,	morally	distressing	situations	involving	disagreements	with	

patients/families	or	other	health	care	providers	(HCPs)	demonstrated	perspective-taking,	

empathy	and	humanizing	language.	In	these	highly	problematic	situations,	in	contrast,	there	

was	evidence	of	perspective-taking	related	to	practice	patterns	in	two	of	the	situations,	but	not	



	
	
 

188	

in	the	work	setting	that	also	included	violence.	Participants	described	events	during	the	

process	of	trying	to	resolve	the	issues	that	demonstrated	empathy	and	a	focus	on	maintaining	

workplace	relationships.	These	situations	featured	overt	concerns	about	the	power	dynamic	

between	physicians	and	nurses	as	individuals,	and	within	the	organizational	hierarchy.	Having	

failed	to	resolve	the	situations	by	directly	speaking	with	the	physicians	and	then	pursuing	

administrative	complaints,	the	participants’	language	gave	evidence	of	their	frustration	and	

fatigue,	with	dehumanizing	features.	

There	was	a	subset	of	participants	in	this	study	who	worked	in	highly	problematic	work	

settings.	Multiple	factors	contributed	to	their	MD,	but	conflict,	aggressive	behaviour,	lack	of	

administrative	support	and	blaming	of	the	participants	featured	prominently	in	their	accounts.	

This	was	not	the	norm	for	most	participants,	who	were	all	asked	about	conflict	in	the	work	

setting.	These	concerns	appeared	to	represent	a	distinct	concern	that	is	embedded	in	the	

organizational	culture	of	certain	workplaces.	To	be	clear,	their	concern	was	not	that	all	doctors	

at	these	sites	behaved	in	this	manner.	Rather,	the	concern	was	that	this	was	not	the	norm,	and	

the	very	problematic	behaviour	of	some	doctors	was	not	challenged	or	addressed	effectively.	

McDonald’s/LEAN	Oncology.	A	particular	subset	of	concerns	related	to	staffing	and	

workload	was	related	to	the	emphasis	on	throughput	and	productivity,	described	by	some	as	a	

“fast-food”	or	business	(i.e.,	“LEAN”)	mentality	that	was	seen	as	at	odds	with	cancer	care.	In	

addition	to	the	previously	described	staffing	and	workload	concerns,	participants	also	

described	an	emphasis	on	volume	of	work	produced	or	time	required	to	provide	care	as	an	

added	pressure.	The	focus	on	productivity	was	not	unique	to	a	particular	region	or	type	of	

oncology	practice	area,	nor	was	it	unique	to	oncology.	Several	participants	indicated	that	the	

high	workload	demands	in	oncology	may	have	protected	these	areas	from	greater	staffing	cuts	
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than	other	areas	of	their	institutions.	Increased	workload	and	emphasis	on	productivity	were	

seen	as	system-wide,	but	with	unique	implications	because	of	the	risks	of	the	therapies	being	

administered	and	the	patient	needs	for	information	and	assessment.	

The	following	exemplars	reflected	the	nurses’	sense	of	devaluing	of	their	work	

accompanied	by	a	sense	of	dehumanization	of	the	patient	and	the	nurse,	emphasizing	the	

metrics	of	care	versus	the	content,	complexity,	and	quality	of	cancer	care.	

Participant:		 Some	of	them	told	me	that	they	felt	like	they	were	working	like	more	in	
the	McDonald	factory.	Just	like	one	patient	after	the	other	one	and	they	
didn’t	have	the	time	to	do	their	actual	nursing,	what	they	really	want	to	
do…	(Participant	#13).	

	
Participant:	 …	you’re	told,	“You’re	only	at	x	percent	to	your	capacity	this	entire	week	

or	this	entire	month.”	And	then	it	already	feels	like	a	fast-food	
restaurant	in	there,	where	you’re	serving	biohazards	as	quickly	as	
you	can,	as	cheerily	as	you	can.	But	you’re	flying	by	the	seat	of	your	
pants	because	your	preparation	time	has	been	taken	away	to	fit	
more	chair	time.…to	do	that	properly,	you	would	need	15	to	20	minutes	
per	patient.	You	have	eleven	of	them	for	the	day.	And	you’re	only	given	
five	minutes	or	less…	all	that	time	is	spent	on	setting	up	your	lines,	let	
alone	double-checking	the	physician’s	orders	and	looking	up	all	of	the	
medication	side	effects,	looking	at	the	patient’s	previous	symptom	
gradings,	and	looking	at	previous	visit	notes	seeing	what	went	
unaddressed.	

	
–	the	fast-food	restaurant	and	business	model.	I	remember	thinking	
during	one	staff	meeting,	“Do	you	want	me	to	wear	a	sandwich	board	
and	go	outside	onto	the	busy	intersection,	like	‘chemo	this	way’	–	
with	an	arrow?”	
…	
…you	get	more	people	in	management	who	come	from	the	LEAN	Model	
and	the	Practice	Improvement	models…it	is	based	on	the	assembly	lines.	
They’re	not	seeing	the	complexities	of	the	human	being,	the	patient.	
And	so,	there	is	inadequate	time	devoted	to	addressing	what	concerns	the	
patient.	I	got	told	last	month	–	there	was	a	complaint	that	I	was	spending	
too	much	time	at	the	chairside	with	my	patients.	And	I	thought,	“That’s	
because	I’m	the	most	experienced	here.”	Some	of	these	patients...	
remember	me	from	five	years	ago,	they	disclose	more	to	me,	I	have	more	
background	knowledge	about	symptom	management,	so	I’m	going	to	use	
those	things	because	I’m	not	just	a	fast-food	worker.	(Participant	#11).	
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	 As	is	evident	in	the	latter	exemplar	and	the	two	that	follow,	nurses'	concerns	about	the	

focus	on	metrics	versus	care	were	accompanied	by	metrics.	The	ease	with	which	patient	

volumes	and	target	times	allotted	for	care	were	relayed	by	participants	illustrates	how	this	

was	emphasized	in	their	work	settings.	The	specifics	varied	with	the	context,	but	the	report	of	

a	high	volume	of	patients	was	very	common.	This	participant	worked	in	an	infusion	clinic:	

Participant:		 When	I	came,	we	had	about	90	people	a	day.	Today	we	have	105,	110…	
And	many	new	people	that	come,	they	don’t	realize	what’s	going	on	there,	
and…they	don’t	stay…	we	do	have	problems	with	staffing.	Just	to	supply	
the	need	of	the	care.	Because	you	can	only	do	one	thing	at	a	time,	you	
cannot	do	multiple	things	at	a	time,	because	if	you	are	with	one	patient	
you	cannot	be	the	same	time	with	another	patient.	

	 …	
Interviewer:		 And	that’s	just	in	the	last	five	years	where	you’ve	increased	that	much?		
Participant:		 Well	yeah…	when	I	came	it	wasn’t	like	that.	And	I	know	that	we	constantly	

have	a	waiting	list	of	patients.	So,	it’s	not	that	we	are	just	overloaded.	We	
already	reached	maximum	capacity	and	there	is	more	need,	and	we	
cannot	supply	because	there	is	a	waiting	list	for	chemo.		

	 …	
	 …		if	I’m	starting	IV	and	starting	chemo,	in	this	10	minutes	(sic)	I	cannot	

do	anything	else	because	I’m	there	physically	with	the	patient.	If	I	need	to	
teach…a	new	patient	–	it’s	a	lot	of	information	to	do	on	the	first	day:	we	
need	to	cover	safety,	we	need	to	cover	side	effects,	we	need	to	cover	
general	side	effects.	The	teaching	depends	on	the	protocol,	it	can	take	up	
to	20	minutes	per	patient.	If	I	am	sitting	with	the	patient,	teaching	him,	I	
will	not	be	doing	anything	else	in	this	time	(Participant	#25).	

	
	 In	radiation	oncology,	the	constraints	were	not	just	limited	to	human	resources,	but	also	

to	the	equipment	necessary	to	deliver	care	and	treatment.	

Participant:		 We	are	overrun,	our	patient	populations	are	doubling,	our	clinic	space	is	
literally	flooded,	we	are	sitting	on	top	of	each	other.	One	of	the	doctors	
who’s	newly	hired	doesn’t	even	have	an	office	because	there	is	no	space.	
We	are	fighting	for	computers	to	work	at.	We	are	seeing	patients	in	an	
unethical	way	because	there’s	just	no	time	to	see	them	and	we’re	rushing	
to	see	patients	and	things	could	get	missed.		

	
Our	machines	that	run	the	radiation	are	running	at	nearly	12	to	14	hours	
every	day	and	soon	we’re	moving	to	seven	days	a	week	to	accommodate.	
Machines	are	breaking	down	all	around	us.	Patients’	quality	of	care	is	
coming	down...	Numbers	are	rising	like	I	don’t	know	what’s	going	to	
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happen	in	this	place,	but	shit	is	going	to	hit	the	fan.	Like	the	doctors	I	
work	with	are	just	beyond	themselves	(Participant	#18).		
	

Participants	described	how	despite	increasing	demands	for	cancer	care,	the	resources	

available	to	provide	care	were	not	increasing	commensurately.	The	increasing	patient	volumes	

resulted	in	waiting	lists	for	care	and	pressure	to	provide	less	than	holistic	care	in	the	name	of	

productivity,	which	contributed	to	concerns	about	care	quality/suboptimal	care,	unmet	patient	

needs,	and	adequacy	of	information	provided	to	patients.	The	business-style	focus	on	

productivity	appeared	to	be	an	additive	concern	to	staffing	shortage	and	workload,	as	this	

mindset	was	incongruent	with	the	way	nurses	wanted	to	provide	care.	

“Oncology	nurses	know”	what	their	patients	need	in	terms	of	education,	support	and	

monitoring,	as	discussed	subsequently.	Nurses	were	not	complaining	about	having	to	work	

hard.	They	were	clearly	articulating	that	they	were	administering	high-risk	medications	that	

required	adequate	patient	education	and	a	dedicated	focus	on	the	task.	Multi-tasking	or	fast-

tracking	the	administration	of	chemotherapy	and	biologic	therapy	was	viewed	as	unsafe	and	

impossible.	These	concerns	arose	from	the	participants’	knowledge	of	the	risk	for	patients	to	

die	precipitously	from	toxicities	even	if	everything	was	done	correctly	and	according	to	the	

national	standards	for	competence	in	chemotherapy	administration	(discussed	in	“oncology	

nursing	is	hard”).	Though	not	consistent	with	the	way	ethical	climate	is	described	in	the	

literature,	the	clear	implication	from	the	reports	of	a	business	focus	on	care	is	that	the	

productivity	emphasis	in	the	environment	constrained	nurses’	ability	to	fulfil	their	duty	of	care	

to	their	patients.	This	was	both	morally	distressing	as	well	as	professionally	dissatisfying.	

Even	when	nurses	were	able	to	complete	the	requisite	tasks,	they	felt	dissatisfied	and	

morally	distressed	with	the	care	they	provided	because	they	knew	that	people	with	cancer	

require	holistic	care,	not	completion	of	a	series	of	tasks.	Circumscribing	oncology	nursing	
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practice	to	metrics	and	tasks	represented	dehumanization	that	impacted	both	the	nurse	and	

the	patient,	as	the	former	do	not	enter	the	profession	seeking	to	be	technicians	and	the	latter	

require	more	than	technical	care	when	faced	with	life-threatening	and	life-limiting	illnesses.		

Participant:		 We	have	eight	nurses	on	our	clinic	level,	we	have	eight	nurses	in	chemo,	
we	have	four	nurses	in	radiation.	And	we	all	just	run	around	all	day	every	
day.	We	get	all	the	work	done	but	you	sometimes	just	leave	that	day	
and	you	go,	“What	did	I	do	today,	who	did	I	help	today?”	

Interviewer:		 Is	it	because	the	workload	is	increasing	[due	to]	increased	cancer	rates?		
Participant:		 Yeah	and	the	population	is	growing,	you	know	–	like	we’re	up	20%	in	

terms	of	referrals	and	that’s	just	in	one	calendar	year.	We	just	can’t	keep	
up.	Because	we’re	servicing	like	the	[local	geographic	region	redacted],	so	
we’re	servicing	seven	to	eight	municipalities	(Participant	#20).	

	
Participants	were	not	satisfied	with	arriving	at	the	end	of	their	day	having	completed	a	

set	of	tasks.	There	was	relief,	perhaps,	but	no	satisfaction	or	reward	in	a	productivity	mindset	

to	cancer	care.	As	outlined	subsequently	in	“you	can	find	your	niche,”	nurses'	rewards	were	

experienced	in	the	process	of	caring	and	connecting	with	their	patients	as	persons,	meeting	

their	needs	holistically.	Dehumanized	care	that	emphasized	quantifiable	technical	components	

of	care	inverted	nurses’	expectations	of	their	practice.	The	technical	aspects	of	cancer	care	

were	a	component	of	participants’	work,	but	not	the	primary	focus.	“Oncology	nurses	know”	

patients,	evidence,	ethics	and	themselves,	as	discussed	subsequently,	and	they	expected	this	

broad	and	comprehensive	knowledge	to	inform	and	support	their	practice.	When	they	were	

impeded	from	acting	upon	that	knowledge,	the	knowledge	that	should	inform	their	practice	

instead	became	a	yardstick	against	which	they	measured	their	actual	practice,	and	when	they	

fell	short	due	to	systemic	constraints,	this	contributed	to	MD.	

Rural	Reality.	Participants	in	rural	areas	experienced	additional	systemic	realities	that	

contributed	to	MD.	Limited	access	to	various	resources,	including	specialty	oncology	services,	
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ensuring	sufficient	numbers	of	staff	with	chemotherapy	competence,	and	lack	of	coordinated	

communication	with	urban	oncology	sites	were	reported.		

An	area	was	considered	rural	or	remote	if	it	was	outside	of	a	large	urban	center	or	

metropolitan	area.	All	provinces	have	programs	that	support	the	administration	of	intravenous	

cancer	treatments	in	rural	and	remote	sites	with	local	nurses	and	physicians	who	have	

received	additional	oncology	education;	diagnosis	and	treatment	plans	are	directed	by	

oncologists	at	the	large	urban	centres	through	telemedicine	or	patient	visits	to	the	urban	

centres.	Radiation	therapy	can	only	be	delivered	in	urban	settings	for	technical	reasons.	In	

some	rural	and	remote	regions,	communication	with	the	urban	site	was	impacted	by	

limitations	in	access	to	the	electronic	medical	record,	introducing	a	risk	of	miscommunication	

and	lack	of	coordination	of	the	treatment	plan.	

Rural	and	remote	settings	were	diverse,	and	proximity	to	a	large	urban	setting	

mattered.	Patients	who	lived	only	an	hour	or	two	from	an	urban	setting	had	greater	access	to	

specialty	oncology	resources	than	those	in	communities	that	required	long	drives	or	air	travel.	

Within	a	particular	rural	regional	health	authority,	some	settings	would	be	more	remote	with	

smaller	population	sizes,	so	a	uniform	approach	was	not	necessarily	possible	across	a	health	

region.		

The	remoteness	of	a	particular	area	also	impacted	on	nurse	availability	and	nurse	

recruitment.	The	essential	elements	of	competence	to	administer	chemotherapy	are	discussed	

in	“oncology	nursing	is	hard.”	Achieving	and	maintaining	chemotherapy	competence	was	a	

problem	in	small,	remote	locations.	Many	of	the	smaller	oncology	sites	had	only	two	to	three	

nurses	who	would	administer	chemotherapy;	illness	(even	brief),	maternity	leave,	or	staff	

resignations	had	a	significant	impact	on	the	ability	to	maintain	services.	A	brief	leave	required	
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rescheduling	or	creative	management	of	work	processes,	but	longer	leaves	and	resignations	

required	recruitment.	Nurses	who	were	chemotherapy	certified	and	worked	on	a	casual	basis	

were	able	to	assist	in	filling	in	for	sick	or	vacation	days,	however,	working	sporadically	created	

challenges	in	maintaining	competence	and	confidence	in	chemotherapy	administration.		

For	longer	leaves	or	resignations,	many	smaller	sites	would	not	have	available	

chemotherapy-certified	nurses	who	would	apply	for	a	vacant	position.	Consequently,	a	new	

hire	would	need	to	be	certified	in	chemotherapy	administration	before	being	able	to	practice	

independently.	The	notice	period	for	resignations	was	less	than	the	time	required	to	achieve	

competence,	leaving	either	a	gap	in	nursing	services	or	pressure	to	administer	chemotherapy	

prematurely.	Alternatively,	a	two-nurse	unit	was	closed,	and	patients	were	required	to	travel	

an	hour	for	care	when	one	nurse	went	on	a	leave	that	could	not	be	filled,	because	the	workload	

was	excessive	for	one	person.	

Participant:	 …	So	[Provincial	Cancer	Agency	name	redacted]	has	a	certification	
program	online	and	it’s	very	well	laid	out…they	study	for	an	exam.	They	
pass	their	exam.	They	do	a	workshop,	which	is	done	by	video	link	and	
then	they	go	to	cancer	centre	for	three	days	of	practicum.	And	then	they	
come	home	to	their	home	communities	and	it’s	expected	that	they	will	be	
mentored	when	they	come	home.	My	experience	is	you’re	a	warm	body.	
You’ve	got	your	certification.	You’re	good	to	go.		

	
	 …and	that	happens	over	and	over	and	over	again…	I’ll	say,	“You	know,	

they	need	to	supernumerary	and	they	need	to	have	buddy	shifts”	and	
[managers]	say	“We	don’t	have	the	staff	for	that…	I’ve	got	one	other	nurse.	
I	need	this	–	this	is	my	second	nurse”…	part	of	the	problem	is	that…	it	
usually	takes	about	two	to	three	months,	right?	To	study,	pass	exams,	do	
the	workshop,	do	the	practicum…	and	be	on	your	feet	running,	is	longer	
than	what	people’s	notice	is.	People	only	have	to	give	28	days’	notice	
when	they	resign	from	that	position.	So,	by	the	time	they	send	in	their	
resignation	and	the	manager	posts	and	hires	a	month	has	gone	by	already.	
So	that’s	the	problem	(Participant	#7).	
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Some	medications	used	to	treat	cancer	require	a	two-nurse	check.	In	a	two-nurse	

infusion	clinic,	if	one	nurse	was	sick,	this	safety	process	was	affected,	with	a	remedy	that	

participants	described	as	undesirable	to	nurses.	

Participant:		 That	is	–	(sigh)	that	is	a	point	of	contention.	So,	Accreditation	Canada	has	
provided	us	with	a	statement	that	says…if	there’s	only	one	nurse	available	
to	do	an	independent	double-check,	then	she	can	do	her	initial	check,	step	
away	for	five	or	ten	minutes,	return	and	do	another	check	and	then	
proceed.	And	that’s	the	way	that	it	would	be	managed.		

Interviewer:		 Okay.	So,	there	is	an	official	policy	on	what	to	do	if	you’re	working	alone.		
Participant:		 Mm-hmm.	Yeah.		
Interviewer:		 But	if	you’re	accustomed	to	having	somebody	else	double-check,	it	

probably	still	doesn’t	feel	the	same.		
Participant:		 No.	It	causes	a	lot	of	anxiety.		
	 …	
Interviewer:		 And	have	nurses	expressed	their	concerns	about	that	to	you	at	all?		
Participant:		 Yes.	Quite	often	it	gets	expressed.		
Interviewer:		 Has	it	come	up	in…	error	reporting?	Where	the	independent	double-check	

wasn’t	possible	and	that	resulted	in	error?	
Participant:		 Not	–	not	that	I’ve	seen.	In	five	years,	I	haven’t	seen	that.		
Interviewer:		 Okay.	So,	it’s	something	that’s	stressful	but	not	necessarily	causing	harm?		
Participant:		 Or	not	reported	(Participant	#14).	

	
When	administrative	positions	were	vacant,	they	were	sometimes	filled	by	an	available	

person	without	the	education	and	experience	that	would	typically	be	expected	for	a	nursing	

leadership	position.	Namely,	individuals	who	were	not	nurses,	and	in	some	cases	did	not	have	

health	care	experience,	were	hired	for	mid-	and	senior-level	management	positions	because	

they	were	the	only	applicants.	This	left	oncology	nurses	reporting	to	individuals	who	lacked	

general	nursing	experience,	not	to	mention	oncology-specific	experience,	which	was	perceived	

as	a	risk	to	patient	safety	when	issues	were	not	addressed	appropriately.	

Participant:		 Our	leader	is	not	a	nurse,	has	no	medical	background	and	yet	is	directing	
the	work	that	we	do…	I’m	not	saying	a	person	in	that	position	can’t	do	
that	role,	but	it’s	been	hugely	challenging,	and	I	think	it’s	detrimental	to	
patients.	That’s	what’s	causing	me	that	moral	distress	is	that…patients	are	
kind	of	at	risk	and…there	is	a	lot	of	things	that	we	could	do	to	improve…	
things,	and	yet	it	feels	like	our	team	is	being	held	back	for	I	don’t	know	
what	reason.	It’s	not	budget.	It’s	something	else	(Participant	#7).	
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Rural	and	remote	regions	had	limited	access	to	various	resources,	both	oncology-

specific	and	more	general	health	care	resources.	When	people	with	cancer	experienced	

expected	complications	and	side	effects	after	hours,	there	was	not	always	familiarity	with	the	

appropriate	protocols	to	manage	the	complications;	this	again	varied	by	the	size	of	the	location	

Ethics,	employee	assistance,	social	work	and	psychosocial	support	services	were	sited	in	larger	

settings	with	distance-based	access	or	shared	access	with	non-oncology	programs.	Specialized	

resources,	such	as	palliative	care	or	pediatrics,	were	typically	situated	in	larger	urban	centres	

as	well,	leaving	parents	to	travel	for	services.		

Participant:		 I	had	an	instance	which	the	GP	had	told	the	patient	to	call	the	navigator	
because	she’ll	have	all	the	information	for	you.	So,	this	lady	called,	and	she	
had	a	seven-year-old	son	who	had	a	non-curable	brain	tumour	that	
needed	palliative	care	and	there’s	no	pediatric	palliative	care	in	[location	
redacted].	So,	she	was	set	up	with	palliative	care	in	[urban	centre	
redacted]	but	she	said,	“I	don’t	want	to	be	taking	my	seven-year-old	every	
week	back	and	forth	to	[urban	centre	redacted].	What	can	you	do	for	me?”	
And	I	said	“Nothing.”	Like	there’s	–	I	physically	–	“I	have	no	resources	for	
you.”	I	said	“I	can	give	you	the	numbers	that	you	already	have	for	the	
pediatric	supports	in	[urban	centre	redacted]	but	you	already	have	
those.”	(Participant	#12).	

	
	 The	various	resource	limitations	and	challenges	resulted	in	nurses	filling	the	gaps	and	

attempting	to	ensure	that	patients	did	not	fall	into	gaps.	Oncology	nurses	knew	what	their	

patients	needed	and	where/how	those	needs	could	be	met;	significant	efforts	were	required	to	

meet	the	needs	within	the	site	limitations.	

Interviewer:	 It	sounds	like…nurses	are	expending	quite	a	bit	of	energy	and	effort	trying	
to	get	their	patients	the	care	they	need	sometimes.		

Participant:	 Oh,	a	lot.	A	lot…	I’ve	heard	of	nurses	expressing	interest	[in	oncology]	I’ll	
say	to	them	one-third	of	the	work	that	you	do	will	be	chemotherapy	
administration,	the	other	two-thirds	will	be	navigation	support,	but	all	of	
these	things…	educating	new	GPOs,	educating	your	primary	care	
providers,	faxing	things,	phoning	people,	even	the	symptom	management	
piece…	all	that	stuff	they’re…	spending	quite	a	lot	of	time	just	in	
communication	that	patients	are	getting	what	they	need	(Participant	#7).	
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Communication	between	the	remote	and	rural	sites	varied	by	region;	some	areas	had	a	

unified	computerized	charting	system,	while	others	had	limited	access	at	rural	and	remote	

sites,	requiring	communication	by	fax.	Typically,	only	physician	notes	would	be	faxed	to	the	

urban	site.	Nurses	were	concerned	about	gaps	in	information	from	the	lack	of	coordinated	

documentation,	particularly	in	relation	to	nursing	notes	about	patient	infusion	reactions	or	

symptom	management.	When	patients	attended	the	urban	center	for	oncologist	appointments,	

it	was	not	always	clear	what	had	been	discussed	regarding	prognosis,	requiring	careful	patient	

assessment	regarding	their	understanding	of	their	situation.	Long	waits	for	some	types	of	

referrals	to	an	urban	cancer	centre	meant	the	rural	nurse	would	be	in	the	position	of	

communicating	with	a	patient	who	was	awaiting	referral	after	a	known	cancer	diagnosis.	Such	

patients	were	understandably	anxious	and	in	frequent	communication	with	the	rural	nurse,	

who	provided	support,	but	unable	to	expedite	the	referral.	Communication	processes	between	

rural	and	urban	centers	seemed	to	place	the	rural	nurse	in	a	position	of	being	aware	of	the	

gaps	in	the	system	and	acting	to	mitigate	the	impact	on	the	patient.	

Nurses	in	rural	areas	did	not	provide	the	same	breadth	of	oncology	nursing	care	as	

those	in	urban	settings;	BMT	and	radiation	oncology,	of	necessity,	are	located	in	urban	settings.	

However,	they	did	provide	ongoing	care	and	follow-up	as	well	as	administration	of	

chemotherapy	in	small	clinics	throughout	rural	and	remote	areas	of	Canada.	Staffing,	resources	

and	workload	were	uniquely	impacted	by	their	location,	and	challenges	contributed	to	MD.	

Theme	Summary	

	 Participants	in	this	study	practiced	in	diverse	areas	and	sub-specialties,	and	context-

specific	elements	were	present	in	all	of	the	described	situations	of	MD.	Links	to	elements	of	the	

contextual	themes,	discussed	subsequently,	were	evident	in	all	of	the	exemplars	provided.	The	
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experience	of	MD	was	highly	context-bound	for	the	individual	participants.	However,	despite	

the	diversity	and	contextuality	of	participant	stories,	there	were	common	categories	of	features	

that	were	viewed	as	“the	‘wrong’	kind	of	horrible,”	and	which	contributed	to	MD.	Moral	

distress	was	not	inevitable	from	the	features	described	in	the	categories	of	this	theme,	

however,	for	many	participants,	these	features	contributed	to	the	development	of	MD	in	

certain	circumstances.	Moral	distress	was	experienced	when	the	certain	circumstances	to	

which	participants	were	accustomed	were	unexpectedly	or	unacceptably	altered	in	a	way	that	

challenged	their	ability	to	provide	the	care	they	believed	their	patients	required.	“You	get	used	

to	a	certain	kind	of	horrible,”	but	“the	‘wrong’	kind	of	horrible”	leads	to	MD.	

The	Context	of	Moral	Distress	

	 As	was	evident	in	the	prior	theme,	the	experience	of	MD	in	oncology	nursing	was	highly	

contextually	situated.	Some	features	of	the	oncology	nursing	context	could	contribute	to	MD	in	

certain	circumstances	for	certain	people.	However,	many	of	the	features	of	the	oncology	

nursing	context	were	just	that,	the	setting	in	which	the	experience	occurred.	Three	themes	

were	identified	related	to	the	oncology	nursing	context:	“oncology	nursing	is	hard,”	“oncology	

nurses	know,”	and	“you	can	find	your	niche.”		

Oncology	Nursing	is	Hard	

	 The	theme	“oncology	nursing	is	hard”	describes	the	clinical	context	of	the	experience	of	

MD	in	oncology	nursing.	Oncology	nurses	were	clear	about	the	inherent	challenges	in	their	

work,	both	personal	and	professional,	due	to	the	nature	of	the	illness	their	patients	live	with	

and	the	treatments	necessitated	by	that	illness.	Participants	were	similarly	clear	that	they	did	

not	expect	their	work	to	be	easy;	they	accepted	the	challenge	of	caring	for	a	patient	population	

with	intense	and	dynamic	needs.	The	stories	of	morally	distressing	situations	described	by	
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participants	were	saturated	with	specific	clinical	details,	sometimes	to	the	extent	that	the	

ethical	concern	was	not,	at	the	outset,	obviously	the	most	pressing	concern.	However,	when	

specifically	asked,	ethical	concerns	that	led	to	MD	were	readily	identified,	as	discussed	in	the	

following	theme	“oncology	nurses	know.”	At	the	same	time,	the	intrinsic	challenges	in	oncology	

nursing	were	not	necessarily	or	inherently	morally	distressing,	however,	they	could	be	in	

certain	circumstances,	as	previously	outlined.	Consequently,	this	theme	represents	the	very	

large	volume	of	contextual	information	provided	by	oncology	nurses	as	the	clinical	setting	for	

their	MD,	some	of	which	was	morally	distressing	in	certain	circumstances.	That	is,	there	is	

some	overlap	with	challenging	circumstances	and	morally	distressing	ones,	but	the	challenges	

that	comprise	the	landscape	of	oncology	nursing	are	not	necessarily	morally	distressing;	some	

challenges	were	simply	contextual	realities.	The	emphasis	here	is	on	context,	as	the	essence	of	

the	experience	of	MD	was	discussed	previously.	

	 The	challenges	experienced	by	oncology	nurses	as	part	of	the	context	of	their	work	

were	clustered	around	four	categories:	“patients	are	sick	and	complex,”	“patients	die,”	“patient	

needs,”	and	“providing	cancer	care.”	In	many	of	the	stories,	all	of	these	challenges	occurred	

concurrently,	with	participants	articulating	the	multiple	layers	of	complexity	present	in	the	

context	of	their	experiences	of	MD.	The	descriptions	of	the	clinical	circumstances	were	highly	

specific,	including	such	details	as	drug	and/or	chemotherapy	protocol	names,	measures	of	

performance	status	to	articulate	patient	acuity,	and	specific	side	effects	that	were	relevant	to	

patient	decision-making	communication	for	specific	treatment	protocols.	The	nature	of	

communication	content	and	processes,	as	well	as	psychosocial	care,	was	similarly	detailed,	as	

were	descriptions	of	the	acquisition	of	oncology	nursing	competencies.	Further,	while	the	

categories	of	challenges	described	by	participants	could,	on	the	surface,	appear	relevant	to	
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many	specialties,	participants	were	clear	in	articulating	the	way	this	was	specifically	significant	

in	the	oncology	nursing	context.	The	challenges	of	oncology	nursing	were	explicitly	

differentiated	from	other	areas	of	practice	in	the	precise	and	extensive	details	provided	by	

participants	and,	at	times,	by	their	direct	comparisons	to	other	areas	of	practice.	

Patients	are	Sick	and	Complex	

This	category	includes	participants’	descriptions	of	how	their	patients	may	be	very	sick	

from	their	illness,	their	treatment,	or	both,	and	the	challenges	posed	by	the	clinical	care	and	

communication	relative	to	that	acuity	and	complexity.	The	most	common	topics	discussed	

included	the	acuity,	complexity,	unpredictability	–	and	sometimes	aggressiveness	–	of	the	care	

provided,	the	nature	and	importance	of	communication	with	patients	around	their	clinical	

status	and	acuity,	and	the	unique	challenges	in	pediatric	oncology	where	developmental	

realities	affected	treatment	decision-making	and	communication.	

Participants	described	how	complications,	including	fatal	ones,	arose	from	the	illness,	

the	treatment,	or	both.	They	described	the	unpredictability	of	prognosticating	which	patients	

would	precipitously	become	ill,	or	which	would	unexpectedly	survive	serious	illness.	Many	

participants	either	currently	or	previously	cared	for	patients	with	hematologic	malignancies	

who	require	intensive	treatments,	such	as	blood	and	marrow	transplantation	(BMT),	which	can	

have	multiple	and	serious	long-term	effects	and	complications.	Many	participants	cared	for	

patients	enrolled	in	clinical	trials,	some	of	which	were	testing	existing	drugs	for	new	

indications,	others	testing	new	therapies	where	efficacy	was	unknown.	Some	participants	had	

experiences	with	patients	and	families	who	elected	to	pursue	unproven	therapies	with	a	low	

likelihood	of	success	for	treating	the	cancer,	either	in	addition	to	or	in	lieu	of	standard	
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therapies.	Sometimes,	all	of	the	above	characteristics	were	present	in	a	single	patient	situation	

over	the	illness	trajectory.		

The	location	of	care	for	these	sick	patients	who	required	acute	and/or	complex	care	

included	outpatient	settings,	where	nurses	saw	them	in	the	clinic	and	provided	advice	on	the	

phone,	and	inpatient	settings.	Participants	in	both	settings	described	steadily	increasing	acuity	

and	complexity	in	their	patient	populations	over	time.	A	small	sub-set	of	participants	provided	

care	to	children	with	cancer	and	described	similar	challenges	and	complexities	as	adults,	in	

addition	to	distinctives	related	to	developmental	and	family	circumstances.		

Participants	also	described	how	the	complex	realities	of	the	disease	and	treatment	

options	were	explored	with	patients	and	families	at	critical	decision-making	junctures,	such	as	

diagnosis	and/or	disease	progression.	They	repeatedly	discussed	how	communication	must	be	

compassionate	yet	sufficiently	candid	to	ensure	patient	understanding	that	supports	adequate	

informed	consent.	They	expressed	concerns	about	how	unpredictability	and	complexity	of	both	

disease	and	treatment	enhanced	the	challenges	of	ensuring	adequate	consent.	The	discussion	

that	follows	focuses	on	the	topics	that	illuminate	the	ways	in	which	patients	were	sick	and	

complex,	including	care	complexity,	communication	with	patients,	and	pediatric	oncology.	

	 Care	Complexity.	The	topic	of	care	complexity	was	common	and	consistent	across	

settings,	with	nurses	reporting	increased	complexity	of	patients,	both	in	the	hospital	and	in	the	

outpatient	setting.	Nurses	with	more	years	of	experience	in	oncology	nursing	had	a	longer	

period	of	comparison	for	the	increase	in	acuity	and	complexity,	but	even	participants	with	five	

years	of	experience	had	noted	changes	in	their	populations	during	their	time	in	practice.	These	

participants	describe	the	acuity	and	complexity	they	encounter	in	practice:	
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Participant:		 I	feel	like…	the	medical	needs	have	become	very,	very	complex	in	our	
hospital	system,	so	all	of	the	smaller	things	that	are	very	important	to	
patients	fall	by	the	wayside	(Participant	#16).	

	
Participant:		 	We’ve	had	a	situation	where	they	tried	to	bring	in	a	patient	that	was	

advanced	in	ECOG	3	[Eastern	Cooperative	Oncology	Group	Performance	
Status	Grade	3:	“Capable	of	only	limited	self-care,	confined	to	bed	or	chair	
more	than	50%	of	waking	hours”	(Oken	et	al.,	1982,	p.	654)]	into	an	
outpatient,	like	where	it’s	not	safe	to	treat	them	as	an	outpatient.	But	the	
oncologist	sort	of	breezed	past	all	that	...	they	ultimately	were	the	one	
making	the	decision	that	they	wanted	that	patient	to	have	treatment	and	–	
you	know,	had	it	to	come	down	to	it,	I’m	not	here	to	say	that	this	patient	
can	or	cannot	have	treatment.	It’s	just	where	is	the	safest	for	them.	Like	
transferring	them	to	an	outpatient	facility	where	we	don’t	have	a	code	
team	is	not	a	place	for	a	person	who’s	already	not	medically	stable	to	
come	for	treatment	(Participant	#21).	

	
	 Participants	described	how	quickly	and	unpredictably	a	patient’s	clinical	status	could	

change.	This	patient	appeared	relatively	well	and	stable	initially,	only	to	experience	precipitous	

and	likely	fatal	complications	from	treatment.		

Participant:		 When	you	give	someone	chemo	who	is	independent	and	healthy	
otherwise,	other	than	their	disease,	right?	Someone	who	comes	in,	and	
they’re	walking	and	talking	and	in	good	spirits.	And	then	you	give	them	
chemo,	and	then	they	don’t	do	well	on	it,	then	that’s	always	really	
distressing	to	see.	We	have	someone	in	our	unit	right	now	who’s	been	in	
our	unit	multiple	times…	he	had	to	get	pneumothorax	emptied	first	before	
they	could	biopsy	his	tumour…	he	was	up	and	walking	just	fine.	And	then	
as	soon	as	he	got	the	chemo,	now	he’s	on	oxygen,	he’s	dying…	he’s	
completely	disoriented,	and	he	just	didn’t	do	well.	But	I	guess	in	that	
scenario	there	was	really	not	any	way	to	know	how	he	was	going	to	
respond	(Participant	#19).	

	
For	some	patients,	when	treatments	did	not	have	the	desired	effect,	additional	

treatment	was	planned	and	was	perceived	as	likely	to	make	the	patient	very	ill	with	an	

uncertain	potential	for	a	beneficial	effect.	

Participant:		 We	had	a	few	patients	who	had	their	first	transplant	had	failed	and	so	
we’re	prepping	for	a	second	transplant	or	something	similar	that	we	
knew	that	the	odds	of	them	surviving	at	all,	let	alone	without	significant	
morbidity,	were	very	minimal.	And	yet	we	would	put	them	through	
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rigorous	chemotherapy	protocols	and	do	things	like	reinsert	NG	tubes	
multiple	times	(Participant	#2).	

	
Nurses	provided	care	for	patients	who	were	enrolled	on	clinical	trials	due	to	a	

diagnosis,	disease	stage	or	important	prognostic	marker	for	which	existing	treatment	options	

were	limited.	Patients	received	novel	therapies	or	novel	uses	for	existing	therapies.	Nurses	

knew	the	standard	and	experimental	protocols	their	patients	received,	but	there	was	

unpredictability	in	patient	acuity	due	to	the	emerging	nature	of	the	evidence	during	the	

process	of	the	trial,	along	with	the	inherent	inability	to	predict	responses	or	prognosis.	

Interviewer:	 When	you	say	it	was	a	clinical	trial	drug,	does	that	refer	to	where	the	drug	
was	coming	from	or	is	it	a	different	form	of	Rituximab	you	were	giving?	

Participant:	 It’s	the	same	form,	it	just	was	given	for	a	different	tumour	group	than	
maybe	it	usually	would	have.		

Interviewer:	 …So,	sort	of	an	off-label	thing	that	they’re	testing	it	for?		
Participant:	 Yeah,	exactly,	but	the	type	of	Rituximab	and	the	dose	weren’t	any	

different	than	what	we	usually	give	(Participant	#15).	
	
Participant:		 They	have	the	same	treatment	off	protocol,	but	for	off	protocol	the	

treatment	that	they	get	is	usually	monotherapy.	In	the	protocol	they	mix	
for	example,	immunotherapy	with	another	targeted.	But,	for	example,	if	
it’s	Pembrolizumab,	it’s	already	approved	so,	anybody	who	has	the	PD-1	
more	than	50%	they	get	it	as	standard	of	care	(Participant	#23).	

	
Participants	described	many	treatment	protocols	that	appeared	intensive	and	

aggressive.	Aggressive	treatment	was	discussed	with	all	of	the	participants.	There	were	diverse	

views	of	treatment	aggressiveness	that	were	related	to	both	personal	perceptions	and	disease-

related	factors.	There	were	reported	differences	between	disease	site	groups	and	between	

physicians	in	how	aggressively	they	treated	patients.		

Participant:	 …	care	being	overly	aggressive…	It	sometimes	has	happened	so	...	I	think	
that’s	more	rare	than	not	at	the	organization	that	I	work	at	if	I’m	being	
honest	(Participant	#4,	pediatric	oncology	nurse)	

	
Interviewer:		 Is	it	specific	to	an	individual	style	of	practice	or	a	particular	disease	site	

group	that	they	tend	to	be	more	–	
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Participant:		 I	would	think	it’s	basically,	I	would	say	it’s	a	bit	of	a	combination.	We	
definitely	see	more	aggressive	treatments	in	certain	disease	sites.	But	
also,	then	like	you	can	have	individual	practice	that	this	is	just	–	because	
there’s	a	treatment	this	is	what	I’m	going	to	prescribe	you.	Because	
there’s	something	available	take	it…for	instance	in	the	gyne	population	
they	can	be	very	fit,	so	respond	really	well	to	treatment.	So,	they	can	go	
from	being	an	ECOG	3	to	an	ECOG	1	[Eastern	Cooperative	Oncology	Group	
Performance	Status	Grade	1:	“Restricted	in	physically	strenuous	activity	
but	ambulatory	and	able	to	carry	out	work	of	a	light	or	sedentary	nature,	
e.g.	light	house	work,	office	work”	(Oken	et	al.,	1982,	p.	654)]	with	one	
cycle	of	treatment,	like	respond	that	quickly.	And	same	with	lymphoma	
and	some	of	the	blood	cancers	(Participant	#21).	

	
The	sub-specialty	that	was	most	commonly	reported	as	having	an	approach	to	

treatment	that	was	perceived	as	overly	aggressive	was	malignant	hematology;	this	included	

practice	settings	that	focused	exclusively	on	BMT,	those	that	provided	malignant	hematology	

care	but	not	BMT,	and	those	that	included	both	BMT	and	non-BMT	treatment	approaches.	

Those	who	were	currently	working	in	this	specialty,	as	well	as	those	who	had	left	the	specialty	

described	care	that	could	objectively	be	considered	aggressive.	However,	participants’	

perception	of	whether	care	was	overly	aggressive	or	not	was	very	much	in	the	eye	of	the	

beholder.	Those	who	continued	to	work	in	the	area	did	not	perceive	it	to	be	overly	aggressive,	

while	those	who	had	left	the	area	(see	“you	can	find	your	niche”	for	more	details)	did	perceive	

the	care	to	be	overly	aggressive.	That	is,	there	was	significant	variation	between	participants	in	

terms	of	their	perception	of	whether	a	particular	treatment	was	“overly	aggressive	care”	and	

whether	they	continued	to	practice	in	the	area.	Those	who	perceived	it	as	“too	aggressive,”	left	

because	of	that	perception	and	the	MD	that	resulted	from	providing	care	they	believed	to	be	

overly	aggressive.	The	reported	reasons	for	perceptions	of	aggressiveness	were	most	often	the	

nurse’s	personal	views	impacting	their	perceptions	of	whether	treatment	was	overly	

aggressive.	
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The	preceding	excerpt	from	participant	#21	described	how	very	ill	patients	with	

hematologic	malignancies	could	respond	well	to	treatments	as	supporting	her	perception	that	

aggressive	care	was	reasonable	in	some	circumstances.	The	following	excerpt	also	describes	a	

malignant	hematology	practice	area	where	the	participant	does	not	perceive	treatment	of	

individuals	with	advanced	age	to	be	overly	aggressive.	

Interviewer:		 So,	are	you	treating	the	95-year-olds	with	chemo	as	well?	
Participant:		 We	actually	have…	he’ll	be	95	this	year,	we’re	treating	him	with	dasatinib.		
Interviewer:		 ...	And	are	you	also	doing…IV	chemotherapy	for	these	patients?		
Participant:		 You	know,	of	course,	not	our	above	85,	but	some	patients	are	in	their	late	

70s	on	our	immunotherapy	treatment	and	then	we	have	daratumumab	
now	for	myeloma	patients.	We	have	a	patient	who’s	80	that’s	on	that	
(Participant	#20).	

	
Oncology	nursing	may	involve	providing	intensive	treatments	to	patients	who	are	quite	

ill	or	have	advanced	age,	but	this	was	not	necessarily	viewed	as	“overly	aggressive”	or	morally	

distressing.	However,	a	subset	of	participants	found	BMT	to	be	more	aggressive	treatment	than	

what	they	were	willing	to	participant	in,	which	led	them	to	leave	that	position.	

Communication	with	Patients.	Another	topic	that	was	challenging	for	participants	

was	communication	with	patients	regarding	their	diagnosis	and	treatment	options.	This	was	

due	to	the	emotional	weight	of	the	diagnosis,	as	well	as	the	complexity	of	many	of	the	

treatment	options	and	the	rapidity	with	which	decisions	often	needed	to	be	made.	

Participant:		 I	had	a	newly	diagnosed	patient,	he	was	a	16-year-old	that	was	diagnosed	
with,	I	think,	pre-B	cell	ALL.	Both	him	and	his	parents	were	very	anxious,	
rightfully	so…	there	were	questions	about	what	diagnoses	he	was,	
because	he	had	some	funny	genetic	markers,	and	everything	was	
happening	really	quickly.	On	the	day	I	had	him	he	needed	a	lot	of	support,	
because	in	a	matter	of	a	couple	of	days	he	was	told	I	have	cancer,	we’re	
going	to	sperm	bank,	we’re	going	to	put	a	line	in,	we’re	going	to	start	
chemotherapy.	A	lot	of	questions…	arise	with	that	and	just	understanding	
what	exactly	his	journey	is	going	to	be	like	(Participant	#4).	
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Oncology	nurses	also	wondered	whether	the	information	patients	received	was	

sufficiently	candid	to	ensure	patients	understood	the	reality	of	their	diagnosis,	prognosis,	and	

the	risks	and	benefits	of	treatment	options.	This	was	particularly	significant	for	patients	with	

limited	or	no	English	comprehension.	At	the	same	time,	there	was	variability	in	the	severity	

and	number	of	side	effects	and	complications	that	patients	experienced,	and	unpredictability	

as	to	which	patients	would	experience	the	most	severe	complications;	nurses	understood	that	

greater	detail	regarding	complications	risked	inducing	greater	anxiety.	Giving	candid	

information	was	important	to	participants,	as	was	patient	understanding	of	their	situation.	

They	identified	that	the	oncology	context	can	make	this	difficult,	as	there	was	not	always	a	

clear	right	answer	for	how	much	and	what	kind	of	information	was	necessary	to	ensure	

adequate	consent.	Participant	descriptions	are	consistent	with	a	sense	of	moral	conflict	(as	in	

the	definition	used	for	this	study),	not	due	to	conflicting	ethical	values,	rather	due	to	the	

inherent	unpredictability	of	the	illness	and	treatment-related	side	effects.	In	addition,	nurses	

knew	the	number	and	range	of	long-term	consequences	of	treatments,	especially	BMT,	but	felt	

patients	and/or	families	may	not	be	able	to	fully	grasp	the	nature	and	potential	severity	of	

long-term	consequences,	having	not	seen	them	before.	Consequently,	the	moral	conflict	related	

to	how	much	information	was	adequate	for	informed	consent	without	unnecessarily	

frightening	patients	and	families	about	the	risks	of	treatment,	and	they	did	not	feel	there	was	a	

clear	or	correct	answer	for	this.	This	was	professionally	challenging	but	not	necessarily	

morally	distressing,	although	in	some	cases	it	could	be.	

Participant:		 One	thing	that	I	struggle	with	is	witnessing	the	long-term	side	effects	of	
blood	and	marrow	transplant…	patients	who,	for	example,	have	severe	
GvHD	of	the	skin…	or	like	of	their	lungs	for	example	and	just	really	trying	
to	wrap	your	head	around	if	they	fully	understood	what…	some	of	the	
long-term	side	effects	of	transplant	could	be…	
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	 …	generic	consents	that	are	given	when	someone	goes	through	transplant.	
We	talk	about	the	risk	and	I	think	it’s	necessary	that	the	child	receives	a	
transplant	because	the	other	option	would	probably	be	death.	But	I’m	just	
not	sure	that	it’s	possible	for	the	person	to	understand	what	some	of	the	
long-term	side	effects	could	be	when	they’re	going	through	that	decision-
making	process	to	proceed	to	transplant…	

Interviewer:	 When	you	say	it’s	not	possible	for	them	to	understand	is	it	because	it’s	
really	complicated	or	…?		

Participant:	 It’s	complicated	but	it’s	also	like	there’s	no	way	to	predict	how	the	child	
will	respond	to	transplant.	They’re	always	told	about	graft-versus-host	
disease	but	to	really	understand	how	it	would	affect	their	day-to-day	life	
is	so	hard	to	know	when	you’re	going	into	transplant,	I	think…	it’s	grey	
whether	it	would	be	–	I	don’t	think	it’d	be	reasonable	to	completely	terrify	
people	going	into	transplant…	I	think	that’s	what	I	find	grey	and	struggle	
with	too.	How	much	is	the	right	amount	of	information	to	provide	people.	

	
I	mean	you	need	to	be	prepared	for	the	worst	but	want	to	hope	for	the	
best	of	course,	but	it’s	just	how	do	you	present	the	worst-case	scenario,	I	
guess,	in	a	way	that	doesn’t	provoke	unnecessary	anxiety	in	a	situation	
that’s	already	so	isolating,	and	so	anxiety-provoking…	And	again,	I	don’t	
think	it	would	also	be	reasonable	to	give	people	so	much	–	like	tell	them	
of	the	absolute	worst-case	scenarios	in	detail	going	into	transplant	either	
just	because	of	the	psychological	side	effect	of	that	(Participant	#10).	

	
	 In	the	prior	theme,	participants	described	situations	where	they	were	concerned	about	

whether	patients	and	families	had	sufficient	information	for	informed	consent	and	patient	

autonomy	in	decision-making.	In	addition,	there	were	many	descriptions	of	situations	where	it	

was	just	inherently	difficult	to	know	how	much	information	patients	and	families	needed	and	

whether	they	could	envision	the	range	and	severity	of	side	effects	that	were	explained	to	them,	

having	not	encountered	this	before.		

	 Pediatric	Oncology.	Some	of	the	preceding	quotes	included	nurses	who	care	for	

children	with	cancer.	All	of	the	factors	described	applied	to	pediatric	oncology.	Children	were	

also	sick	and	complex,	and	communication	about	their	diagnosis	and	treatment	options	

(including	complications)	was	important,	as	described	by	participant	#10	above.	In	addition,	

participants	identified	the	challenge	of	providing	care	that	is	impacted	by	developmental	stage	
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and	the	family	context.	Pediatric	oncology	participants	worked	in	urban	cancer	centers.	Initial	

diagnosis	and	some	of	the	more	intensive	treatments	took	place	in	these	large	urban	centers,	

which	meant	nurses	were	caring	for	patients	and	families	who	may	have	travelled	long	

distances	and	were	experiencing	prolonged	stays	away	from	home.		

Interviewer:		 …	do	you	think	peds	oncology	is	different	than	other	areas…?		
Participant:		 I	would	say	yes.	I	think	[psychosocial	care	is]	important	for	sure	in	all	

aspects	of	nursing,	but	I	think	pediatric	oncology	definitely	that’s	a	
priority.	It	just	changes	the	whole	dynamic	of	the	entire	family.	I	think	one	
of	the	biggest	things	is	because	it’s	such	a	specialty	field,	families	from	all	
over	the	province	and	from	[territory	name	redacted]	as	well	have	to	
come	here	for	diagnosis	and	usually	for	induction,	sometimes	longer.	So,	
it	totally	disrupts	their	family’s	day-to-day	life...	And	then	dealing	with	the	
diagnosis	and	treatment	and	everything	else	too	(Participant	#10).	

	
Oncology	nurses	described	in	detail	how	they	provided	care	in	dynamic	situations	with	

multiple	influences,	including	the	pathophysiology	of	the	patient’s	specific	diagnosis,	the	

availability	and	efficacy	of	a	given	treatment	for	that	diagnosis,	and	the	patient’s	pre-existing	

health	status.	Their	patients	were	often	quite	sick	and	complex.	While	nurses	did	not	provide	

initial	diagnostic	and	treatment-related	information,	as	part	of	the	oncology	care	team,	they	

sometimes	had	concerns	about	the	way	that	information	was	communicated	to	the	patient,	and	

the	effect	of	this	on	patient	understanding	and	the	patient’s	decision	about	what	kind	of	

treatment	they	wished	to	pursue.	The	complexity	and	inherent	challenges	of	the	work	are	

features	of	the	oncology	nursing	context.	“Oncology	nursing	is	hard,”	in	part,	because	patients	

are	sick	and	complex.	

Patients	Die	

This	category	describes	how	oncology	nurses	understood	and	accepted	that	their	

patients	die,	sometimes	unexpectedly	related	to	treatment	complications,	other	times	

anticipated	due	to	disease	progression.	As	already	discussed,	participants	described	the	
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inherent	unpredictability	where,	even	when	cancer	is	advanced,	it	was	not	always	clear	

whether	patients	would	benefit	from	treatments	or	death	was	inevitable.	Participants	viewed	

communication	around	the	transition	to	EOL	or	palliative	care	as	complex	due	to	the	emotional	

aspects	of	a	cancer	diagnosis,	unpredictability	in	complications	and	outcomes,	and	fears	of	

hastening	death	by	patients,	families	and	HCPs.	Some	nurses	had	patients	who	refused	

treatment	even	when	it	would	potentially	offer	intermediate	(e.g.,	five	years)	or	long-term	(10+	

years)	survival.	Nurses	in	some	settings	had	experience	in	providing	care	to	patients	who	

received	MAID.	Challenges	related	to	EOL	care	and	communication	were	often	morally	

distressing,	which	is	explored	in	“the	‘wrong’	kind	of	horrible”	The	emphasis	here	is	on	the	way	

in	which	death	is	a	significant	part	of	the	challenge	of	oncology	nursing,	and	therefore	of	the	

context	of	oncology	nurses’	MD,	while	focusing	on	those	aspects	of	patients’	dying	that	are	not	

necessarily	morally	distressing,	though	at	times	they	may	be.	The	topics	that	nurses	discussed	

in	relation	to	death	in	oncology	included	EOL	care	and	communication,	fears	around	hastening	

death,	and	experiences	related	to	MAID.	

End-of-Life	Care	and	Communication.	The	conversations	around	the	transition	to	EOL	

care	took	place	within	a	context	of	uncertainty,	where	there	was	a	spectrum	of	co-morbidity	

and	acuity,	along	with	variable	degrees	of	risk	and	benefit	from	treatment.	At	the	same	time,	

within	that	variability	and	uncertainty,	participants	often	expressed	concerns	about	situations	

where	the	likelihood	of	success	may	be	low	and	the	likelihood	of	side	effects	may	be	high.	

Interviewer:		 It	sounds	like	you’re	also	saying	that	for	some	of	these	diseases	we	don’t	
actually	know	the	answer	right	now	because	of	the	new-		

Participant:		 …	yeah	and	when	I	would	refer	to	that	more	aggressive	treatment	at	the	
end	of	life	is	like	when	people	are	not	really	borderline	ECOG,	like	those	3	
to	4	[Eastern	Cooperative	Oncology	Group	Performance	Status	Grade	4:	
“Completely	disabled.	Cannot	carry	on	any	self-care.	Totally	confined	to	
bed	or	chair”	(Oken	et	al.,	1982,	p.	654)]	where	you	see	these	horrible	
treatments	being	thrown	at	some	people	and	that	alone	can	kill	them.	
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And…there	is	that	risk…and	there’s	the	small	percentage	of	chance	that	
they	could	respond	and	get	an	extra	few	weeks.	Or	we	also	could…	give	
them	really	good	symptom	control	and	then	we’d	get	a	few	more	
weeks…sometimes	people	present	with	advanced	disease	and	they	are	
ECOG	like	1	or	2	[Eastern	Cooperative	Oncology	Group	Performance	
Status	Grade	2:	“Ambulatory	and	capable	of	self-care,	but	unable	to	carry	
out	any	work	activities.	Up	and	about	more	than	50%	of	waking	hours”	
(Oken	et	al.,	1982,	p.	654)]	where	it’s	still	pretty	functional	and	would	be	
able	to	potentially	tolerate	a	bit	more	of	an	aggressive	treatment	to	see	if	
it	would	work.		

	
But	then	you	have	on	the	other	end	of	the	spectrum	where	it’s	like	‘why	
are	we	doing	this’	or	they’re	clearly	into	that	end-of-life	phase	already	so	
…	yes	there’s	a	5%	chance	that	they	could	respond	to	this	treatment	but…	
it’s	highly	emetogenic,	or	it’s	got	a	high	risk	of	reaction	or	the	immuno-
suppression	could	lead	into	a	huge	infection	that	could	kill	them	
because…	the	body	couldn’t	fight	it.	So,	there	are	those	pieces	as	well.		

	
And	I	think	it’s	easier	to	think,	like,	somebody	making	a	fully	informed	
decision	that’s	a	bit	more	robust,	than	somebody’s	sort	of	already	on	their	
deathbed	and	not	having	that	full	conversation	explained…	there’s	this	
option	or	there’s	this	option.	There’s	this	doing	nothing,	but	it’s	not	doing	
nothing,	it’s	symptom	control	...	or	we	could	do	this	treatment…	there’s	a	
very	small	chance	you	could	respond.	But	yeah,	I	don’t	know.	I	don’t	know	
if	there’s	a	right	answer	just	we	see	that	one	so	often	where	it’s	not	
understanding	–	like	explaining	to	the	patient	because	maybe	the	
oncologist	doesn’t	feel	it’s	their	role	to	do	that	(Participant	#21).	
	

Participants	were	particularly	concerned	about	situations	where	they	wondered	

whether	patients	fully	understood	all	of	these	possibilities,	either	due	to	inadequate	

communication	or	persistent	hope.	This	is	evident	at	the	end	of	the	preceding	quote,	where	

concern	about	unclear	communication	was	present	in	addition	to	concerns	about	treatment	

efficacy	and	toxicity.		

	 Some	of	the	EOL	communication	concerns	were	related	to	patients	who	were	not	ready	

to	hear	or	accept	that	they	were	dying.	Nurses	balanced	honesty	and	hope	in	maintaining	

communication	with	patients	that	was	respectful	of	where	the	patient	was	at	in	accepting	the	

reality	of	their	circumstances.	Though	they	did	not	reveal	new	diagnostic	or	prognostic	
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information	to	patients,	nurses	reinforced	information	that	was	previously	provided,	to	help	

facilitate	understanding	and	acceptance;	this	was	impacted	by	nursing	experience.	

Interviewer:		 Sometimes	nurses	say	they	feel	constrained	from	having	honest	
conversations	with	a	patient	because	the	physician	hasn’t	told	them	
something.	But	it	sounds	like	you’re	saying	here	even	if	the	physician	had	
had	the	honest	conversation,	the	patient	still	wasn’t	ready	to	go	there	so	
you	would	have	still	felt	like	you	needed	to	be	very	careful	in	balancing	
the	honesty	and	the	hope	there.	

	Participant:			Yeah.	I	think	at	that	time	in	my	career	I	felt	very,	very	uncomfortable	with	
even	the	thought	of	saying	something	to	the	patient	that	the	physician	
hadn’t	already	told	them…	I	guess	in	this	specific	case	the	physician	was	
telling	them	in	some	way	and	the	patient	was	not	ready	to	hear	it.	But	I	
guess	I	think	I	feel	more	strongly	now,	and	I	think	I	would	feel	more	
empowered	through	the	education	I’ve	sought	out	for	myself	in	order	to	
have	conversations.	That	even	if	the	physician	hasn’t	said	this	in	as	many	
words	that	I	could	share	my	perspectives	in	a	way,	or	like	‘here’s	how	
things	look	from	my	seat	and	I	hope	I’m	not	right	but	what	can	I	do	
to…make	your	time	right	now	worth	it?’…	

	
	 …maybe	that	wouldn’t	be	any	different	with	more	communication.	But	I	

also	think	that…nurses	are	well-positioned	in	some	ways,	and	I	think	that	
maybe	coming	from	someone	else.	Like	whether	it	was	me	or	another	
nurse	or	a	social	worker…	it	shouldn’t	necessarily	be	the	physician	alone,	
I	guess.	And	maybe	depending	on	the	patient’s	relationship	with…	that	
physician	specifically.	I	think	it	has	to	be	a	team	approach	in	that	way	so	I	
wonder	if	other	people	on	the	team	aside	from	physicians	were	having	
conversations	with	that	patient,	would	that	have	been	different,	would	
they	have	heard	it	in	a	different	way?...	nurses	just	have	that	day-to-day,	
hour-to-hour,	days/nights	interactions	with	patients;	maybe	it	would	be	
different	coming	from	the	nurse	rather	than	the	physician	that…	
sometimes	sweeps	in	and	sweeps	out	because	that’s	how	they	have	to	go	
about	their	day	(Participant	#8).	

	
Some	patients	refused	completion	of	a	diagnostic	work-up	to	confirm	cancer	and/or	

refused	treatment.	The	ways	in	which	treatment	refusal	was	morally	distressing	are	discussed	

in	“the	‘wrong’	kind	of	horrible.”	However,	the	circumstances	of	work-up	or	treatment	refusal	

were	not	always	morally	distressing,	rather	it	could	be	emotionally	upsetting	but	still	viewed	

as	consistent	with	patient	autonomy	in	decision-making	if	accompanied	by	sufficient	

information	to	support	an	informed	decision.	



	
	
 

212	

Participant:		 Yeah,	I	guess	a	common	example	would	be	patients	who	don’t	want	to	
pursue	treatment	for	whatever	reason,	right,	let’s	say	we	have	a	young	
patient	who	I	believe	would	have	a	very	good	outcome	if	they	were	to	
choose	to	have	treatment	and	they	decide	not	to	for	their	personal	
reasons…	that	obviously	is	upsetting	and	you	try	your	best	to	coach	them	
and	educate	them	and	help	them	to	understand	what	their	options	are	but	
sometimes	they	just,	for	whatever	reason	choose	not	to	have	treatment.	

	 …	
	 It’s	just	inherently	a	hard	situation.	I	think	we	could	bring	those	patients	

into	the	rapid	diagnostic	clinic	but	oftentimes,	those	are	the	patients	that	
are	sort	of	refusing	all	care	for	a	variety	of	reasons.	So,	I	don’t	know	really	
what	could	be	done	because	it’s	basically	up	to	the	quality	or	the	ability	of	
…	the	nurse	navigator,	to	communicate	the	potential	severity	of	their	
symptoms	and	how	–	and	you	don’t	want	to	scare	people,	but	you	want	to	
be	realistic,	so	it’s	a	very	fine	line…	it’s	just	experience	and	maybe	extra	
training	because	I	think	it’s	really	up	to	you	as	the	nurse	to	be	able	to	feel	
like	you	are	able	to	communicate	clearly	to	that	patient	and	that	they	
truly	are	making	an	informed	decision	in	declining	to	pursue	any	work-up	
or	treatment	(Participant	#3).	

	
Oncology	nurses’	acceptance	of	death	as	part	of	the	reality	of	their	work	included	those	

who	care	for	children.	End-of-life	care	for	children	was	sometimes	provided	on	the	same	

oncology	units	where	they	received	their	treatment,	depending	on	the	availability	of	a	pediatric	

palliative	care	or	hospice	program	in	a	region.	When	patients	and	families	received	adequate	

information,	support	and	good	symptom	control,	death	could	be	“beautiful.”	One	participant	

described	two	situations	of	“beautiful”	deaths	in	children	of	different	ages;	similar	sentiments	

were	expressed	by	participants	caring	for	adults	who	died.		

Participant:		 Earlier	this	year	we	had	a	21-month-old	patient	pass	that	had	gone	
through	about	six	months	of	treatment	and	relapse	and	remission	and	
back	and	forth…	she	doesn’t	know	what	is	going	on	per	se,	she	can’t	
express	anything	from	her	point	of	view.	So,	we’re	all	taking	everything	
based	on	what	family	wants	as	well	as	what	we	think	she	wants	from	
getting	to	know	her	and	the	family	telling	us	what	she	wants.	So,	it’s	
definitely	different	with	a	different	age	group,	but	it’s	still	very	rewarding	
in	all	situations	in	my	opinion.		

Interviewer:	 	So,	are	there,	do	you	think	different	ethical	issues	in	that,	when	the	
patient	is	younger?		

Participant:		 Yes,	I	do	think	there	are	different	ethical	issues.	So,	this	patient	died	in	a	
very,	I	would	say	again,	beautiful	manner,	I	know	a	lot	of	people	wouldn’t	
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term	death	as	beautiful.	But	when	the	patient	can	be	surrounded	by	loved	
ones,	they	can	be	pain-free,	they	can	be	comfortable	and	have	their	
favourite	stuffies	or	their	favourite	food	right	before	they	get	the	sleeping	
medicine	that	puts	them	to	sleep	for	the	last	time.	I	would	term	that	
beautiful	as	opposed	to	the	alternative	of	compressions	and	more	pain	
and	just	not	what	they	wanted.		

	
…We	also	had	a	death	earlier	on	this	year,	where…	he	was	not	ready	to	
die,	the	family	was	…	getting	ready	for	him	to	pass.	And	his	pain	was	just	
getting	so	out	of	control	that	it	got	to	the	point	where	everyone	sat	down,	
including	the	patient,	he	was	15,	so	he	was	old	enough	to	understand...	
Had	conversations,	spoke	and	explained	everything,	saying	we’re	just	
going	to	make	you	comfortable.	Everyone	came	into	agreement	and	he	
ended	up	passing	very	peacefully	with	family	at	his	side,	no	code,	nothing;	
nothing	was	done	outside	of	pain	control.	Which	was	beautiful,	it	was	a	
long	process	to	get	there,	but	it	ended	up	being	very	beautiful	in	the	end,	
as	beautiful	as	a	death	can	be	(Participant	#6).	
	

Fear	of	Hastening	Death.	Participants	frequently	expressed	concerns	about	family	

hesitance	to	allow	pain	medicine	near	the	EOL.	This	was	often	related	to	a	fear	of	hastening	

death	and,	in	some	cases,	due	to	persistent	hope	in	a	miracle.	Some	oncology	settings	were	

configured	such	that	active	treatment,	EOL	care	and	MAID	took	place	on	the	same	unit.	Some	

participants	believed	that,	in	some	cases,	families	may	have	confused	adequate	symptom	

management	with	MAID,	leading	to	reluctance	to	accept	adequate	symptom	management.	

Participants	were	not	concerned	with	hastening	death,	but	they	were	concerned	that	family	

beliefs	impeded	their	ability	to	appropriately	provide	EOL	care.	

Interviewer:		 Do	you	ever	get	the	sense	with	these	families	that	are	reluctant	to	receive	
medication	that	they	are	afraid	that	this	is	MAID	that	you're	doing	
without	sort	of	being	explicit	about	it?		

Participant:		 Yeah,	totally,	yes.	They’ll	say	like	they	don't	want	to…	I	think	some	
families	are	afraid…	it's	too	much	medication,	you're	going	to	make	them	
unconscious,	and	they're	never	going	to	wake	up.	We	even	have	situations	
where	we	put	patients	on	maybe	like	palliative	sedation…	we	obviously	
never	do	it	without	discussing	it	with	the	family,	but	that's	sometimes	
patients'	families	feel	the	same	way	too	about	palliative	sedation.	You	
know,	“Is	it	killing	them,	are	we	hastening	anything?”	(Participant	#22)	
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	 Medical	Assistance	in	Dying.	When	patients	received	MAID,	contextual	factors	

contributed	to	MD,	but	the	concern	was	not	primarily	with	MAID	itself	(this	is	discussed	

further	in	“the	‘wrong’	kind	of	horrible”).	The	study	was	not	designed	to	elicit	nurses’	

perceptions	of	MAID,	but	several	nurses	spontaneously	expressed	support	for	MAID	in	the	

context	of	discussing	situations	involving	EOL	care	and	communication.	Patient	autonomy	in	

decision-making	was	valued	related	to	EOL	care,	and	MAID	was	provided	as	an	exemplar	by	

some	participants.	

Interviewer:		 Have	you	had	a	lot	of	MAID	patients	on	your	unit?		
Participant:	 I	would	say,	like,	a	considerable	amount,	yes.		
Interviewer:		 Is	that	something	where	you're	also	feeling	moral	distress	when	you're	

looking	after	those	patients,	or	is	that	different	than	the	ones	where	
you're	giving	chemotherapy	beyond	when	you	think	it's	reasonable?		

Participant:		 That's	much	different.	Like,	I	don't	feel	distressed	at	all.	When	I	have	a	
patient	who’s	waiting	for	MAID	or	assisting	them	in	getting	the	
information	or	trying	to	coordinate	everything	that	needs	to	be	done	for	
them	to	receive	the	procedure.	Like,	if	anything,	I	feel	better	about	those	
scenarios,	because	it's	what	the	patient	wants,	and	it's	on	their	own	terms	
and,	like,	I	really	agree	with	it.	And	it	seems	like	there's	a	lot	of	support	on	
our	unit	for	that,	if	that’s	what	the	patient	wants	(Participant	#19).	

	
	 Participants	described	a	range	of	personal	opinions	in	their	colleagues	related	to	MAID	

and	described	their	workplaces	as	supporting	the	ability	of	those	who	objected	to	not	

participate	in	caring	for	patients	receiving	MAID.	However,	there	was	also	concern	about	the	

potential	for	suffering	when	an	EOL	trajectory	was	prolonged,	particularly	when	compared	

with	those	who	received	MAID	when	they	were	less	seriously	ill.	 	

Participant:		 In	my	hospital,	if	patients	are	having	MAID…if	they're	in	other	places	in	
the	hospital,	they'll	usually	get	transferred	up	to	our	floor	just	because	the	
nurses	are…more	familiar	with	what	is	involved,	the	doctors	that	are	
involved,	the	assessments,	I	think	we’re	more	prepared	to	answer	
questions	of	families	may	have	about	the	whole	process.	

	
	 And	we	work	with	the	physicians	that	do	–	and	I	think	there's	only	three	

in	my	hospital,	we	work	with	them	but	they	–	there's	just	a	–	we	have	a	
better	maybe	relationship	with	them	because	we	know	them….We	know	
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there's	certain	nurses	that	don't	want	to	be	involved,	don't	even	want	to	
take	care	of	that	patient,	and	then	there's	nurses	that	are	hard-ball,	don't	
want	to	take	care	of	the	patient	but	don't	want	to	be	there	when	it	
happens,	or	–	so	it	varies.	But	we	do	it	on	our	floor	quite	a	bit	now.		
…	

	 And	I	know	a	lot	of	staff	who	agree	with	it	but	have	a	hard	time	because	I	
think	we	see	patients	at	the	end	of	life	that	are	like	delirious	in	pain	and	
whatnot	and	then	you	see	these	patients	that	are	still	talking	and	seem	
okay,	so	I	think	that's	been	hard	for	a	lot	of	nurses.	Like	why	are	they	
doing	this	when	they	still	seem	okay,	if	that	makes	sense?		

Interviewer:		 Mm-hm.	So,	the	objection	isn't	necessarily	to	the	MAID,	but	wondering	
about	the	timing?	

	Participant:		 Yeah,	or	like	they're	still	completely	competent	and	they're	so	lucid	and	
they're	still	having	visits…with	their	families,	they're	still	eating...that	part	
of	it	is	kind	of	hard.	Because	like	I	said	we	see	a	lot	of	patients	where	–	in	
unconscious	states	for	two	weeks,	gurgling,	not	eating,	getting	bedsores,	
so	I	think	that	causes	a	lot	of	us	difficulty	on	our	floor	(Participant	#22).	

	
Oncology	nurses	were	clear	that	some	of	their	patients	will	die.	They	were	accepting	of	

this	reality	and	not	distressed	by	deaths	that	were	viewed	as	“good,”	where	there	was	adequate	

symptom	control,	patient	understanding	of	prognosis,	and	patient	autonomy	in	decision-

making	to	stop	or	refuse	treatment	or	elect	MAID.	These	deaths	were	still,	often,	emotionally	

challenging	because	of	the	relationships	with	patients	and	families.	However,	participants	

consistently	distinguished	“good”	deaths	as	emotionally	challenging	but	not	morally	

distressing.	Nurses	accepted	that	“patients	die”	as	part	of	the	challenges	in	the	oncology	

nursing	context	and	found	reward	in	facilitating	the	best	EOL	care	and	communication	

possible.	

Patient	Needs.	It	is	clear	from	the	preceding	examples	that	participants	reported	

significant	patient	needs	related	to	the	physical	aspects	of	their	disease,	such	as	chemotherapy	

administration	and	management	of	side	effects.	This	category	reflects	how	participants	

underscored	their	belief	that	oncology	nursing	was	about	more	than	simply	performing	tasks.	

They	described	supporting	patients	to	maintain	hope,	providing	patient	education	and	
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providing	patient	and	family	psychosocial	support	as	essential.	That	is,	these	aspects	of	their	

job	were	important,	as	well	as	comprising	the	essence	of	oncology	nursing	practice.	This	was	

most	frequently	expressed	in	relation	to	dissatisfaction	with	staffing	and	resources	that	

impeded	their	practice	and	resulted	in	MD,	which	is	discussed	elsewhere.	However,	

participants'	emphasis	on	the	significance	of	this	aspect	of	their	role	warrants	attention	as	a	

category	of	what	comprises	the	work	and	challenge	of	oncology	nursing.	

The	way	nurses	met	patient	needs	is	embedded	in	many	of	the	preceding	data	excerpts,	

such	as	participant	#4,	who	described	how	she	prioritized	education	and	psychosocial	support	

for	a	16-year-old	patient,	newly	diagnosed	with	leukemia,	and	his	family	(page	214-215).	The	

following	excerpts	demonstrate	further	how	nurses	value	and	prioritize	meeting	patient	needs	

for	information,	support	and	hope	amid	contextual	realities	that	sometimes	challenge	how	they	

meet	those	needs.	

Meeting	these	less	tangible	patient	needs	was	seen	as	critical	for	patients	and	essential	

to	their	perceived	role	as	an	oncology	nurse.		

Participant:		 …	working	in	the	oncology	unit...	a	lot	of	times	people	have	big	decisions	
to	make	and	need	to	work	their	way	through	thinking	about	what	they	
really	truly	want	or	having	the	emotional	support	to	make	those	decisions	
to	say	“Yes,	I	want	treatment”	or	“No	I	don't,	I'm	done.”	And	lots	of	times	if	
we’re	short-staffed,	you	don't	have	that	extra	time	to,	one	shouldn’t	even	
call	it	extra	time	because	I	feel	like	it’s	necessary	time,	on	that	kind	of	a	
unit…	when	we’re	short,	yeah,	we	can	get	all	of	our	tasks	done	usually,	but	
then…you	don't	have	time	to	really…	have	any	meaningful	discussions	
with	anybody	(Participant	#19).	

	
As	already	alluded	to,	people	who	are	being	treated	for	cancer	receive	a	large	amount	of	

information	about	the	nature	of	their	diagnosis,	treatment	options	and	the	risks	and	benefits	of	

treatment.	Physicians	provided	some	of	that	information,	but	a	significant	oncology	nursing	

role	was	patient	education	throughout	the	disease	trajectory.		
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Participant:	 I	have	given	chemo	to	patients	on	trials,	and	kind	of	wondered,	to	myself,	
whether	it's	really	in	their	best	interest.	I	think	sometimes	patients	on	
clinical	trials,	even	though	you	do	your	best	to	educate	them	and	you	
really	can't	consent	them	unless	they're	completely	informed,	they're	very	
hopeful.	Even	though	you	tell	them,	“You	know,	this	isn't	proven	to	work.	
We're	only	trying	to	determine	maybe	safety	of	this	drug,	or	you	know,	
we're	trying	to	see	if	it	will	work	for	your	tumour	group,	but	we	don't	
know.”	Even	though	you	tell	them	that,	they're	still	very	hopeful	that	it	
could	work	for	them	(Participant	#15).	

	
Oncology	nurses	provided	psychosocial	support	to	patients	and	families	throughout	the	

illness	trajectory,	balancing	honest	information	with	supporting	hope.	This	excerpt	

demonstrates	that,	though	hope	was	always	important,	when	caring	for	patients	whose	

prognosis	suggested	long-term	survival	was	unlikely,	nurses	understood	their	patients	need	

for	hope,	even	when	that	hope	may	seem	at	odds	with	the	information	they	have	been	given;	

nurses	provided	education	that	sought	to	inform	patients,	but	not	eliminate	hope.	These	

aspects	of	oncology	nursing	practice	were	valued	by	nurses	as	much	as	the	tasks	they	

performed	and	illustrate	the	centrality	of	non-technical	tasks	that	support	patients	to	the	

rewards	inherent	in	oncology	nursing.	When	they	were	unable	to	fulfill	these	roles	and	meet	

these	needs	to	their	satisfaction,	being	compelled	to	provide	care	that	was	dehumanizing	as	a	

consequence	of	short-staffing	or	a	heavy	workload,	that	contributed	to	MD,	as	discussed	in	“the	

‘wrong’	kind	of	horrible.”	

Providing	Cancer	Care.	The	final	category	of	specific	challenges	in	the	oncology	

nursing	context	includes	features	that	have	unique	implications	because	of	the	nature	of	the	

patient	population.	Competence	to	provide	care,	relationships	with	patients,	and	witnessing	

suffering	are	not	unique	to	oncology	nursing;	all	had	particular	features	related	to	the	oncology	

environment	that	participants	reported	as	inherent	challenges	in	their	work.	This	included	that	

oncology	nursing	requires	additional,	specific	competencies	obtained	in	post-basic	education	
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and	certification	programs;	maintaining	this	competence	is	essential	to	providing	oncology	

nursing	care	because	of	the	high-risk	nature	of	the	medications.	Oncology	nurses	also	

developed	relationships	with	patients	due	to	the	intensity	or	length	of	engagement	through	a	

treatment	plan.	Witnessing	suffering	was	part	of	the	experience	of	providing	cancer	care,	both	

in	patients	who	survived	their	treatments	and	in	those	who	did	not;	witnessing	suffering	was	

experienced	in	the	context	of	relationships	with	patients	and	families.	

Competence.	When	asked	about	competence,	participants	most	commonly	referenced	

oncology-specific	competencies,	particularly	chemotherapy	administration.	Concerns	about	

colleague	incompetence	in	the	form	of	not	meeting	professional	standards	were	described	by	a	

minority	of	participants	and	reported	as	infrequent,	unusual,	or	specific	to	an	individual	in	

most	of	those	situations.	

Responses	to	questions	about	competence	centred	primarily	on	chemotherapy	

administration.	They	characterized	chemotherapy	administration	as	both	a	high-risk	activity	as	

well	as	one	with	national	standards	for	competency,	which	they	consistently	referenced	

(CANO,	2017).	Oncology	nurses	emphasized	the	importance	of	competence	in	chemotherapy	

administration	for	their	work,	and	nearly	all	in	urban	settings	denied	experiencing	MD	because	

of	a	lack	of	chemotherapy	competence	in	themselves	or	their	colleagues.	As	already	described,	

rural	settings	had	unique	challenges	related	to	staff	competence,	including	chemotherapy	

administration.	Some	oncology-specific	competencies	were	acquired	through	workplace-based	

education,	while	others	were	acquired	through	national	certification	programs.	Participants	

were	mostly	satisfied	with	the	education	and	mentoring	programs	at	their	institutions.	

Nurses	did	describe	work-related	stress	when	administering	unfamiliar	chemotherapy	

protocols	(e.g.,	when	newly	certified	or	working	casually)	as	well	as	MD	related	to	workload	
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when	there	were	a	limited	number	of	chemo-certified	nurses	(e.g.,	due	to	sick	calls).	However,	

the	MD	was	related	to	having	to	prioritize	physical	care	(chemotherapy	administration)	over	

psychosocial	care	and	education	and	not	concerns	about	competence,	particularly	related	to	

chemotherapy	administration.	A	sub-set	of	participants	experienced	challenging	work	

situations	where	colleague,	physician,	and	administrative	competence	were	part	of	a	

constellation	of	features	that	made	those	situations	challenging,	but	this	was	not	unrelated	to	

chemotherapy	administration.	Overall,	competence	of	self	or	colleagues	was	not	a	significant	

primary	contributor	to	MD,	though	competence	was	an	important	feature	of	oncology	nursing.	

Moral	distress	related	to	competence	was	highly	contextualized	in	certain	instances,	as	

previously	discussed	in	“the	‘wrong’	kind	of	horrible.”	

	 Developing	competence	in	chemotherapy	administration	and	ensuring	sufficient	staff	

on	a	unit	had	this	competency	to	provide	care	was	reported	as	a	priority.	When	stretched,	

nurses	found	a	way	to	ensure	a	match	between	patient	care	needs	and	the	required	

chemotherapy	competency.	

Interviewer:		 …	is	it	ever	an	issue	of	having	enough	chemo-certified	nurses…?		
Participant:		 Sometimes	it's	tricky	to	be	able	to	get	all	of	your	chemos	checked,	and	I	

mean,	we	find	a	way	to	make	it	work.	But	it	can	be	really	stressful	when	
there	are	not	enough	chemo-certified	people	or	people	are	missing	breaks	
or	whatever	because	someone	needs	to	be	there	to	check	the	chemos	
(Participant	#19).	

	
	 Even	when	nurses	reported	staffing	and	resource	challenges,	they	were	clear	that	there	

was	a	strong	emphasis	on	supporting	the	acquisition	and	maintenance	of	chemotherapy	

competence.	

Interviewer:		 What	about	with	all	this	staffing	turnover,	are	you	ever	concerned	people	
have	gotten	enough	orientation	to	giving	chemotherapy?		

Participant:		 We	give	plenty	of	time.	We	give	time.	We	give	extra	time	if	people	not	
comfortable.	We	supervise.	Nobody’s	pushing	anybody	if	they’re	not	
ready.	We	don’t	push	anybody.	The	orientation	actually	is	one	of	the	very	
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good	things	that	we	have.	We	have,	I	think	it’s	6	weeks	orientation,	which	
is	more	than	enough.	But	if	somebody	don’t	(sic)	feel	prepared,	they	do	
extra	weeks.	Nobody’s	gonna	do	anything	bad	about	it	(Participant	#25).	

	
Nurses	who	work	in	adult	and	pediatric	BMT	described	the	process	of	acquiring	the	

necessary	additional	competencies	for	this	highly	specialized	work	through	workplace	

education	and	mentoring.	Again,	nurses	expressed	positive	opinions	and	satisfaction	with	the	

workplace	support	for	acquiring	specialized	knowledge	and	skills.	

Participant:		 I’m	quite	proud	of	the	orientation	that	we	do.	I	have	been	very	involved	in	
that	now	and	I	am	often	seeking	feedback	and	suggestions	from	the	new	
hires	about,	you	know,	“How	did	that	go”,	“How	do	you	feel	at	the	end	of	
your	orientation,	was	that	enough,	was	that	too	much?”…we	give	
everybody	16	buddy	shifts	compared	to	what	I	understand	on	other	
medical	floors	and	stuff	that’s	maybe	like	eight-ish,	so	double	maybe	what	
a	lot	of	people	are	getting	in	other	areas.	And	also	for	myself	six	years	ago	
and	still	to	this	day	we’ve	had	now	three	different	managers	but	all	of	
them	have	been	open	to	giving	more	buddy	shifts	to	nurses	that	needed	
it…So,	I	think	we	are	setting	people	up	for	success	(Participant	#8).	

	
In	pediatric	BMT,	the	education	was	even	more	intensive	and	included	a	combination	of	

workplace	education	and	completion	of	an	international	chemotherapy	certification	course,	

referred	to	as	“APON”	(Association	of	Pediatric	Oncology	Nurses),	followed	by	workplace	

validation	of	competency.	Because	this	process	took	time	to	complete,	patient	assignments	

were	calibrated	to	the	level	of	education	the	nurse	had	received	to	match	nurse	competence	

and	patient	care	requirements	appropriately.	This	excerpt	is	lengthy	to	reflect	the	

intensiveness	of	the	process	adequately.	

Interviewer:		 Pediatric	oncology	is	so	specialized.	Do	you	feel	that	when	you	started	
working	there	you	had	an	adequate	orientation	to	that	kind	of	work?		

Participant:		 Yes.	I	think	I	did…Within	my	first	month	or	so	of	starting,	I	attended	a	new	
hire	advanced	oncology	training	session.	So,	it	was	a	multi-day	training	to	
learn	more	about	common	pediatric	malignancies	and	treatment	
protocols	and	whatnot.	And	then	there’s	standard	education	days	and	I	
had	preceptor	days	as	well	and	also…a	chemotherapy	training	course	as	
well	to	get	certified	for	that,	and	then	the	blood	and	marrow	transplant	
training	course	as	well…	 	
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Interviewer:	 Which	chemotherapy	training	course	do	you	use?...	
Participant:	 It’s	multinational.	So	it’s	like	the	APON.	
Interviewer:	 Are	you	administering	chemotherapy	before	you	get	that	certification	or	

only	after?		
Participant:	 No,	no.	Only	after…	we	take	the	course	and	before	it…	someone	else	has	to	

hang	the	chemo	but	non-chemo	certified	nurses	can	do	some	of	the	
monitoring	once	the	chemo	has	been	hung	and	started.	But	after	you	do	
the	course	too,	we	also	go	through	a	validation	period.	So,	you	have	to	be	
observed	like	hanging	a	certain	amount	of	chemos	and	through	different	
routes.	Like	you	have	to	be	observed	doing	like	a	chemo	push	or	an	IM	
injection	and	whatnot.	So,	it’s	a	fairly	rigorous	process.		

Interviewer:	 And	would	the	same	be	true	of	the	bone	marrow	transplant	patients?	Do	
you	not	care	for	those	until	you’ve	had	the	education?		

Participant:	 Typically,	yes.	So,	especially	like	day	zeros	and	transplant	patients	who	
may	not	be	doing	well,	they	would	only	be	cared	for	by	a	transplant	
certified	nurse.	Sometimes	if	it’s	an	auto	transplant	and	they’re	doing	well	
or	a	transplant	patient	who’s	on	stepdown	or	someone	who’s	been	
readmitted	after	transplant	and	they’re	still	within	that	100	days	of	step	
down…	then	a	non-BMT	nurse	could	care	for	them,	but	typically	–	and	
again,	depending	on	staffing	as	well.	There	have	been	scenarios	where	
non-trained	BMT	nurses	had	to	care	for	a	BMT	patient	but	usually	it’s	
someone	who’s	been	there	for	a	while	(Participant	#10).	

	
The	additional	education	required	varied	depending	on	the	oncology	setting.	Nurses	

working	in	outpatient	oncology	clinics	may	not	administer	chemotherapy	if	there	was	an	

infusion	area,	while	radiation	oncology	nurses	were	not	involved	in	treatment	administration	

because	of	the	nature	of	the	therapy,	rather	were	engaged	in	education	and	supportive	care.	

However,	there	was	also	satisfaction	with	the	education	programs	in	these	settings	and	the	

ongoing	support	and	mentorship	between	staff.	

Participant:		 We	have	a	pretty	good	mentorship	program.	We	have	had	a	couple	of	
junior	nurses	come	in	with…less	than	two	years	“floor”	experience...	
They’re	now	in	a	practice	setting	that’s	fairly	specialized,	and	a	lot	of	the	
staff	where	I	work	have	their	certification	from	the	Canadian	Nurses	
Association,	so	they	have	their	CON(C).	And	a	lot	of	the	new	ones,	of	
course,	have	come	from	like	a	medical	floor	or	a	family	practice	or…	
haven’t	really	ever	done	a	lot	of	hands-on	nursing.	I’m	not	saying	that	
radiation	is	hugely	hands-on	because	compared	to	chemo	it’s	really	not.	
But	I	would	say	the	lack	of	a	basic	foundation	has	definitely	been	
noticeable.	But…	we’re	always	working	together	in	the	clinic	space,	so	if	
the	nurse	has	questions	then	they	have	senior	and	experienced	staff	
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around	them	to	help.	So,	I	wouldn’t	say	–	because,	you	know,	radiation	
nurses	are	not	giving	radiation,	right?	–	that	there’s	not	really	any	peril	
there	from	a	lack	of	their	expertise	or	knowledge.		

	
Sometimes	when	it	comes	to	doing	teaching,	if	a	nurse,	let’s	say,	works	
with	a	physician	primarily	and	that	physician	treats	skin	cancer	and	
breast	cancer	and	now	someone’s	called	in	sick	and	they’re	having	to	run	
a	GI	clinic,	I	have	had	people	approach	me	saying,	“Okay,	so	I’m	a	little	out	
of	my	depth	here.”	And	that’s	good,	they	should	be	asking…	I	wouldn’t	say	
I’ve	ever	encountered	anybody	that’s	given	the	wrong	information	to	a	
patient…	we’re	fortunate	enough	to	have	a	setting	where	when	people	do	
have	to	move	around	due	to	being	short-staffed	because	of	sick	calls	and	
they	have	to	cover	clinics	they’re	not	familiar	with,	that	they	have	enough	
support	from	the	other	nurses	and	team	surrounding	them	to	kind	of	get	
through	it	(Participant	#17).	
	

Participants	were	consistently	clear	about	the	attention	to	ensuring	that	staff	have	the	

necessary	competencies	to	practice	safely	in	oncology.	When	asked	about	concerns	about	

colleague	competence,	affirmative	responses	were	very	infrequent	and	usually	related	to	other	

issues,	such	as	communication	(as	discussed	in	“the	‘wrong’	kind	of	horrible”).	This	participant	

explains	her	views	on	the	competence	of	her	colleagues	and	her	view	on	how	it	related	to	the	

kind	of	people	who	choose	to	work	in	this	area	of	practice:	

Participant:		 I	find	that	our	unit	really	attracts,	for	lack	of	a	better	word,	anal	people,	so	
for	me	I	fit	very	well	into	that…	I	like	to	have	everything…neatly	tied	up	at	
the	end	of	my	shift.	I	used	to	get	very	frustrated	with	the	competence	of	
my	colleagues	when	it	came	to	having	things	neat	and	tidy	in	the	room	
but	also	all	the	paperwork	neat	and	tidy,	but	that	doesn’t	play	into	patient	
safety…	truly	being	worried	about	patient	safety	due	to	colleagues’	level	
of	competence,	I	mean	I’ve	certainly	had	worries	about	it	where	I	look	at	
‘oh	who’s	RN	on	the	night	shifts’	and…	I’m	trying	to	think	of	this	more	as	
an	educator	where	I	know	‘okay	these	people	are	all	so	new,’	it	worried	
me.	But…	the	worries	have	not	been	realized.	I	haven’t	actually	had	
circumstances	where	I’m	like	‘this	is	so	unsafe	because	this	person	is	not	
competent.’	(Participant	#8).	

	
Similarly,	when	asked	about	their	physician	colleagues,	nurses	sometimes	disagreed	

with	a	physician’s	approach	to	care,	but	did	not	ascribe	that	difference	of	opinion	to	a	question	
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of	competence,	apart	from	some	participants	in	very	challenging	work	environments	where	

competence	was	one	feature	of	a	complex	situation	(discussed	in	“the	‘wrong’	kind	of	horrible).	

Interviewer:		 Do	you	ever	feel	that	it's	a	matter	of	the	oncologists’	incompetence	or	is	it	
more	that	they	just	don't	want	to	give	up?	Like	they're	competent	at	what	
they’re	doing,	they	just	can't	stop?		

Participant:		 Yeah.	That's	exactly	what	I	think	that	it	is.		
Interviewer:		 Do	you	have	any	oncologists	where	you	are	concerned	about	their	

competence	when	they're	doing	things	like	this?		
Participant:		 No.	I	think	all	of	our	oncologists	are	very	competent.		
Interviewer:		 It's	just	the	mindset	is	to	keep	treating?		
Participant:		 Yes	(Participant	#19).	

	
Questions	about	competence	in	oncology	nursing	evoked	responses	primarily	centred	

on	chemotherapy	and	oncology-specific	knowledge	acquired	in	their	workplace.	Urban	

participant	satisfaction	with	workplace	mentoring	to	obtain	needed	competencies	was	high.	

Specific	oncology-related	competencies	were	very	important	to	participants	and	were	

emphasized	in	their	work	settings.	Nurses	did	not	attribute	disagreements	with	oncologist	

practice	patterns	to	physician	competence.	

	 Relationships	with	Patients.	Oncology	nurses	described	how	cancer	and	cancer	

treatment	affect	the	entire	family.	They	developed	relationships	with	patients	and	families,	

whether	during	prolonged	treatment	processes	or	brief	admissions.	They	recognized	the	

impact	of	cancer	on	the	person	living	with	the	diagnosis	and	those	in	their	close	circle.	They	

also	recognized	the	consequential	nature	of	the	therapeutic	relationship.		

	 Nurses	working	in	outpatient	clinics	or	as	clinical	trials	coordinators	often	engaged	with	

patients	via	telephone	more	than	in	person.	They	followed	patients	during	their	treatment	

process,	which	could	be	prolonged,	depending	on	the	diagnosis	and	disease	progression.	Over	

time,	these	regular	engagements	supported	the	formation	of	a	therapeutic	relationship,	

whereas	inpatient	nurses	had	more	intensive	engagements	during	long	shifts.	This	participant	
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favourably	compares	clinical	trials	nursing	to	a	prior	inpatient	surgical	nursing	position.	The	

prior	position	was	perceived	as	more	task-oriented,	while	the	current	one	emphasized	

relationships	in	a	way	that	was	more	difficult,	yet	more	rewarding.	

Participant:		 So,	it	was	surgical/neuro/trauma	and	it	was	not	in	oncology	and	it	was	
not	in	clinical	trial,	it	was	bedside	nursing…	I	wasn’t	thinking	out	of	the	
box.	It	was	more	like	labour,	the	type	of	work	we	did	was	more	structured	
and	we	know	what	we’re	doing.	But	then	we	go	home,	we…	handed	over	
the	patient	to	the	next	shift	so,	there’s	no	room	for…	ethical	issues	there.		

Interviewer:		 You	just	don’t	think	about	it	anymore.		
Participant:		 Yeah,	you	go	home,	tired,	very	tired,	sleep,	next	morning	shift	or	a	day	off.		
Interviewer:		 But	here	it	stays	with	you?		
Participant:		 It	stays	with	me.	The	same	patients	who	go	on	clinical	trial	will	be	on	–	my	

number	will	be	on	their	speed	dial.	They’ll	always	be	calling	with	
symptoms.	They’ll	always	be	leaving	voice	messages	with	symptoms	and	
when	they	progress,	we’re	still	following	up	the	patient	and	they	also	
become	candidate	for	another	clinical	trial	that	I’m	also	the	trial	nurse	for.		

	 So,	we	become	like	a	family.		
Interviewer:		 So,	this	job	is	really	a	24/7	on	your	mind	kind	of	a	position?		
Participant:		 Yes.		
Interviewer:		 –	but	you	love	it?		
Participant:		 I	love	it,	yes	(Participant	#23).	

	
Another	participant	described	the	connection	she	developed	with	a	family	in	the	context	

of	a	patient	who	was	very	sick,	briefly	treated,	and	then	abruptly	died.	The	duration	of	the	care	

relationship	was	brief,	but	the	relationship	with	the	patient	and	family	was	significant.	The	

nurse	recalls	the	patient’s	children	and	parents,	as	well	as	the	details	of	her	acuity	that	rapidly	

progressed	to	death,	while	only	having	a	vague	sense	of	the	patient’s	diagnosis.	The	nurse’s	

story	reflects	a	humanizing	orientation	towards	relational	engagement	with	patients.	This	

situation	was	morally	distressing	for	the	nurse,	but	the	portion	of	the	story	that	continued	to	

be	memorable	was	the	relational	and	human	component,	despite	the	short	duration	of	the	

relationship.	

Participant:		 …		she	was	only	with	us	for	two	days,	but	I	think	because	I	knew	her	kids,	
she	had	two	sons,	and	I	remember	her	elderly	parents	coming	to	visit	her.	
I	think	because	I	had	that	–	made	that	connection,	like	she	was	a	mom	to	
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these	two	boys,	like	her	parents,	and	whatnot,	I	think	it	was	a	little	bit	
harder	for	me…	she	was	really	sick	and	this	was	going	to	happen…	I	gave	
her	her	chemo	on	my	day	shift.	But	when	I	went	home	I	remember	telling	
the	nurses	“I	just	have	a	really	bad	feeling.”	And	I	think	that	whole	night	I	
was	like	–	I	told	them	they	just	have	to	message	me	if	something	happens	
to	her…	I	don’t	think	I	slept	the	whole	night.	She	just	–	she	was	really	sick.	

Interviewer:		 Do	you	recall	what	kind	of	cancer	she	had?		
Participant:		 No.	No.	I	remember	it	was	a	new	diagnosis,	she'd	come	into	the	hospital,	

to	emerg,	they	told	her	she	was	really	sick.	I	don't	–	it	wasn't	anything,	it	
wasn’t	a	lung	or	–	it	wasn't	one	of	the	more	commonly	seen	ones.		

Interviewer:		 It	wasn't	leukemia?		
Participant:		 No-no.	I	think	it	was	neuroendocrine.	No,	I	can't	remember,	but	it	was	

something	different	that	I	don't	see	every	day.		
Interviewer:		 Mm-hm,	and	she	was	newly	diagnosed?		
Participant:		 She	like	came	to	emerg,	diagnosed,	came	onto	our	floor,	was	there	for	a	

few	days,	had	chemo	and	died	(Participant	#22).	
	
	 Even	when	patients	requested	care	that	was	contrary	to	what	was	believed	to	be	

medically	appropriate,	nurses	valued	the	importance	of	the	therapeutic	relationship	and	

sought	to	prioritize	and	preserve	that	relationship.	This	participant	describes	her	engagement	

with	a	family	where	the	patient	requested,	and	ultimately	received,	resuscitation	despite	

having	terminal	cancer.	The	nurse	acknowledged	that	it	was	emotionally	difficult	as	well	as	

morally	distressing	to	participate	in	this	patient’s	care	but	continued	to	engage	with	the	patient	

and	family,	recognizing	the	patient’s	agency	and	autonomy,	despite	believing	the	requested	

care	to	not	be	in	the	patient’s	best	interests.	The	perspective	in	the	following	data	excerpt	

demonstrates	humanization	despite	the	differences	of	opinion.	

Participant:	 The	palliative	care	physician	that	I	was	working	with	at	the	time…he	was	
like	“Well	this	is	their	wish	and	this	is	what	they	want,	and	even	though	
it’s	not	what	we	want	for	them,	you	know	if	it’s	not	the	usual	situation	
then	we	just	have	to	sort	of	support	them	the	best	we	can	within	what	
their	goals	are.”	And	that’s	what	we	did…	we	were	all	just	like,	well,	this	is	
very,	very	unfortunate…	

	
There	comes	a	certain	point	if	you	keep	trying	to	convince	someone	
around	changing	their	code	status	that	actually	it	harms	the	therapeutic	
relationship.	Because	every	time	they	go	in,	they	feel	like	they’re	going	to	
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try	and	push	them	away	from	their	values	and	their	goals,	so	they	just	
view	you	as	sort	of,	you	know,	the	devil’s	advocate.		
	
When	you’re	trying	to	have	a	therapeutic	relationship	with	someone,	you	
have	to	try	and	push	those	conversations	to	a	certain	point	–	when	you	
have	a	good	therapeutic	relationship.	But	then	there	comes	a	time	when	
you	can’t	just	do	that	every	time	you	go	in	the	room	and	talk	about	that	
situation.	You	have	to	still	support	them	emotionally	and,	talk	about	other	
things	(Participant	#16).	

	
	 Oncology	nurses	developed	relationships	with	their	patients	amid	a	variety	of	clinical	

and	psychosocial	situations	that	were	often	quite	difficult	and	sometimes	morally	distressing.	

Relationships	with	patients	and	families	were	part	of	what	made	oncology	nursing	hard,	but	

also	inherent	to	what	made	it	rewarding.	Even	in	challenging	circumstances,	participants	

prioritized	and	valued	therapeutic	relationships.	Evidence	of	humanizing	actions	was	clearly	

present	in	therapeutic	relationship	building.	

	 Witnessing	Suffering.	The	final	category	that	describes	unique	features	of	providing	

cancer	care	is	the	reality	of	witnessing	suffering.	The	three	excerpts	that	follow	were	selected	

to	illustrate	the	range	of	experiences	with	witnessing	suffering	and	the	ability	of	nurses	to	

accept	and	tolerate	certain	kinds	of	suffering.	Of	note,	all	of	the	participants	quoted	here	

currently	or	previously	worked	in	BMT.	

	 The	first	excerpt	is	from	a	participant	who	left	malignant	hematology/BMT	because	of	

MD	and	found	radiation	oncology	and	pediatric	hospice	to	be	her	niche.	She	describes	her	

perception	of	suffering	in	BMT	as	including	a	component	of	being	the	one	to	inflict	the	suffering	

in	the	process	of	providing	care.		

Participant:		 I	found	that	the	treatments	that	we	were	putting	these	patients	through	
was	so	rigorous	and	so	curative	but	so	much	symptom	burden	when	it	
comes	to	things	like	graft	versus	host	disease	and	nausea…	everything	
that	goes	along	with	a	transplant.	From	chemotherapy	to	after	the	
transplant	and	the	amount	of	suffering	that	these	patients	had	to	go	
through	for	their	treatment.	It	was	very,	very	difficult	for	me	to	go	to	
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work	because	oftentimes	I	felt	like	I	was	going	to	work	to	torture	my	
patients.	Because,	in	a	lot	of	cases,	people	were	getting	transplanted	
when	there	was	very	little	likelihood	that	the	transplant	would	work	and	
that	was	a	choice	that	they	had	made	for	themselves.	But	it	wasn't	a	
choice	that	I	would	have	made	for	myself	so	I	felt	like	it	was	difficult	to	
provide	care	when	I	felt	that	I	wouldn't	want	that	kind	of	treatment	for	
myself	or	anyone	else	that	I	loved	(Participant	#2).	

	
The	next	excerpt	is	from	a	participant	who	found	certain	aspects	of	her	work	morally	

distressing	but	continued	to	work	in	pediatric	BMT.	

Participant:	 One	thing	that	I	struggle	with	is	witnessing	the	long-term	side	effects	of	
blood	and	marrow	transplant.	I	think	it’s	wonderful	and	a	lot	of	times	we	
don’t	necessarily	get	to	see	the	success	stories	as	much	because	they	don’t	
come	back.	They’re	not	readmitted	to	hospital…	we	sometimes	will	get	
visits	from	people	who	are	doing	really	well	or	get	like	little	snippets,	
updates	or	like	they’ll	come	to	our	outpatient	clinic	and	stop	by	the	
inpatient	unit	and	say	“hi.”	But	you	spend	way	more	time	and	are	more	
immersed	in	the	other	people	who	aren’t	doing	well	(Participant	#10)	

	
	 The	final	excerpt	describes	the	importance	of	finding	a	way	to	approach	the	suffering	

that	nurses	encountered	in	providing	cancer	care,	as	well	as	the	potential	impact	of	

persistently	witnessing	suffering.	This	response	was	provided	in	response	to	a	question	about	

whether	colleagues	had	left	a	position	due	to	MD	and	her	perception	of	why	they	left.	

Participant:		 I	think	just	a	series	of	just	witnessing	suffering	sort	of	on	a	day	to	day	
basically	that	you	can’t	fix.	There’s	that	whole	piece	within,	you	know	
you	have	to	sort	of	be	comfortable	with	within	a	certain	level	of	
suffering	and,	well,	extreme	suffering,	that	you	know	you’re	not	
going	to	be	able	to	fix	and	people	are	dying	and	you’re	not	going	to	
be	able	to	stop	that	process,	so	…	It	can	all	become	very	wearing,	you	
know,	if	you	don’t	have	a	framework	or	a…	way	of	approaching	
situations	like	that	where	you	can	be	okay	with	not	always	fixing	
everything	and	everyone	and	just,	you	know,	it’s	that,	you	know,	being	
with	a	certain	amount	of	suffering	and	sadness	and	grief	knowing	that	
you’re	not	going	to	fix	it	(Participant	#16).	

	
		 The	initial	excerpt	was	from	a	participant	who	left	BMT	for	a	less	morally	distressing	

area,	while	the	next	two	were	from	participants	who	experienced	MD	in	their	work,	but	found	

it	rewarding.	Of	note,	the	first	two	excerpts	were	from	nurses	with	three	years	or	less	of	
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nursing	and	oncology	experience,	whereas	this	final	excerpt	was	from	a	nurse	with	15	years	of	

nursing	and	oncology	experience.	The	framework	for	approaching	suffering	she	speaks	of	may	

be	something	that	nurses	who	remain	in	oncology	develop	to	allow	them	to	continue	the	work.	

	 Witnessing	suffering	is	not	unique	to	oncology	nursing.	What	these	participants	

described	that	was	oncology-specific	was	the	sense	that	they	were	personally	causing	suffering	

with	the	treatments	they	administered	or	care	they	provided	and	the	reality	that	there	was	a	

certain	“amount	of	suffering	and	sadness	and	grief	that	you’re	not	going	to	fix.”	In	addition,	

patient	suffering	was	much	more	frequent	in	inpatient	settings,	where	patients	were	most	

acutely	ill.	This	is	not	to	say	that	outpatient	oncology	nurses	did	not	witness	suffering,	but	the	

inpatient	setting	was	viewed	as	a	location	where	suffering	was	more	significant.	

	 Providing	cancer	care	requires	specific	competencies	to	safely	administer	high-risk	

medications,	and	participants	were	confident	in	the	extent	to	which	they	and	their	colleagues	

possessed	these	competencies.	Nurses	reported	satisfaction	with	workplace	programs	to	

promote	these	competencies	and	adherence	to	national	guidelines	for	chemotherapy	

competency.	Oncology	nurses	developed	relationships	with	patients	over	the	course	of	their	

cancer	trajectory,	even	when	limitations	exist	due	to	proximity	(telephone	care),	brief	

encounters,	or	conflicts	about	care.	A	humanizing	approach	to	care	was	evident	in	the	patient-

centred,	relational	approach.	While	administering	treatment	protocols,	assessing	patients	and	

building	relationships,	oncology	nurses	also	witnessed	patient	suffering.	Acceptance	of	

witnessing	suffering	as	a	component	of	oncology	nursing	work	appeared	to	be	influenced	by	

personal	factors	and	was	a	reason	for	some	participants	to	move	to	other	units	or	sub-

specialties	of	oncology	where	less	suffering	and	less	MD	were	encountered.	
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Oncology	Nurses	Know	

This	theme	title	is	a	play	on	a	popular	Twitter	hashtag,	used	to	denote	tweets	that	

emphasize	or	display	the	broad	range	of	nursing	knowledge:	#NursesKnow.	The	theme	

represents	the	multi-faceted,	situated	knowledge	that	informed	oncology	nurses’	practice	and	

their	perceptions	related	to	MD.	The	definition	of	MD	used	for	this	study,	in	part,	describes	a	

“perceived	violation	of	one’s	core	values	and	duties”	(Epstein	&	Hamric,	2009,	p.	2)	that	occurs	

when	nurses	are	uncertain	or	unable	to	pursue	what	they	believe	to	be	an	appropriate	course	

of	action.	Participants	based	their	perceptions	of	the	appropriate	course	of	action	and	the	

nature	of	the	violation	of	their	values	and	duties	on	a	robust,	multi-dimensional	and	situated	

knowledge	of	their	ethical	obligations	in	practice,	the	evidence	supporting	oncology	practice,	

their	patients,	the	systems	in	which	they	worked,	and	themselves.	The	multi-faceted	

knowledge,	upon	which	they	based	their	perceptions	regarding	the	extent	to	which	they	could	

fulfill	their	ethical	obligations,	is	an	important	contextual	feature	for	the	experience	of	MD.	This	

knowledge	may,	at	times,	contribute	to	the	development	of	MD.		

Ethics	

The	context	for	the	experience	of	MD	includes	the	knowledge	of	professional	ethics	that	

informed	participant	perceptions	regarding	their	ability	to	provide	the	care	they	believed	their	

patients	required,	and	the	nature	of	the	perceived	violation	of	values	and	duties.	As	previously	

discussed,	oncology	nursing	is	inherently	challenging.	Consequently,	in	all	of	the	situations	

nurses	described,	they	were	asked	whether	their	primary	concern	was	emotional,	ethical,	or	

both	(e.g.,	“was	this	just	a	difficult	situation	to	be	part	of	or	a	difficult	part	of	your	job	or	was	

there	an	ethical	dimension?”	and/or	“what	was	the	ethical	concern	here?”)	to	differentiate	
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these	aspects	of	the	experience.	Nurses	perceived	there	to	be	specific	ethical	concerns	as	well	

as	emotional	and	professional	challenges	in	morally	distressing	situations.		

Interviewer:		 …	in	these	difficult	situations	[is	it]	more	the	emotional	difficulty	of	
witnessing	suffering…	or…	the	ethical	concerns	that	are	the	biggest	
contributor	to	distress?		

Participant:		 I	think	they	just	sort	of	play	off	each	other,	I	guess.	You	feel	like	it’s	
unethical	then	there’s	an	emotional	component	to	that	too.	So,	I	don’t	feel	
like	one	sort	of	outweighs	the	other,	but	I	think	they’re	both	important	
factors	in	moral	distress.		

Interviewer:	 And	what	about	in	those	situations	where	you	are	witnessing	suffering	
and	you	can’t	really	fix	it?	What	would	be…the	ethical	part	of	that?	

Respondent:	 Umm…	Well	yeah	that	a	good	point,	that’s	a	good	point.	Well	in	that	
situation	it’s	more	just	about	the	emotion	because	there	isn’t	really…	I	
mean	for	me,	I	know…	I’m	not	going	to	be	able	to	fix	that,	so	I’ve	sort	of	
accepted	that.	So,	it’s	not	really	an	ethical	struggle	in	that	sense	unless	
there	was	something	like	happening	around	treatment	decisions	around	
chemotherapy	or	something	like	that.	But	I	think	just	witnessing	the	
suffering	is	more	of	just	an	emotional	thing	(Participant	#16).	

	
The	situations	described	in	“oncology	nursing	is	hard”	reflect	those	aspects	of	the	work	

that	are	professionally	challenging,	and	generate	emotional	responses	to	MD	situations,	while	

“the	‘wrong’	kind	of	horrible”	discusses	features	that	are	morally	distressing.	Their	knowledge	

of	nursing	ethics	is	what	participants	employed	to	differentiate	sad,	hard	and	morally	

distressing.	Nurses	distinguished	the	emotionally	difficult	aspects	of	their	work	from	those	that	

were	morally	distressing,	but	also	described	the	ethical	concerns	as	inextricable	from	the	

emotional	challenges	of	the	complex	and	difficult	situations	from	which	the	ethical	concerns	

arose.	Significantly,	though,	situations	that	were	identified	as	professionally	challenging	or	

emotionally	difficult	did	not	necessarily	include	MD,	while	those	that	were	morally	distressing	

were	also	always	professionally	challenging	and/or	emotionally	difficult.	Moral	distress	was	

not	inevitable	from	difficult	situations,	but	it	did	not	develop	in	the	absence	of	professional	or	

emotional	challenges	(see	Appendix	L)	
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	 When	nurses	attributed	their	distress,	in	whole	or	in	part,	to	ethical	concerns,	they	were	

also	able	to	articulate	the	nature	of	the	ethical	concerns,	most	commonly	including	the	

adequacy	of	informed	consent,	providing	care	that	was	not	in	the	patient’s	best	interests,	

causing	or	preventing	harm,	and	doing	the	right	thing.	Their	experience	of	MD	was	not	a	vague	

sense	that	something	was	wrong	in	a	situation;	when	asked,	they	identified	specific	ethical	

principles.	When	they	could	not	identify	a	specific	ethical	concern,	they	attributed	their	

distress	to	emotional	or	professional	challenges.		

Notably,	some	participants	identified	that	earlier	on	in	their	nursing	practice,	they	

would	have	identified	some	of	their	experiences	as	emotionally	upsetting,	without	labelling	it	

as	MD,	sometimes	because	they	had	not	heard	about	MD	until	pursuing	further	education.		

Interviewer:		 So,	you	didn't	have	a	name	for	what	you	were	feeling,	but	you	recognized	
it	when	you…	heard	it….	

Participant:		 Yes,	I'm	like	totally	yes.	But	in	the	beginning	no,	I	wouldn't	have	known.	I	
don't	remember	ever	learning	about	that	really	in	school	–	that	was	a	
while	ago,	but	I	just	don't	–	I	just	thought	it	was	like	well	you	just	feel	
guilty,	or	you	feel	anxious,	but	I	didn't	know	what	actually	–	I	didn't	know	
what	it	was.	I	didn't	know	it	was	a	thing.	Yeah	(Participant	#22).	

	
As	they	gained	experience,	they	described	how	past	events	were	viewed	in	a	different	

light	and	reassigned	attributions	from	emotional	to	ethical.	However,	some	participants	who	

were	recent	graduates	viewed	their	current	challenges	through	the	lens	of	ethics	and	identified	

MD.	These	differences	in	participant	perceptions	may	reflect	differences	in	nursing	ethics	

education	over	time.	“Oncology	nurses	know:	ethics,”	and	this	informs	their	experiences	of	MD	

in	practice;	their	reports	of	ethical	concerns	distinguish	professional	and	personal	aspects.		

Patients	

Oncology	nurses	developed	therapeutic	relationships	with	patients	during	the	process	

of	providing	cancer	care.	They	also	acquired	knowledge	about	their	patients,	both	individually	
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and	relative	to	the	population	they	serve	(diagnosis,	culture,	geographic	region,	etc.).	The	

specific	role	impacts	the	type	of	knowledge	the	nurse	required	and	acquired	about	her	

patients.	Nurses	who	administered	chemotherapy	in	an	outpatient	infusion	clinic	focused	on	

different	aspects	of	their	patients	than	a	nurse	in	a	clinic,	a	clinical	trials	coordinator,	or	an	

inpatient	unit	nurse.	However,	they	all	had	robust	knowledge	of	their	patients.	

Participant:		 I	think	I	definitely	work	more	closely	with	the	oncologist,	but	I,	as	a	
coordinator,	you're	expected	to	know	everything	about	that	patient.	
You're	coordinating	all	their	tests,	making	sure	they're	being	done	on	
time.	You're	following	their	progress	throughout	treatment	very	closely.	
You	have	to	know,	when	they	progress	on	treatment,	so	that	you	can	
make	sure	that	their	appointments	are	cancelled	and	everything	is	done	
per	the	protocol	schedule.	So,	I	think	it's	just	expected	that	you’re	kind	of	
like	the	case	manager	for	the	patient.	You	have	to	have	this	knowledge.	
You	have	to	know	what's	going	on	(Participant	#15).	

	
Nurses	used	this	knowledge	of	their	patients,	along	with	the	evidence	on	the	diseases	

they	treat	and	the	treatments	they	administer,	to	balance	hope	and	realistic	decision-making,	

and	sensitively	provide	information	to	their	patients.	They	expertly	wove	those	multiple	

aspects	of	knowledge	and	skill	into	clinical	encounters	when	providing	cancer	care.	The	same	

participant	in	the	above	quote	described	how	she	used	her	knowledge	of	the	challenges	her	

patient	faced	on	a	clinical	trial	to	support	patient	autonomy	in	decision-making	and	ongoing	

consent	when	toxicities	were	encountered.	

Participant:	 …	he	was	doing	well	enough	to	continue	on	treatments,	but	he	was	having	
lots	of	side	effects.	I	did	my	assessment	and	I	ended	up	calling	the	doctor	
before	giving	the	chemo…“He	has	lots	of	side	effects,	and	we	don't	need	to	
stop	this	chemo,	necessarily,	but	it	seems	like	the	toxicities	aren't	really	
improving	and	we	think	we	should	give	him	a	break	from	chemo.”	And	
she	said…	“he	can	continue	treatment,	but	it's	kind	of	up	to	him.”		

	
I	had	a	conversation	with	the	patient	and	just	said	“…	this	treatment,	a)	
it's	a	clinical	trial	treatment	and	we	don't	really	know	what	the	effects	are	
going	to	be…we	want	you	to	still	have	quality	of	life	and	be	able	to	live	
your	life.	I	know	that	you	want	come	here	every	two	weeks,	and	you're	
dedicated	to	this	treatment,	but	if	you're	going	home	and	having…	
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diarrhea	for	several	days,	and	no	energy,	I	don't	know	how	much	you’re	
really	enjoying	that	time	you	have	away	from	treatment.”		
	
I	think	he	had	a	really	hard	time	saying,	“I	don't	want	treatment	this	
week,”	but	eventually	he	agreed...	I	wasn't	trying	to	persuade	him	to	not	
do	treatment,	but	I	was	trying	to	tell	him	what	his	options	were,	and	I	
didn't	want	him	to	feel	like	he	had	to	continue	treatment	just	for	the	sake	
of	continuing	treatment,	and	because	it	was	his	only	choice.		
	
...	And	he	got	really	emotional	and	like	cried	and	hugged	me,	at	the	end…	I	
don't	if	anyone,	recently,	had	really	talked	to	him	and	told	him	that	he	
didn't	have	to	just	keep	going.	I	feel	like	we	get	patients	on	treatment,	
sometimes,	that	once	they're	on	it,	we're	like	“Okay,	great,	they’ve	
consented	that	they	want	to	do	this,”	but	I	don't	know	how	often	we	really	
check	in	with	them,	and	remind	them	that,	“it's	okay	to	stop,	and	people	
aren't	going	to	think	that	you're	giving	up,	or	think	that	you	don't	want	to	
live.	Sometimes	you	just	need	a	break	and	that's	okay,	and	we	can	re-
evaluate	tomorrow,	or	in	a	week”	(Participant	#15).	

	
Nurses	also	described	the	cultural,	linguistic	and	religious	groups	present	in	their	

regions,	along	with	their	understanding	of	how	this	impacted	values	around	decision-making	

and	communication	challenges	if	translators	were	not	easily	accessible.	Language	barriers	

were	particularly	challenging	when	accompanied	by	family	requests	to	withhold	diagnostic	

information.	One	participant	described	the	tension	between	having	a	broad	understanding	of	a	

patient’s	culture	but	limited	first-hand	knowledge	of	the	patient	due	to	a	language	barrier	and	

how	this	impacted	fulfilling	her	values	and	duties	to	the	patient.	

Interviewer:		 …	it	sounds	like	there’s	competing	values	of	cultural	competency	
and	patient	autonomy?		

Participant:		 Yeah,	exactly.	And	those	they’re	always	challenging	ones	to	
navigate	I	find.	

	Interviewer:		What	would	lead	you	choose	one	over	the	one	in	this	situation?		
Participant:		 …	if	we	could	feel	that…	[the	patient]	was	comfortable	having	other	

people	make	her	decisions	for	her.	If	there	had	been	that	ability	to	
communicate	…	if	she	had	been	able	to	say	to	us,	“I	know	I’m	
here…	I	don’t	care	what	you	do,	I	let	him	make	my	decisions	for	
me…	and	I	will	do	what	they	say.”	If	you	feel	like...	there’s	no	type	
of	abuse	or	something	going	on	in	those	types	of	situations	or	and	
like	have	that	ability	to	build	that	rapport	with	the	patients.	But	in	
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this	case	there	was	sort	of	that	wall	because	you	couldn’t	actually	
communicate	or	ask	her	the	direct	questions…	

	 	
	 …because	I	just	don’t	know	what	is	the	best.	How	do	you	really	

truly	honour	cultural	competency	but	also	be	trying	to	...	
assure	–	our	practice	standards	are	what	would	be	our	sense	
of	autonomy	–	yeah	I	don’t	know…	It’s	still	hard	to	know	which	
should	you	abide	by	all	the	time,	right?	Especially	the	way	our…	
healthcare	system	is	set	up	to	value	patient	autonomy…	the	whole	
consent	piece	and	the	understanding	and	the	competency,	that’s	
the	challenging	piece	when	we	mix	the	two	(Participant	#21).	

	
This	participant’s	description	demonstrates	the	importance	that	oncology	nurses	placed	

on	knowing	their	patients,	then	using	that	knowledge	both	to	provide	care	and	inform	their	

ethical	decision-making.	In	addition	to	the	real	tension	between	cultural	competency	and	

patient	autonomy,	the	inability	to	know	the	patient	was	also	problematic	for	this	nurse	and	

others	in	similar	situations.	Of	note,	the	family’s	request	to	withhold	information	was	not	the	

primary	focus	of	the	ethical	concern	in	such	situations.	That	is,	participants	did	not	make	

attributions	of	“right	or	wrong”	regarding	the	families’	requests	in	such	situations.	Rather,	the	

emphasis	was	on	how	to	know	the	patient	in	order	to	honour	both	their	culture	and	autonomy	

in	decision	making.	Participants	placed	a	high	value	on	knowing	their	patients.		

Evidence	

Participants	emphasized	the	evidence	that	informs	their	practice.	Nurses	frequently	

referenced	the	likelihood	of	success	of	treatments,	based	on	their	understanding	of	the	

evidence	for	various	therapies,	to	support	their	concerns	about	aggressive	care	or	treatment	

decision-making.	In	addition	to	disease-specific	evidence,	nurses	also	referenced	evidence	

regarding	psychosocial	care	provision,	EOL	care,	and	having	difficult	conversations.	Several	

participants	also	described	studies	for	which	they	had	been	the	primary	investigator.	
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Several	participants	coordinated	clinical	trials,	actively	managing	ongoing	multi-site	

studies;	other	nurses	administered	the	treatment	protocols	being	trialled	in	the	clinical	setting.	

Both	groups	referenced	their	knowledge	of	standard	and	investigational	therapies	being	

received	by	their	patient	populations.	Nurses	who	had	completed	or	were	engaged	in	graduate	

education	referenced	the	studies	they	had	personally	completed	or	in	progress,	both	during	

and	after	their	educational	programs,	and	how	they	might	be	relevant	to	this	study.	One	nurse	

provided	a	citation	for	a	publication	from	one	of	her	studies	that	she	felt	was	relevant	to	this	

study.	Data	excerpts	describing	this	research	cannot	be	provided	as	they	would	reveal	

participant	identities.	However,	even	as	they	were	participants	in	this	study,	nurses	

contextualized	the	evidence	that	would	arise	from	this	study	within	their	knowledge	of	the	

oncology	nursing	literature	as	they	responded	to	the	interview	questions.	Throughout	all	the	

interviews,	there	was	meaningful	engagement	around	specific	oncology	evidence	as	well	as	

how	the	process	of	generating	and	utilizing	evidence	was	embedded	in	participants’	practice	of	

oncology	nursing	at	the	organizational	level	and	in	the	conduct	of	their	own	research.	

Fifteen	of	the	25	interviews	were	conducted	in	the	eight	weeks	after	the	2019	CANO	

National	Conference,	and	several	participants	referenced	the	importance	of	specific	knowledge	

gained	from	conference	presentations.	For	one	participant	who	had	been	thinking	about	

leaving	her	position	due	to	MD,	the	conference	presentations	marked	a	“turning	point.”	

Interviewer:	 How	did	the	CANO	conference	influence	your	thinking	about	your	job?		
Participant:	 I	actually	when	I	got	home	from	the	conference,	I	said	that	was	the	best	

decision	I	could	have	made	for	my	career	at	that	point	because	it	
completely	reinvigorated	why	I	love	oncology	nursing.	I’d	kind	of	
forgotten	like	“Why	am	I	working	in	this	environment	with	all	of	these	
negative	stories.	No	one	has	a	happy	ending.	Everything	is	crap.”	And	then	
I	went	to	the	CANO	conference	and	I	realized,	“Oh	no,	this	is	exactly	why	I	
got	into	nursing	and	I	love	these	topics.	I	love	the	patients	that	we	deal	
with.	I	love	the	type	of	nursing	that	we	do	and	the	people	that	we	can	
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help,”	and	it	was	–	yeah,	it	was	a	real	turning	point	to	where	I	can	look	
back	and	say	I’m	so	glad	that	I	went	to	that	(Participant	#12).	

	
Conversely,	for	participants	who	were	in	highly	problematic	work	environments,	

discordance	between	the	nurse’s	knowledge	of	the	evidence	and	the	clinical	practice	of	certain	

physicians	was	reported	by	all	as	a	contributor	to	MD.	

Participant:		 There's	literature	out	there	that	a	family	doctor	reviewing	a	mammogram	
and	doing	a	breast	exam	is	on	par	with	an	oncologist.	The	majority	of	the	
oncologists	I	work	with	do	not	bring	these	breast	cancer	patients	back	for	
five	plus	years,	they	have	a	medical	oncologist	for	that	if	they	need	
anything	else.	If	they	have	radiation	after	a	year	you	can	discharge	them.	
But	he	just	keeps	bringing	them	back	to	spend	literally	a	minute	with	
them.	It's	like	what	are	you	doing?		
	
And	then	we	have	these	clinics	that	are	double	booked,	triple	booked	so	
ethically	again	I	can't	live	up	to	my	expectations	of	my	role	as	a	nurse.	I	
literally	rush	to	put	patients	in	rooms	so	he	can	see	them	and	send	them	
on	their	way	because	he	must	bring	them	back	every	year.	So,	our	clinics	
are	double	booked,	triple	booked	and	we're	seeing	upwards	of	20	patients	
in	three	hours	or	more,	on	top	of	consultations.	So,	it's	a	huge	moral	
distress	and	ethical	dilemma	for	me	(Participant	#18).	
	

	 Participants	in	this	study	valued	the	evidence	in	their	specialty	and	referenced	it	

repeatedly.	Discrepancies	between	their	understanding	of	the	evidence	and	actual	practice	in	

their	settings	were	a	potential	source	of	MD.	However,	attending	an	oncology	nursing	

conference	and	engaging	with	colleagues	around	evidence	relevant	to	their	practice	was	

helpful	in	defusing	MD.	

Systems	

Oncology	nurses	displayed	a	broad	understanding	of	the	systems	in	which	they	

functioned.	Much	of	this	was	described	in	the	context	of	system	problems	that	contributed	to	

MD	(discussed	in	“the	‘wrong’	kind	of	horrible”).	Other	aspects	of	the	context	in	which	they	

functioned,	like	many	of	the	contextual	features,	could	contribute	to	MD	in	certain	



	
	
 

237	

circumstances,	but	not	others.	This	included	communication	and	relationships	within	teams,	

nurses’	power,	role	and	voice,	and	resources	available	within	their	settings.		

Communication	and	relationships	within	teams	were	very	much	impacted	by	the	

clinical	setting	and	nursing	role.	Physicians	who	attended	on	inpatient	oncology	units	typically	

rotated	every	two	weeks	and	may	also	have	ongoing	responsibilities	in	their	outpatient	clinics	

concurrently,	while	nurses	worked	rotating	shifts.	Consequently,	the	interactions	between	any	

one	nurse	and	physician	could	be	infrequent	if	their	days	on	service/on	shift	did	not	overlap.	

Additionally,	the	structure	of	team	rounds	varied	through	the	different	inpatient	settings,	with	

some	having	rounds	that	were	attended	by	nurses,	social	work,	occupational	therapy,	

physiotherapy	and	child	life	(in	pediatric	settings),	while	rounds	that	included	physicians	were	

only	attended	by	the	charge	nurse,	or	only	briefly	by	the	bedside	nurse.	However,	few	had	

opportunities	for	significant	engagement	between	bedside	nurses	and	oncologists.	The	acuity	

of	patients	in	hospital	contributed	to	the	limited	ability	to	attend	inpatient	rounds,	but	the	

structure	of	the	unit	processes	contributed	to	the	limited	interactions	between	physicians	and	

nurses.	Nurses	in	infusion	areas	received	patients	who	had	already	had	treatment	discussions,	

signed	consent	and	presented	with	orders	for	treatment	that	the	nurses	followed;	interactions	

with	physicians	were	limited	to	an	order	problem,	a	reaction	or	some	type	of	medical	

emergency.	Outpatient	nurses	in	clinics	and	clinical	trials	coordinators	typically	worked	with	a	

smaller	number	of	physicians	or	a	single	physician.	

Navigators	and	advanced	practice	nurses	(APNs)	had	more	diversity	in	how	their	roles	

were	implemented	in	different	settings	and	thus	the	way	they	interacted	with	physicians.	

Navigators	appeared	to	function	at	stress	points	within	a	program	or	system,	which	may	have	

impacted	their	role	and	voice,	but	this	was	variable.	Advanced	practice	nurses	reported	feeling	
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that	their	role	gave	them	more	of	a	voice	to	make	an	impact	in	the	system.	One	APN	shared	her	

perspective	of	the	way	nurses’	views	were	valued	within	the	team	and	how	the	relational	

dynamics,	collaboration	and	voice	contributed	to	a	positive	sense	of	the	work	environment,	

which	was	reported	in	the	context	of	infrequent	MD.	

Participant:		 I	work	with	a	very	good	team.	We	have…	three	gyne-oncologists,	and	they	
work	together	as	a	team.	It’s	not	like	three	separate	attendings,	and	each	
do	their	own	thing…	we	have	consensus	on	treatments	for	patients…	and	
they’re	very	good	to	work	with,	approachable.	They	really	value	the	input	
of	nursing	in	the	team,	so	that’s	definitely	a	benefit	(Participant	#24).	

	
Nurses	who	functioned	in	roles	where	they	had	close,	prolonged	interactions	with	a	

particular	physician,	most	commonly	in	the	outpatient	settings	or	APN	roles,	reported	that	the	

closer	working	relationship	also	impacted	their	power	and	voice.	When	nurses	had	a	positive	

working	relationship	with	the	physician,	they	described	social	capital,	based	on	a	level	of	

familiarity,	trust,	and	openness	in	communication,	that	provided	more	autonomy,	power	and	

voice	in	their	roles,	even	when	disagreements	arose.		

Interviewer:			…	[is	there	ever]	overt	actual	conflict	between	team	members…		
Participant:		 That	has	happened	and…	I’m	usually	involved	especially	if	it	involves	

chemotherapy	because,	having	developed	a	bit	of	a	rapport	with	a	lot	of	
the	physicians	I	feel	comfortable	and	supported	going	in	with	questions…	
the	oncology	team	is	very	supportive	as	well	so	it	has	been	really	good…	it	
doesn’t	mean	there’s	not	an	interesting	or	heated	discussion	but	at	least	
it’s	an	environment	where	we’re	encouraged	to	question	or…	if	it	doesn’t	
feel	right	bring	it	up.		

Interviewer:		 Okay,	so	it’s	okay	to	say,	“Hey	I	have	some	concerns	about	this”?		
Participant:		 Yeah.	And…	just	even	by	doing	that	there’s	a	whole	other	perspective	or	a	

piece	that	you	might	be	missing	that	changes	the	situation	completely,	
right,	so...	and	that’s	why	communication	is	such	a	big	part	of	it	
(Participant	#21).	

	
Nursing	experience	also	impacted	their	perceptions	of	voice,	even	when	remaining	in	

the	same	position	or	the	same	organization.	This	appeared,	at	least	somewhat,	to	be	related	to	

moral	residue	from	past	situations	of	MD	and	an	accumulation	of	clinical	experience	where	the	
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nurses	recalled	responses	to	situations	–	effective	and	ineffective	–	that	informed	subsequent	

practice.	The	moral	residue	from	prior	experiences	of	MD	was	sufficiently	aversive	that	nurses	

sought	ways	of	addressing	situations	and	developed	strategies	to	approach	subsequent	

situations	in	a	way	that	decreased	MD	and	resulted	in	a	perception	of	having	more	of	a	voice	in	

a	situation.	Nurses’	voice	was	impacted	by	their	role	and	relationships,	but	perception	of	voice	

changed	with	experience	even	if	they	remained	in	the	same	position.	

Participant:	 I	left	the	bedside	last	year.	I’m	still	in	the	same	program	but	I’ve	gone	to	
an	office	role…	I	didn’t	feel	I	always	had	a	voice	at	the	bedside	when	
dealing	with	these	situations.	I’ve	become	an	active	member	in	the	
palliative	care	committee	around	the	hospital	and	I	have	early	palliative	
care	conversations.	We’ve	had	new	initiatives	in	our	hospital.	So,	I’ve	
become	much	more	of	an	advocate	for	the	things	I’m	passionate	about.	
But	I	left	the	bedside	for	that	reason.	Moral	distress	led	to	that,	but	it	also	
being	an	opportunity	to	maybe	have	my	voice	heard	more.	I	don’t	know	if	
there’s	lots	of	opportunities	with	bedside	nursing	to	be	involved	on	these	
committees	but	now	that	I	have	not	the	12-hour	shifts	I	can	be	more	of	an	
active	participant	in	making	policy	changes	to	be	reflecting	these	types	of	
…	things	that	gave	me	moral	distress	(Participant	#1).	

	

Interviewer:		 Do	you	feel	that	you	have	a	voice	in	those	situations	where	you	would	be	
able	to	be	heard	if	you	knew	what	to	say?		

Participant:		 Before	I	would	say	no.	I	feel	like	now	I	have	–	I	feel	more	confident	in	
speaking	up	and…	supporting…	the	people	who	are	newer	on	my	floor…	I	
feel	like	that's	come,	over	time.	I	think	it's	just	over	time	that…	you	are	
exposed	to	so	many	different	things	that	I	think…	you	figure	out	coping	
strategies	and	mechanisms	in	these	situations.	

Interviewer:		 So,	your	experience	has	given	you	a	bit	more	of	a	voice?		
Participant:		 Yes	(Participant	#22).	

	
Nurses	knew	of	the	resources	in	their	organizations	to	address	morally	distressing	

situations	in	their	work	environments.	Few	institutions	had	organized	Critical	Incident	Stress	

Management	programs,	but	various	types	of	unit-level	debriefing	were	employed,	some	more	

informal	and	variable	depending	on	the	nature	of	the	need	and	others	more	structured.	This	

participant	demonstrates	the	most	robust	debriefing	process	that	was	reported:	
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Participant:		 Something	that	I	started	in	this	role	is	that...	after	a	significant	event	or	a	
patient	complication	like	a	sudden	death	or	a	code	blue,	initiating	that	
immediately,	a	hot,	warm	and	cold	debrief.	So,	doing	that	in	stages	so	that	
everyone	involved	is	feeling	supported.	Bringing	in	the	external	supports	
and	the	Patient	Family	Counselling	Department	so	that	they	understand	
that	they’re	not	alone	and	they’re	supported.	And	that’s	been	really	well	
supported	by	leadership…	not	waiting	for	six	weeks	to	have	this	check-in,	
but	doing	it	immediately.	Supporting	the	nurses,	supporting	the	
physicians	because	often	it’s	not	one	of	us	or	the	others,	especially	in	a	
traumatic	event…	

Interviewer:		 And	what’s	the	difference	between	the	hot,	warm	and	cold	debrief?		
Participant:	 …a	hot	debrief	is	trying	to	do	it	immediately	so	that	people	aren’t	leaving	

feeling	unsupported,	and	then	a	warm	debrief	is	doing	it	a	couple	of	days	
later,	doing	a	check-in	just,	how	are	we	doing,	anything	that’s	come	up	for	
anyone;	and	a	cold	is…	at	least	about	a	week	out	just	to	really	check-in	to	
see	people	are	feeling	supported	or	has	anything,	any	learning	or	
anything	–	if	it’s	a	significant	event	do	we	need	to	implement	any	change	
in	our	policies	or	is	this	something	we	need	to	take	further…	making	sure	
you’re	covering	all	the	bases	where	people	are	feeling	really	emotional	at	
the	moment,	when	they’ve	had	a	couple	of	days	to	digest	and	‘okay	now	
looking	back	on	this	would	I	have	done	something	different’	or	you	know	
and	then	a	week	later	just	checking-in,	are	you	reconciling	with	this,	are	
you	feeling	like	we	need	to	further	the	support	(Participant	#21).	

	
Nurses	were	aware	of	ethics	resources,	but	utilization	was	variable.	Several	participants	

had	accessed	ethics	committees	or	ethicists.	Others	were	aware	of	the	service	but	did	not	feel	

they	needed	their	services.	In	the	most	problematic	clinical	situations,	such	as	families	refusing	

analgesics,	requesting	withholding	of	diagnostic	information,	or	providing	resuscitation	

contrary	to	medical	opinion,	ethics	services	were	involved.	A	few	nurses	who	did	not	believe	

ethics	services	would	be	helpful	felt	that	ethics	would	not	understand	the	oncology	clinical	

context	sufficiently	to	be	helpful,	which	was	sometimes	related	to	prior	unhelpful	experiences.		

Interviewer:		 Do	you	have	an	ethics	committee	or	an	ethicist	that	you	can	consult	in	
difficult	situations?		

Participant:		 We	do.	I	don't	think	we	utilize	them	enough,	and	I	think	it's	because	–	like	
I	said,	I	think	on	our	floor	we	just	feel	like	we	get	it	more	than	anybody	
else	would.	I	don't	–	like	not	they’re	outsiders,	but	they	don't	know	the	
patients,	they	don't	know	the	dynamics	on	how	–	they	don’t	know	which	
is	difficult.	Whereas	I	just	truly	think	we	know	that	we	get	it	(Participant	
#22).	
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Participant:		 So,	we	do	have	an	ethics	committee.	When	I	worked	inpatient,	as	well,	

there	was	an	ethics	person	that	we	could	call	about	concerns.	But	I	don't	
know	if	I	would	necessarily	reach	out	to	ethics	unless	I	really	don't	know	
what	to	do…	I	did	have	to	reach	out	to	ethics	once,	when	I	worked	in	the	
inpatient	unit,	and	I	don't	know	how	helpful	I	really	found	them	to	be,	at	
the	time.	I	think	more,	like,	rely	on	other	nurses	(Participant	#15).	

	
	 Participants	in	this	study	exhibited	an	understanding	of	the	systems	in	which	they	

practiced,	both	at	the	unit	level	and	in	the	larger	organization.	Their	elaboration	of	systemic	

features	included	communication	within	the	team,	relationships,	their	power	and	voice	within	

the	system	and	the	resources	available	to	assist	with	morally	distressing	situations.	“Oncology	

nurses	know:	systems,”	and	their	experiences	of	MD	were	contextualized	as	existing	within	the	

systems	in	which	they	practiced.	

Themselves	

The	audio	analysis	of	the	interviews	revealed	that	the	majority	of	participants	had	a	

demeanour	that	was	described	as	“reflective”	and	“thoughtful”	in	the	researcher’s	observation	

journal.	This	was	borne	out	in	the	analysis	of	the	written	transcripts	as	well.	Apart	from	those	

participants	who	were	in	challenging	work	environments	and	dissatisfied	or	leaving,	

participants	were	measured	and	careful	in	their	responses.	They	analyzed	their	own	responses	

first	and	were	careful	in	how	they	characterized	their	colleagues'	or	patients’	actions,	even	

when	they	disagreed	with	them	–	often	offering	potential	explanations	for	the	actions	of	others.	

In	describing	morally	distressing	situations,	participants	demonstrated	reflexive	practice,	

frequently	reflecting	on	the	role	of	education	(undergraduate	and	graduate)	and	nursing	

experience	in	shaping	their	perspectives	and	actions	over	time.	Moral	residue	was	evident	in	

explicit	reports	as	well	as	in	latent	coding	and	was	described	as	an	impetus	for	change.	Moral	

residue	and	leaving	a	position	were	experienced	positively	by	a	number	of	participants.		
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Education.	Seven	participants	disclosed	having	in	progress	or	completed	graduate	

degrees.	Participants	described	the	factors	that	led	them	to	seek	further	education	as	well	as	

the	potential	link	to	MD.	Some	participants	emphasized	the	importance	of	workplace	education	

to	promote	care	that	was	less	likely	to	be	morally	distressing.	

	 Pursuing	graduate	education	was	influenced	by	the	experience	of	MD	and	was	a	form	of	

“light”	leaving	for	three	participants.	Participants	left	an	area	temporarily	with	the	plan	to	

return	to	another	area	of	oncology	practice	with	the	additional	knowledge	and	skills	acquired	

in	their	advanced	education.	Two	of	those	whose	graduate	education	was	influenced	by	MD	

and	whose	degrees	were	completed	found	the	education	helpful	in	decreasing	their	MD	due	to	

having	gained	different	role	functions	and	additional	competencies	to	manage	challenging	

situations.	The	remaining	participants	disclosed	education	that	would	potentially	be	

identifying	if	included	here.	Their	desire	for	additional	education	was	prompted	by	the	goal	of	

promoting	system	change	through	advancing	their	own	knowledge;	MD	was	not	a	driver	for	at	

least	three	of	those	participants.	

This	participant	was	not	morally	distressed	from	providing	cancer	care	to	children,	

rather	from	the	staffing,	workload	and	turnover	on	the	unit.	The	organizational	environment	

was	untenable	and	prompted	a	desire	to	seek	a	different	type	of	position.	Returning	to	school	

provided	a	temporary	reprieve	from	those	challenges.		

Participant:		 On	my	unit	right	now,	actually	I	find	there’s	a	lot	of	burn-out,	a	lot	of	
moral	distress,	and	there’s	actually	a	huge,	almost	mass	exodus,	of	senior	
staff	that	are	leaving	the	unit	because	it’s	so,	–	they’re	faced	with	this	
circumstance	over	and	over	and	I	feel	like	they’re	not	feeling	fulfilled	and	
they’re	afraid	for	the	children,	and	that	was	actually	a	huge	reason	why	I	
went	back	to	do	my	NP	as	well.	

	 …the	one	thing	that	I	felt	like	I	can’t	really	change	is	the	circumstance	I’m	
in	right	now.	I	went	back	to	school	because	I	felt	maybe	as	an	advanced	
practice	provider	I	would	have	a	little	bit	more	autonomy	or	a	little	bit	
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more	control	over	how	I’m	able	to	provide	care,	so	that	was	a	huge	reason	
why	I	went	back	to	school	(Participant	#4).	

	
This	participant	found	malignant	hematology	to	be	morally	distressing	because	of	the	

approach	to	EOL	care	and	communication,	at	that	time.	Working	in	palliative	care	inspired	her	

to	pursue	additional	education	to	improve	practice	in	malignant	hematology	for	both	nurses	

and	patients.	The	participant’s	awareness	of	the	way	her	work	environment	contributed	to	MD	

and	pursuit	of	additional	education	ultimately	led	her	to	a	more	satisfying,	less	morally	

distressing	position;	the	additional	education	was	a	contributor	to	decreasing	MD	because	of	

increased	autonomy	in	her	practice	and	the	ability	to	focus	on	aspects	of	care	she	believed	to	

be	important,	but	which	were	deficient	in	a	prior	position.	

Interviewer:		 Have	you	ever	left	a	job	because	of	moral	distress?		
Participant:		 I	used	to	work	as	a	front-line	nurse	in	malignant	hematology…	And	then	I	

started	floating	to	the	palliative	care	unit,	and	on	the	palliative	care	unit,	
we	were	talking	about	patient’s	goals…	patient’s	priorities	…and	actually	
talking	about	the	fact	obviously	that	people	were	dying.	Whereas…	and	
this	was	ten	years	ago…	people	on	the	malignant	heme	units…	they	would	
go	to	the	ICU	when	it	seemed	futile	and	then	come	back	from	the	ICU	and	
die	two	days	later…	
I	did	want	to	pursue	my	Master’s	so	I	could	support…	[and]	improve	that	
process	within	the	malignant	hematology	world	and	support	nurses	as	
well.	And	be	comfortable	having	those	conversations	myself,	and	gain	
skills	around	having	those	conversations	with	patients.	I	do	feel	like	being	
in	an	advanced	practise	nursing	role	that	I	definitely	feel	less	moral	
distress	in	this	type	of	role,	I	guess	because	…	I	have	a	different	skillset,	
or…	I	have	more	of	an	autonomous	practise	and	more	skills	around	
talking	to	patients…	There’s	a	place	carved	out	within	my	practise	to	
actually	have	these	conversations	and	an	expectation	of	my	role	to	have	
these	conversations.	Whereas	before…	there	would	have	been	more	of	an	
additional	skillset	I	would	have	had	to	develop	to	feel	more	comfortable	
having	these	types	of	conversations	(Participant	#16).	
	

	 In	addition	to	graduate	education,	nurses	reported	ongoing	workplace	education	

initiatives	that	supported	cultural	competency,	particularly	in	the	care	of	Indigenous	patients,	

as	well	as	education	to	develop	nurses’	skills	in	having	difficult	conversations.	
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Participant:	 	They	actually	had	a	large	focus	on	that	in	the	last	little	while…	Having	
what’s	called	a	serious	illness	conversation,	kind	of	language	–	to	patient-
tested	language	that	helps	explore	what	the	patient’s	understanding	is.	
Assessing	their	understanding	because,	especially	as	nurses,	we’re	not	
supposed	to	offer	prognosis	and	things	like	that.	So,	it’s	really	using	
language	to	explore	what	their	understanding	is	of	where	they’re	at	in	
their	illness	and	sharing	your	concerns	in	a	way	that,	you	know,	“Well	I	
hope	you	continue	to	get	better,	my	worry	is	this	is	as	good	as	you’re	
going	to	feel,	but	if	things	change	suddenly	I	would	like	to	know	what	are	
your	goals	and	what	are	your	concerns	as	we	move	forward	into	the	next	
part	of	your	journey.”	(Participant	#21)	

	
	 Moral	distress	provided	the	impetus	for	some	nurses	to	examine	their	practice	and	their	

personal	and	professional	values,	which	led	them	to	pursue	additional	education.	Pursuing	

additional	education	provided	a	temporary	reprieve	from	their	work	(“light”	leaving)	and	the	

platform	from	which	to	pursue	work	that	was	less	morally	distressing	because	of	additional	

knowledge	or	alternative	role	options.	

Nursing	Experience.	The	competencies	required	for	oncology	nursing	were	acquired	

after	basic	nursing	education,	so	nurses	continued	to	acquire	these	competencies	for	a	period	

of	time	after	being	hired.	The	duration	of	this	process	was	impacted	by	the	nature	of	the	

clinical	area;	a	nurse	who	needed	to	achieve	chemotherapy	certification	had	a	shorter	process	

than	one	who	also	needed	to	acquire	the	competences	for	pediatric	BMT	care.	As	a	result	of	

this	learning	process,	junior	nurses	reported	that	they	were	less	frequently	exposed	to	MD	

during	the	early	phase	of	their	oncology	nursing	career.	Even	after	acquiring	the	necessary	

competencies,	nurses	who	were	more	junior	felt	that	they	were	somewhat	shielded	from	MD	

by	more	senior	nurses	who	more	frequently	cared	for	complex	or	high-needs	patients	where	

MD	was	more	likely,	and	they,	in	turn,	did	the	same	for	colleagues	once	they	gained	experience.		

Interviewer:		 You’ve	worked	in	a	couple	of	different	pediatric	oncology	settings,	were	
there	any	differences	in	how	situations	of	moral	distress	occurred	in	
those	two	environments?		
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Participant:		 I	didn’t	really	find	myself	to	be	a	part	of	situations	of	moral	distress	when	
I	worked	in	[location	redacted],	being	more	junior	there	in	the	first	three	
years	of	my	career,	I	didn’t	find	that	I	was	given	the	opportunity	to	
experience	those,	which	I	don’t	think	I	was	ready	for.	Now,	I	do	feel	I	am	
lot	more	prepared	and	a	lot	more	able	to	take	that	on	as	part	of	my	role.		

Interviewer:		 As	a	junior	nurse	you	were	kept	from	caring	for	some	of	the	more	
complex	situations?		

Participant:		 Yes.		
Interviewer:		 …	And	now	in	your	current	position	do	you	volunteer	to	look	after	the	

more	complicated	patients?		
Participant:		 Yes…	I	definitely	make	it	known	that	I	have	no	problem	looking	after	

them	(Participant	#6).	
	
Another	junior	nurse	recognized	that	her	lack	of	experience	meant	that	she	had	to	

ensure,	when	speaking	with	a	physician,	that	her	clinical	opinions	were	supported	by	clear,	

objective	evidence	in	order	to	have	credibility,	stating,	“I	can’t	follow	(sic)	gut	feeling,	I	have	to	

have	something	solid	in	my	hand”	(Participant	#23).	

	 Another	participant	described	MD	related	to	perceptions	that	patients	were	not	fully	

informed	about	important	information.	For	example,	if	important	test	results	were	available	in	

the	morning	that	the	nurse	saw,	but	the	patient	was	not	apprised	of	until	after	the	end	of	the	

outpatient	clinic	day	when	the	physician	came	to	the	ward.	In	the	interim,	the	nurse	would	be	

unable	to	answer	patient	questions	about	their	test	results.	It	was	easier	to	avoid	disclosing	

information	as	a	new	nurse	with	limited	understanding	of	oncology;	increased	experience	

made	withholding	information	more	challenging:	

Participant:		 And	that	came	from,	sometimes	an	honest	place.	I	was	a	new	nurse,	so	
there	was	a	lot	of	times	maybe	I	didn't	really	know	enough	to	discuss	
things	with	them.	But	as	you	get	more	experience	–	you	do	know	how	to	
discuss	different	things	with	them.	You	do	know	to	discuss	their	
diagnoses	and	you	have	a	lot	more	knowledge,	so	it	becomes	even	more	
difficult	to	start	keeping	that	from	them	(Participant	#15).	
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Another	participant	reflected	on	the	impact	of	her	experience	and	education	(compared	

to	her	older	physician	colleagues)	on	her	response	when	a	palliative	approach	to	care	was	not	

employed	where	she	thought	it	ought	to	be;	this	participant	had	three	years	of	experience.		

Interviewer:		 Do	you	think	that	the	fact	that	you	were	a	relatively	new	nurse…	affected	
either	your	perception	of	the	situation	or	how	they	perceived	you	were	
processing	the	situation?		

Participant:		 That's	a	good	question.	I	don't	really	believe	in	compassion	fatigue,	or	at	
least	I	hope	not	to,	and	I	hope	that	throughout	my	career	I'll	still	think	
about	patients	and	remember	their	stories	and	allow	to	be	moved	by	
them	and	allow	them	to	impact	me	on	an	emotional	level.	I	do	understand	
that	some	people	believe	that	younger	nurses	are	a	little	bit	more	
influenced	by	these	factors,	you	know,	remembering	the	patients	I	cared	
for	early	in	their	career,	who	kind	of	shaped	the	way	they	view	their	
career,	they	have	nothing	else	to	compare	them	to,	so	maybe	if	I	believed	
that	over	my	career	I	would	get	less	emotionally	moved	by	my	patients,	I	
would	believe	that,	but	I	don't	know	that	I	believe	that.		

	
I	think	probably	the	emergence	of	palliative	care	as	a	practice	more	
recently	probably	impacted	the	way	I	approach	the	situation.	I've	been	
trained	that	this	to	be	offered	to	patients	of	all	sorts	of	prognoses,	curative	
or	not,	dying	or	not…	so	I	wonder	if	there's	an	education	gap.	I	was	taught	
more	recently,	and	others	were	taught	earlier	a	different	philosophy.	That	
might	have	impacted	it	(Participant	#2).	

	
	 Another	participant	described	MD	due	to	violence	and	aggression	towards	staff;	her	

institution	had	developed	clear	guidelines	to	protect	staff	that	included	leaving	the	room	if	

feeling	threatened.	This	exchange	immediately	followed	her	description	of	the	policy	and	

impetus	for	its	implementation.	

Interviewer:		 Does	that	affect	how	you	approach	patients	in	terms	of	having	difficult	
conversations	to	start	with?		

Participant:		 I	can	sense	–	I’m	pretty	good	at,	after	my	eight	years,	you	just	kind	of	
know	what	you	can	say	to	certain	patients.	Some	patients,	you	know,	
will	take	it	very	well	and	then	some	patients	you	have	to	really	tread	
softly...	Like	every	word	you	say	you	have	to	watch	because	they’ll	just	
jump	right	down	your	throat	if	you	say	even	the	wrong	sentence	about	
treatment…	I	have	a	patient	coming	in…	he	is	dying,	he	is	not	accepting.	
His	wife	is	wonderful.	This	patient	is	so	angry	he	yells,	he	screams,	he	just	
is	very	–	he	doesn’t	respect	health	professionals	at	all.	He’s	very	good	with	
my	doctor.	I	don’t	know	if	it’s	kind	of	a	woman	and	a	man	thing…	I	don’t	
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know	what	it	really	is…	I	have	to	keep	it	very	light,	very	brief.	My	
physician	and	I	have	made	a	decision	that	he	does	most	of	the	talking.	I	
come	in,	I	do	a	very	minimal	nursing	assessment	and	he	will	come	and	do	
the	rest	(Participant	#20).	

	
	 This	participant	had	confidence	in	her	ability	to	assess	patients	for	risk	of	violence	and	

her	ability	to	carefully	approach	sensitive	subjects.	Her	experience	with	a	wide	variety	of	

patients	and	the	awareness	of	recent	violent	incidents	at	her	facility	informed	her	practice,	

leading	to	a	collaborative	approach	where	she	minimized	her	role	and	deferred	to	her	

physician.	Her	account	did	not	include	the	perception	that	she	lacked	a	voice	in	this	situation,	

rather	the	willingness	of	her	physician	colleague	to	step	in	when	her	voice	was	not	valued	by	

the	patient	was	perceived	as	a	supportive	action	that	minimized	her	risk	of	violence	and	MD.	

There	was	a	consistent	sense	in	the	interviews	that	participants	were	continually	

reflecting	upon	and	narrating	their	own	careers	to	themselves,	considering	how	their	

experience	was	building	and	supporting	their	ability	to	practice.	They	“know	what	they	know.”	

They	are	aware	of	their	own	experience	and	the	potential	impact	on	the	patient	situation	and	

how	that	changed	over	time.	

Participant:		 ...	the	dialogue	that	we’ve	had	has	been	very	insightful	for	me,	even	just	to	
reflect	on	situations	that	have	happened,	and	as	I	was	thinking	today	I	
was	like	‘Oh	yeah	and	then	there	was	other	one,	I	remember	that	feeling	
and	not	knowing	what	to	do...	I	think	it	was	more	of	an	eye-opener	in	the	
sense…	that	it	kind	of	is	part	of	what	we	do	and…	five	years	ago	how	I	felt	
if	I	was	in	a	situation	is	definitely	different	than	I	would	now.	But	I	also	
have	that	confidence	and	I’ve	been	practicing	for	a	bit	longer	and	am	more	
confident	in	my	decision-making,	so	I	think	that	is	part	of	it	as	well	
(Participant	#21).	

	
Responses	to	questions	about	MD	were	situated	within	the	nurse’s	understanding	of	her	

own	professional	experience	within	the	context	of	the	unit.	One	nurse,	who	had	not	

experienced	MD	frequently,	recognized	the	role	her	experience	played	in	limiting	her	exposure	

to	morally	distressing	situations	and	did	not	represent	her	limited	experience	of	MD	as	
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representative	of	oncology	nurses	in	general,	rather	of	oncology	nurses	at	her	level	of	

experience.	In	this	way,	participants	did	not	over-generalize	their	own	experiences	of	MD	

beyond	what	they	understood	to	be	important	contextual	factors	in	their	personal	

circumstances.	Participants’	self-awareness	and	thoughtfulness	in	contextualizing	their	

responses	added	depth	to	the	analysis	of	the	context	of	MD	by	allowing	inter-individual	

comparisons	of	contextual	features	such	as	experience.	

	 There	was	a	sense	of	a	building	body	of	knowledge	that	shaped	their	responses	to	

clinical	situations,	including	those	that	cause	MD,	and	a	self-awareness	of	how	experience	

shaped	and	changed	them	as	professionals.	It	was	as	if	each	patient	encounter	left	some	

residue	that	was	a	contributor	to	future	practice.	Additionally,	as	described	in	the	above	

excerpt,	there	was	often	the	sense	of	looking	at	past	morally	distressing	events	through	the	

lens	of	current	knowledge	and	analyzing	how	their	prior	professional	self	would	respond	

compared	to	their	current	professional	self.	Oncology	nurses	know	themselves,	analyze	their	

involvement	and	responses	to	situations	thoughtfully,	and	they	know	what	they	know.	Their	

experience	leaves	residue	that	impacts	their	analysis	of	past	events	and	responses	to	current	

and	future	events.	

Moral	Residue.	In	addition	to	the	role	of	nursing	experience	and	the	residue	nurses	

accumulated	from	all	clinical	encounters,	there	was	also	moral	residue	from	situations	that	

were	morally	distressing.	Moral	residue	or	lingering	effects	from	having	experienced	MD	are	

discussed	in	the	literature	primarily	as	a	risk	factor	for	increased	future	MD,	along	with	the	

potential	for	a	MD	crescendo	from	repeated	experiences	of	MD.	Participants	in	this	study	

affirmed	the	cumulative	effect	of	morally	distressing	situations	on	their	work,	emotional	state	
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and	personal	life,	but	for	some	participants,	moral	residue	from	prior	positions	enhanced	their	

current	job	satisfaction.	

Many	participants	acknowledged	moral	residue	from	prior	experiences	of	MD.	It	was	

often	difficult	to	determine	the	recency	of	a	clinical	situation	from	the	description.	Events	that	

were	severely	distressing,	even	when	remote,	were	retold	with	clarity	and	detail,	suggesting	a	

recent	occurrence.	Direct	questions	were	almost	always	required	to	determine	where	and	

when	the	events	had	occurred.	

Participant:		 …	that	was	a	very	long	time	ago	in	my	nursing	career	and	obviously	it	still	
was	one	of	the	first	things	I	thought	about	when	you	asked	me	about	it	
(Participant	#1).	

	
Participant:	 	…	we	do	regular	debriefings	and	support,	but	you	know,	having	myself	

been	on	the	other	end	of	that,	that’s	a	horrible	feeling	that	doesn’t	really	
leave	you	(Participant	#21).	

	
Interviewer:		 And	that	happened	outside	of	Canada?		
Participant:		 Yeah.	This	wasn't	in	Canada.	This	was	when	I	was	working	in	the	States.	
Interviewer:	 	Okay,	but	it's	obviously	something	that	you	still	remember	pretty	clearly.	
Participant:		 Yeah,	yeah.	Absolutely	(Participant	#15).	

	
Though	the	morally	distressing	events	were	difficult	and	painful,	experiences	of	MD	had	

the	potential	to	serve	as	learning	experiences,	with	the	residue	from	that	experience	–	that	is,	

the	persistent	painful	memories	and	feelings	–	served	as	the	impetus	to	change	practice	in	

order	to	avoid	or	minimize	the	likelihood	of	subsequent	similar	events.	The	potential	for	moral	

residue	to	induce	an	avoidance	response	that	inspires	practice	change	is	a	potential	

mechanism	whereby	nurses	act	in	a	way	that	may	interrupt	the	potential	for	a	MD	crescendo.	

This	would	have	a	higher	likelihood	of	success	for	events	where	nurses	could	potentially	alter	

the	course	of	the	encounter.	

Interviewer:		 –	you	say	it's	still	memorable;	is	there	anything	about	that	that	affects	how	
you	approach	patient	care	since	then?		
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Participant:		 Yeah,	I	think	everything.	You	know	I	always	really	believe	that	you	learn	
something	new	each	day	and	each	experience	whether	it's	good	or	bad,	
you	learn	from	it…	just	reflecting	back	on	that	situation	I'm	more	
comfortable	now	asking	questions	whereas	before	maybe	I	wasn't…	And	
I'm	more	comfortable	now	in	not	–	not	necessarily	saying	no	but	just	
questioning	things.	When	it	comes	to	any	aspect,	of	work,	if	it's	
discharging	a	patient	that	I	really	don't	think	he	is	okay	to	go	home,	if	they	
need	the	bed,	I	think	now	I'm	more	confident	in	speaking	up	whereas	
before	I	wasn't	(Participant	#22).	

	
Participant:		 I	would	say	those	memories	stay	with	you.		
Interviewer:		 Do	you	think	it	affects	how	you	provide	care	the	next	time	you’re	in	that	

situation?		
Participant:	 I	would	say	yes.	For	me	I’ve	become	more	aware	I	think	of	how	it	makes	

me	feel	when	you	have	to	do	that.	So	yeah,	trying	at	least	if	you	have	the	
time	to	put	in	that	little	bit	of	extra	effort	to	try	to	make	the	situation	a	bit	
more	comforting	for	the	patient	and	family	(Participant	#10).	

	
Interviewer:		 You've	been	there	now	for	a	couple	of	years	and	you	said	that	this	is	

different	than	your	previous	job	where	you	rarely	had	moral	distress.	Do	
you	find	that	these	situations	stay	with	you	and	affect	how	you	view	
future	patient	situations?	Or	is	it	more	just	affecting	you	in	the	moment?		

Participant:	 	I	think	it's	really	prepared	me	for	future	situations.	Just	because	working	
oncology,	having	all	of	these	decisions	or	moral	dilemmas,	it	really	opens	
your	eyes	to	what's	important	and	what's	important	to	consider	when	
helping	someone	work	their	way	through	these	kinds	of	decisions…	it	has	
helped	me	in	that	way	for	future	patient	care	(Participant	#19).	

	
Several	participants	experienced	MD	from	chronically	difficult	workplace	environments	

that	included	conflict	and	ineffective	communication	within	the	health	care	team,	lack	of	

administrative	support,	violence	or	aggression	from	physicians	and	patients	toward	nurses,	

and	blaming	the	nurse	who	reported	the	described	concerns.	Data	excerpts	are	not	provided	as	

the	nature	of	the	challenges	would	risk	identifying	the	workplace	and	the	participants.	These	

participants	did	display	evidence	of	a	MD	crescendo	as	the	challenging	situations	persisted	or	

escalated.	Some	had	limited	options	for	leaving.	For	those	who	were	able	to	leave	a	chronically	

or	severely	morally	distressing	situation,	this	was	very	positive,	both	in	the	absence	of	the	

previous	sources	of	MD	and	the	favourable	comparison	between	the	two	situations.	A	nurse	
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who	left	a	position	due	to	a	prolonged	period	of	conflict	with	a	physician	because	of	a	practice	

pattern	that	negatively	impacted	patient	care	and	collaboration	within	the	team	described	how	

the	residue	of	that	morally	distressing	situation	influenced	perceptions	of	her	role	in	a	new	

team	where	positive	communication	patterns	were	present:	

Participant:	 ...	when	you	do	the	daily	grind	and	you’re	not	expecting	any	appreciation,	
when	I	do	hear	appreciation	it’s	such	a	surprise	and	it	shouldn’t	be…	
when	I’m	finished	the	morning	or	the	afternoon	clinic	with	whichever	
physician	I’m	with	and	they	are	expressing…“Thank	you,	that	was	a	well-
prepared	clinic,”	or	“Thank	you,	that	went	so	smoothly,”	I	feel	like	even	
though	I	may	not	know	the	nuances	of	their	practice	and	I	don’t	know	the	
way	they	like	to	run	things,	I	still	feel	very	appreciated	in	what	I	was	able	
to	do	even	if	it	wasn’t	what	their	nurse	would	do	normally,	right,	because	
we	all	function	a	little	bit	differently	(Participant	#17).	

	
After	a	protracted	period	of	a	high-conflict	work	setting,	basic	courtesy	was	appreciated	

and	valued.	It	was	not	just	the	absence	of	conflict	and	the	presence	of	common	courtesy	that	

created	the	favourable	impression	of	the	current	position.	During	the	interview,	it	was	evident	

that	the	residue	from	the	prior	position	was	significant,	and	the	delta	between	past	and	present	

was	as	much	a	contributor	to	current	satisfaction	as	the	objective	circumstances	of	the	new	job.	

The	persistence	of	moral	residue	enhanced	the	perception	of	the	favourability	of	the	current	

job.	

This	was	also	true	for	a	participant	who	denied	experiencing	MD	at	all	in	her	current	

position,	despite	describing	significant	challenges	in	practice:	increased	workload,	staffing	

shortages,	occasional	ineffective	communication	with	colleagues.	In	exploring	her	perspective,	

a	prominent	feature	of	her	current	satisfaction	with	her	job,	despite	the	apparent	challenges,	

was	the	favourable	comparison	between	current	and	prior	work.	Moral	residue	from	difficult	

past	situations	while	employed	in	her	home	country	was	clearly	described	and	compared	to	

the	current	position	in	both	the	magnitude	of	the	concerns	and	available	options	for	response	
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when	MD	occurred.	While	not	minimizing	the	inherent	challenges	of	working	in	oncology,	

comparisons	between	her	past	and	present	employment	were	favourable	for	the	current	job.	

This	exchange	compared	the	response	to	patients	who	are	upset	and	angry	in	her	

current	situation	to	conditions	she	had	experienced	elsewhere,	which	included	being	

physically	assaulted	by	a	patient	with	little	or	no	recourse	to	protect	herself.		

Participant:	 I	was	still	ten	years	of	my	career	working	in	internal	(sic)	medical	floor,	
which	if	you	take	the	stress	over	there,	my	stress	today	is	nothing.	
Literally,	nothing.	I’ve	been	used	to	a	way	more	stressful	environment,	
way	more	abuse	–	and	physical	abuse	by	the	patient.	

	 And	in	[participant’s	country	of	origin	redacted]	there	is	no	policy	–	zero	
tolerance	of	abuse.	There	is	no	policy	like	that.	If	you	stuck	in	a	situation,	
you	stuck	in	a	situation.	Well,	somebody	might	come	to	help	you.	Like	my	
manager	sometimes	will	come	and	yell	at	the	patient	but	it’s	not	gonna	be	
out	of	the	unit	like	it	is	here…	

Interviewer:	 So	you’ve	experienced	worse?	
Participant:	 Oh,	much	worse,	much	worse.	I	was	heavy	abused	by	the	patients…	The	

patient	abused	me	and	then	threatened	me	and	made	me	apologize,	when	
in	fact,	he	had	to	apologize...	But	this	situation	cannot	happen	in	Canada	
because	the	moment	things	escalate,	you	push	the	button,	Code	Yellow	or	
Code	White	and	that’s	it…	Back	home	there	is	no	button…	No	–	guard	
cannot	touch	the	patients.	Here	guard	come	and	they	yell	at	you	that	they	
will	put	them	on	the	floor.	Back	home	–	no,	only	police	can	touch	anybody.	
You’re	on	your	own.	You’re	like	by	yourself.	If	you	feel	like	physical	–	you	
run	away.	That’s	what	you	do	(Participant	#25).	

	
	 This	excerpt	is	from	a	lengthy	exchange	where	the	participant	clearly	described	her	

anger	at	the	situation	with	this	patient	and	the	inappropriateness	of	her	response	at	that	time,	

which	she	believed	failed	to	meet	the	ethical	standards	of	nursing.	She	described	situations	in	

her	oncology	work	in	Canada	where	potential	contributors	to	MD	were	present.	However,	the	

overall	circumstances	of	her	job	were	so	much	more	favourable	that	the	delta	between	past	

and	present	appeared	to	carry	more	weight	in	determining	satisfaction	than	any	of	the	

challenges	present	in	the	current	position.	Again,	this	participant	consistently	denied	



	
	
 

253	

experiencing	MD	in	her	current	position,	despite	describing	circumstances	that	others	

reported	as	being	morally	distressing.	She	described	her	perception	of	her	current	job	as	such:	

Participant:	 …	When	I	was	back	home	working,	I	couldn’t	dream	about	job	like	that…	In	
order	to	get	into	unit	like	that	you	had	to	be	connected	to	somebody	higher	
management	in	hospital	that	they	can	do	you	a	favour	and	transfer	you.	
Like	just	yourself,	never.	So,	I	come	to	position	with	a	lot	of	appreciation	
first	of	all…	if	you	look,	objectively	on	conditions	only,	I’m	not	saying	
patients	or	whatever,	but	your	holidays,	your	weekends,	your	hours	of	
work,	how	clean	you	work,	do	you	need	physical	strength	to	work,	do	you	
need	to	carry	patients	around	and	lifting,	like	all	that?	No	job	can	compare.	
I	don’t	think	you	can	find	a	better	place	to	work.	So,	you	have	to	remember	
where	you	work.	I	feel	a	lot	of	gratitude	still	for	my	manager	that	accepted	
me	for	this	position	(Participant	#25).		

	
Moral	residue	was	evident	in	many	of	the	participant	interviews.	For	some,	the	residue	

was	an	impetus	for	practice	change	to	avoid	similar	future	experiences.	For	those	with	

chronically	difficult	situations	arising	from	systemic	problems	outside	the	nurse’s	control	and	

non-responsive	to	attempts	at	remediation,	a	MD	crescendo	was	evident.	The	crescendo	was	

interrupted	for	those	who	could	leave	such	circumstances,	and	then	the	residue	served	to	

enhance	the	favourable	impression	of	the	current	position.	The	comparison	between	a	

chronically	difficult	situation	and	a	new	position	was	positive	not	just	because	of	the	absence	of	

the	morally	distressing	circumstances,	but	also	because	the	lingering	memory	of	the	features	

that	led	to	leaving	a	prior	position	resulted	in	a	favourable	delta	for	the	present	job.	Just	as	the	

absence	of	pain	is	inherently	good,	but	perhaps	valued	more	when	pain	has	been	intense	and	

an	analgesic	finally	takes	effect,	or	a	sunny	spring	day	is	enjoyable,	but	perhaps	more	so	after	a	

cold	winter,	moral	residue	seemed	to	enhance	positive	perceptions	of	the	present	position.		

Consequently,	it	was	not	just	that	the	new	job	had	fewer	features	or	less	severity	in	the	

circumstances	that	made	the	prior	job	morally	distressing,	nor	was	it	just	that	the	delta	in	

workplace	experience	favoured	the	new	position.	Rather,	the	delta	between	past	and	present	



	
	
 

254	

experiences	was	calculable	because	of	the	existence	of	moral	residue	from	the	prior	position.	

The	lingering	memory	of	the	past	challenges	contributed	to	a	favourable	impression	of	the	new	

position.	For	these	participants,	moral	residue	did	not	increase	the	likelihood	of	MD	in	their	

current	position,	it	decreased	their	MD	because	the	present	position	was	perceived	as	both	

objectively	positive	as	well	as	“better	than”	what	had	preceded	it.	Additionally,	leaving	was	

highly	positive	and	successful	in	interrupting	the	MD	crescendo.	The	relationship	between	

severe	MD,	MD	crescendo,	moral	residue	and	leaving	a	job	provide	further	support	for	the	

assertion	that	not	only	is	the	development	of	MD	multi-factorial	and	non-linear,	but	the	

resolution	of	MD	may	also	be	complex,	with	lingering	benefits	from	its	most	serious	instances.	

	 Oncology	nurses	described	extensive,	contextualized	knowledge	of	professional	ethics,	

evidence,	the	patients	they	care	for,	and	the	systems	in	which	they	work.	They	were	thoughtful	

and	reflective	about	their	practice,	seeking	additional	education	and	using	the	experience	from	

past	patients	encounters	to	continually	improve	their	practice.	Moral	residue	was	a	part	of	

their	oncology	nursing	knowledge	that	may	have	beneficial	effects	for	subsequent	patient	care	

and	job	satisfaction	in	certain	circumstances,	including	enhancing	the	perception	of	voice	when	

using	prior	experience	to	inform	current	practice.	A	MD	crescendo	could	be	interrupted	by	

leaving	a	job	with	a	positive	effect	from	leaving.	Oncology	nurses’	practice	was	informed	by	

their	broad	and	comprehensive	knowledge	base.	Their	experiences	of	MD	arose	from	the	

context	of	a	robust	and	situated	knowing.	

“You	Can	Find	Your	Niche”	

	This	theme	describes	how	oncology	nurses	found	a	“fit”	and	reward	in	their	work,	

despite,	amidst	and	sometimes	even	because	of	the	challenges	of	their	work	discussed	in	prior	

themes.	When	oncology	nurses	found	their	niche,	they	could	tolerate	the	challenges	of	the	
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work	and	use	their	knowledge	in	a	way	that	did	not	regularly	or	problematically	challenge	

their	personal	or	their	professional	identity	and	values.	They	still	experienced	MD	at	times,	but	

not	of	an	intensity,	frequency	or	nature	that	was	intolerable.	This	fit	was	an	important	

contextual	feature	for	participants’	experience	of	MD.	“Finding	your	niche”	was	directly	

connected	to	leaving	a	job	that	was	not	the	right	fit	for	many	of	the	participants.	

	 Nurses	who	found	their	niche	did	not	deny	or	minimize	the	challenges	in	their	work.	

Finding	one’s	niche	did	not	necessarily	mean	that	nurses	found	the	“easiest”	job	in	nursing	or	

oncology,	but	the	one	that	was	the	best	fit	for	them.	Their	niche	may	fit	their	personal	beliefs	or	

simply	their	unique	affinities	for	one	patient	population	over	another.	Not	every	nurse	was	

able	to	tolerate	every	kind	of	nursing	work	for	which	they	were	educated,	licensed	and	

competent.	Their	unique	attributes	as	humans	influenced	their	perception	of	the	ethical	

challenges	in	a	particular	sub-specialty;	a	mismatch	between	personal	values	and	ethical	

challenges	appeared	to	increase	situations	of	MD,	but	a	match	did	not	necessarily	prevent	MD	

from	ever	occurring.	

One	participant	found	working	in	head	and	neck	oncology	to	be	a	better	fit	than	a	

previous	position	providing	care	for	patients	with	lung	cancer,	despite	still	sometimes	

experiencing	MD	and	professionally	and	emotionally	difficult	clinical	situations.		

Interviewer:	 Do	you	ever	think	of	leaving	your	job	because	of	moral	distress	from	these	
difficult	situations?	

Participant:	 I	really	LOVE	my	job	and	I	hate	it	at	the	same	time…	But	there’s	other	days	
that	I	still	can	do	(sic)	amazing	thing	with	my	patient.	And	still	it’s	enough	
for	me	and	I	love	it.	I	love	my	team.	My	team	is	amazing.	We	have	so	many	
projects…	we’re	all	passionate	about	it.	We	really	try	our	best	to	give	the	
best	care	possible	for	those	patient	(sic)	(Participant	#13).	

	
Malignant	hematology/BMT	was	most	frequently	mentioned	as	a	position	that	was	left.	

However,	it	was	also	embraced	by	many	participants	who	continued	to	work	in	the	area.	
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Perceptions	of	one’s	fit	and	niche	were	highly	individual.	One	participant	described	much	

greater	satisfaction	and	less	MD	when	moving	from	malignant	hematology/BMT	to	adult	

radiation	oncology	and	pediatric	hospice.	A	nurse	who	left	hematology/oncology	for	nurse	

navigation	was	much	happier	in	the	current	position,	while	another	nurse	occupying	a	nurse	

navigator	term	position	was	eagerly	awaiting	her	return	to	an	outpatient	oncology	clinic.	A	

current	malignant	hematology/BMT	compared	her	work	with	that	of	a	surgical	nurse	as	

follows:		

Participant:		 People	elsewhere	are	afraid	of	our	patients.	They	always	say	when	they	
have	to	be	off-service	‘Ooh,	a	BMT	patient,’	like	‘yeah	I’d	be	afraid	of	your	
post-surgical	patient	with	millions	of	drains	too,	I	get	it.’	(Participant	#8).	

	
Some	nurses	loved	positions	that	other	nurses	needed	to	leave	because	of	MD.	In	none	

of	these	exemplars	was	the	preferred	position	objectively	less	professionally	challenging	or	

emotionally	difficult,	nor	was	that	the	claim	by	participants.	There	were	simply	consistent	

reports	of	a	better	fit	for	nurses	in	certain	positions	than	others,	such	that	they	perceived	there	

to	be	fewer	challenges	that	could/did	induce	MD	or	that	the	challenges	they	encountered	were	

more	tolerable	to	them	and	in	greater	alignment	with	their	own	personal	values.		

	 Nurses	who	found	their	niche	often	described	the	“fit”	of	their	current	position	in	

response	to	questions	about	leaving	a	job	due	to	MD.	Participants	acknowledged	that	their	

current	positions	were	challenging,	and	several	had	left	other	positions	due	to	MD,	finding	the	

current	job	preferable.		

Participant:		 I	could	not	work	in	chronic	pain	because	of	that.	People	that	I've	talked	to	
since	then,	that	was	a	few	years	ago,	have	said	yeah	but	you	work	in	
cancer	care,	you	work	in	palliative	care.	How	could	that	be?	How	could	
chronic	pain	have	been	harder?	And	it	was	because	of	that	moral	distress	
that	I	was	up	against	every	single	day.	

	
Interviewer:		 Did	you	end	up	leaving	that	job	because	of	moral	distress?		
Participant:		 Yes.	Unequivocally.	Yes.		
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Interviewer:		 Did	you	experience	as	much	moral	distress	in	that	role	as	a	staff	nurse?	

Was	that	quite	different?		
Participant:		 Yeah,	no	I	didn't	–	I'm	just	thinking	back.	There	wasn't	a	lot	of	moral	

distress,	and	again	that	might	speak	to	why	I	stayed	in	oncology	for	so	
long	(Participant	#9).	

	
	 When	asked	whether	colleagues	had	left	positions	due	to	MD,	nurses	responded	in	a	

way	that	recognized	the	humanness	of	their	colleagues	and	their	belief	that	oncology	nursing	is	

not	a	niche	that	fits	well	for	everyone.	The	responses	were	absent	any	criticism	of	their	former	

colleagues	for	not	being	able	to	“handle”	the	work,	while	still	recognizing	that	some	aspects	of	

some	positions	tax	some	nurses	in	ways	that	are	intolerable	for	them.	

Participant:		 You	know,	I	think	most	people,	like	I	said,	are	either	like	you’re	for	
oncology	or	you’re	not.	People	who	like	it,	love	it,	and	do	it	most	of	their	
career,	and	other	people	are	just	dabbling	in	it	and	get	out,	I	think…	it’s	
like	many	types	I	think	of	nursing	or	medicine,	it’s	very	–	you	can	find	
your	niche	(Participant	#3).	

	
Participant:		 I	think	it’s	a	discipline	that	you	either	love	or	you	don’t.	I	think	it’s	hard	to	

find	a	middle	ground	with	this.	I	think	sometimes	we	go	into	–	or	some	of	
my	colleagues	are	maybe	in	fields	that,	maybe	this	is	too	emotionally	
taxing	for	them	or	it’s	just	not	the	right	fit	and	I	think	that	absolutely	
bubbles	into	how	they	perceive	things	(Participant	#4).	

	
Importantly,	the	rewards	in	the	preferred	positions	were	perceived	as	significant,	even	

in	situations	when	MD	did	occur.	When	asked	about	thoughts	of	leaving	after	describing	

situations	of	MD,	the	rewards	were	mentioned	as	reasons	for	staying.		

Participant:		 I	mean	we	are	honoured	to	be	part	of	these	people’s	lives,	to	begin	with.	I	
mean,	you	know,	there’s	very	few	other	professions	where	you	get	so	
close	and	personal	with	people	but	when	you	do	get	there	and	feel	like	
there’s	a	therapeutic	benefit	(Participant	#7).	

	
Participant:		 No,	I	love,	I	love	what	I	do,	I	love	working	where	I	work;	I	can’t	foresee	

myself	leaving	at	this	point	in	time,	my	life	might	change	in	the	future,	but	
as	of	right	now	no.		

Interviewer:		 So,	even	though	you	sometimes	encounter	these	situations	where	you	feel	
like	you	can’t	do	the	right	thing,	this	is	something	that	you	want	to	do	
despite	that?	



	
	
 

258	

Participant:		 Yes.	It’s	much	more	rewarding.		
Interviewer:		 But	it	sounds	like	you’ve	had	some	very	difficult	circumstances	and	yet	

you	say	you	absolutely	love	what	you	do.	How…	do	you	put	those	two	
together?	What	allows	you	to	continue	to	do	the	work	when	it’s	so	hard?		

Participant:		 I	know	for	myself,	I	do	the	best	that	I	can,	based	on	my	ability,	the	abilities	
of	my	coworkers	and	other	staff	on	the	floor	and	the	families	and	patient	
wishes…	I	can’t	do	more	than	I	can	do	and	more	than	I’m	allowed	to	do.	As	
well,	I	find	developing	that	relationship	with	the	patients	and	families	
really	helps,	because	then…	I	can	share	a	little	more	openly,	I	wouldn’t	
necessarily	share	completely	openly,	and	I	hope	family	does	the	same	
back	to	me.	I	just…	I	find	the	rewards	greatly	outweigh	the	negative	
(Participant	#6,	pediatric	oncology	nurse)	

	
Nurses	who	felt	they	had	“found	their	niche,”	where	the	rewards	outweighed	the	

challenges,	did	not	necessarily	feel	that	way	because	they	did	not	experience	MD.	Rather,	there	

was	“a	certain	kind	of	horrible”	that	they	were	able	to	tolerate	because	of	how	they	fit,	how	

they	viewed	the	challenges,	and	how	they	responded	when	MD	occurred.	Nurses	opted-in	to	

jobs	where	they	felt	there	was	a	good	fit	and	opted-out	of	jobs	where	the	fit	was	sub-optimal	

for	them.	Nurses	who	did	not	think	of	leaving	seemed	to	accept	some	MD	almost	as	part	of	the	

“price	of	admission”	of	the	job.	Somehow	the	niche	supported	their	ability	to	manage	their	

encounters	with	“the	‘wrong’	kind	of	horrible”	(i.e.,	moral	distress).	Their	stance	was	not	that	

the	work	was	easy,	emotionally,	professionally,	or	ethically,	just	that	it	was	right	place	for	them	

to	employ	their	oncology	nursing	knowledge	and	in	a	way	that	fit	who	they	were	as	people.	

Participant:		 I	have	this	firm	belief	that	my	understanding	of	cancer	is	although	I	may	
not	be	able	to	change	the	outcomes	of	things	maybe	I	can	do	something	to	
make	their	journey	better	or	possibly	impact	their	cancer	care.	So	I	find	
when	I’m	feeling	discouraged,	I	try	to	reflect	on	did	I	do	something	that	I	
feel	like	could	positively	impact	the	family?	Maybe	I	didn’t	do	everything	I	
could,	but	could	I	have	made	a	difference?	I	think	a	lot	of	things	are	
outside	of	my	control,	whether	that’s	staffing	or	skillsets.	So,	I	can	only	do	
my	very	best	and	so	I	try	and	remind	myself	of	that.	I	remind	myself	‘well	
maybe	the	little	things	I	did	that	made	a	difference,	when	I’m	feeling	that	
as	a	whole	I’m	not	the	nurse	I	want	to	be	or	I	wasn’t	able	to	provide	the	
care	I	wanted	to	provide	(Participant	#4,	pediatric	oncology	nurse)	
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Participant:		 I	think	it	has	crossed	my	mind	and	I	think	never	to	the	point	where	I’ve	
actually	taken	any	actions.	But	I	think	there’s	been	times	in	my	life	where	
I’ve	sort	of	thought	‘Oh	man,	you	know,	is	this	really	worth	it?’	and	then	
something	the	next	day	happens	to	make	it	all	worthwhile…	and	then	I	
think	time	sort	of	heals	all	of	that	and	you	move	on	(Participant	#7).	

	
Finally,	some	nurses	actively	embraced	the	most	challenging	parts	of	what	makes	

oncology	nursing	hard.	Their	unique	attributes	were	expressed	in	valuing	and	approaching	

challenges	that	others	–	sometimes	even	in	their	own	work	setting	–	sought	to	avoid.	This	

participant	notes	the	challenge	of	oncology	nursing,	but	she	had	found	her	niche,	with	work	

that	required	“a	certain	kind	of	horrible”	where	she	could	utilize	her	professional	skills	in	a	

way	that	was	true	to	their	personal	values,	even	in	very	difficult	situations.	

Participant:		 I’ve	always	been	interested	in	having	those	hard	conversations	with	
patients	because,	while	this	is	the	most	poignant	example,	I’ve	cared	for	
many	patients	in	my	career	thus	far	that	I	don’t	think	the	physicians	are	
telling	them	everything	they	should	because	they’re	-	Just	everybody	
shies	away	from	having	those	tough	conversations,	so	both	in	practice,	my	
nursing	practice,	and	my	personal	life	I	think	having	tough	conversations	
is	important	(Participant	#8).	

	
For	those	participants	who	had	left	jobs	in	order	to	find	their	niche,	the	most	commonly	

reported	area	they	left	was	malignant	hematology/BMT.	This	was	directly	connected	to	their	

perceptions	of	the	aggressiveness	of	the	care,	which	contributed	to	MD	for	them.	As	previously	

described,	nurses	who	stayed	in	the	area	did	not	perceive	the	care	as	overly	aggressive	or	

morally	distressing,	while	those	who	left	found	it	intolerably	so.	Perceptions	of	aggressiveness	

were	individualized	and	made	this	area	of	work	intolerable	for	some,	while	another	area	of	

oncology	was	the	right	“niche”	for	them.	

Oncology	nurses	who	have	found	their	niche	recognized	that	“oncology	nursing	is	hard.”	

They	knew	themselves,	they	knew	their	patients,	they	knew	and	reflected	upon	the	ethical	

challenges	of	their	work	and	the	way	that	systems	impacted	their	ability	to	do	the	right	thing.	
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They	encountered	“the	‘wrong’	kind	of	horrible,”	at	times,	and	experienced	MD	in	their	niche.	

But	their	perception	of	reward	appeared	to	derive	from	the	ability	to	practice	in	an	area	that	fit	

them	well.	Their	jobs	were	located	at	the	intersection	of	their	personal	and	professional	selves	

in	a	way	that	is	worthwhile	and	meaningful	to	them,	even	if	it	was	not	always	comfortable.	

Humanness:	A	Potential	Generative	Mechanism	

While	participants’	descriptions	of	morally	distressing	situations	were	highly	

contextually	situated,	many	aspects	of	those	circumstances	were	not	specific	to	oncology	or	

even	health	care.	Rather,	basic	human	attributes,	problems,	needs	and	processes	appeared	to	

be	an	undercurrent	to	highly	contextualized	oncology	occurrences	in	participants’	

descriptions.	These	human	features	included	nurses’	responses	to	morally	distressing	

situations,	the	conflicts	they	described,	personal	beliefs	that	influenced	the	development	of	MD,	

the	importance	of	support,	and	the	changes	they	proposed	to	mitigate	future	MD.	The	term	

humanness	was	selected	to	encompass	these	human	attributes,	needs,	and	processes.		

Data	analysis	proceeded	with	a	view	to	understanding	whether	these	features	were	

merely	present	because	participants	were	human,	or	if	these	features	were	functional	and	

contributory	to	participants’	experiences	of	MD.	In	simple	terms,	the	question	that	was	

considered	regarding	humanness	was,	“is	it	just	there,	or	is	it	doing	something?”	Through	

prolonged	engagement	with	the	data,	the	determination	was	made	that	humanness	was	not	

just	present	but	active,	though	more	in	the	background	than	the	proximal	elements	of	the	

clinical	and	systemic	circumstances	in	morally	distressing	situations	represented	in	the	prior	

themes.	Human	experiences	(such	as	conflict),	human	emotions	and	mental	health	concerns,	

human	needs	(such	as	support),	and	human	preferences,	beliefs,	and	idiosyncrasies	interacted	

with	professional	roles	and	obligations	in	a	way	that	appeared	to	simultaneously	contribute	to	
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the	development	of	MD	and	the	experience	of	the	rewards	of	oncology	nursing	practice.	In	

many	instances,	both	MD	and	the	rewards	of	practice	appeared	to	be	located	at	the	intersection	

between	the	personal	and	professional	self.	The	exemplars	in	the	categories	that	follow	

illustrate	the	content	and	the	function	of	“humanness.”	

Responses	to	Morally	Distressing	Situations	

This	section	reviews	what	nurses	did	when	experiencing	MD,	how	they	felt,	what	they	

perceived	the	effect	to	be	on	patient	care,	and	how	they	sought	help.	Nurses	expended	a	great	

deal	of	energy	attempting	to	resolve	issues	in	order	to	provide	the	care	they	believed	their	

patients	needed,	despite	multiple	obstacles	in	systems,	processes,	and	people.	Nurses	put	

themselves	on	the	line	(emotionally,	physically)	and	worked	harder	to	ensure	patients	received	

the	best	possible	care	the	circumstances	allowed.	They	experienced	emotional	effects	from	

morally	distressing	situations	and	sought	support	for	those	effects.		

Attempt	to	Resolve	

What	did	nurses	do	when	experiencing	MD?	They	attempted	to	resolve	potentially	

remediable	aspects	of	morally	distressing	situations,	directly	and	behind	the	scenes,	often	

reporting	having	“tried	everything”	without	a	satisfactory	outcome.	Participants	worked	

harder,	missing	breaks	or	working	overtime,	to	try	to	minimize	effects	on	patient	care.	

When	trying	to	resolve	morally	distressing	situations,	nurses	engaged	resources,	such	

as	social	work,	ethics,	and	patient	representatives.	They	participated	in	care	planning	meetings	

with	patients,	families,	and	the	multi-disciplinary	team.	If	nursing	managers	were	perceived	as	

supportive,	nurses	looked	to	them	for	assistance;	lack	of	managerial	support	significantly	

exacerbated	MD.	Nurses	used	their	voice	and	spoke	directly	with	physicians	when	they	had	

concerns	about	a	care	plan.	Some	nurses	used	their	physicians	as	a	support	when	patients	and	
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families	challenged	the	nurse’s	opinion.	When	patients	and/or	families	appeared	to	lack	

information	or	required	reinforcement	to	accept	previously	discussed	information,	nurses	

prioritized	education	in	the	hopes	of	achieving	a	greater	shared	understanding	around	the	plan	

of	care.	They	also	recognized	when	families	were	resistant	to	information	and	further	

education	was	unlikely	to	be	helpful.	This	participant	describes	having	engaged	in	all	of	these	

actions	in	a	situation	of	family	refusal	of	analgesic	at	the	EOL.	

Participant:		 …	the	physician	really	just	came	around	at	the	end	when	ethics	was	
actually	getting	involved.	At	the	beginning,	it	was	quite	challenging	
because	we	didn’t	feel	we	had	a	lot	of	support	from	that	physician.	But	
from	the	manager	definitely,	there	was	a	lot	of	support.	She	helped	us	to	
troubleshoot	and	see	what	would	the	options	be,	and	the	ethicist	was	
extremely	helpful.		

Interviewer:		 What	did	the	ethicist	do	besides	facilitating	the	family	meeting?		
Participant:		 When	he	met	with	us	before	the	family	meeting,	I	think	he	was	able	to	

help	us	realize…	that	we	had	a	lot	of	valid	information	to	indicate	that	she	
did	actually	have	pain	and	that	we	needed	to	trust	our	own	experience,	
that	we	weren’t	trying	to	do	something	that	would	harm	the	patient,	that	
our	intentions	were	good,	and	that	it	was	a	challenge	to	have	that	
husband	who	was	disagreeing	with	us	so	much.	But	that	we	were…	trying	
to	do	the	right	thing	in	the	situation.	Having	that	kind	of	reassurance	
before	the	family	meeting	was	helpful	(Participant	#24).	

	
Nurses	attempted	to	resolve	the	circumstances	that	contributed	to	MD	in	a	way	that	

promoted	patient	care.	This	often	required	behind-the-scenes	efforts	to	ensure	patient	needs	

were	met.	In	a	busy	clinic,	this	could	mean	juggling	patient	appointments,	developing	strategies	

to	meet	care	demands,	and	sometimes	relying	on	unscheduled	events	to	balance	schedules.	The	

obvious	work	produced	by	the	nurses	was	evident	in	the	metrics	of	patient	visits	and	

completed	infusions.	However,	a	business-focused	approach	to	care,	discussed	earlier,	that	

emphasized	metrics	would	miss	the	considerable	effort	required	to	make	it	possible	for	those	

measurable	tasks	to	occur.	

Participant:	 We	don’t	have	enough	chemotherapy	chairs.	We	have	30	chairs,	but	we	
have	waitlists	every	single	week	now.	It	used	to	be	on	our	short	weeks	
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when	we	have	holidays…	it	would	be	busy.	But	now	it’s	every	single	week	
you	have	a	waitlist	to	get	in.	

Interviewer:	 Who	triages	that	and	decides	who	gets	the	next	chair	that’s	available?	
Participant:	 …	any	bone-modifying	agents,	like	Zometa,	denosumab	–	we	move	them	

to	our	ambulance	bay.	We	actually	made	a	new	makeshift	little	clinic	that	
does	transfusions,	bone-modifying	agents,	Lupron,	Faslodex,	anything	
with	a	small	chair	time,	they’ll	go	downstairs,	that’s	been	helping	out	a	lot.	

Interviewer:	 …		is	there	a	triage	nurse	that	decides	who’s	getting	the	chemo?	
Participant:	 We	have	a	charge	nurse.	Eventually,	everyone	always	gets	treated	on	

time.	It’s	that	we	have	to	bank	on	people	getting	delayed	a	week	to	make	
room.	Sometimes	you	see	a	patient	get	delayed	because	their	counts	
aren’t	adequate,	the	patient	isn’t	feeling	well,	and	you	can	always	just	
count	on	at	least	one	patient	doing	that,	so	that	helps	alleviate	the	
pressure.	

Interviewer:	 So,	it	eventually	works	out	in	the	end.	
Participant:	 It	does.	It’s	always	stressful	though,	all	you	hear	is,	“There’s	a	waitlist	of	

10	people,	there’s	a	waitlist	of	five	people.”	(Participant	#20).	
	
	 A	participant	who	worked	in	a	very	challenging	work	environment	where	the	

physician’s	practice	style	impeded	her	practice	and,	in	her	view,	resulted	in	insufficient	patient	

education,	developed	a	work-around	to	empower	patients	to	obtain	the	information	they	

needed	to	make	treatment	decisions.	She	developed	a	written	document	with	essential	

questions	to	prompt	the	patient	when	meeting	with	the	physician.	Despite	the	MD	and	

emotional	frustration	from	the	relational	challenges	in	her	workplace,	she	attempted	to	

circumvent	those	challenges	with	a	patient-centered	approach.	

Participant:		 I'm	ethically	obligated	to	make	sure	my	patients	know…	when	they're	
coming	for	consultations…	why	they're	being	diagnosed,	what's	going	on,	
do	they	understand	the	test	results,	do	they	actually	understand	the	
treatment	plan	…	afterwards	they're	hounding	me	incessantly	about	
things	that	they	don't	understand	because	the	doctor	failed	to	do	their	
job.		
…	so	I	try	to	mitigate	it,	I	created	a	piece	of	paper…	with	seven	questions	
being:	do	I	understand	my	diagnosis,	do	I	understand	my	side-effects?	
Because	every	time	he	rushes	with	the	patient,	they're	left	in	the	wind.	He	
doesn't	even	leave	them	room	to	ask	questions,	really.	He	just	rushes	out	
and	consents	them,	and	then	I'm	left	to	answer	all	the	questions,	and	
that's	distressing	for	everyone	involved	(Participant	#18).	
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	 If	there	was	not	a	satisfactory	resolution,	despite	considerable	efforts	to	resolve	the	

concerns	in	a	situation,	nurses	reported	a	great	deal	of	frustration	over	trying	everything	and	

failing	and	increased	MD	from	the	ineffectiveness	of	their	actions.	During	the	interviews,	

participants	described	that	they	replayed	their	actions	and	attempted	to	identify	why	their	

approach	did	not	work	and	what	additional	actions	might	be	effective	when	they	went	home	

after	a	shift.	They	also	actively	engaged	in	reviewing	and	re-considering	how	else	they	might	

have	resolved	the	situation	as	they	were	re-telling	the	story.	There	appeared	to	be	a	latent	

belief	that	they	should	somehow	be	able	to	find	a	satisfactory	resolution	to	every	situation	and	

frustration	at	the	inability	to	do	so.	The	frustration	was	self-directed	and	resulted	in	stress	and	

negative	emotions	for	some	participants.	For	the	participants	in	the	most	challenging	work	

environments,	there	was	a	sense	that	this	failure	to	resolve	the	challenges	despite	all	of	their	

efforts	was	a	significant	contributor	to	burnout,	perhaps	more	so	than	the	concerns	that	it	led	

to	MD.	This	participant	described	her	response	to	a	family	refusing	analgesia	after	multiple	

strategies	were	ineffective.	

Participant:		 Sometimes…	I	feel	so	helpless	…	I	know,	based	on	my	assessment,	that	
they	would	benefit	from	certain	treatments	and	if	…	they're	posing	some	
barriers,	I	feel	helpless	after	and…	I	replay	that	situation	over	in	my	head,	
like	“I	should	have	said	this,	or	I	should	have	done	that,”	and	then	you	go	
home,	and	you	start	to	think	about	it.	Or	“maybe	tomorrow	I'll	try	this	
approach.”	So,	you	just	constantly	think	about	it	and…	you	get	anxious	
even	to	go	back	to	work	the	next	day	(Participant	#22).	

	
	 One	of	the	ways	participants	attempted	to	mitigate	the	effects	of	short	staffing	and	

heavy	workloads	was	by	working	unpaid	overtime,	missing	breaks,	and	even	limiting	their	

bathroom	breaks	to	make	extra	time	for	patient	care.	This	was	not	just	a	common	practice;	it	

was	described	as	a	known	feature	of	the	oncology	areas	in	institutions.	
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Participant:		 …cancer	care	has	–	you	know	it's	very	known	for	–	the	VAT	for	example	
that	come	to	our	floor	as	sort	of	float	nurses,	they	always	say	cancer	care	
is	like	notoriously	known	for	not	taking	breaks	and	being	really	busy.		

Interviewer:		 So,	you	have	maybe	a	bit	of	a	reputation	in	the	hospital?	
Participant:		 Yes,	everyone	knows	it's	busy	up	there...	(Participant	#22).	
	
Participants	recognized	they	were	taking	on	personal	consequences	from	short-staffing	

and	heavy	workloads.	Several	explicitly	framed	this	as	a	choice	they	felt	was	necessary	to	

ensure	the	best	patient	care	possible.		

Participant:		 …	it’s	not	about	money	when	it	comes	to	people.	It’s	about	safety,	and	
that's	a…	really	hard	thing	to	be	a	nurse.	You’re	in	the	job	because	you're	
really	great	with	working	with	people	and	you	care	a	lot	about	them.	But	
when	it	comes	to	money,	it’s	so	hard	to	let	that	dictate	how	you	care	for	
somebody.	You	often	end	up	overextending	yourself	at	your	own	cost.	It’s	
the	cost	of	yourself	because	no	one	is	going	to	pay	for	you	to	have	that	
extra	overtime.	We	were	doing	a	lot	of	overtime	work.	We	weren’t	getting	
paid	for	it.	And	we	still	do	that	now	(Participant	#5).	

	
Participant:		 …	it	was	really	difficult	to	be	able	to	actually	give	him	the	support	that	he	

needed	but,	while	also	meeting	the	medical	needs	of	all	of	the	other	
patients	who	had	equally	important	needs…	and	so	I	wasn’t	able	to	go	–	I	
chose	not	to	go	on	breaks,	I	didn’t	go	for	breakfast	until	about	15:00	
because	I	was	rushing	between	all	three	patients	and	I	think	when	I	
reflect	on	that	it’s	distressing,	it’s	morally	distressing	because	I’m	not	able	
to	provide	the	care	that	I	want	unless	I	compromise	something	else…	one	
of	the	biggest	things	that	I	do	and	I	would	say	probably	the	majority	of	my	
colleagues	will	do	as	well,	is	we	won’t	go	to	the	bathroom,	and	we	won’t	
take	breaks	(Participant	#4).	

	
In	addition	to	working	overtime	without	getting	paid	and	missing	breaks	during	the	

workday,	participants	followed	up	with	work	after	hours,	particularly	when	working	part-time.	

Interviewer:		 Do	you	ever	leave	work	feeling	really	worried	that	you	might	have	made	a	
mistake?		

Participant:		 Not	really,	no.	I	feel	like	I’m	fairly	confident	in	my	practice.	But	there	are	
certain	times	that	I	worry	about	hand-off	or	worry	about	communicating	
the	severity,	the	critical	situation	that	a	patient	is	in.	So,	oftentimes	we’re	
texting	at	night	or	phoning	–	I’ll	phone	on	my	days	off…	“Did	you	check	in	
on	my	patient?”	or	“Did	you	check	that	CT?”	or	“What	happened?”	So,	I	do	
find	that	I’m	thinking	about	it	after	work	for	sure	(Participant	#3).	
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Effect	on	Patient	Care		

Participant	responses	to	questions	about	how	their	experience	of	MD	affected	patient	

care	had	more	variability	than	the	effects	of	MD	they	reported	experiencing	personally.	Some	

participants	described	being	more	attentive	to	patients	who	were	in	situations	that	were	

morally	distressing.	Others,	like	participant	#22	above,	felt	more	anxious	and	reluctant	to	go	in	

a	room	or	answer	the	phone,	but	still	believed	they	provided	good	care,	or	stated	that	they	

attempted	to	provide	good	care.	

When	families	were	reluctant	to	allow	adequate	analgesia	or	pressed	for	aggressive	

treatment,	nurses	found	ways	to	provide	support	and	comfort	that	could	not	be	vetoed.	

Interviewer:		 …	[did]	experiencing	moral	distress	[have]	any	effect	on	how	you	were	
providing	care?		

Participant:		 No,	but	I	think	–	well,	I	think	it	made	me	want	to	do	things	that	I	knew	
could	provide	some	comfort,	and	that	he	wouldn’t	argue	with,	a	bit	more.	
So,	mouth	care,	even	more	frequently	than	it	probably	needed	to	be	done,	
but	to	feel	like	I	was	doing	something	to	provide	them	comfort	that	
wouldn’t	cause	conflict.		

Interviewer:		 You’re	almost	more	engaged	because	there	were	things	you	couldn’t	do?		
Participant:		 Yeah	(Participant	#24).	
	
Sometimes	this	translated	into	doing	extra	things	for	patients	to	meet	their	wishes,	even	

when	it	was	atypical	of	usual	practices	in	their	area.	

Participant:		 …	the	distress	that	I	was	feeling	for	me	would	translate	into	doing	my	best	
to	take	care	of	that	patient	in	–	I	guess	the	word	that’s	coming	to	mind	is	
compassionate,	like	in	the	most	compassionate	way	and	just	putting	their	
needs	and	wants	at	the	top	of	my	priority	list.	I	do	remember	one	time	we	
put	him	in	a	wheelchair	and	took	him	outside	with	his	mom	and	his	
brother,	and	–	it	sounds	like	you	know	a	fair	bit	about	leukemia	or	bone	
marrow	transplant,	like	patients	don’t	go	outside	(Participant	#8).	

	
Sometimes	a	morally	distressing	situation	resulted	in	a	change	in	the	nurse’s	approach	

to	an	individual	patient	that	was	carried	through	to	subsequent	interactions,	suggesting	a	

component	of	moral	residue	impacting	responses	in	subsequent	similar	situations.	A	
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participant	who	had	a	complaint	from	a	family	member	about	how	she	had	communicated	

about	EOL	care	described	attenuating	her	approach	in	the	future,	but	not	abandoning	her	belief	

in	the	importance	of	having	difficult	conversations.		

Participant:		 …	definitely	going	forward	I	was	maybe	a	little	bit	more	cautious…	I	did	
change	the	way	that	I	approached	people	with	regard	to	that	serious	
illness	conversation	in	terms	of	asking	them	if	this	was	a	good	time	to	
have	this	conversation	or	if	they	even	wanted	to	have	this	conversation.	
So,	I	think	I	definitely	changed	my	approach	with	all	patients.	It	didn’t	
stop	me	from	having	the	conversation	with	patients	because…	I	believe	in	
research,	and	I	believe	in	evidence-based	practice.	So,	I	will	proceed	with	
that…	I	think	I	still	provided	really	good	patient	care	to	that	particular	
patient	and	family,	but	I	was	certainly	more	on	guard	about	what	I	would	
actually	say	to	that	patient,	right?	(Participant	#7).	

	
Some	participants	described	negative	emotions,	such	as	anxiety	and	dread,	when	caring	

for	patients	where	there	was	an	ongoing,	morally	distressing	difference	of	opinion	between	the	

patient’s	family	and	the	medical	team	as	to	what	was	in	the	patient’s	best	interests.		

Participant:		 …	you	hear	the	call	bell,	and	you	hear	your	name	overhead	and…	you're	
dreading	going	in	there	because	you're	like,	oh	my	God…	the	family	is	
reacting	–	ones	reacting	one	way	and	your	patient's	reacting	another	way,	
and	everybody's	kind	of	tense	and	that's	hard…	you	want	to	be	there	to	
help	them,	but	it	gets	hard	because…	you	get	anxious.	Your	stomach	gets	
in	that	knot	kind	of	feeling	–	that	lump	in	your	throat	kind	of	feeling,	and	I	
think	it	takes	away	from	the	care	you're	going	to	be	providing.		

	 …		
Interviewer:	 …	do	you	think	it	affects	how	you	provide	care	to	that	patient?		
Participant:		 Yes…	for	example,	if	I	feel	anxious	about	a	certain	situation,	sometimes	it	

can	go	either	way.	I	feel	like	you	might	–	you	don't	want	to	go	into	the	
room	as	much	sometimes	because	you	feel	nervous	and	anxious,	right.	…	
you'll	go	in,	and	you'll	do	your	tasks,	right,	but	you	might	not	necessarily	
be	taking	the	time	to	be	as	present	as	you	would	for	another	patient	that	
you	weren't	feeling	that	way	about	(Participant	#22).	

	
Others	reported	allowing	phone	calls	to	go	to	voicemail	so	they	could	prepare	

themselves	for	difficult	conversations	or	limiting	conversations	with	patients	or	families	that	

may	be	difficult.	Nurses	recognized	that	avoidance	behaviours	were	unhelpful;	these	responses	

typically	occurred	after	trying	everything	to	resolve	a	situation	without	success.	
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Interviewer:		 …	when	you’re	feeling	morally	distressed	about	your	job,	do	you	feel	like	
that	ever	hinders	your	ability	to	do	your	job?		

Participant:		 Absolutely.	The	biggest	thing	I	noticed	is	I	hate	answering	the	phone	now	
at	work.	I	let	everything	pretty	much	go	to	voicemail	so	that	I	can	listen	to	
it.	Hopefully,	they’ve	told	me	why	they’re	calling,	and	I	can	look	
everything	up	and	have	a	game	plan	before	I	call	them	back.	And	I	also	
dread	making	phone	calls	which	I	never	used	to…	Whereas	now	I’m	very	
cautious	about	the	situations	I’m	getting	into	and	what	is	this	call	going	to	
entail	or	is	this	going	to	be	45	minutes	of	being	berated,	or	do	I	have	to	tell	
them	some	news	that	I	know	they’re	not	going	to	want	to	hear	or	give	
them	no	information…	and	that’s	not	usually	how	I	function	at	work.	I’m	
very	task-oriented	and	like	to	get	what	I	need	done.	And	that’s	a	huge	
thing	I’ve	noticed	that’s	probably	the	biggest	change	for	me	is	not	wanting	
to	do	certain	parts	of	the	job,	which	isn’t	helpful	for	anyone.		

Interviewer:		 Is	it	because	you	feel	like	you’re	going	to	have	to	do	something	that	you	
don’t	want	to	do	or	…		

Participant:		 Or	something	that	I	really	don’t	agree	with.	Like	when	we	have	to	call	
these	patients	every	two	weeks	-	I	really	don’t	think	I’m	adding	any	
benefit	to	that	patient…	I	just	feel	like,	“Why	am	I	doing	this?	What’s	the	
point	of	me	calling	them	to	only	cause	more	stress	in	their	life?”	
(Participant	#12)	

	
	 Participants	reported	their	experiences	of	MD	led	to	both	increased	and	decreased	

engagement	with	patients.	There	were	no	associated	features	that	co-occurred	with	either	

response,	suggesting	the	differences	were	individual	(i.e.,	related	to	the	nurse’s	humanness).	

Emotional	Responses		

The	audio	analysis	identified	that	the	majority	of	participants	were	“calm,”	“reflective,”	

and	“thoughtful,”	even	when	discussing	very	emotionally	challenging	situations	and	personal	

mental	health	challenges.	Though	they	maintained	a	professional	demeanour	when	discussing	

the	challenges	of	their	work,	they	were	clear	about	the	emotional	impact	of	morally	distressing	

situations,	which	sometimes	led	to	burnout	and	affected	their	personal	lives;	some	participants	

disclosed	pre-existing	mental	health	concerns	that	were	impacted	by	their	experiences	of	MD.		

Effect	of	Emotional	Responses.	The	factors	that	led	to	MD	and	the	context	of	oncology	

nurses’	MD	were	described	in	professional,	often	technical	terms.	Reported	impacts	on	the	
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individual	were	described	in	human,	emotional	terms.	Morally	distressing	situations	typically	

contained	both	types	of	content,	intertwined	in	a	manner	that	evoked	a	sense	of	a	chimera	of	

person	and	professional.	Though	MD	arose	from	professional	values	and	duties,	it	was	not	

experienced	solely	at	an	intellectual	or	professional	level;	there	was	an	element	of	humanness	

in	the	responses.		

The	emotional	response	itself	was	an	additional	challenge,	and	sometimes	an	additional	

distractor,	in	morally	distressing	situations.	Nurses	could	be	preoccupied	and	drained	by	the	

emotions	they	were	experiencing	and	trying	to	suppress	while	attempting	to	provide	highly	

complex	cancer	care.	They	were	circumspect	when	describing	the	emotions,	as	previously	

discussed,	but	they	were	clear	that	there	were	strong	emotions	present	in	morally	distressing	

situations.	

Interviewer:	 	…	[when]	you	have	experienced	moral	distress,	do	you	think	it	affects	the	
way	that	you’re	providing	patient	care	in	those	situations?		

Participant:		 Oh	yeah.	You	sometimes	can’t	give	patients	your	best.	You’re	so	drained	
mentally,	physically,	emotionally	that	sometimes	I	don’t	even	remember	
how	I	got	through	a	clinic	or	remember	what	I	said	to	patients	
(Participant	#20).	

	
Participant:		 …	it	just	causes	so	much	feeling	that	it’s	hard	to	go	about	your	day	when	

you're	thinking	about	this	in	the	back	of	your	head	(Participant	#22).	
	

Participants	did	not	report	overt	conflict	with	colleagues	resulting	from	the	emotional	

consequences	of	morally	distressing	situations.	However,	they	reported	an	awareness	of	their	

colleagues’	emotional	state,	as	follows.	

Participant:		 Because	a	lot	of	the	nurses	are	very,	very	stressed,	and	when	these	things	
happen,	patient	progress	or	patient	dies	while	waiting	for	this	trial	to	be	
available	for	them	or	treatment	option	to	be	available,	the	nurses	also	go	
downhill.	In	terms	of	how	they	feel,	it	affects	their	family	lives,	it	affects	
the	way	they	respond	to	situations	like	this,	it	makes	them	more	grumpy	
(Participant	#23).	
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Another	participant	recognized	that	her	colleagues	likely	noticed	her	emotional	

reactions	to	MD,	affecting	her	relationships	with	them.		

Interviewer:		 …	[if]	the	moral	distress	that	you	were	experiencing	affected	how	you	
provided	patient	care,	either	positively	or	negatively.		

Participant:		 That's	a	great	question.	I	think	it	probably	influenced	my	attitude	at	work.	
In	terms	of	the	actual	tasks	that	I	was	conducting,	I'm	not	sure.	But	I'm	
sure	it	did	influence	the	way	my	coworkers	perceived	me,	how	I	
perceived	my	job,	the	way	I	interacted	with	my	patients.	So,	it's	kind	of	
the	finer	nuances	I’m	sure	it	impacted	because	I	was	kind	of	morally	
conflicted	the	entire	time.	I	wasn't	in	a	great	head	space	(Participant	#2).	

	
Nurses	in	the	most	troubling	workplace	situations	were	primarily	experiencing	

emotions	of	frustration	and	anger	and	reported	significant	effects	on	how	they	interacted	in	

the	work	environment	as	a	consequence.	The	preceding	excerpts	suggest	that	there	may	be	an	

impact	on	effective	team	functioning	and	a	risk	for	conflict	when	some	team	members	are	

experiencing	emotional	reactions	to	MD;	however,	there	were	no	direct	reports	of	this.	

The	closest	description	to	a	conflict	with	a	colleague	arising	from	the	emotional	aspects	

of	MD	was	a	participant	who	was	“upset”	and	tearful	because	her	strategies	to	provide	

additional	support	to	a	patient	in	a	morally	distressing	situation	were	impeded	by	a	colleague’s	

failure	to	complete	necessary	tasks	while	the	participant	was	on	a	break.	The	participant	

described	herself	as	being	“too	invested”	in	a	particular	outcome	for	the	day,	which	was	to	

meet	the	patient’s	goal	of	going	outside.	The	context	included	a	patient	in	his	30s	who	relapsed	

after	a	BMT	and	was	looking	for	experimental	options	in	the	United	States;	the	physician	had	

written	a	“do	not	resuscitate”	order	without	the	patient’s	knowledge	and	then	cancelled	the	

order	when	this	nurse	challenged	the	lack	of	patient	involvement	in	the	decision.	Thus,	the	

situation	was	already	emotionally	charged	for	multiple	reasons,	including	a	need	for	this	

participant	to	challenge	a	physician	she	respected	in	order	to	ensure	care	was	in	alignment	

with	the	patient’s	wishes.	Reflecting	on	the	situation	years	later,	with	more	nursing	experience,	
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the	participant	was	aware	that	perhaps	there	was	too	much	personal,	not	enough	of	a	

professional	perspective	in	this	situation,	and	a	need	for	a	less	emotional	stance.	

Participant:		 …I	remember	actually	getting	very	upset,	I	had	my	day	all	planned	out,	
and	this	was	part	of	me	being	a	new	nurse	too,	but	I	remember	being	on	
the	verge	of	tears	because	I	had	this	plan	for	my	day	that	was	going	to	
make	sure	that	this	patient	did	everything	he	wanted	to	do	…	I	had	a	busy	
day,	so	it	was	all	planned	out,	it	needs	to	go	just	like	this	[to]	make	sure	
that	this	patient’s	day	is	as	easy	as	possible	and	exactly	what	he	wants.	I	
went	on	break,	and	I	had	asked	a	nurse	who	was	covering	for	me	to	do	
something	that	would	keep	things	on	track	with	my	plan	that	was	
specifically	to	this	patient.	She	didn’t	do	it	because	she	was	busy	with	her	
own	patient	assignment.	I	was	almost	crying	because	I	was	so	upset	
that	I	had	made	these	promises	to	this	patient	and	I	wasn’t	going	to	be	
able	to	deliver	because	this	nurse	didn’t	see…	how	important	it	was	to	me	
or	how	important	it	was	to	that	patient	that	things	get	done	in	this	way.	

	 …	
	 Was	it	appropriate	for	me	to	adjust	my	day	just	based	on	this	patient’s	

needs	or	what	I	considered	for	them	to	be	important?	Like	I	got	too	
invested	in	that,	I	would	say	(Participant	#8).	

	
Emotional	responses	were	experienced	both	at	work	and	at	home	and	were	sometimes	

sufficiently	troubling	to	prompt	a	change	to	another	area	of	oncology	nursing	practice.	

Participant:		 I	ended	up	leaving	that	job	[BMT	unit]	because	I	felt	that	I	was	having	a	
difficult	time	motivating	myself	to	go	to	work.	I	would	be	very	distressed,	
oftentimes	crying	and	just	upset	after	work,	not	able	to	get	patient	stories	
out	of	my	mind,	and	not	enjoying	the	work	that	I	was	doing	even	though	I	
love	being	a	nurse.	I	thought	if	I'm	going	to	keep	encountering	this	
struggle	of	wondering	whether	what	I'm	doing	is	the	right	thing,	then	
maybe	this	isn't	the	right	field	for	me	because	there's	other	areas	of	
nursing	that	might	suit	me	better.	So,	I	went	to	work	in	Radiation	
Oncology	which	is	a	better	fit	and	management.		

	 …	
After	I	went	home	and	had	a	good	cry	and	took	a	few	days	off	and	made	
myself	a	cup	of	tea,	I	realized	I	can't	keep	doing	this,	and	that's	when	I	
made	that	decision	I	was	going	to	leave,	and	it	was	so	freeing,	it	was	like	a	
weight	had	lifted	off.		

Interviewer:		 So	you	felt	better?		
Participant:		 I	felt	amazing.	I	felt	like	I	didn't	have	to	keep	helping	people	suffer	

(Participant	#2).	
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Participants	also	experienced	an	emotional	response	following	situations	where	there	

was	a	highly	undesirable	outcome,	unrelated	to	any	error,	wrong-doing	or	moral	culpability	on	

the	part	of	the	nurse.	Participants	reported	experiencing	MD	when	patients	died	after	they	had	

administered	chemotherapy.	There	was	no	alternative	course	of	action.	The	patient	would	

have	died	without	the	chemotherapy;	the	nurse	was	clear	about	this.	There	was	no	flaw	or	

failure	in	the	process.	But	the	feeling	of	having	been	the	indirect	agent	of	the	patient’s	death	by	

administering	something	that	led	to	her	death	was	deeply	troubling,	and	the	actions	felt	like	

moral	wrongdoing.	This	is	one	of	the	unique	features	of	oncology	nursing	–	that	even	when	

everything	is	done	correctly,	the	treatment	can	have	the	same	result	as	the	disease:	death.	An	

action	taken	by	the	nurse	(chemotherapy	administration)	resulted	in	the	patient’s	death,	and	

that	was	read	by	the	nurse’s	ethical	filter	as	blame-worthy,	despite	the	absence	of	culpability.	

	A	single	exemplar	is	included	because	of	the	length	of	the	exchange,	but	this	was	not	the	

sole	such	situation.		

Participant:		 I've	actually	had	two	patients	die	like	post-chemo,	and	that's	ethically	
hard.	That	was	hard	for	me	…	I	gave	her	the	chemo,	and	she	ended	up	
going	into	DIC	after	the	chemo,	and	we	coded	her,	and	I	felt	guilty	and	
responsible	for	that	because	I	knew…	her	prognosis	was	very	poor,	I	
knew	that,	and	I	still	gave	it	because…	my	doctor	ordered	it…	I	remember	
the	next	morning	talking	to	the	doctor,	and	I	said	I	felt	so	guilty,	even	
though	it's	what	the	patient	wanted,	right?	So	ethically,	it	was	really	
hard	for	me	because	I	felt	single-handedly,	I	gave	her	that,	and	she	
died	right	after.		

Interviewer:		 Mm-hmm.	Did	you	feel	like	you	killed	her?		
Participant:		 Yeah.	And	that	was	years	ago,	and	I	feel	like	I	still	think	about	that	one	

situation.	I	can	remember	her,	her	kids,	her	family	and	how	everything	
happened,	and	it	was	awful.		

Interviewer:		 And	if	you	hadn't	given	her	the	chemo,	what	would	have	happened	to	her?		
Participant:		 She	would	have	died	still.		
Interviewer:		 Right.		
Participant:		 Yeah,	mm-hm.		
Interviewer:		 But	it's	different	when	you're	the	one	that	has	given	the	drug	that	—?	
Participant:				Yeah.		
Interviewer:		 —	seemed	to	have	led	to	the	death?	
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Participant:		 Yeah,	and	what	you're	saying	to	me	is	what	I	would	tell	other	nurses	
when	their	patient	codes	…	it's	not	your	fault,	you	didn't	miss	
anything.	But	when	it's	your	patient,	and	you're	the	one	that	gave	
something	or	missed	it,	you	feel	responsible.	

Interviewer:		 Mm-hm.	Did	you	go	back	and	check	to	make	sure	that	you	hadn't	done	
anything	wrong	in	giving	the	chemo?		

Participant:		 No	–	no,	because	I	was	confident	that	I	followed	all	the	protocols	and	
everything.	I	think	it	was	the	doctor	telling	me	she	ended	up	going	into	
DIC	that	I	felt,	okay,	it	was	the	chemo…	you	know	it	was	a	side	effect,	and	
it	was	something	that	could	happen,	and	she	knew	that…	I	still	feel	like	I	
killed	her	because	I	gave	it	to	her…	she	was	so	sick,	and	this	was	a	
possible	outcome,	and	she	knew	that	but	still,	it	was	hard	for	me,	and	that	
was	years	ago	(Participant	#22).	

	
Oncology	nurses	understood	the	risks	in	their	work;	chemotherapy	certification	ensures	

nurses	know	the	risks	inherent	in	the	treatments	they	administer.	Even	when	they	were	

competent	and	did	everything	right,	their	patients	are	sick	and	complex	and	could	die	because	

of	their	illness	and	acuity,	or	unpredictably	and	unexpectedly	when	they	were	relatively	well.	

Every	time	a	nurse	administers	a	chemotherapeutic	or	biologic	agent,	there	is	a	risk,	however	

small,	that	that	infusion	will	cause	a	fatal	reaction.	The	nurse's	actions	may	precipitate	the	

patient’s	death	in	a	manner	that	is	unpredictable	and	inherent	in	the	analysis	of	the	benefits	

and	risks	of	treatment	presented	to	the	patient.	This	is	the	reality	of	the	work	that	nurses	

accepted	when	they	administered	chemotherapy.	The	emotional	response	at	having	indirectly	

caused	a	death	is	a	human	response	to	the	professional	experience	of	MD	from	having	been	

unable	to	prevent	a	fatal	chemotherapy	complication,	which	cannot	be	disentangled	from	the	

professional	experience	of	MD.	The	descriptions	suggest	that	participants	experience	their	

work	as	a	chimera	of	personal	and	professional	values	and	responses.		

The	experience	of	an	emotional	reaction	after	an	unexpected	patient	death	seems	to	

reflect	a	nurse	whose	experience	of	the	challenges	of	oncology	nursing,	including	experiencing	

MD,	have	not	led	to	dehumanization	of	the	patient.	The	person	who	was	the	recipient	of	
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oncology	nursing	care	remained	fully	human	in	this	nurse's	view.	And	the	death	of	another	

human,	though	it	may	have	been	unpreventable,	felt	wrong.	Were	the	patient	viewed	(even	

subconsciously)	as	less	human	than	the	nurse	or	an	object	upon	which	she	performed	her	

professional	functions,	that	dehumanization	may	have	created	greater	emotional	distance	

between	nurse	and	patient	and	may	have	offered	some	protection	from	the	sense	of	wrongness	

in	the	patient	dying	from	something	that	was	intended	to	help	them.		

	 The	emotional	impact	of	morally	distressing	situations	in	oncology	nursing	is	proposed	

as	evidence	of	both	the	nurse’s	humanness	and	the	humanization	of	the	patients	in	their	care.	

The	experience	of	MD	is	not	isolated	to	the	professional	aspects	of	oncology	nurses’	lives,	nor	is	

it	solely	a	cognitive	or	ethical	experience;	the	range	of	emotions	that	would	be	expected	in	

humans	is	attendant	to	these	experiences.	

Burnout.	Participants	reported	burnout	primarily	related	to	the	systemic	issues	and	

relational	conflicts	in	their	positions.	When	reported	as	part	of	clinical	situations,	it	concerned	

the	inability	to	meet	patient	needs	due	to	short	staffing	or	workload,	which	contributed	to	both	

MD	and	burnout.	Nurses	who	had	previously	or	were	currently	experiencing	feelings	of	

burnout	described	dreading	work,	perseverating	on	the	challenges,	lacking	reward	and	finding	

it	increasingly	difficult	to	manage	the	chronic	challenges	in	their	workplaces.	The	way	this	

unfolded	was	distinct	between	nurses	in	highly	challenging	work	settings	with	a	great	deal	of	

relational	conflict	and	those	who	were	dealing	with	systemic	issues	related	to	workload	and	

wait	times;	however,	the	descriptions	of	the	experience	were	similar.	Participants	in	this	study	

did	not	feel	burned	out	from	the	work	of	oncology	nursing,	but	from	the	challenges	in	their	

specific	work	setting;	both	the	challenges	and	being	burned	out	made	their	work	more	difficult.	

Those	that	worked	in	highly	challenging	work	settings	experienced	the	most	burnout.	
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	 The	first	excerpt	is	from	a	participant	who	articulates	the	process	of	recognizing	that	

she	was	experiencing	burnout,	her	steps	to	address	her	concerns	with	management	and	the	

positive	effect	from	efforts	to	lower	the	systemic	barriers	that	were	impeding	her	practice,	

causing	MD	and	leading	to	burnout.	The	impact	of	systemic	factors	on	job	satisfaction	and	the	

ability	to	experience	reward	in	the	work	was	evident	both	in	the	negative	circumstance	and	the	

more	positive	situation	after	changes	were	made.	

Interviewer:		 Do	you	feel	like	you	were	burned	out	from	all	of	this?	
Participant:		 I	think	I	was	definitely	at	a	point.	The	time	I	went	to	speak	to	

management,	I	was	ready	to	walk	away	that	day	because…	I	was	finding	
absolutely	no	joy	in	the	work	I	was	doing.	Even	the	positive	stories	I	was	
having	and	the	people	I	was	helping,	I	couldn’t	even	think	of.	I	was	only	
seeing	the	negative	side	of	things.	I	would	say,	“Every	single	person	that	
called	me	today	it	went	horribly,”	which	I	know	now	was	not	the	case.	But	
that’s	all	I	could	see	were	the	negatives.	I	was	so	frustrated	with	the	
system	changes	…	feeling	of,	“Well,	nothing’s	going	to	change,	so	why	
should	I	bother?”		
And	then	once	I	spoke	to	management	and…	they	said,	“We’ll	do	whatever	
we	can,	if	you	have	any	ideas	or	suggestions,”	I	realized	“No,	I	have	to	do	
something	to	make	this	better	because	it’s	only	going	to	get	worse	if	we	
just	stick	our	heads	in	the	sand	and	ignore	it.”	I’ve	noticed	in	the	last	few	
weeks	things	have	really	improved,	but	I’ve	been	able	to	notice	in	my	
peers,	the	other	two	navigators,	that	they’re	in	that	burnt-out	phase	
because	they’re	saying	things	that	I	was	saying…	I’m	getting	emails	about	
cases	that	they’re	clearly	struggling	with	or	that	they’re	ruminating	on,	
and	I	was	in	that	about	three	weeks	ago	(Participant	#12).	

	
	 This	participant	described	her	perceptions	of	the	connections	between	MD,	compassion	

fatigue	and	burnout.	She	articulates	her	perspective	that	burnout	can	enhance	MD	as	it	leads	to	

less	patient	advocacy	and	less	reward	from	the	process	of	caregiving,	and	vice	versa,	that	

experiencing	rewards	in	the	work	prevents	burnout.	She	advocated	resilience	and	personal	

well-being	as	a	solution.	This	view	of	the	connection	between	the	rewards	and	challenges	of	

oncology	nursing	aligns	with	the	proposition	that	humanization	or	dehumanization	of	self	and	

others	contributes	to	MD	and	the	rewards	of	the	work,	as	a	generative	mechanism	for	both.		
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Participant:		 …	you’re	experiencing	moral	distress	because	you	can’t	advocate	for	
someone,	but	you	might	not	be	advocating	for	someone	just	because	
you’re	feeling	a	bit	burnt	out	and	you’re	not	feeling	really	resilient	around	
a	situation…	making	sure	that	you	feel	empowered	in	your	job	and	feeling	
like	you	have	enough	resiliency	to	manage	all	of	that	intensity	that	the	job	
encompasses	could	be	an	important	factor	in	decreasing	moral	distress.		

Interviewer:		 So	just	to	ensure	I’m	understanding,	you’re	saying	that	when	nurses	are	
burnt	out,	they’re	less	able	to	do	the	things	that	they	know	they	ought	to	
do,	and	that’s	causing	moral	distress	and	…?		

Participant:		 Yeah.		
Interviewer:		 -	because	part	of	the	solution	is	them	looking	after	themselves?		
Participant:		 Yeah,	looking	after	themselves	or	figuring	out…	what	having	a	sense	of	

resilience	means	for	them…	if	you’re	able	to	give	and	do	things	in	a	
compassionate	way,	then	actually	it	decreases	your	moral	distress…	some	
people	they	call	it…	compassion	fatigue…	And	I	don’t	think	if	you’re	
actually	being	compassionate	I	don’t	think	that’s	causing	fatigue,	I	think…	
you	can	get	re-energized	from	actually	truly	being	…	compassionate	
because…	you	feel	like	it’s	meaningful,	rewarding	work,	and	you’re	
making	an	impact	on	the	patient…	if	you	just	have	the	sense	of	giving,	
giving,	giving	all	the	time,	then	you	–	and	you	don’t	really	see	it	as	a	
meaningful	thing,	or	you	don’t	get	rejuvenated	by	the	actual	act	of	being	
compassionate,	then	I	think	that’s	what	can	lead	to	the	burnout	and	
nurses	not	being	able	to	feel	like	they	can	advocate	or	do	the	right	thing	or	
–	and	that’s	what	can	increase	their	moral	distress	(Participant	#16).	

	
	 Chronic	challenges	from	systemic	issues	were	the	greatest	contributor	to	nurses’	

reports	of	feeling	burned	out;	those	in	the	most	difficult	work	situations	were	the	most	

impacted.	Nurses	who	felt	burned	out	reported	greater	difficulty	managing	work	demands	due	

to	the	symptoms	associated	with	burnout.	Manager	support	helped	mitigate	MD	and	burnout.	

Effect	on	Personal	Life.	Effects	on	nurses’	personal	life	from	MD	were	very	commonly	

reported.	Participants’	personal	lives	were	affected	in	several	ways,	including	mood	changes,	

decreased	motivation	to	go	to	work,	and	effects	on	relationships	with	their	families	and	

partners.	Some	participants	were	aware	of	the	impact	as	it	was	happening.	Others	reported	

recognizing	how	much	they	had	been	impacted	only	after	leaving	a	position	that	was	more	

morally	distressing	than	it	was	rewarding,	for	one	where	rewards	exceeded	MD.	The	effect	of	

MD	on	their	personal	lives	was	the	most	commonly	reported	trigger	for	changing	jobs.	Moving	
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to	a	new	position	was	positive,	except	for	one	participant	who	worked	in	a	highly	challenging	

work	environment.		

	 Several	emotional	responses,	including	depression,	anxiety,	frequent	crying	and	mood	

changes,	were	previously	described.	Relationships	with	partners	and	families	were	impacted	

by	the	emotional	responses.	

Interviewer:		 Was	it	starting	to	affect	your	personal	life?		
Participant:		 Yes,	with	my	family,	hugely.	And	I	didn’t	even	realize	until	I	was	out	of	

that	role	how	much	weight	I	was	carrying	around	with	me	and	how	much	
it	was	affecting	me.	I	had	no	idea	until	it	was	done.	And	now,	when	I	go	to	
work	–	and	I’ve	said	this	to	other	nurses	because	they’ve	perceived	a	huge	
change	in	me	at	work	as	well,	I’m	skipping	into	work	now	(Participant	
#17).	

	
Participant:		 …	I	left	that	environment	because	it	was	so	toxic	that	I	cried	every	day	

after	work.		
Interviewer:		 That	was	on	the	spine	unit?		
Participant:		 Yeah.	So,	I	left	there	to	come	to	this	job	and	now	this	job	it's	so	toxic	that	

I'm	trying	to	find	another	job…	
	 	…	I	couldn't	do	it	anymore.	At	that	time,	my	husband	was	my	boyfriend,	

he'd	pick	me	up	from	work,	and	every	day	I	would	be	crying	(Participant	
#18).	

	
Interviewer:	 	Have	you	ever	thought	of	leaving	your	job	because	of…	moral	distress?		
Participant:		 Absolutely.	Leaving	this	position	but	going	back	to	my	permanent	in	the	

treatment	room	and	clinics.	My	husband	asks	me	almost	every	day,	“Oh,	
did	you	quit	today?”	Like	“No,	not	today.”	(Participant	#12).	

	
	 This	participant	describes	what	sounds	like	a	tension	between	acknowledging	the	

personal	challenges	of	the	work	and	engaging	in	impression	management	to	maintain	the	

identity	of	a	competent	professional.	A	component	of	that	appears	to	be	that	she	viewed	some	

of	the	challenges	she	faced	as	“just	normal”	for	the	environment.	Ultimately,	in	order	to	

continue	to	practice	in	oncology	nursing,	she	had	to	move	to	a	position	that	was	more	suited	to	

her	as	a	person.	

Interviewer:		 And	it	kind	of	bled	over	into	your	personal	experience	as	well?		
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Participant:		 Definitely.	Yeah.	I	think	I	didn’t	realize…	how	it	was	bleeding	over,	but	I	
think	you	become	a	different	person	when	you're	constantly	internally	
struggling	because	you're	always	…		[having	a]	heightened	sense	of	
anxiety	and	stress.	And	you	have	to	paint	a	physical	picture	for	your	
patients	and	even	your	family	and	your	friends	that	you’re	doing	okay.	
But	then	when	you're	with	that	one	person	that	you	can	talk	to,	or	you're	
comfortable	with,	they	probably	see	that	-	I	don’t	want	to	call	it	the	ugly	
side	-,	but	they	see	the	ugly	side	of	you,	and	it’s	not	you.	But	it’s	the	real	
you	right	now…	I	went	through	many	years	where…		I	was	struggling,	but	
I	wasn’t	willing	to	say	I	was	struggling	because	this	was	just	normal	
(Participant	#5).	

	
	 For	nurses	in	smaller	locations,	leaving	a	position	can	also	mean	leaving	oncology	

nursing	entirely	if	there	is	only	one	oncology	worksite	in	their	community.	This	may	prolong	

the	decision	to	leave	if	a	nurse	is	committed	to	oncology	nursing,	possibly	creating	tension	

between	work	and	personal	life.	

Interviewer:		 …	if	you	wanted	to	continue	to	work	in	oncology,	would	you	have	to	move	
to	another	city?	

Participant:		 I	would,	yes.		
Interviewer:		 Do	you	have	ties	in	the	community	that	would	make	it	difficult…	to	move?		
Participant:		 Yeah.	I’ve	brought	it	up,	and	it's	really	hard	point	in	my	marriage	being	

unhappy	here	(Participant	#11).	
	

Moral	distress	occurs	as	a	consequence	of	nurses’	professional	work.	However,	it	is	also	

experienced	as	a	human.	The	circumstances	that	contributed	to	MD,	as	well	as	the	experience	

of	feeling	morally	distressed,	had	consequences	for	participants’	personal	lives.	

Participant	Mental	Health.	Several	participants	spontaneously	disclosed	mental	health	

concerns	that	pre-dated	their	nursing	careers,	as	well	as	mental	health	concerns	since	

becoming	nurses.	Participant	mental	health	concerns	interacted	with	their	experience	of	MD.	

Participants	who	reported	a	history	of	mental	health	concerns	also	reported	

questioning	whether	the	emotions	that	accompanied	MD	were	related	to	their	prior	mental	

health	diagnoses,	MD,	or	job	stress.	
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Interviewer:		 Did	you	do	anything	to	seek	help	or	support	for	yourself	for	that,	or	was	
leaving	the	job	really	the	solution?	

	Participant:		 You	know,	I’ve	had	a	diagnosis	of	depression	since	I	was	16	years	old,	so	I	
think	at	the	time	I	was	wondering	if	my	meds	needed	to	be	adjusted.	I	was	
having	a	hard	time	attributing	the	way	I	was	feeling	to	the	situation.	It	
wasn't	until	I	was	outside	of	the	situation	that	I	realized,	of	course,	this	is	
why	I	was	feeling	so	bad	(Participant	#2).	

	
	After	taking	action,	by	leaving	a	job,	as	in	the	preceding	excerpt,	or	by	addressing	the	

circumstances	at	work	that	were	contributing	to	MD,	as	follows,	nurses	experienced	improved	

mood	and	attributed	the	previous	mood	fluctuations	to	situational	stressors	and	MD,	as	

opposed	to	worsening	of	their	prior	diagnoses.	

Interviewer:		 Do	you	feel	like	you	were	depressed,	or	was	it	more	burnout?		
Participant:		 I	think	probably	a	combination	of	the	two.	I	had	a	little	bit	of…		anxiety	

and	depression	my	first	year	of	nursing	school.	Never	had	to	go	on	
medications…	but	did	go	and	see	therapy.	I’m	lucky	that	I	have	a	really	
open	family	that	was	willing	to	do	that.	So,	I	think	there’s	probably	a	little	
bit	of	like	mental	health	depression	underlying	there.	But	it	does	seem	
after	the	CANO	conference	and	after	speaking	to	management,	things	have	
gotten	so	much	better	that	I	can’t	really	chalk	it	up	to	just	my	own	mental	
health.	I	think	it	was	heavily	impacted	by	job	stress.		

Interviewer:		 And	feeling	like	there’s	some	support,	so	you’re	not	alone	in	this	sounds	
like	it	made	a	huge	difference.		

Participant:		 Yeah.	Absolutely	(Participant	#21).	
	

	 One	participant	reported	having	a	difficult	birth	that	resulted	in	post-traumatic	stress	

disorder	(PTSD)	that	her	therapist	believed	to	be	connected	to	some	of	her	prior	experiences	of	

MD	while	working	on	an	inpatient	BMT	unit	and	a	lack	of	support	for	those	concerns.	Seeking	

therapy	for	PTSD	related	to	childbirth	was	also	helpful	in	processing	the	impact	of	her	prior	

work.	This	again	reflects	the	reality	that	nurses	are	simultaneously	human	and	professional,	

and	the	morally	distressing	events	they	encounter	at	work	are	not	neatly	cordoned	off	to	one	

aspect	of	their	lives.	

Interviewer:		 …	what	prompted	the	final	decision	to	leave	then?	
Participant:		 …		I	actually	had	a	very	challenging	birth…	I	ended	up	having	PTSD	after	

it.	When	I	ended	up	seeing	somebody	for	it,	they	said	it	probably	had	a	lot	
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to	do	with	my	situations	from	working…	inpatient	on	the	transplant	unit.	
We	started	talking	about	things	that	I’ve	seen,	the	things	that	I	was	
feeling,	and	that	lack	of	support	that	I	was	feeling.	And	that's…	when	I	
realized	if	I	don’t	make	this	change,	I’m	not	going	to	be	a	better	nurse.	I’ll	
probably	stay	where	I	am	without	being	able	to	make	a	positive	change	
for	myself	and	be	able	to	be	good	for	the	people	that	I’m	caring	for.		

Interviewer:		 …,	did	they	think	you	had	PTSD	from	the	BMT	unit	as	well?		
Participant:		 …	so	the	birth	itself	was	traumatic.	And	they	said	adding	the	things	that	

could	have	contributed	to	the	recovery	and	the	length	of	time	ended	up	
being	a	lot	of	things	that	-	I	had	a	birth	that,	it	didn’t	go	great,	and	because	
I	was	a	health	care	provider,	I	knew	that	it	wasn’t	going	great.	And	a	lot	of	
things	that	happened	in	that	room…	you	second	guess	yourself	about	
things	you	should	have	said	and	things	you	should've	done...	And	that	led	
back	to	advocating	for	my	patient	and	work	and	the	challenges	we	faced	
and	the	things	that	we	had	already	seen,	the	codes	that	we	had	called	and	
those	kinds	of	things.	It	was	pretty	clear	that	there	was	a	lot	of	traumatic	
things	that	had	happened	on	the	floor	that	I	had	just	never	dealt	with.	You	
see	those	things,	deal	with	those	things,	and	keep	going	without	having	
any	kind	of	debriefing	or	discussion.	And	we	all	do	it	all	the	time	
(Participant	#5).	

	
	 Nurses	who	worked	in	the	most	challenging	work	settings	experienced	significant	

effects	on	their	psychological	well-being,	requiring	counselling	through	their	employee	

assistance	programs.	The	most	distressed	participant	disclosed	brief	thoughts	of	suicide	eight	

months	prior,	without	persistence	of	those	thoughts	and	without	suicidal	actions.	She	was	

future-oriented	and	goal-directed,	discussing	her	plans	to	apply	for	jobs	consistent	with	

recently	completed	graduate	education	with	an	upbeat	tone	of	voice;	there	were	no	other	

suicidal	verbalizations	during	the	interview.	

Interviewer:		 …	Have	you	ever	felt	burnt	out?		
Participant:		 Yeah,	yeah,	it's	been	a	very,	very,	very	long	time	where	I	felt	like	I	wanted	

to	kill	myself.	And	that	happened	once.		
Interviewer:	 	OK.		
Participant:		 Eight	months	ago.	I	felt	that	sensation.	It	was	just	a	sensation,	I	wanted	

everything	to	end.	I	wanted	to	end.	I	wanted	my	life	to	end.	I	was	just	like	
done	with	everything	in	my	entire	life.	And	I	had	to	come	off	the	ledge	in	
my	mind,	but	I	was	just	done.	I	was	just	like,	what	is	the	point	anymore?		

Interviewer:		 And	you	said	that	was	about	eight	months	ago?		
Participant:		 Yeah.	
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	Interviewer:		And	did	you	take	any	actions	towards	that	thought,	or	was	it	just	a	
thought	that	came	through	your	head?		

Participant:		 It	was	a	thought	that	came	through	my	head.	It	felt	like	–	I	didn't	think	
about	or	meditate	on	a	way	to	die…	it	was	really	an	emotional	night,	but…	
my	husband…	sat	with	me,	and	I	just	cried,	and	I	just	needed	to	cry	
(Participant	#18).	

	
Mental	health	concerns	are	common,	so	it	is	not	surprising	that	HCPs,	including	nurses,	

would	also	have	pre-existing	or	new	mental	health	diagnoses.	For	individuals	with	prior	

diagnoses,	the	emotional	aspects	of	chronically	morally	distressing	situations	raised	questions	

of	whether	this	represented	an	exacerbation	of	existing	diagnoses.	New	diagnoses	of	mental	

health	concerns,	interrelated	with	MD,	were	also	reported.	Job	changes,	family	support,	and	

counselling	were	reported	as	beneficial	in	resolving	or	reducing	the	concerns.	

Get	Support.	Participants	responded	to	MD	by	seeking	support,	both	professional	and	

personal.	Employee	Assistance	Programs	appeared	to	be	widely	available;	utilization	was	

variable,	as	were	the	perceived	benefits.	Most	such	services	appeared	to	be	delivered	via	

telephone,	versus	in-person	counselling,	so	the	personal	connection	with	the	counsellor	was	

reported	as	limited.	The	format	of	the	service	delivery	may	explain	the	lack	of	satisfaction	

reported	by	some	participants.	

In	addition	to	sometimes	accessing	formal	supports,	oncology	nurses	relied	on	each	

other	for	informal	support,	both	during	the	workday	and	after	hours	through	social	

interactions	and	text	messages.	Support	from	colleagues	was	frequently	preferred	over	formal	

supports.	In	situations	where	there	were	limited	options	for	change,	informal	conversations	

with	peers	also	included	discussion	within	groups	of	the	reasons	for	low	morale.		

Interviewer:		 …	[have]	you	talked	about	the	way	that	you’re	all	feeling?		
Participant:		 Yeah,	absolutely,	so	we	talk	about	it	a	lot,	and	I	think	too	the	hospital	itself	

understands	that	nursing	morale,	in	general,	is	low,	but	especially	within	
the	cancer	ward	and	the	cancer	department,	morale	is	really	low.	So,	from	
a	colleague	perspective,	we	absolutely	talk	about	it,	but	I	think,	
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unfortunately,	we’re	in	circumstances	where	not	much	has	changed	right	
now,	and	it’s	difficult	to	–	although	we	want	all	of	these	things,	and	we’re	
asking	for	these	things	maybe	it’s	not	actually	following	through,	or	
there’s	limitations	of	what’s	able	to	happen	(Participant	#4).	

	
Some	participants	used	their	awareness	of	their	colleagues’	need	for	support	to	devise	

strategies	to	enhance	workplace	support.	One	participant	was	reviewing	the	literature	on	

effective	strategies	for	huddles	to	debrief	after	a	situation.	In	settings	where	MAID	was	

performed,	nurses	would	send	texts	to	check	on	one	another	after	hours	and	allow	the	nurse	

who	participated	in	MAID	to	take	time	to	reflect	after	the	experience.	Nurses	who	worked	in	

highly	challenging	work	situations	did	not	perceive	there	to	be	effective	avenues	of	workplace	

support;	the	relational	challenges	within	the	team	contributed	to	a	guarded	stance	and	serious	

concern	about	trusting	anyone	in	the	workplace	with	how	they	were	feeling.	

Interviewer:		 So,	there's	informal	staff	support	even	outside	of	work	hours?		
Participant:		 Yes,	between	the	nurses,	yes…	when	we	do	MAID,	we	–	another	nurse	will	

call	–	I	had	a	patient	that	had	MAID	a	little	while	ago,	and	they	were	like	
you	go	and	sit	down	in	the	back	and	just	take	a	minute	we'll	watch	your	
patient.	It's	those	things	that	we	do	for	each	other	that	support	each	
other;	we	support	each	other	in	those	difficult	situations,	where	you	just	
need	to	go	and	sit	down	and	wrap	your	head	around	what	just	happened	
(Participant	#22).	

	
Nurses'	responses	to	MD	were	foremost	directed	at	attempted	to	resolve	the	issues	in	

the	clinical	circumstance	that	were	contributing	to	MD.	They	utilized	resources,	sought	

managerial	and	medical	support,	attempted	to	mitigate	systemic	constraints	and	resolve	

concerns	to	the	best	of	their	ability.	Failing	to	resolve	the	perceived	problems	to	their	

satisfaction	appeared	to	enhance	MD.	They	chose	to	experience	a	personal	impact	from	

situations	of	short-staffing	and	attempted	to	avoid	an	impact	on	patient	care	from	morally	

distressing	situations,	though	they	recognized	this	was	not	always	possible	due	to	the	

emotional	impact	of	the	situations.	Formal	supports,	such	as	employee	assistance	programs,	
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were	sometimes	helpful,	but	informal	support	from	colleagues	appeared	to	be	more	

consistently	beneficial	in	situations	of	MD.	

Conflict	

Conflict	within	the	health	care	team	and	between	patients	and	families	was	described	

concerning	disagreements	about	care,	aggressive	behaviour	towards	staff,	and	bullying.	

Conflict	with	other	team	members	(e.g.,	physician,	manager)	was	described	as	individual	

personality	conflicts	versus	diffuse	within	the	team,	with	changes	occurring	when	a	different	

person	was	in	a	particular	role	(e.g.,	charge	nurse,	manager,	attending	or	consultant	physician).		

Disagreements	within	the	Health	Care	Team	

Disagreements	between	staff	about	the	approach	to	care	were	sometimes	reported,	but	

they	were	infrequent,	with	many	participants	denying	that	this	was	an	ongoing	concern.		

Interviewer:		 …	we've	talked	a	lot	about	disagreements	about	the	approach	to	care…	
whether	that	ever	manifested	as	overt	conflict…	between	care	team	
members	or	between	health	care	providers	and	patients	or	families?		

Participant:		 …	I	personally	wasn't	involved	in	that	kind	of	conflict.	I'm	trying	to	think	if	
I	ever	witnessed	that	or	ever	heard	of	any	stories.	And	I	can't	think	of	
anything	off	the	top	of	my	head	right	now	(Participant	#9).	

	
	 Some	participants	reported	that	they	had	observed	overt	conflict,	but	the	descriptions	

were	of	situations	where	nurses	made	clear	their	disagreements	with	physicians	about	a	care	

plan,	which	may	or	may	not	result	in	a	change.	This	participant	references	a	disagreement	

about	discharging	patients,	which	was	in	the	context	of	heavy	demand	for	the	inpatient	beds.	

The	nurses	were	concerned	about	rapid	re-admissions,	while	the	physicians	were	attempting	

to	respond	to	bed	pressures	without	fully	understanding	the	nurses’	perspective.		

Interviewer:		 Is	there	ever	conflict	within	the	team	about	how	to	approach	a	particular	
patient's	care?		

Participant:		 I	think	between	the	nurses	and	the	physicians,	yes…	I	think	between	the	
nurses,	we're	a	pretty	solid	team.	But	I	think	between	the	physicians,	
yeah,	sometimes…	when	a	doctor	needs	to	discharge	a	patient	because	
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there	really	is	no	room	in	the	hospital,	and	they're	almost	ready	to	go	
home	but	not	quite.	I	think	that	causes	a	lot	of	conflict	on	our	floor.	
Because	we	always	feel	that	we're	spending	most	of	the	time	with	the	
patients,	we	know	what	their	mobility	is	like,	we	know	what	their	issues	
are	like,	we	know	what	their	home	life	is	like.	But	it	comes	down	to	
numbers,	sometimes,	in	our	hospital	and	in	healthcare	now	unfortunately.	
Then	you're	left	feeling	like,	well,	I	just	discharged	somebody	and	then	
you	make	comments	to	your	co-workers,	“Okay	I	guess	I'll	see	this	patient	
in	like	two	days	because	they're	going	to	come	right	back	in.”		

Interviewer:	 Is	that	conflict	with	the	physicians	out	in	the	open	or	are	you	just	talking	
amongst	yourselves	as	nurses...		

Participant:		 …		I've	mentioned	to	a	doctor,	and	she's	like	“You're	too	nice,	if	you	could	
keep	everybody	here	you	would.”	So,	it	doesn't	really	–	they're	not	really	
that	reflective	and	they're	like	oh	they're	fine,	and	they	go	home	and	then	
sure	enough	a	lot	of	them	come	back	(Participant	#22).	

	
This	participant	references	differences	of	opinions	and	indicates	that	this	may	result	in	

“interesting	or	heated	discussions,”	but	voicing	opinions	is	encouraged	and	supported,	such	

that	the	conversation	t	is	encompassing	multiple	views	versus	suppressing	nurses’	voice.	

Interviewer:		 …	is	there	ever	overt	conflict	between	team	members	regarding	these	
situations		

Participant:		 …	that	has	happened	and	…	I’m	usually	involved	especially	if	it	involves	
chemotherapy…	having	developed	a	bit	of	a	rapport	with	a	lot	of	the	
physicians,	I	feel	comfortable	and	supported	going	in	with	questions…	the	
oncology	team	is	very	supportive	as	well	so	it	has	been	really	good…	it	
doesn’t	mean	there’s	not	an	interesting	or	heated	discussion,	but	at	least	
it’s	an	environment	where	we’re	encouraged	to	question	or	encouraged	to	
like,	if	it	doesn’t	feel	right	bring	it	up.		

Interviewer:		 So	it’s	okay	to	say,	“Hey,	I	have	some	concerns	about	this”?		
Participant:		 …	by	doing	that,	there’s	a	whole	other	perspective	or	a	piece	that	you	

might	be	missing	that	changes	the	situation	completely	...	and	that’s	why	
communication	is	such	a	big	part	of	it	(Participant	#21).	

	
Amongst	those	who	reported	conflicts,	they	were	usually	described	as	specific	to	an	

individual.	When	there	was	disagreement	about	a	particular	patient’s	care	plan,	there	

appeared	to	be	an	openness	to	exploring	different	viewpoints.	Additionally,	participants	were	

reflective	and	precise	when	describing	their	perceptions	of	conflict,	avoiding	generalizations	

and	choosing	their	words	carefully	to	describe	what	they	had	experienced.	
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Interviewer:		 …	was	there	any	conflict	within	the	team	about	this	situation,	and	how	
best	to	proceed?		

Participant:		 A	little	bit.	There	were	some	team	members	that	thought	we	should	try	to	
push	for	more	palliative	measures	while	other	team	members	wanted	to	
stay	along	and	respect	the	family’s	wishes	(Participant	#6).	

	
Interviewer:		 Did	you	feel	like	there	was	conflict	between	you	and	the	RACE	team?	
Participant:		 Yeah.	So,	it	wasn’t	–	I	wouldn't	say	it	was	every	–	so	usually	what	happens	

with	the	RACE	team,	there's	a	respiratory	therapist	comes,	a	nurse,	one	of	
their	expert	nurses,	comes	which	is	one	of	their	ICU	trained	nurses.	And	
then	sometimes	one	or	two	physicians.	And	it	was	definitely	a	conflict	
with	one	of	the	physicians	(Participant	#5).	

	
As	with	the	prior	examples	of	disagreements	within	the	team,	reports	of	conflict	were	

relatively	mild	and	framed	more	as	relational	tension	versus	overt	or	heated	conflicts.	

Relationships	within	the	nursing	team	were	sometimes	impacted	by	conflicts	related	to	

workload	and	perceptions	of	the	care	they	were	providing.	This	nurse	acknowledged	tension	

within	the	team	when	some	staff	were	cutting	corners	to	deal	with	heavy	workloads,	leading	to	

patient	upset	and	reassignment	to	other	nurses.	The	systemic	issues	that	affected	staffing	were	

the	primary	problem,	but	relational	tension	ensued.	

Interviewer:		 …	people	cutting	corners,	was	that	a	source	of	conflict	within	the	team	
when	patients	were	not	wanting	certain	nurses	to	look	after	them?		

Participant:		 Yeah.	Because	then	the	people	who	can	have	those	patients	always	get	the	
same	people,	so	then	you	wouldn't	really	get	changeover,	which	is	really	
important.	Even	though	some	people	say	it’s	really	important	for	patient	
continuity	to	have	the	same	nurse.	It	depends	on	how	complex	that	
patient	is.	Because	if	that	patient	is	really	complex,	that	nurse	can’t	have	
that	patient	every	day	of	the	week	because	it	is	too	much	(Participant	#5).	

	
Another	participant	described	her	perception	of	the	alteration	in	relationships	with	

colleagues	as	she	came	to	the	understanding	that	working	in	BMT	was	not	for	her.	She	had	

attempted	to	discuss	her	perceptions	of	the	aggressiveness	of	the	therapy	with	her	colleagues	

and	discovered	that	they	did	not	share	her	views;	voicing	those	views	created	distance	with	

her	colleagues.	Nonetheless,	she	is	clear	that	this	difference	of	opinion	was	distinct	from	her	
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views	of	her	colleagues	as	people	and	professionals;	relationships	were	impacted,	but	her	

respect	for	them	remained.		

Interviewer:		 …	you	tried	to	speak	to	some	staff	and	weren't	really	well	received…	did	
you	have	a	sense	of	conflict	with	your	coworkers	or	was	it	more	that	you	
had	different	views	and	after	that	you	didn't	voice	them	so	there	was	no	
overt	conflict?		

Participant:	 	I	was	thinking	about	the	word	conflict.	When	I	think	conflict,	I	think	of	a	
very	obvious	situation	occurrence	and	in	this	situation,	I	felt	like	there	
was	more	silence,	that	was	less	obvious.	I	didn't	really	know	how	to	act	
around	my	coworkers,	and	they	didn't	really	know	how	to	act	around	me,	
and	there	was	a	lack	of	communication.	I'm	sure	things	weren't	being	
thought	on	both	ends	but	the	girls	and	guys	that	I	worked	with	were	
fantastic.	They	were	great	nurses	and	the	work	that	they	do	is	important,	
and	someone	has	to	do	it,	but	I	couldn't	do	it.	But	I	think	it	just	took	away	
that	commonality	between	us	(Participant	#2).	

	
	 In	addition	to	these	types	of	relatively	minor	conflicts,	more	serious	conflict,	in	the	form	

of	aggression	towards	staff	and	bullying,	was	also	reported.	The	latter	was	limited	to	the	

participants	in	highly	challenging	work	situations.	

Aggression	Towards	Staff		

Aggression	towards	staff	was	primarily	verbal,	with	one	report	of	a	participant	

experiencing	physical	aggression.	Verbal	aggression	included	both	yelling	and	threats	of	

physical	violence	by	patients	and	families.	None	of	the	participants	received	personally	

directed	threats	of	physical	violence,	but	they	were	the	recipients	of	threats	directed	towards	

their	physician	colleagues.	Nurses	who	worked	in	inpatient	settings	had	institutional	security	

readily	accessible	to	them.	Urban	cancer	centers	were	attached	to	hospitals	and	utilized	

hospital	security.	Depending	on	the	layout	of	the	combined	campus,	hospital	security	could	

take	some	time	to	arrive	at	the	cancer	centre.	Outpatient	facilities	had	established	protocols	for	

de-escalation	and	emergency	intervention	in	the	case	of	threats	to	staff	safety.	Participants	

expressed	that	there	was	a	preference	in	favour	of	early	de-escalation,	if	possible,	including	
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leaving	the	room	if	a	patient’s	behaviour	was	escalating.	The	concerns	that	were	reported	to	

underlie	aggressive	behaviours	by	patients	and	families	included	reluctance	to	accept	analgesia	

at	the	EOL	and	anger	from	families	that	patients	had	died	of	their	cancer.	

	 This	report	of	physical	aggression	towards	a	participant	by	a	physician	represented	the	

only	such	incident	and	took	place	in	a	highly	challenging	work	setting.	The	participant	

indicated	that	this	behaviour	was	isolated	to	this	one	individual	and	was	not	widespread	

amongst	the	other	physicians	she	worked	with.	

Participant:		 The	one	was	so	angry	that	he	threw	a	patient's	medical	chart	(back	when	
we	were	still	using	paper),	so	that	chart	was	probably	four	pounds,	and	he	
threw	it	at	me,	but	I	moved	out	of	the	way,	so	it	hit	the	computer	screen,	
and	the	screen	came	off	the	monitor	stand	(Participant	#11).	

	
	 Participants	reported	a	range	of	verbal	aggression,	with	some	situations	that	were	less	

serious	than	others.	After	having	experienced	or	witnessed	more	serious	events	in	the	past,	

even	minimal	aggression	could	be	troubling,	as	it	was	difficult,	in	the	moment,	to	determine	if	

the	behaviour	would	be	contained	or	would	escalate	beyond	yelling.		

Participant:		 But	the	husband,	in	particular,	being	so	firm	-	and	I	think	it	was	also	his	
aggressivity	that	made	people	more	nervous.	And	I	–	they	probably	were	
less	likely	to	enter	into	one	of	those	conversations	about	trying	to	provide	
a	little	bit	of	teaching	and	rationale.	I	mean	certainly	many	people	tried,	
but	sure	that	just	his	demeanour	shut	down	some	conversations	that	may	
have	happened	otherwise	(Participant	#24).	

	
Participant:		 …	I've	been	involved	in	situations	where	there's	yelling	and	the	nurse	has	

to…	leave	the	room	because	they	started	yelling	in	your	face.	You	know?		
	 	It	never	happened	to	me,	but	I've	seen	it	happen	to	my	co-workers.		
	 And	I	feel	like	all	those	situations	just	make	us	scared	later	because	you	

have	a	license	still	to	protect	and	you	just	–	you	get	scared.	Are	they're	
going	to	complain	about	you,	or	did	I	do	something	wrong,	you	start	to	
second-guess	everything.	

	 …	we	have	pendants	now	in	our	hospital	that	you	would	press	if	patients	
and	families	get	a	little	bit	heated	or	if	you	feel	threatened.	I	don't	think	
we	always	use	them	enough.	I	think	when	you're	in	the	situation,	you	kind	
of	freeze	up.	But	yes,	we	do	have	that	system	in	place	(Participant	#22).	
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	 Physical	aggression	towards	nurses	at	this	participant’s	hospital	was	reported	but	not	

witnessed	or	experienced	by	this	participant.	However,	she	reports	receiving	implied	threats	

and	actual	threats	that	were	not	personally	directed,	rather	intended	for	the	physicians	she	

worked	with.	Nonetheless,	these	threats	were	communicated	to	her,	which	was	distressing.	To	

be	clear,	these	threats	were	not	reported	as	sources	of	MD,	but	part	of	the	context	in	which	

cancer	care	and	MD	were	occurring.	Having	experienced	circumstances	such	as	this	in	the	past	

influences	the	impact	of	treatment-related	and	EOL	conversations	if	patients	and	families	are	

resistant	to	bad	news.	There	is	added	tension	in	communicating	if	there	is	a	concern,	not	just	

for	disagreement	or	conflict,	but	also	the	risk	of	physical	violence.	

Participant:		 We	have	a	big	de-escalation	course	that	we	take	and	actually	our	hospital	
wants	us	to	walk	out	of	the	room,	they	want	us	to	leave	the	situation	just	
to	de-escalate.	Our	hospital	has	had	a	lot	of	physical,	verbal	abuse	that	
have	been	in	the	news.	So,	we	have	nurses	that	have	been	hit,	punched,	in	
the	ICU,	hospitalized	with	broken	bones.	So,	if	patients	seem	to	get	a	little	
bit	agitated,	they	want	us	out	of	the	room.	We	have	buttons	that	we	can	
press	that	activate	like	a	code	white	and	get	security	and	the	code	team.	…	

Interviewer:		 …	[have	you]	had	somebody	become	aggressive	with	you?		
Participant:		 Not	to	me	personally	but	they	were	looking	for	a	doctor	who	they	felt,	

“Killed	their	mother,”	and	was	threatening	her	life,	so	we	had	to	activate	a	
code	white.	I	actually	had	to	meet	with	the	police,	me	and	two	other	
nurses	who	heard	this	gentleman	uttering	threats,	the	union	had	to	get	
involved.	That	was	definitely	a	nice	distressing	day	for	me.		

Interviewer:		 And	it	wasn’t	one	of	your	patients?		
Participant:		 No,	he	came	in	and…	you	know	when	you’re	in	the	wrong	place	at	the	

wrong	time?	He	was	looking	around	for	her	and	me	being	my	helpful	self,	
I	was,	“Hi	sir,	can	I	help	you?”	And	then	he	just	went	off	on	me,	“Where	is	
Dr.	So	and	So?	I’m	going	to	kill	her,”	you	know.	

	 …	
Participant:		 It’s	a	daily	occurrence	at	our	hospital.	When	I	worked	on	the	floor,	I	had	a	

patient	bring	bullets	in	as	a	threat	to	one	of	our	doctors	–	and	he	was	
charged,	yeah.		

Interviewer:		 In	oncology?		
Participant:		 Yes.	People	don’t	take	end	of	life	well	and,	yeah,	I	find	–	yeah,	they	don’t	

take	it	very	well	some	patients	and	they	do	threaten	us	(Participant	#20).	
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	 Another	participant	also	linked	the	verbal	aggression	she	has	experienced	to	patient	

distress	at	having	received	bad	news.	However,	the	anger	described	here	is	clearly	distinct	

from	the	threats	described	previously.	The	challenge	in	the	moment	is	determining	if	an	upset	

patient	will	de-escalate	with	the	strategies	employed	by	this	participant	or	if	removing	oneself	

from	the	situation	and	calling	security,	as	described	previously,	is	required.	While	describing	

her	de-escalation	approach,	she	also	acknowledged	the	availability	and	responsiveness	of	

security,	when	needed,	elsewhere	in	the	interview.	

Participant:		 Sometimes	you	have	patients	that	come	and	give	you	such	a	bad	time.	
They	yell	at	you.	They	rude	to	you.	They	don’t	seem	to	appreciate	
anything	you	try	to	do,	but	you	have	to	understand,	five	minutes	ago	they	
were	in	doctor’s	office	and	he	said	that	cancer	progressed.	You	have	
nothing	to	do	with	this.	The	anger	is	not	about	me;	the	anger	is	about	
situation.	I	just	happen	to	be	there.	They	have	to	have	somebody	to	pour	it	
on,	so	they	feel	better.	And	you	know	what?	If	you	keep	quiet	and	take	it	–	
in	10	minutes	they	apologize.		

	
	 Because	they	understand.	But	the	problem	is	most	people	cannot	shut	up.	

They	start	yelling	back.	And	the	conflict	always	be	–	if	you	yell	back,	it	will	
always	be	a	big	conflict	after	that.	I	think	we	should	be	a	little	bit	more	
understanding	in	that	situation…	

	
	I	always	managed	to	build	a	bridge	with	them,	because	I	understood	why	
it	happens.	I	allowed	them	to	be,	in	the	beginning,	very	rude	and	very	
aggressive	and	very	challenging.	But	they	learned	to	trust,	and	when	they	
trust,	they	open.	And	then	you	learn,	they	a	single	mother,	battling	a	
cancer	that	she	doesn’t	know	if	she’s	gonna	survive	or	not.	And	the	guy’s	
very	young,	like	seven	years	old.	I	don’t	know	how	I	would	behave	in	this	
situation.	How	everybody	will	behave?	And	the	other	one,	something	else,	
a	mother	just	gave	birth	and	now	she	has	stage	4	cancer.	I	don’t	know	
how	I	would	take	that.	Very	bad	-	like	probably	I	would	be	very	aggressive	
and	rude	because	I	have	to	go	through	my	process	and	I	don’t	have	time,	
because	yesterday	I	was	diagnosed	and	today	I	was	in	chemo.		

	
Like	you	know	behind	every	rude	person	usually	is	story	(sic)	that,	if	you	
listen,	that	will	break	your	heart	(Participant	#25).	
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Bullying	

Reports	of	bullying	were	limited	to	three	participants	in	highly	challenging	work	

settings	who	reported	bullying	from	physicians	and	managers.	The	individuals	who	managed	

nurses	were	not	always	nurses	themselves,	which	was	perceived	to	contribute	to	the	conflict.	

Although	the	settings	were	described	as	highly	problematic	by	the	participants,	their	

descriptions	of	the	conflict	were	specific	to	certain	individuals	within	the	setting.	The	

behaviour	was	problematic	because	of	the	individual's	power	and	position,	not	because	the	

bullying	was	widespread.	Bullying	in	these	contexts	included	threats	to	jeopardize	the	nurse’s	

employment	or	nursing	license,	counter-complaints	directed	at	the	nurse	when	concerns	about	

physician	behaviour	were	reported,	misrepresentation	of	participants’	actions	to	cast	them	in	a	

negative	light,	and	misuse	of	organizational	processes	to	reprimand	nurses	without	adequate	

evidence	or	appropriate	escalation	of	the	concern	from	a	verbal	to	a	written	warning.		

One	participant	described	retaliation	for	refusing	to	work	with	a	physician	who	had	

previously	thrown	a	chart	at	her.	A	prior	manager	had	agreed	to	an	internal	re-assignment,	but	

after	a	change	in	managers,	that	avoidance	strategy	was	no	longer	permitted.	After	the	

disciplinary	hearing	described	below,	the	participant	was	never	actually	required	to	work	with	

the	aggressive	physician.	Her	perception	was	that	he	greatly	disliked	her	and	would	have	

objected	to	her	being	assigned	to	his	clinic.	Thus,	she	was	ultimately	protected	from	further	

aggressive	behaviour	because	of	their	very	challenging	inter-personal	relationship.	

Participant:		 And	then	I	was	threatened	by	the	manager,	who	was	acting	as	manager	
and	then	was	promoted	director,	so	was	in	two	roles…	I	told	my	union,	
they	believed	me	and	I	was	thankful	for	that	–	they	confirmed	that	“No,	
there	has	been	a	history	with	that	individual,	being	abusive	as	a	manager,	
having	a	mean	streak”	and	the	wording	was	–	what	was	it	–	punitive	and	
there	was	some	other	word	that	they	used	–	but	yeah,	the	manager	took	
me	to	a	disciplinary	hearing,	informal	–	an	informal	disciplinary	hearing	
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for	insubordinance	(sic)	and	I	got	a	warning,	that	I	can't	say	no	if	a	
manager	tells	me	to	go	work	with	an	abuser	(Participant	#11).	

	
While	problematic	physician	actions	were	troubling,	nurses	were	more	distressed	when	

managers	failed	to	act	or	participated	in	bullying.	There	was	the	implicit	expectation	that	

members	of	one’s	own	discipline	would	act	in	solidarity	and	significant	disappointment	when	

that	did	not	occur.	

The	conflicts	reported	by	participants	centered	around	clinical	decision-making	and	the	

process	of	providing	care	within	the	previously	described	resource	constraints.	The	reports	of	

conflict	were	infrequent,	with	many	participants	denying	experiencing	conflict.	Participants	

were	clear	that	conflicts	were	often	related	to	an	individual	approach	or	personality	and	were	

precise	in	articulating	this.	That	is,	there	were	no	vague	complaints	about	challenging	work	

environments	or	global	descriptions	of	a	particular	discipline	acting	problematically.	

Personal	Beliefs		

In	addition	to	experiencing	MD	from	challenges	to	professional	standards	of	practice	

and	ethical	values	or	duties,	individual	nurses	had	personal	beliefs	that	impacted	their	

development	of	MD.	This	included	individual	characteristics,	affinities,	and	perspectives	that	

were	unique	to	the	individual.	Participant	religious	beliefs	were	neither	elicited	nor	reported.	

However,	several	participants	identified	factors	such	as	their	personality,	their	vision	for	

practice,	and	their	beliefs	about	life	and	death	as	impacting	their	experience	of	MD.	

Conscientious	objection	was	mentioned	by	one	participant	in	relation	to	chemotherapy	

administration	as	well	as	by	two	participants	in	relation	to	MAID.	Nurses	brought	their	unique	

humanness	into	their	work,	and	their	personal	values	and	affinities	influenced	their	ability	to	

engage	in	certain	areas	of	practice.	
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This	participant	described	the	influence	of	personality	and	one’s	personal	vision	for	

how	they	wanted	to	practice	as	an	oncology	nurse	on	their	perspectives	about	the	care	plan.	

Interviewer:		 It	sounds	like	when	you	have	families	where	there	are	disagreements	
about	care	you	approach	it	by	trying	to	be	flexible	and	find	a	common	
ground.	Do	you	think	that	that’s	something	that	each	nurse	has	to	learn	to	
do	for	themselves,	or	is	that	something	that	can	be	taught?		

Participant:		 I	think	it	is	a	little	of	their	own	personality	and	I	guess	your	own	
perspective	and	definition	of	what	is	important	to	you	in	your	cancer	care.	
I	think	how	I	construe	moral	distress	might	be	different	than	others,	and	
I’m	sure	they	would	say	the	same	thing	about	me.	I	think	you	can	maybe	
educate	people	on	what	they	can	wiggle	a	little	bit,	but	I	think	that	comes	
from	more	education	and	experience	on	knowing	what	you	can	and	
cannot	do.	I	don’t	think	it’s	something	that	you	can	just	teach.	I	think	you	
can	empower	nurses	by	educating	them	and	giving	them	those	skills	so	
that	they	can	make	those	decisions.	But	I	think	there’s	also	a	component	
of	what	your	own	personality	is,	and	how	you	see	cancer	care	what	you	
think	is	important	(Participant	#4).	

	
A	participant	who	entered	nursing	later	in	life	after	having	a	career	in	business	

described	how	the	values	from	her	prior	career	influenced	her	practice	of	nursing.	She	

translated	that	knowledge	into	her	nursing	practice	but	acknowledged	that	personal	values	

and	prior	experience	outside	of	nursing	influenced	the	actions	she	was	willing	to	take	when	

experiencing	morally	distressing	situations.	Her	use	of	voice	occurred	within	her	oncology	

nursing	practice,	but	the	impetus	for	that	arose	from	her	professional	and	personal	beliefs.	

Participant:		 I	guess	I’m	not	scared	to	put	my	neck	on	the	line	to	kind	of	make	sure	that	
we’re	...	practicing	to	[the]	best	standard	that	we	can,	but	also	a	safe	and	
supportive	environment.	Not	just	for	the	patients	but	again	for	the	staff,	
because	I	do	feel	like	staff	safety	contributes	to	patient	safety.	When	you	
have	people	that	are	feeling	well	and	supported,	then	they’re	more	
compassionate	about	what	they	do.	That	translates	to	the	patient	and	
being	more	diligent	and	thorough	when	you’re	providing	care.	That’s	
something	my	parents	taught	me	from	our	family	business,	if	you	look	
after	the	people	you	work	with	well,	that	moves	forward	beyond	just	
those	people	into	the	people	they	interact	with	on	a	daily	basis	
(Participant	#21).	
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Another	participant	referenced	their	personal	beliefs,	unconnected	to	any	religious	

belief	system,	that	“death	isn’t	the	worst	thing	that	can	happen.”	For	this	participant,	the	

experience	of	working	on	an	inpatient	BMT	unit	involved	participating	in	care	that	she	would	

not	want	for	herself.	She	felt	she	was	“torturing”	patients	with	aggressive	treatment	that	

seemed	to	cause	more	suffering	than	benefit.	Her	personal	beliefs	were	so	at	odds	with	the	

work	she	was	doing	that	she	was	constantly	morally	distressed.		

Participant:		 it	was	very,	very	difficult	for	me	to	go	to	work	because	oftentimes,	I	felt	
like	I	was	going	to	work	to	torture	my	patients	because,	in	a	lot	of	
cases,	people	were	getting	transplanted	when	there	was	very	little	
likelihood	that	the	transplant	would	work	and	that	was	a	choice	that	they	
had	made	for	themselves.	But	it	wasn't	a	choice	that	I	would	have	made	
for	myself,	so	I	felt	like	it	was	difficult	to	provide	care	when	I	felt	that	
I	wouldn't	want	that	kind	of	treatment	for	myself	or	anyone	else	that	
I	loved…It	was	difficult	because	I	knew	I	was	causing	them	suffering	even	
though	I	didn't	necessarily	believe	in	the	cause	behind	the	suffering…	

Interviewer:		 What	about	the	other	nurses	that	you	were	working	with	at	that	time?	Did	
you	ever	speak	to	them	about	how	they	felt	about	what	was	going	on?		

Participant:		 ...	I	did	approach	a	few	nurses	who	totally	thought	I	was	crazy	because	I	
personally	believe	that	death	isn't	the	worst	thing	that	can	happen	to	
a	person	and	that	sometimes	the	cost	of	treatment	in	terms	of	
patient	suffering	and	patient	experience	isn't,	with	the	amount	of	
time	it'll	offer	you,	isn't	significant.	But	a	lot	of	these	nurses	thought	
that	life	was	sacred	and	that	you	had	to	do	everything	you	could	possibly	
do	to	preserve	it	at	any	cost.	We	didn't	share	that	belief,	and	it	was	
difficult	because	we	were	starting	from	different	standpoints.	To	bridge	
that	gap	because	we	did	have	different	values	so	it	can	be	difficult	to	
discuss	it	with	them	because	they	thought	that	I	was	a	little	bit	…	
weak,	I	guess,	for	suggesting	that	maybe	this	wasn't	the	best	option	
or	maybe	I	was	worried	that	this	wasn't	the	best	choice	(Participant	
#2).	

	
	 The	above	participant	ultimately	left	her	position.	A	pivotal	decision-making	factor	in	

her	leaving	was	recalling	advice	from	her	ethics	education	in	nursing	to	find	work	aligned	with	

one’s	personal	values.	Switching	to	two	positions	in	radiation	oncology	and	pediatric	hospice,	

both	of	which	aligned	with	her	own	values,	resulted	in	significantly	less	MD	and	much	greater	

personal	and	professional	satisfaction.	The	final	line	in	this	excerpt	reflects	her	perspective	
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that	her	prior	job	was	simply	not	the	right	fit	for	her	as	an	individual.	Working	in	an	area	that	

was	more	compatible	with	her	values	was	transformative	for	her	work	and	personal	life.	

Participant:	 …I	remembered	from	my	nursing	education	when	they	talked	to	us	about	
ethical	dilemmas...	They	said,	try	not	to	work	in	a	field	where	you	are	
going	to	place	yourself	in	something	that	you	struggle	with,	where	
your	values	conflict	with	regularly.	Maybe	that's	not	the	best	choice	for	
you.	And	it	made	sense.	In	school	they	talked	about	a	nurse	with	strong	
religious	convictions	not	wanting	to	work	in	abortion	clinic…	obviously	
it's	different	than	what	I	was	experiencing	and	probably	not	the	same	
severity,	but	I	remembered	that	case	and	I	thought,	I	could	be	making	a	
difference	in	other	people's	lives	and	still	be	happy.	So,	I	switched.		
…	because	I	think	the	care	setting	was	just	incompatible	with	me	
(Participant	#2).	

	
Another	participant	described	her	awareness	of	the	situations	where	she	was	more	

likely	to	experience	MD,	namely	those	where	patients	pursued	aggressive	therapy	when	

palliative	care	would	have	been	more	appropriate.	She	recognized	that	her	personal	beliefs	and	

a	year	of	palliative	care	experience	early	on	in	her	career	influenced	her	perspective.	The	

combination	of	personal	beliefs	and	certain	clinical	circumstances	contributed	to	MD	in	a	

predictable	pattern	for	her.	At	the	same	time,	she	attended	to	patient	autonomy	in	decision-

making,	even	when	those	decisions	were	a	source	of	MD	for	her,	again	demonstrating	how	

personal	and	professional	values	intertwine.	

Participant:		 Yeah,	I	guess	in	terms	of	as	I	see	it	and	as	we	know,	each	patient	has	the	
right	to	make	their	own	choices	and	to	be	the	director	of	their	own	care.	
So,	we	try	to	uphold	that	and	support	that	but	yeah,	for	sure,	if	it	conflicts	
with	personally	what	I	think	then…	you’re	trying	to	counsel	them	
realistically	but	yet	allow	them	to	maintain	hope	and	to	allow	them	to	feel	
that	they	have	the	control	to	pursue	their	health	generally	that	they	
wanted	to.	So,	it’s	sort	of	like,	not	putting	on	a	face,	you	know,	certainly	
I’m	truthful	in	the	way	that	I	counsel	them.	I	can’t	always	say	exactly	what	
I	would	like	to	say	in	line	of	my	own	beliefs	respecting	patient	autonomy	
and	things	like	that.	
…	

	 …	I	think	because	of	my	background	in	palliative	care.	I	try	to	view	death	
as	a	very	normal	part	of	life	and	try	to	normalize	it.	I	think	as	society,	we	
do	a	really	bad	job	of	that,	and	we’re	very	fearful	of	death.	I	feel	like	I	
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probably	struggle	more	personally	with	patients	that	are	very	sick,	that	
are	really,	really	pursuing	treatment	super	hard.	I	think	I	struggle	more	
with	that	because	I	feel	like	it’s	just	not	doing	them	any	good	–	not	that	it’s	
not	doing	them	any	good,	but	potentially	more	harm	and	hard	on	the	
family	(Participant	#3).	

	
	 The	study	was	not	designed	to	examine	MAID,	but	two	participants	raised	personal	

beliefs	concerning	conscientious	objection	to	MAID.	These	participants	were	not	personally	

objecting	to	MAID	but	worked	with	colleagues	who	refused	to	care	for	patients	receiving	MAID	

or	who	had	left	the	area	to	avoid	providing	such	care.	Both	participants	describe	the	practice	of	

MAID	as	provided	by	specialized	care	teams,	with	the	role	of	the	inpatient	unit	nurse	being	

primarily	supportive	(e.g.,	starting	an	intravenous	line)	and	post-mortem	care.	Refusal	to	care	

for	patients	receiving	MAID	was	accommodated,	and	neither	participant	was	critical	of	

colleagues	who	were	unwilling	to	provide	this	care.	They	recognized	that	some	nurses	held	

beliefs	that	impacted	this	practice.	No	particular	religious	beliefs	were	referenced	in	relation	to	

conscientious	objection	with	MAID.	

Interviewer:		 Do	you	know	if	any	of	your	colleagues	have	ever	left	or	thought	of	leaving	
oncology	because	of	moral	distress?		

Participant:		 I	know	a	couple	of	people	who	actually	left	when	we	started	doing	MAID.		
Interviewer:		 Oh.	And	what	was	that	about?		
Participant:		 I	was	actually	a	little	bit	kind	of	confused	by	it,	because	the	MAID	program	

is	available	anywhere	in	both	hospitals	in	[city	name	redacted].	But	I	
guess	they	just	left	our	unit,	because	we	would	have	a	higher	rate	of	MAID	
procedures,	with	people	who	were	in	pain	or	dying,	but	slowly.	So,	there	
were	a	few	that	we	did	earlier	this	year	and	a	couple	of	people	left	our	
unit	just	because	of	it.	Because	they	just	couldn’t,	you	know	they	didn’t	
agree	with	it	or	they	just	felt	really	distressed	about	being	involved,	or	if	
they	ever	needed	to	be	involved	(Participant	#19).	

	
Participant:		 …	we	know	ahead	of	time	obviously	who's	getting	it.	We	know	there's	

certain	nurses	that	don't	want	to	be	involved,	don't	even	want	to	take	care	
of	that	patient,	and	then	there's	nurses	that	are	hard	ball,	don't	want	to	
take	care	of	the	patient	but	don't	want	to	be	there	when	it	happens…	

Interviewer:		 —	and	that's	accommodated	on	your	unit?	
	Participant:		 Yeah…	we	know	ahead	of	time	–	the	charge	nurse	will	say,	“Okay,	we	have	

a	patient	getting	MAID	this	day.”	A	nurse	might	have	them	one	day	and	



	
	
 

296	

say,	“Okay,	I'm	not	comfortable	taking	care	of	them	anymore,”	if	she	
knows	that	she's	getting	MAID,	and	she	might	not	want	to	take	care	of	
them.	The	charge	nurse	will	try	to	juggle	around	the	assignments	because	
we've	never	made	anybody	–	when	I'm	in	charge,	I've	never	made	
anybody	take	care	of	a	patient	if	they're	not	comfortable	with	it,	if	they	
don't	agree	with	it	or	if	they're	going	to	have	mixed	feelings	about	it	
(Participant	#22).	

	
One	participant	referenced	conscientious	objection	in	relation	to	chemotherapy	

administration,	which	could	potentially	be	a	much	more	complex	issue,	given	the	ubiquity	in	

oncology.	However,	in	discussing	her	treatment-related	MD,	this	participant's	perspective	was	

that	although	she	was	sometimes	morally	distressed	about	some	of	the	aggressive	treatment	

she	witnessed,	if	she	objected	strongly,	she	would	refuse	to	administer	the	treatment	and	

discuss	her	concerns	with	the	physician.	Widespread	refusal	to	administer	treatments	that	

participants	felt	to	be	inappropriate	would	make	cancer	care	nearly	untenable.	However,	the	

participant	contextualized	MD	as	problematic	but	not	intolerable,	and	she	had	considered	a	

plan	for	a	situation	that	was	intolerable.	This	excerpt	also	indicates	that	she	felt	she	had	a	voice	

that	would	be	heard	if	she	did	ever	refuse	to	administer	treatment	in	a	specific	situation.		

Participant:		 …	if	I	really	truly	felt	like	I	cannot	give	this	med,	I	wouldn’t.	Like	I	just	
wouldn’t.	I	would	tell	the	oncologist	I'm	not	giving	this,	and	they	would	–	
and	then,	whatever	happens,	they’ll	usually	re-assess	the	treatment.	
Because	that	has	happened	before	where	the	oncologist	will	really	push	it,	
really	push	it.	And	nursing	staff	will	have	to	come	and	say,	I'm	not	going	to	
be	the	one	to	give	this	(Participant	#19).	

	
	 Individuals	enter	the	nursing	profession	with	existing	beliefs	and	values,	some	of	which	

are	simply	part	of	what	comprises	their	human	uniqueness,	apart	from	any	formal	religious	

belief	system.	These	beliefs	had	the	potential	to	influence	the	development	of	MD	and	made	it	

difficult	or	impossible	for	some	nurses	to	work	in	areas	that	were	incompatible	with	their	

beliefs.	Conscientious	objection	occurred	with	isolated	interventions,	such	as	MAID,	or	

hypothetically	in	isolated	circumstances,	such	as	refusal	to	give	chemotherapy	in	a	specific	
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situation.	However,	conscientious	objection	was	not	commonly	reported	in	this	study.	Personal	

beliefs	are	important	contributors	to	the	experience	of	MD	in	oncology	nursing.	

Support	

The	most	significant	impact	on	the	development	of	MD	in	oncology	nurses	was	the	

perceived	administrative	support	in	the	environment.	“Support”	was	coded	in	every	interview.	

When	administrative	support	was	present,	nurses	could	navigate	morally	distressing	

situations	with	a	greater	sense	of	wholeness.	When	absent,	it	made	continued	employment	in	

that	position	difficult	or	impossible	to	sustain.	Apart	from	increased	resources	to	manage	the	

ever-increasing	workload,	nurses	desired	support	from	nursing	and	medical	leaders	when	

morally	distressing	events	occurred.	In	situations	where	substantive	changes	to	decrease	the	

likelihood	of	a	similar	situation	were	not	possible,	given	the	nature	of	the	situation,	support	

made	the	challenges	easier	to	bear.	The	essential	role	of	support	during	challenging	

circumstances	is	human,	not	unique	to	nurses	or	oncology;	reports	of	the	essential	nature	of	

support	underline	the	importance	of	acknowledging	the	humanness	of	professionals,	so	they	

can	more	completely	and	effectively	engage	with	the	challenges	of	their	work.	

The	majority	of	participants	described	very	supportive	nursing	leaders,	for	whom	they	

also	expressed	significant	gratitude.	This	participant	had	frequent	MD	and	thoughts	of	leaving	

but	described	her	managers	as	extremely	supportive,	which	allowed	her	to	continue	working.	

Participant:		 …	we	have	amazing	staff	here	and	management	has	been	really	good	and	
the	doctors	and	the	other	nurses…	

Interviewer:		 What	do	you	think	would	make	it	less	likely	for	you	to	have	moral	distress	
in	your	position?	What	would	change	things?		

Participant:		 …	again,	I	can’t	say	enough	about	our	physicians	and	management…	I	had	
a	day	where	it	was	kind	of	the	breaking	point,	and	I	went	to	management	
and	“I	said	I’m	not	going	to	last	till	the	end	of	the	year.	I	said	I	really	can’t	
do	this	anymore.”	And	she	was	so	helpful	and	said,	“Whatever	we	can	do	
to	make	this	position,	whatever	ideas	you	have	to	improve	the	system,	we	
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will	listen	to	you.”…	we	had	a	meeting…	and	we	have	come	up	with	a	few	
ideas	so	far	that	have	seemed	to	be	working…	

Interviewer:	 	It	sounds	like	you	have	a	really	supportive	team.		
Participant:		 We	do,	yeah.	We’re	really,	really	lucky	(Participant	#12).	
	
Supportive	actions	included	taking	on	a	task	that	nurses	felt	inappropriate	in	a	dying	

patient,	thereby	shielding	the	nurses	from	performing	this	action,	listening,	problem-solving,	

enacting	practice	changes	to	decrease	systemic	challenges,	and	being	approachable	and	

available	to	staff.	

Participant:		 …	you	mentioned	that	you	discussed	with	your	manager,	and	it	sounded	
like	she	was	supportive	in	that	situation?		

Participant:		 Yeah.	Yeah,	she	was,	I	think.	She	kind	of	helped	me	brainstorm	things	that	
could	be	done	differently	on	the	unit	or	things	that	I	could	do	differently.	I	
think	it	went	as	well	as	I	could	have	expected	(Participant	#15).	

	
Interviewer:	 What	about	your	manager?	Do	they	play	a	role	in…	difficult	situations?		
Participant:		 My	clinical	support	manager	is	great,	she’s	very	comforting.	I	think	all	of	

us	have	been	in	her	office	crying	at	least	at	one	point	in	our	time	at	the	
cancer	centre.		

Interviewer:	 …	ethically	troubling	case	would	you	review	that	with	her	also?		
Participant:		 I	would,	and	I	also	review	with	our	social	work	team	because	we	have	–	

they	have	a	different	lens	in	nursing	(Participant	#20).	
	
	 Participants	identified	that	concerns	related	to	budgets	and	staffing	were	less	supported	

than	clinical	concerns.	

Participant:		 …	I	think	our	manager	is	very	receptive	to	–	she's	very	approachable	and	
receptive	…	when	it	comes	to	certain	issues,	I	think	management	is	very	
receptive	to	our	concerns.	I	think	when	it	comes	to	numbers,	
unfortunately,	no	(Participant	#22).	

	
There	were	also	clear	differences	when	there	was	a	change	of	manager	in	relation	to	

perceived	support,	perceived	availability	and	openness	to	hearing	concerns,	and	potential	

consequences	for	acting	in	accordance	with	one’s	beliefs	and	professional	judgment.	

Participant:		 When	I	first	started	working,	I	was	hired	by	a	manager	who	I	felt	a	really	
good	connection	to.	We	called	those	the	golden	years	on	our	unit...	
Because	those	were	the	years	where	we	all	really	remember	it	being	
excellent,	like	the	team	was	excellent.	You	feel	like	we	were	focused	on	
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excellence,	and	we	did	really	well.	And	everybody	loved	working	there.	
And	then…	the	hands	changed,	and	things	start	to	get	a	little	bit	more	
challenging,	and	we	just	started	seeing	a	lot	–	just	the	battles	were	a	lot	
harder…	just	some	of	fine	line	petty	things	would	be	more	issues	than	
trying	to	like	see	the	big	picture	or	big	ticket,	I	guess.	And	that	became	
challenging	when	people	were	in	the	office	for	things	where	you	would	
think	wouldn't	really	be	that	much	of	an	issue,	but	it	really	does	depend	
on	the	manager,	I	think,	as	well.	So,	yeah.		

Interviewer:		 So,	you're	trying	to	do	the	right	thing,	but	whether	that's	perceived	by	
others	as	the	right	thing	depends	on	who’s	[the	manager]?		

Participant:		 Yeah…	I	would	have	probably	made	the	same	decisions	I	did	with	my	first	
manager…	I	don’t	think	too	much	of	me	has	changed.	But	I	probably	
wouldn't	have	gotten	into	too	much	trouble	the	first	time	with	the	first	
manager.	But	I	definitely	got	called	into	the	office	many	times	with	the	
second	manager,	which	has	you	making	different	decisions	in	the	future	
(Participant	#5).	

	
	 The	participants	who	worked	in	the	most	challenging	work	settings	described	a	lack	of	

responsiveness	to	nurses’	concerns	by	management,	as	well	as	significant	turnover	of	

managers	in	one	situation.	The	participants	were	clear	in	articulating	their	concerns	and	did	

not	appear	hesitant	to	use	their	voice	and	speak	up	about	clinical	and	ethical	problems,	but	

there	was	minimal	effect	from	their	actions.	

Participant:		 Oh	yeah,	we're	onto	our	seventh	manager	in	nine	years.		
Interviewer:		 Seven	managers	in	nine	years?		
Participant:		 Yeah.		
Interviewer:		 Are	they	going	to	a	larger	centre	from	your	site,	or	where	are	they	going?		
Participant:		 They	quit.	The	first	four	they	quit,	well	they	went	into	retirement,	but	it	

was	mostly	quitting.	They	were	very	honest	with	that;	they	were	just	tired	
of	all	the	conflicts	(Participant	#11).	

	
Participant:	 –	So	I	wrote	a	three-page	email	to	the	chief	of	oncology,	the	chief,	the	boss	

of	all	of	them	and	it	outlined	all	of	my	concerns	with	[the	oncologist’s]	
practice	and	the	way	in	which	she’s	running	it…	

Interviewer:		 And	what	was	the	response	to	that	email?		
Participant:		 My	three-page	email	came	back	with	this	is	pretty	much	a	quote,	“Thank	

you	for	informing	me.	We	will	do	our	best	to	resolve	these	issues	moving	
forward.”	(Participant	#17).	

	
Nursing	administration	played	a	key	role	in	nurses’	experience	of	morally	distressing	

situations.	Perceived	administrative	support	improved	the	tolerability	of	morally	distressing	
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situations,	even	when	the	issues	leading	to	MD	could	not	be	fully	resolved.	Nurses	who	

perceived	managers	to	be	disinterested	or	actively	unsupportive	were	more	morally	distressed	

and	emotionally	frustrated;	this	was	a	key	factor	in	decisions	to	leave	a	job.	Participants	

differentiated	between	support	for	clinically	challenging	situations	and	fiscal	constraints,	

expecting	the	former	but	recognizing	the	latter	was	often	beyond	their	manager’s	control.	

Changes	Needed	

In	contrast	with	the	extensive	descriptions	of	the	experience	of	MD,	the	circumstances	

that	contributed	to	the	development	of	MD,	the	context	of	the	MD	experience,	and	the	impact	of	

MD	on	the	participant,	there	were	relatively	few	recommendations	for	practice	changes	

required	to	decrease	the	likelihood	of	MD	or	promote	resolution	when	it	occurred.	All	

participants	were	specifically	asked	about	proposed	changes,	but	the	responses	were	fewer,	

briefer,	and	less	detailed	than	responses	to	other	questions.	The	significance	of	administrative	

support,	discussed	previously,	suggests	that	this	is	very	important.	Three	recommendations	

offered	by	participants	included	more	debriefing	and	communication	within	the	team,	

improved	mental	health	supports,	and	use	of	self-care	and	resilience	strategies	by	nurses.	

One	participant	offered	this	assessment	of	her	struggle	to	describe	changes	to	the	

practice	environment	that	were	needed	to	decrease	the	likelihood	of	MD	or	promote	resolution	

when	it	occurs.	

Participant:	 I	feel	like	I’m	probably	just	such	a	product	of	engrained	structure	of	how	
we	operate,	right?	It’s	hard	to	even	think	outside	the	box	(Participant	#3).	

	
The	need	for	greater	financial	resources	to	support	staffing	and	decrease	workload	was	

mentioned,	but	always	together	with	the	assertion	that	this	was	unlikely	to	occur	in	the	current	

economic	situation.	The	essential	role	of	administrative	support,	discussed	in	the	prior	section,	

implies	the	potential	importance	of	nursing	leaders	in	creating	practice	environments	that	are	
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perceived	as	supportive.	Participants	whose	managers	were	perceived	as	supportive	clearly	

articulated	this,	as	illustrated	in	the	prior	section.	Those	with	managers	who	were	viewed	as	

less	supportive	seemed	to	believe	that	this	was	not	necessarily	a	realistic	suggestion	for	

change,	as	suggested	by	one	participant.	There	is	concern	both	about	the	time	available	for	

supportive	encounters	as	well	as	some	skepticism	about	managers	“genuinely	caring.”	

Participant:		 …	there	needs	to	be	more,	at	least	in	new	positions,	or	as	a	new	nurse,	and	
probably	in	general,	more	opportunities	to	really	talk	about	things.	It'd	be	
nice	if	managers,	charge	nurses,	checked	in	with	the	staff	nurses	more	
often,	and	just	to	see	if	there	was	anything	they	needed	to	talk	about	or	
anything	that	has	happened,	during	the	day,	that	has	bothered	them…	I	
don't	know	if	I	would	necessarily	talk	to	those	people	if	they	came	and	
asked	me	how	I	was	doing,	but	maybe	if	they	came	–	if	I	interpreted	that	
as	they	were	genuinely	caring	and	concerned	about	how	I	was	doing,	then	
I	might	be	more	likely	to	talk	to	them…	I	don't	think	it's	going	to	change,	
especially	inpatient,	where	there's	just	too	much	to	do.	We	don't	have	
time	to	really	think	about	the	things	that	have	made	us	uncomfortable	
throughout	the	day.	You	think	about	them	weeks	later,	instead	…	
(Participant	#15).	

	
Some	participants	had	incorporated	debriefing	into	their	settings.	As	described	earlier	

by	Participant	#21	(page	248),	she	introduced	a	staged	debriefing	approach	to	provide	

immediate	support	after	a	significant	event,	a	second	check-in	a	few	days	later,	and	then	a	final	

debrief	a	week	later,	to	allow	staff	time	to	reflect	upon	the	event	and	provide	ongoing	support	

instead	of	as	a	single	debriefing.	Another	participant	recommended	debriefings	be	grouped	

into	those	intended	to	provide	support	after	a	difficult	occurrence,	ongoing	staff	meetings	to	

address	the	day-to-day	challenges	of	providing	cancer	care	and	planning	meetings	in	advance	

of	an	anticipated	challenging	clinical	case,	such	as	caring	for	a	staff	member	or	family	of	a	staff	

member.	She	suggested	that	increased	teamwork	through	more	opportunities	for	collaboration	

would	help	staff	to	deal	with	MD.	

Participant:	 …	I	think	having	opportunities	to	debrief	about	things	is	one,	and	I	don’t	
think	we	get	enough	opportunity...	I	think	the	team	meetings	are	
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important,	and	it	seems	that…	in	my	location,	they’re	not	happening	
enough.	I’m	surprised	when	I	suggest	to	a	manager	that	maybe	they	have	
a	team	meeting	and	they	say	“no,	that’s	not	necessary”	and	I	think	“oh,	
yes,	it	is”	but	…		I	do	think	that	having	regular	team	meetings	is	important.	
I	think	huddles	actually	can	help	as	well.	I	mean,	it’s	that	in	my	experience	
at	our	clinic…	this	is	not	doable,	there’s	not	enough	leadership.	…	
I	also	would	say	it	helps	to	deal	with	distress,	in	general,	to	work	more	
closely	as	a	team…		
…	so	I	think	there’s	three	things	there.	There’s	debriefing	with	your	
coworkers…	structure	time	for	that.	There’s	having	regular	staff	meetings	
with	the	inter-disciplinary	team	potentially	and	then	there’s	prepping	for	
cases	that	you	can	see	are	going	to	be	difficult	from	the	get-go	(Participant	
#7).	

	
	 Greater	availability	of	mental	health	resources	for	staff,	destigmatizing	mental	health	

resource	utilization,	and	encouragement	to	use	available	resources	was	recommended.	As	

already	described,	most	workplaces	had	employee	assistance	programs,	but	these	were	not	

always	viewed	as	helpful.	Participants	also	described	the	importance	of	self-care	strategies	

they	used	to	maintain	their	ability	to	work	in	oncology	and	suggested	that	nurses	should	be	

encouraged	to	engage	in	self-care	to	promote	resilience.	Interestingly,	the	most	upset	

participant	described	a	multi-faceted	strategy	to	promote	personal	wellness.	It	is	unclear	if	her	

ongoing	distress	was	because	this	was	ineffective	in	mitigating	MD	or	if	there	would	have	been	

more	MD	and	emotional	response	in	the	absence	of	a	personal	wellness	strategy.	While	this	

participant	reported	using	the	most	strategies,	exercise,	connecting	with	significant	others,	and	

finding	ways	to	relax	were	advocated	for	self-care	and	resilience	by	a	number	of	participants.	

Interviewer:		 What	kind	of	things	do	you	use	to	decompress?		
Participant:		 Well,	every	day	in	the	morning,	I	wake	up	at	6:00,	I	exercise	in	total	for	an	

hour.	I	journal	every	day,	I	start	the	day	with	an	intention	for	the	day	such	
as…	today	my	intention	is	to	be	kind	under	pressure	and	I	keep	myself	
accountable	to	it.	At	the	end	of	the	week,	which	I	still	have	to	do	today…	
but	usually	on	Saturdays	I	journal	about	the	week.	I	ask	myself	questions,	
what	was	my	best	memory,	what	was	the	hardest	lesson	I've	learned	this	
week,	what	are	things	that	I	regret,	what	are	things	that	I've	learned,	what	
do	I	hope	for,	what	do	I	wish	for?	And	then	I	do	meditative	colouring.	I	
have	an	adult	colouring	book	with	markers	and	I	colour.	I	listen	to	audio	
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books	on	improving	my	leadership	capacity	and	I	watch	TV	shows	with	
my	husband.	You	know,	I’m	doing	everything	within	my	power	to	be	
reflective	in	my	practice	because	crap	keeps	happening	and	will	continue	
happening	for	the	rest	of	my	life	and	I	need	to	have	the	tools	to	think	
about	my	actions	in	these	situations	and	think	about	where	did	I	fail	or	
how	did	I	interpret	the	situation,	did	it	interpret	it	correctly,	is	there	room	
for	me	to	improve	etc.?	(Participant	#18)	

	
	 In	addition	to	strategies	employed	outside	work,	there	was	also	a	perceived	need	for	

organizational	support	for	staff	well-being.		

Participant:		 We	talk	about	burnout	all	the	time	and	self-care,	self-care,	you	need	to	…	
care	of	yourself.	And	I	think	that's	part	of	it,	but	it's	not	the	whole	picture.	
We	need	to	be	looking	at	the	organizations	as	well	and	what	are	they	
doing?	…	I	think	we	would	really	go	a	long	way	to	reduce	burnout	if	we	
provided	the	proper,	safe,	supportive	work	environments	(Participant	
#9).	

	
Participants	also	reported	needing	to	engage	in	self-care	at	work,	which	included	self-

advocacy	for	a	balanced	workload.	Both	inpatient	and	outpatient	nurses	reported	workload	

disparities	between	themselves	and	their	colleagues;	this	was	tied	to	perceptions	of	a	nurse’s	

ability	to	“handle”	the	workload.	However,	chronically	heavy	workloads	because	of	perceived	

expertise	were	eventually	exhausting,	and	nurses	described	the	importance	of	requesting	

balanced	assignments.		

Interviewer:		 These	are	sick	patients	who	are	at	risk	of	dying	throughout	their	
treatment	process.		

Participant:		 Absolutely.	Yeah,	yeah.	Like,	yeah…	I	would	say	99%	of	the	times	that	I	
would	be	working,	I	would	be	having	the	person	on	the	floor	that’s	sick,	
because…	when	they’re	making	assignments,	they	specifically	chose	
certain	nurses	that	are	comfortable	in	those	situations.	So,	they	don’t	
want	somebody	that’s	not	comfortable	or	too	junior	or,	somebody	that’s	
always	on	break	or	that	kind	of	thing.	You	sort	of	get	tucked	into	a	
category	where	you’re	proud	to	be	good	at	what	you	do.	But	you	also	
tucked	into	a	category	where	you	start	to	forget	how	to	advocate	for	–	like	
as	a	nurse,	for	yourself.	And	what	self-care	means	(Participant	#5).	

	
	 Participants	provided	detailed	descriptions	of	the	contributing	factors	for	MD	and	the	

context	in	which	MD	occurs,	they	identified	ethical	issues	and	the	broad,	situated	knowledge	
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base	for	their	practice.	Responses	to	questions	about	the	changes	that	would	make	their	

environments	less	morally	distressing	were	much	less	detailed.	The	primary	suggestions	were	

for	greater	support,	communication,	and	care	of	their	physical	and	mental	well-being.	These	

suggestions	are	not	specific	to	oncology	nursing,	rather	are	more	general	human	needs,	again	

supporting	the	role	of	humanness	in	the	experience	of	MD.	

Graphic	Representation	of	Findings	

The	study	findings	are	graphically	represented	in	Appendix	M.		Each	theme	is	

represented	by	a	colour-coded	graphic	comprised	of	important	aspects	of	the	theme	reported	

by	participants.	The	graphic	is	intended	to	convey	the	complex,	multi-dimensional,	and	layered	

experience	described	by	participants.	It	is	intentionally	visually	heavy	to	create	a	sense	of	

discomfort	in	the	viewer,	thereby	evoking	participant	descriptions	of	some	of	the	emotional	

aspects	of	both	the	experience	of	MD	and	the	context	in	which	it	occurs.	The	themes	are	

arranged	and	over-lapping	in	a	manner	that	is	non-linear,	visually	demonstrating	the	complex	

interaction	between	the	contextual	themes	and	the	experience	of	MD	evident	in	participant	

stories.	Features	of	humanness	were	present	in	all	the	stories,	including	those	of	MD	and	those	

that	described	the	rewards	of	the	work,	albeit	in	differential	ways.	For	this	reason,	

“Humanness”	is	present	in	the	background	of	all	the	other	graphics	as	a	potential	generative	

mechanism	that	interacts	with	other	aspects	of	the	experience	and	context.		

The	position	of	the	contextual	themes,	“Oncology	Nursing	is	Hard,”	“Oncology	Nurses	

Know,”	and	“You	Can	Find	Your	Niche,”	in	contact	with	“You	Get	Used	to	a	Certain	Kind	of	

Horrible”	on	the	superior	portion	of	the	graphic	as	well	as	“The	‘Wrong’	Kind	of	Horrible”	on	

the	inferior	part	of	the	graphic	evokes	the	dialectical	interplay	evident	in	the	data	between	the	

rewarding	aspects	of	the	context	of	oncology	nursing	that	draw	towards	humanization,	and	the	
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morally	distressing	aspects	that	drag	towards	dehumanization.	The	central	summation	of	the	

graphic	depiction	of	the	data	is	that	the	experience	of	MD	in	oncology	nursing	is	distinct	from	

the	contextual	themes,	but	in	relationship	and	interacting	with	those	themes	in	a	complex,	non-

linear	fashion,	against	a	backdrop	of	universal	human	attributes.	

Chapter	Summary	
	

Oncology	nurses	experience	MD	when	the	usual	challenges	of	their	work	(“a	certain	

kind	of	horrible”)	become	the	“wrong”	kind	of	horrible.	The	“wrong”	kind	of	horrible	is	when	

situations	are	not	just	professionally	and	emotionally	challenging,	but	also	morally	distressing	

due	to	additional	features	or	contextual	factors	that	raise	ethical	concerns.	This	experience	is	

embedded	in	the	oncology	nursing	context,	but	also	demonstrates	features	that	are	universally	

human.	The	contextual	themes	include	the	inherent	challenges	of	the	work,	the	broad-based	

knowledge	nurses	employ	in	practice,	and	the	niches	wherein	they	best	fit	their	practice	of	

oncology	nursing.	The	features	of	humanness	that	contribute	to	MD	also	contribute	to	the	

rewards	of	oncology	nursing,	and	thus	are	proposed	to	be	a	generative	mechanism	for	both.	
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CHAPTER	6:	DISCUSSION	

Introduction	

The	themes	identified	in	this	study	illuminate	the	experience	of	moral	distress	(MD)	in	

oncology	nursing	as	distinct	from	the	context,	though	inter-connected	with	and	highly	

contextualized	to	patient-related	and	system-related	features	of	cancer	care	provision.	There	is	

concurrence	with	the	existing	literature	on	the	challenges	of	oncology	nursing	and	the	way	this	

may	contribute	to	the	development	of	MD,	as	well	as	the	significance	of	system-related	factors	

in	the	development	of	MD,	particularly	the	complexity	of	the	health	care	environment,	the	

significance	of	resource	limitations	and	administrative	support,	and	the	unique	features	of	the	

oncology	nursing	context.	There	is	divergence	from	existing	literature	on	some	contributors	to	

MD,	associations	with	MD,	the	role	of	experience,	and	the	nature	of	moral	residue	and	

crescendo	effect.	The	findings	extend	our	understanding	of	the	significance	of	MD	intensity	and	

frequency	and	the	composition	of	nursing	knowledge	that	underlies	the	experience	of	MD	and	

fill	a	gap	in	the	literature	on	participant	responses	to	MD	as	well	as	the	role	and	impact	of	

contextual	factors.	Finally,	the	proposition	that	humanness	serves	as	a	generative	mechanism	

for	both	the	experience	of	MD	and	the	experience	of	the	rewards	of	oncology	nursing	is	a	novel	

insight	that	builds	on	prior	work	that	emphasizes	the	need	for	a	complex	understanding	of	the	

way	MD	develops	and	the	context	in	which	it	occurs.		

Understanding	the	Experience	and	Context	of	Moral	Distress	

	 The	themes	derived	from	the	first	and	second	research	questions	regarding	the	

experience	and	context	of	MD	demonstrated	a	significant	inter-connectedness.	Though	the	

experience	of	MD	was	distinguishable	from	the	context,	oncology	nurses’	experiences	of	MD	

were	highly	contextualized	and	situated	in	the	specific	details	of	patient	circumstances	and	the	



	
	
 

307	

settings	wherein	they	practiced.	Experiences	of	MD	were	typically	described	in	relation	to	the	

patient	situations	and	contextual	factors	that	contributed	to	MD.	Situations	of	MD	were	multi-

factorial	and	complex;	MD	developed	in	a	complex,	non-linear	fashion.	Humanness,	as	a	

potential	generative	mechanism,	is	discussed	subsequently;	however,	it	is	referenced	here	

insofar	as	it	was	evident	in	the	experience	and	context	of	MD.	

Complex,	Multi-Factorial,	Non-Linear	

In	contrast	with	MD	models	that	suggest	linear	causation	(Wilkinson,	1987/1988),	the	

findings	of	this	study	reflected	complex,	multi-factorial,	non-linear	progression	from	situations	

that	were	challenging	but	not	morally	distressing	to	those	where	MD	is	present.	Reported	“root	

causes”	of	MD	(Hamric	et	al.,	2012)	were	evident	in	many	of	the	situations	described	by	

participants,	but	did	not	necessarily	and	inevitably	lead	to	distress,	challenging	linear	

conceptualizations	of	MD	causation.	Rather,	these	purported	“root	causes”	usually	co-occurred	

with	multiple	other	factors	and	resulted	in	MD	for	some	individuals	in	some	situations,	but	not	

for	others.	Most	situations	had	multiple	factors	contributing	to	MD.	

Treatment-related	factors,	such	as	care	that	was	perceived	as	aggressive,	futile,	

suboptimal	or	not	in	the	patient’s	best	interests,	EOL	care	and	communication,	and	the	ethical	

issues	inherent	in	those	circumstances	were	important	to	oncology	nurses’	experience	of	MD.	

However,	there	was	not	a	linear	progression	from	any	individual	factor,	such	as	aggressive	

care,	to	MD.	There	were	many	descriptions	of	care	that	could	be	construed	as	aggressive,	but	

not	all	of	these	situations	were	perceived	to	be	morally	distressing.		Rather	there	was	

complexity	and	variability	related	to	the	ways	in	which	“oncology	nursing	is	hard”	and	how	the	

specific	features	of	a	situation	and	the	“humanness”	of	the	nurse	influenced	perceptions	of	
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aggressive,	futile,	or	suboptimal	care	and	assessments	of	whether	it	represented	“the	‘wrong’	

kind	of	horrible”	or	not	in	any	situation.		

Hard,	Sad,	or	Morally	Distressing?	

While	negative	emotions	are	inherent	to	MD	definitions,	MD	is	not	solely	an	emotional	

experience	(Austin,	2016;	Jameton,	1984;	Weber,	2016;	Wilkinson,	1987/1988).	However,	

some	have	questioned	the	extent	to	which	moral	judgements	are	conflated	with	emotional	

reactions	in	distressing	situations	(Svantesson,	2017;	Walsh,	2010).	Participants	in	this	study	

differentiated	situations	that	were	just	challenging	(hard	or	sad)	from	those	that	were	

challenging	and	also	morally	distressing.	While	the	experience	of	MD	often	co-occurred	with	

emotional	distress	and	professional	challenges,	personally	and	professionally	difficult	

situations	were	not	necessarily	morally	distressing	(see	Appendix	L).	Whereas	multiple	

patient-related	and	system-related	factors	contributed	to	participants’	MD	in	a	complex,	non-

linear	fashion,	other	facets	of	these	same	factors	simply	served	as	the	context	for	the	

experience.	The	decision	point	for	participants’	attributions	of	whether	a	situation	was	just	

difficult	or	also	morally	distressing	was	whether	they	could	identify	a	specific	ethical	concern	

or	not.	The	identified	ethical	concerns	were	most	often	rooted	in	professional	nursing	values	

and	duties,	but	also	arose	from	participants’	personal	values	and	beliefs.	Situations	that	shared	

similar	professional	and	emotional	challenges	were	not	necessarily	similarly	morally	

distressing,	due	to	the	presence	of	both	professional	and	personal	ethical	values	and	beliefs	

that	influenced	MD	development.	However,	contrary	to	some	concerns	in	the	literature,	

conflation	of	emotional	reactions	and	ethical	concerns	was	absent.	
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Contribution	Not	Causation	

While	existing	literature	points	to	factors	such	as	aggressive	care	as	a	“root	cause”	for	

MD	(Hamric	et	al.,	2012),	the	findings	of	this	study	demonstrate	more	nuance	in	how	MD	

developed.	Some	participants	experienced	MD	when	patients	received	care	that	was	aggressive	

and	they	had	concerns	about	the	adequacy	of	informed	consent,	whether	the	care	was	in	

alignment	with	patient	wishes	and	goals,	or	whether	the	decision	to	proceed	with	treatment	

was	truly	autonomous.	In	some	situations,	uncertainty	regarding	whether	the	care	was	in	the	

patients’	best	interests	arose	from	the	inherent	complexity	and	uncertainty	of	the	illness	and	

treatment	that	complicated	prognostication	and	discussions	of	risks/benefits	of	a	proposed	

treatment.	Others	experienced	MD	when	care	was	perceived	as	aggressive	and	was	also	not	in	

alignment	with	their	personal	values	or	tolerance	for	the	nature	of	their	professional	work.	In	

summary,	aggressive	care	led	to	MD	due	to	concomitant	ethical	concerns	and/or	disease,	

treatment	and	prognostic	complexity/uncertainty,	and/or	personal	beliefs.	

Consequently,	apart	from	the	inability	to	infer	causation	from	the	research	methodology	

employed	here,	causal	language	is	not	utilized	when	discussing	factors	that	contributed	or	led	

to	the	development	of	MD	because	linear	associations	were	not	implied	from	participant	

accounts.	There	was	not	just	complexity,	but	the	“messiness”	one	would	expect	from	human	

interactions	around	an	emotionally	charged	diagnosis	where	death	is	a	possibility	from	both	

the	disease	and	some	of	the	treatments.	Thus,	factors	that	were	present	in	situations	of	MD	are	

described	as	contributing	factors	or	factors	that	led	to	MD	and	not	as	“causes”	of	MD.	

Intensity,	Frequency,	Residue,	and	Crescendo	

The	intensity	and	frequency	of	MD,	which	is	the	focus	of	much	research	(Ameri	et	al.	

2016;	Davidson	et	al.,	2016;	Raines,	2000;	Rice	et	al.,	2008;	Rushton	et	al.,	2015;	Trotochaud	et	
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al.,	2015),	had	less	significance	for	participants	than	the	people	and	circumstances	involved	in	

situations	they	described.	There	was	also	a	difference	between	patient-related,	personal,	and	

systemic	contributors	to	MD	in	the	resultant	intensity	and	frequency	of	MD	and	the	impact	

thereof.	Moral	residue	was	evident	from	past	MD,	frequently	contributing	to	positive	

perceptions	of	current	positions	and	practice.	A	crescendo	of	MD	was	evident	for	those	in	the	

most	challenging	circumstances.	

As	identified	in	“Not	the	Norm,”	clinical	situations	that	led	to	MD	were	often	atypical	or	

unusual	in	some	way.	When	asked	if	events	were	usual	or	frequent,	affirmative	responses	were	

rare	and	usually	related	to	personal	or	systemic	contributors	to	MD	and	typically	in	people	

who	left	those	positions	due	to	frequent	MD;	patient-related	contributors	(i.e.,	treatment-

related,	EOL	care	and	communication,	ethical	concerns)	were	less	often	described	as	frequent.		

However,	even	isolated	occurrences	of	intense	MD	related	to	clinical	situations	resulted	in	

moral	residue,	so	low	frequency	was	not	necessarily	of	low	importance.	For	example,	

inadequate	analgesia	or	relief	of	suffering	was	described	infrequently	but	was	very	morally	

distressing	when	it	occurred,	particularly	when	there	were	perceptions	of	family	influence	on	

inadequate	symptom	management.	At	the	same	time,	participants	did	not	report	leaving	

positions	due	to	MD	arising	from	clinical	situations	where	personal	or	systemic	factors	were	

not	also	present.	Thus,	rare	intense	situations	of	MD	due	to	patient-related	factors	could	leave	

moral	residue	but	were	not	associated	with	leaving	a	position,	while	frequent	or	intense	

personal	or	systemic	contributors	to	MD	were	associated	with	leaving.		

Evaluating	the	significance	of	MD	by	the	frequency	with	which	it	occurs	does	not	give	

adequate	attention	and	weight	to	single	occurrences	that	remained	troubling	for	years	after	

they	happened.	Nor	does	frequency	or	intensity	illuminate	the	significance	of	the	nature	of	the	
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contributor	and	the	impact	on	the	nurse’s	ability	to	remain	in	a	position.		There	is	a	need	to	

expand	our	understanding	regarding	which	factors	are	the	most	relevant	in	predicting	the	

impact	of	MD,	as	the	findings	suggest	frequency	and	intensity	are	not	the	most	relevant.	

Concerns	about	MD	intensity	and	frequency	were	primarily	present	in	nurses	who	left	

jobs	they	felt	were	a	bad	fit	or	where	systemic	challenges	were	not	addressed,	which	is	

consistent	with	prior	literature	demonstrating	higher	MDS/MDS-R	scores	with	intent	to	

leave/actual	leaving	(Lazzarin	et	al.,	2012;	Rushton	et	al.,	2015;	Trotochaud	et	al.,	2015).	This	

study	illuminates	that	the	circumstances	surrounding	the	experience	were	the	primary	focus	of	

concern,	rather	than	the	intensity	and	frequency	of	MD.	For	nurses	who	felt	ill-suited	to	a	

particular	area	of	oncology	nursing,	as	described	in	“You	Can	Find	Your	Niche,”	intensity	and	

frequency	of	MD	illuminated	that	reality	and	prompted	a	move	to	a	more	suitable	position;	the	

focus	was	on	the	fit	and	not	primarily	on	the	intensity	and	severity	of	MD	they	had	

experienced.	Similarly,	while	experiencing	intense	MD	every	day	at	work	was	very	distressing	

for	participants	in	highly	challenging	work	environments,	the	intensity	or	frequency	of	MD	was	

not	their	primary	concern.	Rather	the	lack	of	administrative	support	in	managing	the	inter-

personal	conflict	in	the	employment	setting	that	led	to	their	MD	was	the	problem.	This	lack	of	

support,	not	the	consequence	of	MD,	was	foremost	because	the	MD	appeared	to	be	remediable	

had	there	been	administration	support.	An	alternative	response	by	key	individuals	in	nursing	

and	medical	leadership	positions	may	have	resolved	the	situation	and	hence	the	MD.	

Experiencing	seemingly	unnecessary	MD	along	with	lack	of	support	was	additive	to	the	

experience.	

Further,	for	nurses	who	had	left	situations	where	they	experienced	frequent	and	intense	

moral	distress,	prior	frequency	and/or	intensity	of	MD	were	not	their	focus,	rather	the	positive	
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features	of	the	new	environment	were,	as	described	in	“You	Can	Find	Your	Niche.”	When	MD	

was	sufficient	to	prompt	leaving,	the	moral	residue	that	reminded	them	of	the	negative	

attributes	of	a	prior	position	enhanced	the	positive	appraisal	of	the	new	position.	Even	when	

MD	was	experienced	in	the	new	position,	the	delta	between	past	and	present	MD	frequency	

and/or	intensity	–	calculable	because	of	the	residue	of	the	prior	distress	–	as	well	as	the	

positive	features	of	the	new	position	affirmed	the	decision	to	leave	the	prior	position.	Nurses	

who	stayed	in	positions	were	motivated	by	moral	residue	from	prior	MD	to	make	changes	to	

their	practice	to	decrease	the	likelihood	of	experiencing	a	similar	situation	in	the	future.		

Whether	leaving	or	staying,	moral	residue	from	prior	MD	motivated	some	type	of	

change,	as	individuals	sought	to	avoid	a	similar	morally	distressing	circumstance	in	the	future,	

if	possible.	Both	responses	were	functional	types	of	avoidance,	in	that	participants	were	moved	

to	constructive	actions	(e.g.,	finding	a	more	suitable	job,	obtaining	additional	education,	being	

more	willing	to	ask	questions	or	challenge	those	in	authority)	rather	than	unhelpful	avoidance	

responses.	Consequently,	for	the	participants	in	this	study,	and	contrary	to	prior	literature,	

moral	residue	was	a	positive	motivator	and	not	a	risk	factor	for	enhanced	future	MD	when	

participants	were	able	to	make	changes	to	their	practice	(Epstein	&	Hamric,	2009).	

For	those	participants	who	were	in	highly	challenging	work	environments	where	

leaving	their	positions	was	difficult	or	where	the	changes	needed	to	decrease	the	likelihood	of	

future	MD	were	beyond	their	control	or	ineffectual	when	employed,	there	was	evidence	of	a	

MD	crescendo	(Epstein	&	Hamric,	2009).	For	one	participant	this	ultimately	led	to	the	difficult	

decision	to	move	away	from	oncology	nursing,	another	was	actively	seeking	to	do	so,	while	a	

third	was	eventually	able	to	obtain	internal	reassignment.	Leaving	resulting	in	a	rapid	de-

crescendo	of	MD,	while	those	who	had	not	yet	left	had	an	ongoing	crescendo	of	MD.		
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The	role	of	action	or	inaction	has	been	linked	to	moral	courage	(Corley,	2002).	In	this	

study,	participants	who	experienced	a	MD	crescendo	had	engaged	in	multiple,	often	risky,	

actions	that	demonstrated	both	courage	and	agency	when	seeking	to	resolve	or	mitigate	the	

situations	that	contribute	to	their	MD,	without	effect.	Musto	and	Rodney	(2016)	questioned	

whether	action	could	variably	contribute	to	or	mitigate	MD	in	different	situations.	Newton	et	

al.	(2012)	stated	that	“MD	arises	from	the	futility	of	sustained	professional	actions”	(p.	101).	

For	participants	in	this	study,	the	ineffectiveness	of	intensive	actions	appeared	to	lead	not	only	

to	MD,	but	to	a	MD	crescendo.	A	combination	of	ongoing	structural	factors	contributed	to	MD,	

including	a	lack	of	administrative	support	to	resolve	the	concerns,	reluctance	to	censure	

problematic	physician	behaviour,	and	impediments	to	moving	to	another	position.	The	

persistence	of	these	factors	despite	multiple	attempts	to	resolve	them	added	to	the	MD	

crescendo.	Intensity	or	frequency	of	MD	were	not	the	primary	contributors,	nor	was	a	lack	of	

courage	or	agency	to	address	their	concerns,	rather	the	impotence	of	their	efforts	featured	

prominently.	

The	findings	of	this	study	extend	our	understanding	of	the	significance	of	MD	intensity	

and	frequency,	underscoring	that	other	features,	in	addition	to	these	two	factors,	contribute	to	

the	impact	of	the	MD	experience.	Frequent	or	intense	events	have	a	differential	impact	

depending	on	whether	they	arise	from	patient-related	and	system-related	contributors	to	MD.	

Moral	residue	from	intense	or	frequent	past	MD	motivated	participants	to	functional	avoidance	

by	enhancing	their	practice	or	improving	their	job	situation.	Unremitting	MD	arising	from	

system-related	factors	that	were	unresponsive	to	participant	actions	led	to	a	MD	crescendo.	
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Contributing	Factors	

The	findings	of	this	study	demonstrate	some	divergence	from	existing	literature	on	

factors	that	contribute	to	the	development	of	MD.	Though	factors,	such	as	care	that	is	perceived	

as	overly	aggressive	or	futile,	contributed	to	MD	for	oncology	nurses,	this	was	not	inevitable	or	

linear,	as	already	discussed.	Individual	nurse	characteristics	greatly	influenced	perceptions	of	

treatment	aggressiveness	and	the	ability	to	tolerate	providing	certain	types	of	therapies.	These	

individual	human	characteristics	are	a	potential	explanation	for	the	variability	reported	in	

prior	studies	regarding	the	role	of	“aggressive	care”	in	MD.	In	addition,	patient-related	ethical	

concerns	(e.g.,	autonomy,	informed	consent)	were	more	important	for	MD	related	to	

perceptions	of	aggressiveness	or	futility	than	the	actual	care	being	provided.	

Patient-Related	Factors	

	 Patient-related	contributors	to	MD,	as	outlined	in	“The	‘Wrong’	Kind	of	Horrible,”	

included	treatment-related	concerns,	EOL	care	and	communication	and	ethical	concerns.	In	

most	situations,	all	three	were	present	and	inter-connected.	Though	described	as	root	causes	

(Hamric	et	al.,	2012),	this	was	not	supported	by	the	findings	of	this	study.	Rather,	patient-

related	factors	interacted	with	nurse	humanness	and	professional	ethics	in	variable	ways.	

	 Ethical	Concerns.	Providing	care	believed	to	be	too	aggressive,	futile,	or	not	in	the	

patient’s	best	interests	is	a	commonly	reported	concern	in	the	literature	(Austin	et	al.,	2017;	

McAndrew	et	al.,	2011).	However,	there	was	complexity	in	the	issues	that	led	to	concerns	about	

aggressiveness	in	this	study.	As	described	in	“You	Can	Find	Your	Niche,”	some	nurses	were	

simply	unable	to	work	in	certain	areas	of	oncology,	most	commonly	blood	and	marrow	

transplantation	(BMT),	because	their	personal	beliefs	led	to	perceptions	that	the	care	was	

more	aggressive	than	what	they	were	willing	to	participate	in.	However,	these	participants	
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simultaneously	held	that	this	was	necessary	care	for	some	patients	and	voiced	their	respect	for	

individuals	who	could	and	did	work	in	the	area.	Thus,	for	some,	personal	values	and	beliefs	

influenced	ethical	perceptions	more	than	professional	values	and	duties;	the	location	of	such	

concerns	was	clearly	framed	as	within	the	participant	and	not	necessarily	the	treatment	itself.		

A	second	set	of	concerns	related	to	whether	there	was	adequacy	of	informed	consent,	

autonomy,	and	alignment	with	patient	wishes	or	goals,	often	because	of	family	influence	or	

discussions	of	risks	and	benefits	that	appeared	optimistic.	These	concerns	related	to	aggressive	

care,	treatment	refusal	and	unproven	therapies,	and	EOL	care	and	symptom	management.	The	

concerns	were	most	often	framed	as	questions	about	whether	ethical	standards	were	met	and	

not	as	definitive	attributions	that	they	were	not,	apart	from	a	sub-set	of	situations	where	

patients	(including	teens)	implied	or	stated	that	they	were	pursuing	care	(including	analgesic	

refusal)	that	their	families	desired,	not	what	they	desired.		

Many	participants	were	willing	to	provide	very	aggressive	care	if	there	was	adequate	

informed	consent	and	alignment	with	patient	wishes.	Those	who	offered	opinions	on	MAID	

were	similarly	willing	to	participate	if	aligned	with	patient	wishes.	Participants	were	conflicted	

about	situations	of	treatment	refusal	and	unproven	therapies	and	were	always	unwilling	to	

provide	suboptimal	symptom	management	and	EOL	care.	This	diverges	somewhat	from	

Houston	et	al.	(2013),	who	found	that	early	cessation	of	therapy	was	less	morally	distressing	

than	ongoing	therapy	when	hope	for	recovery	was	limited.	This	study	illuminates	that	it	was	

not	necessarily	the	treatment	itself	(whether	aggressive	care,	MAID	or	treatment	refusal)	that	

was	the	primary	contributor	to	MD,	though	this	was	the	nidus	of	the	situation.	Rather,	concerns	

about	consent	and	autonomy	were	the	primary	concerns.	Suboptimal	EOL	and	symptom	care	

were	a	primary	contributor	to	MD	as	these	were	viewed	as	inherently	unethical.		
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	 The	Nature	of	Constraint.	Moral	distress	is	proposed	to	develop	when	nurses	are	

constrained	from	acting	in	accordance	with	their	moral	judgements.	Internal	constraints	

typically	relate	to	individual	impediments	to	agency	(e.g.,	fear	of	job	loss,	lack	of	assertiveness,	

fear	of	creating	conflict	or	trouble),	while	external	constraints	are	typically	viewed	as	

structural	impediments	to	enacting	agency	(Corley,	2002;	Gutierrez,	2006;	Hamric	et	al.,	2012;	

Nathaniel,	2006;	Pavlish	et	al.,	2013;	Reed	&	Rishel,	2015).	While	structural	constraints	were	

evident	in	system-related	factors	(discussed	subsequently),	a	significant	source	of	constraint	to	

acting	on	moral	judgement	for	participants	in	this	study	was	the	inherent	unpredictability	and	

uncertainty	of	the	various	diseases	their	patients	lived	with,	which	impeded	clear	judgements	

about	the	right	course	of	action.		

Previously	cited	definitions	of	futility	include	situations	where	quality	of	life	and	

likelihood	of	improvement	are	low	or	patient/family	goals	are	implausible	(Bahramnezhad	et	

al.,	2014;	Janzen	&	Perry,	2015;	Kite	and	Wilkinson,	2002,	Meltzer	&	Huckabay,	2004;	Neville	et	

al.,	2015).	While	this	was	true	for	some	of	the	EOL	care	situations	that	were	described,	there	

were	also	numerous	situations	where	there	was	prognostic	uncertainty	due	to	the	disease	

itself	or	the	nature	of	the	treatment.	Participants	identified	that	rapid	advances	in	cancer	

treatment	increasingly	complicate	prognostication	as	evidence	is	emerging,	particularly	when	

their	patients	are	participants	in	the	clinical	trials	that	are	generating	that	evidence.		

Further,	some	treatments,	such	as	BMT,	have	many	potential	complications,	each	with	

variable	severity	and	duration,	which	are	not	easily	prognosticated;	these	complications	may	

develop	even	if	the	treatment	is	ineffective	in	eradicating	the	disease.	When	expressing	

concerns	about	adequacy	of	informed	consent,	futility,	or	alignment	with	patient	goals	in	such	

circumstances,	participants	simultaneously	acknowledged	that	prognostication	was	
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challenging	and	detailing	the	worst	possible	outcomes	could	cause	unnecessary	emotional	

distress	for	patients/families	who	did	not	experience	those	outcomes.	Thus,	the	concerns	

about	doing	the	“right	thing”	were	tempered	by	the	inherent,	disease-	and/or	treatment-

related	uncertainty	that	obscured	what	the	“right	thing”	may	be,	including	what	the	“right”	

amount	of	information	would	be	about	potential	worst-case	scenarios.	Situations	where	the	

treatment	approach	resulted	in	serious	adverse	effects	with	little	benefit	seemed	to	be	the	

“wrong	thing.”	However,	this	outcome	was	often	unknowable	a	priori,	and	there	was	no	

obvious	alternative	that	would	have	resulted	in	a	superior	outcome,	as	death	would	have	

resulted	without	the	treatment.	

Intensive	cancer	therapies	that	offer	potential	benefits	may	also	have	serious	adverse	

effects	for	some	patients	in	an	unpredictable	fashion.	Rapid	advances	in	cancer	treatment	with	

emerging	therapies	are	positive	for	individuals	who	might	benefit	from	those	therapies.	While	

evidence	is	emerging,	or	for	therapies	where	it	is	unclear	who	will	experience	the	most	serious	

adverse	effects,	prognostic	uncertainty	may	challenge	perceptions	of	what	is	an	appropriate	

course	of	action	in	an	individual	patient,	particularly	when	the	line	between	“treatable”	and	

“futile”	is	blurred.	This	additional	layer	of	constraint	to	appropriate	action	(because	

appropriateness	may	be	unknown)	is	additive	to	the	prior	discussion	of	aggressive	care	as	a	

“root	cause”	of	MD,	further	demonstrating	the	complex,	non-linear	development	of	MD.	

Aggressive	treatment	is	often	a	feature	of	situations	where	MD	occurred,	but	not	a	lone,	linear,	

or	inevitable	cause	of	MD.	

	 Administrative	Support.	Nurse	leader	moral	courage	has	been	advocated	to	improve	

the	moral	habitability	of	the	workplace	environment	(Hutchinson	et	al.,	2015;	Storch	et	al.,	

2002).	Participant	accounts	are	consistent	with	this	view	and	identified	tangible	ways	in	which	
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this	was	demonstrated	in	their	settings.	Administrative	supports	were	pivotal	to	nurses’	

experiences	of	MD.	Participants’	expectations	for	administrative	support	were	more	optimistic	

for	support	with	patient-related	factors	than	with	system-related	factors.	That	is,	in	relation	to	

clinical	situations,	participants	expected	and	usually	received	support	from	their	nursing	and	

medical	leaders.	Whether	directly	intervening	or	engaging	external	resources,	administrative	

action	was	valued	and	effective	in	decreasing	MD,	even	if	the	actions	did	not	necessarily	

resolve	the	situation.	Actions	such	as	listening,	encouragement,	accessibility,	presence	and	

providing	ethical	leadership	previously	reported	by	nurse	leaders	(Pavlish	et	al.,	2015b)	were	

described	and	valued	by	participants	in	this	study.	The	value	of	administrative	support	was	not	

just	in	the	outcome	obtained	but	also	in	the	solidarity	with	nurses	demonstrated	by	that	

support.	

System-Related	Factors		

Where	participants	reported	nuance	and	complexity	in	patient-related	contributors	to	

MD,	they	were	direct	and	definitive	about	the	role	of	system-related	impediments	to	fulfilling	

one’s	values	and	duties	in	providing	nursing	care.	While	systemic	impediments	to	voice	and	

agency	existed,	they	were	most	problematic	for	those	in	highly	challenging	settings.	The	most	

substantial	contributors	to	MD	were	resource	constraints	and	lack	of	administrative	support.	

Gender,	Power,	Voice,	Agency.	Gender,	power,	voice	and	agency	were	identified	in	the	

literature	review	as	significant	factors	in	health	care	settings	that	could	contribute	to	MD	

(Kontos	&	Poland,	2009;	Ridgeway	&	Smith-Lovin,	1999).	The	participants	in	this	study	were	

all	female	and	did	not	report	gender	as	significant	to	their	development	of	MD.	Limitations	of	

power	and	voice,	relative	to	their	role	in	organizational	hierarchies,	were	reported,	which	is	

consistent	with	the	literature	on	the	historical	androcentrism	and	medical	hegemony	that	
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persists	in	modern	health	care	environments	(Cohen	et	al.,	2010;	Friese	&	Manojlovich,	2012;	

Helft	et	al.,	2011;	Reed	&	Rishel,	2015;	Saltmarsh	&	De	Vries,	2008).	However,	the	nurse’s	

power,	voice	and	agency	were	at	least	partially	moderated	by	relationships	within	the	health	

care	team,	as	well	as	nursing	experience,	and	significantly	impacted	by	managerial	support	

(discussed	subsequently).	Consequently,	the	data	are	insufficient	to	support	a	claim	of	gender	

(either	the	nurse’s	gender	or	the	gendered	nature	of	medicine	and	nursing)	as	a	significant	

contributor	to	the	development	of	MD.		

Relationships	with	physicians	did	significantly	impact	nurses’	power,	voice	and	agency.	

The	significance	of	the	nature	of	the	relationship	with	the	physician	in	affecting	nurses’	role,	

voice,	and	autonomy	is	consistent	with	prior	reports	of	medical	hegemony	in	team	dynamics	

(Fries	&	Manojlovich,	2012;	Helft	et	al.,	2011).	This	was	most	evident	for	those	who	moved	

from	inpatient	to	outpatient	settings,	where	greater	autonomy	and	voice,	when	working	

consistently	with	a	single	physician	or	group	of	physicians,	was	reported.	Participant	

attributions	reflected	the	social	capital	in	the	form	of	relational	trust	that	accrued	from	

working	in	continual	proximity	in	a	clinic	setting,	in	contrast	with	inpatient	settings	where	all	

health	care	providers	rotated	shifts	and/or	service	call.	While	participants	did	not	report	

feeling	disempowered	when	working	in	inpatient	settings,	they	identified	closer	relationships	

in	outpatient	settings	that	enhanced	their	voice	and	role	when	relationships	were	positive	and	

greatly	constrained	them	when	they	were	not.	

Additionally,	participants	repeatedly	identified	that	the	structural	realities	of	inpatient	

settings	impacted	all	members	of	the	health	care	team	due	to	financial	pressures	and	workload.		

For	example,	unit-based	structures	with	minimal	bedside	nurse	involvement	in	some	rounds	

were	organized	around	care	demands	and	operational	needs.	The	findings	did	not	suggest	that	
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nurses	were	excluded	from	or	had	limited	participation	in	rounds	because	their	perspective	

was	not	valued,	but	because	time	constraints	due	to	workload	on	the	unit	did	not	permit	

greater	involvement.	Participants	also	reported	that	if	they	had	concerns	about	a	proposed	

treatment	plan,	they	would	(and	did)	voice	those	concerns	to	the	physician.	Consequently,	

though	participant	workplaces	continue	to	display	features	of	medical	hegemony,	participants	

did	not	report	inpatient	structures	to	be	differentially	problematic	to	nurses	over	other	HCP.	

This	does	not	mean	that	inpatient	structures	were	unproblematic	for	nurses’	voice	and	agency,	

rather	impediments	to	providing	care	were	felt	by	all	HCP.		

While	nurses	in	outpatient	settings	who	had	a	positive	relationship	with	a	consistent	

physician	reported	experiencing	the	most	autonomy,	there	were	also	relational	differences	

between	physicians	in	the	same	inpatient	setting.	For	example,	participants	perceived	more	

effectiveness	in	enacting	their	agency	and	voice	when	advocating	for	patients	with	their	

attending	oncologists	than	with	critical	care	consultants	during	off-hours.	This	was	perceived	

to	be	linked	to	differences	in	relational	capital	from	infrequent	interactions	rather	than	overt	

power	dynamics.	This	is	consistent	with	descriptions	of	MD	as	relational	trauma	that	is	

situated	in	inter-individual	interactions	that	create	constraints	(Musto	et	al.,	2015).	

Relational	trauma	as	a	constraint	to	nurse	power,	voice	and	agency	was	most	prominent	

in	the	highly	challenging	work	environments	where	trust	was	nearly	absent,	and	nurses	felt	

perpetually	constrained	from	ethical	practice.	Absent	relational	capital	with	both	nursing	

administration	and	physician	colleagues,	routine	tasks	and	functions	became	fraught,	nursing	

assessments	were	not	valued,	and	actions	were	questioned,	leading	to	both	a	diminished	role	

and	MD	from	that	diminishment.	Power,	agency,	and	voice	were	enhanced	or	diminished	by	

relationships	with	physicians	and	nursing	administration,	which	is	somewhat	consistent	with	
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prior	descriptions	of	the	impact	on	moral	agency	from	asymmetrical	power	relationships	

(Rodney	et	al.,	2013).	However,	asymmetrical	power	was	beneficial	in	positive	relationships	

and	highly	constraining	to	nurses	in	relationships	marked	by	conflict.	

Resources,	Structures,	Moral	Habitability.	Consistent	with	prior	research,	resource	

constraints	featured	prominently	as	a	system-related	contributor	to	MD	(Rice	et	al.,	2008.	This	

was	linked	to	organizational	culture	and	increases	in	patient	volumes	that	were	not	met	with	

commensurate	resources.	Direct	questions	related	to	moral	habitability	were	low	yield,	

however,	perceptions	of	ethical	climate	and	moral	habitability	were	latently	present	in	relation	

to	resource	constraints.	

Consistent	with	prior	literature,	inadequate	resources	impede	nurses’	ability	to	provide	

care	in	accordance	with	their	values	and	duties	(Corley,	2002;	Nathaniel,	2006;	Varcoe	et	al.,	

2012a).	Participants	reported	that	patient	volumes	increased	more	than	the	available	staff	to	

provide	care	in	a	timely	fashion,	resulting	in	waitlists	and	heavy	workloads	across	settings,	

which	is	also	consistent	with	the	literature	(Bakker	et	al.,	2010;	Cummings	et	al.,	2008;	Naholi	

et	al.,	2015;	Wahlberg	et	al.,	2016).	When	system	pressures	impeded	nurses	from	utilizing	the	

full	breadth	of	their	knowledge	and	expertise,	they	were	so	busy	completing	physical	tasks	that	

non-physical	patient	needs	were	incompletely	met,	which	contributed	to	MD.	Though	not	

explicitly	stated	by	participants,	the	implication	was	that	such	workplaces	are	“morally	

uninhabitable,”	or	at	the	very	least,	exceedingly	morally	challenging	because	there	was	no	

means	by	which	they	could	provide	the	care	they	wanted	to	provide,	and	which	they	believed	

they	were	duty-bound	to	provide.		

Moral	distress	was	further	enhanced	when	a	business-focused	organizational	culture	

emphasized	metrics	over	human	needs;	this	approach	also	appeared	to	contribute	to	
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unfavourable	perceptions	of	ethical	climate.	“Oncology	nurses	know”	patients,	evidence,	ethics,	

and	themselves,	and	this	broad	and	comprehensive	knowledge	should	inform	and	support	

their	practice.	When	nurses	were	impeded	from	acting	upon	that	knowledge,	it	became	a	

yardstick	against	which	they	measured	their	actual	practice;	when	they	fell	short	due	to	

systemic	constraints,	this	contributed	to	MD.	

	 Administrative	Support.	Whereas	administrative	support	was	expected	and	received	

in	situations	where	patient-related	factors	contributed	to	MD,	the	opposite	was	the	case	in	

situations	of	system-related	constraints.	Participants	were	aware	that	their	direct	managers	

rarely	had	control	over	resource	allocation,	with	those	decisions	typically	made	at	an	

organizational	or	regional	level.	Thus,	they	did	not	expect	additional	resources,	and	in	many	

cases,	were	experiencing	cutbacks,	though	oncology	areas	were	sometimes	shielded	from	the	

largest	cuts.	In	some	situations,	needs	were	significant	enough	to	result	in	additional	resource	

allocation,	which	positively	impacted	care	provision,	satisfaction	and	MD.	However,	this	was	

not	the	norm.	While	resource	constraints	were	present	across	settings,	rural	areas	had	unique	

constraints	due	to	the	limits	of	geography,	location	of	specialty	resources,	and	availability	of	

specialty-trained	staff.	These	were	also	difficult	to	remediate,	sometimes	requiring	sub-optimal	

workarounds	that	were	administratively	approved	but	enhanced	MD.	

Associations	with	Moral	Distress	

Little	evidence	exists	on	the	role	of	religious	beliefs,	demographics,	age,	and	nursing	

experience	on	oncology	nurses’	MD.	The	data	do	not	provide	additional	evidence	for	most	of	

these	factors,	apart	from	nursing	experience.	Nurses	who	had	more	years	of	experience	

perceived	that	to	be	useful	in	developing	strategies	to	deal	with	challenging	situations	to	try	to	

prevent	MD	or	to	address	it	when	it	occurred.	However,	while	strategies	varied,	all	participants	
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reported	finding	ways	to	prevent	MD	or	address	it	when	it	occurred.	There	was	not	an	

identifiable	difference	in	the	experience	of	MD	or	response	to	MD,	apart	from	those	with	more	

nursing	experience	having	had	more	situations	of	MD;	this	did	not	translate	into	greater	MD,	

moral	residue	or	MD	crescendo.	

Some	participants	pursued	graduate	studies	in	response	to	situations	of	MD,	both	to	

enhance	their	knowledge	and	as	a	form	of	“light	leaving”	their	clinical	settings.	Both	increased	

knowledge	and	having	a	reprieve	from	MD	while	in	school	were	perceived	as	beneficial.	Nurses	

who	moved	to	advanced	practice	nursing	positions	after	receiving	graduate	degrees	reported	

more	autonomy	related	to	their	roles,	which	also	led	to	decreased	MD	than	they	experienced	as	

bedside	nurses.	

The	Oncology	Nursing	Context	

	 The	second	research	question	sought	to	understand	the	context	for	oncology	nurses’	

experiences	of	MD.	As	discussed,	participants	differentiated	between	situations	that	were	

challenging	and	those	that	were	morally	distressing,	but	context	featured	prominently	in	all	

descriptions.	Contextual	factors	could	contribute	to	the	development	of	MD	but	did	not	

necessarily	do	so;	some	aspects	of	the	context	were	simply	the	setting	wherein	MD	arose	from	

other	factors.	Important	contextual	features	include	challenges	in	cancer	care	provision	that	

were	highly	congruent	with	the	literature	reviewed	on	this	topic.	Nurses’	knowledge	base,	from	

which	they	drew	in	making	moral	judgements	about	situations,	was	deep,	comprehensive	and	

situated	in	their	practice	settings.	An	important	contributor	to	the	rewards	of	oncology	nursing	

was	finding	the	right	area	of	sub-specialty	that	was	the	best	fit	for	the	individual.	
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Challenges	

	 Inherent	challenges	in	their	work	featured	prominently	in	participant	accounts,	as	

represented	by	the	theme	“Oncology	Nursing	is	Hard.”	Contextual	features	that	were	not	

necessarily	morally	distressing,	though	sometimes	could	contribute	to	MD	include	the	

complexity	of	the	work,	witnessing	suffering,	providing	support	and	developing	relationships	

with	patients,	all	of	which	were	identified	as	significant	in	the	literature	review	(Aycock	&	

Boyle,	2009;	Bakker	et	al.,	2013;	Bilodeau,	2015;	Boyle,	2006;	Borteyrou	et	al.,	2014;	Clarke	et	

al.,	1995;	Davis	et	al.,	2017;	Lacovara,	2015;	O’Connor,	1996;	Saltmarsh	&	De	Vries,	2008).	

Whereas	competence	was	identified	as	a	significant	contributor	to	MD	in	studies	outside	of	

oncology	nursing,	it	was	not	a	contributor	to	MD	in	this	study;	rather,	it	was	a	critical	and	

intrinsic	component	of	oncology	nursing	work.	

Complexity.	In	addition	to	the	previously	discussed	ways	in	which	the	inherent	

complexity	of	oncology	diagnoses	and	treatment	could	contribute	to	MD,	the	complexity	of	

cancer	and	cancer	treatment	also	formed	a	substantial	portion	of	the	context	of	situations	of	

MD.	That	is,	sometimes	the	complexity	contributed	to	MD,	at	other	times,	it	was	the	setting	of	

MD.		Participants	accepted	the	complexity	and	acuity	of	their	patients,	the	unpredictability	and	

sometimes	precipitousness	of	death,	and	the	need	for	holistic	care	that	attended	to	physical	

and	psychosocial	concerns	of	patient	and	family	–	particularly	in	the	care	of	children	with	

cancer.	These	features	were	always	present	in	their	work	and	were	not	necessarily	morally	

distressing;	additional	contributors	were	necessary	to	transform	expected	and	accepted	

challenges	into	ones	that	were	also	morally	distressing.	Nurses	in	all	areas	of	practice	

experience	challenges	specific	to	the	nature	of	their	work.	Participant	accounts	clearly	

delineated	the	challenges	inherent	in	theirs.	
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Witnessing	Suffering,	Support,	and	Relationships.	The	findings	concur	with	existing	

literature	on	the	reality	that	oncology	nursing	entails	witnessing	suffering	and	providing	

support	to	patients	and	families,	often	in	the	context	of	intense,	prolonged	relationships,	while	

also	experiencing	reward	(Aycock	&	Boyle,	2015;	Bakker	et	al.,	2013;	Bilodeau,	2015;	

Borteyrou	et	al.,	2014;	Boyle,	2015,	Lacovara,	2015;	Saltmarsh	&	De	Vries,	2008).		Again,	these	

aspects	of	practice	were	not	necessarily	morally	distressing,	but	could	be	in	certain	

circumstances.	Continued	practice	in	oncology	nursing	required	a	framework	for	navigating	

these	challenges	on	a	day-to-day	basis,	while	remaining	open	to	the	rewards	of	playing	a	

pivotal	role	in	the	lives	of	their	patients	and	families.	Participant	descriptions	of	the	rewards	

they	derived	amidst	these	challenges	were	often	striking,	particularly	given	the	topic	of	study,	

including	perceptions	of	beauty	amidst	suffering	and	feelings	of	inspiration	for	their	work.	

What	has	not	been	evident	in	the	literature	to	date	is	the	fine	line	that	can	demarcate	situations	

that	are	part	of	the	intrinsic	challenges	of	the	work	from	those	that	are	morally	distressing.	

Sometimes	the	distinctions	were	stark	(e.g.,	family	refusal	of	analgesia	at	EOL),	but	they	could	

also	be	subtle	(e.g.,	request	to	forego	vital	signs	at	night).	The	findings	of	this	study	clarify	that	

the	experience	of	MD	is	not	centered	on	the	fact	that	nursing	work	is	sometimes	immensely	sad	

and	challenging,	it	is	situated	in	that	reality.	Many	of	the	contextual	features	of	oncology	

nursing	work	were	hard	and	sad,	but	as	previously	discussed,	they	were	not	necessarily	

morally	distressing.	Moral	distress	arose	from	specific	ethical	concerns	amidst	this	context.	

Competence	–	the	Value	of	External	Structures.	Competence	of	self	and/or	colleagues	

is	a	frequently	reported	source	of	MD	in	the	literature	outside	oncology	nursing,	with	few	

reports	in	the	limited	oncology	nursing	literature	(Allen	et	al.,	2013;	Corley	et	al.,	2001;	Brazil	

et	al.,	2010;	Dumouchel	et	al.,	2015;	Varcoe	et	al.,	2012a;	Zuzelo,	2007).	Study	participants	
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most	frequently	discussed	competence	in	relation	to	chemotherapy	competencies,	where	they	

described	high	satisfaction	with	organizational	approaches	to	obtaining	and	maintaining	

competency;	rural	settings	had	unique	concerns.	National	chemotherapy	certification	

standards	(Canadian	Association	of	Nurses	in	Oncology	[CANO],	2017)	were	frequently	

mentioned	as	the	guide	for	attaining	and	maintaining	this	specific	competency.	Moral	distress	

arising	from	perceived	lack	of	competency	in	themselves	or	their	colleagues	was	not	reported,	

particularly	in	relation	to	chemotherapy	competencies.	This	is	highly	significant	as	individuals	

did	report	MD	from	situations	where	patients	died	from	known	adverse	responses	to	

chemotherapy,	arising	from	the	sense	of	having	failed	to	prevent	an	unpreventable	harm.	

However,	even	in	those	situations,	participants	expressed	confidence	in	their	competence.	

The	CANO	(2017)	standards	appeared	to	function	as	a	potential	mitigator	for	

competence-related	MD.	A	national	approach	with	a	clear	referent	for	expectations	in	this	area	

had	high	reported	adherence	across	the	country.	This	adherence	is	likely	a	risk-management	

strategy	on	the	part	of	organizations,	as	failure	to	follow	published	national	standards	would	

create	a	liability	risk	in	the	event	of	a	critical	incident.	For	participants,	the	national	standards	

appeared	to	eliminate	a	potential	source	of	MD	both	through	the	process	of	knowledge	

acquisition	that	enhanced	confidence	in	their	practice,	as	well	as	through	organizational	

compliance	that	allowed	them	to	practice	in	accordance	with	their	knowledge	and	duties.	The	

value	of	external	standards	that	guide	a	circumscribed	and	high-risk	aspect	of	practice	and	

potentially	mitigate	MD	is	a	novel	finding.		

Knowledge	

	 The	findings	of	this	study	run	contrary	to	critiques	about	the	uncritical	subjectivity	of	

some	MD	research	where	nurses’	assertions	about	the	“right	thing”	are	accepted	without	
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challenge,	or	the	idea	that	depictions	of	MD	constitute	“venting”	or	“whingeing”	about	work-

related	grievances	(Johnstone	&	Hutchinson,	2015;	Paley,	2004;	van	Schaik,	2015).	Participants	

continually	articulated	the	broad,	comprehensive,	situated	knowledge	that	informed	their	

practice	and	their	moral	judgements,	while	demonstrating	both	circumspection	and	

perspective-taking	regarding	differing	views	(Johnstone	&	Hutchinson,	2015;	Paley,	2004)	

Comprehensive,	Situated	Knowing.	As	identified	in	the	theme	“Oncology	Nurses	

Know,”	participants’	moral	judgments	about	perceived	violations	to	their	values	and/or	duties	

derived	from	a	robust	knowledge	base	comprised	of	professional,	scientific,	patient-related,	

system-related,	and	personal	components.	They	avoided	simplistic	depictions	of	morally	

distressing	situations,	often	speaking	at	length	with	minimal	prompting	from	the	interviewer,	

with	thoughtful,	detailed	responses.	The	claims	they	made	about	contributions	to	MD	were	

supported	by	their	knowledge	of	specific	evidence	or	ethical	principles	or	based	on	intensive	

engagement	with	patients	and/or	families.	Though	the	study	design	precluded	testing	

concordance	between	participant	perceptions	and	those	of	their	colleagues	who	experienced	

the	same	situations,	it	was	clear	that	the	perspectives	provided	were	reasoned	and	supported	

by	more	defensible	data	than	merely	their	own	opinion	(e.g.,	clinical	guidelines,	metrics).	When	

MD	arose	from	personal	moral	values	or	attributes,	this	was	clearly	identified,	along	with	

perceptions	of	other	views	that	were	active	in	the	situation.	Oncology	nursing	practice	is	

underpinned	by	a	robust,	comprehensive,	situated	knowledge	base	that	informs	nurses’	usual	

work	as	well	as	the	moral	judgements	about	constraints	to	fulfilling	their	values	and	duties.	

Empathy	and	Perspective-Taking.	In	addition	to	the	above-described	knowledge	base	

that	informed	participants’	practice,	there	was	also	consistent	evidence	of	empathy	and	

perspective-taking	when	describing	situations	of	MD.	Participants	were	clear,	both	in	the	
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course	of	their	usual	work	as	well	as	when	MD	arose,	that	differences	of	opinion	existed	

amongst	their	colleagues	and	between	staff	and	patients/families.	When	describing	morally	

distressing	situations,	these	alternate	views	were	always	referenced,	even	by	participants	in	

highly	challenging	situations	marked	by	significant	relational	conflict.	Participant	descriptions	

of	these	alternate	views	were	used	to	illustrate	the	nature	of	the	conflict	as	well	as	to	situate	

their	own	perspective,	while	maintaining	empathy	for	those	with	whom	they	disagreed.	

Participants	humanized	others	in	their	depictions	of	situations,	acknowledging	differing	

perspectives	and	the	validity	of	some	aspects	of	these	perspectives.	Rather	than	anchoring	in	

their	own	perspective	(Gilovich	et	al.,	2000),	they	considered	and	recognized	differing	views,	

identifying	valid	perspectives	contained	in	the	positions	of	those	with	whom	they	disagreed.	In	

addition	to	the	perspective-taking	demonstrated	in	the	transcript,	the	audio	analysis	revealed	

that	nurses	were	“reflective”	and	“thoughtful”	in	their	demeanour	when	discussing	ethically	

challenging	situations.	Both	the	content	and	tone	of	the	interviews	demonstrated	empathetic	

perspective-taking.		

The	inherent	subjectivity	of	participant	interviews	notwithstanding,	participants	

empathetically	included	multiple	viewpoints	in	their	retelling	of	situations	of	MD.		This	use	of	

empathy	and	consideration	of	multiple	perspectives	to	try	to	understand	others	in	situations	

with	negative	overtones	has	the	potential	to	enhance	or	preserve	relationships	(Gerace	et	al.,	

2013),	which	was	a	frequently	stated	participant	goal	in	these	situations.	While	patient	

perspectives	were	not	studied	here,	this	approach	to	morally	distressing	situations	may	have	

been	beneficial	in	mitigating	effects	on	patients	and	families,	as	empathy	and	perspective-

taking	have	been	associated	with	increased	patient	satisfaction	with	care	(Blatt	et	al.,	2010;	
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Sternke	et	al.,	2016).	The	valuing	of	others’	perspectives	despite	their	own	MD	demonstrates	

participants’	humanization	of	patients,	families	and	colleagues.	

Fit	is	Not	Freedom	from	Moral	Distress	

	 All	study	participants	were	currently	practicing	in	oncology,	however,	many	had	

worked	in	other	areas	of	nursing	or	oncology	prior	to	their	current	position,	with	MD	a	

frequent	reason	for	changing	jobs.	It	has	been	suggested	that	moving	to	another	position	may	

be	a	means	of	coping	with	MD	(Dyo	et	al.,	2016;	Maningo-Salinas,	2010;	Trautmann	et	al.,	

2015).	This	appeared	to	be	partially	true	for	participants	who	left	a	prior	job	and	experienced	

greater	satisfaction	and	less	MD	in	their	current	position.	However,	all	but	one	participant	

reported	experiencing	MD	in	their	current	position.	Consequently,	finding	their	“niche”	was	not	

akin	to	finding	a	MD-free	practice	area.	Rather,	there	was	an	acceptance	of	the	challenges	of	the	

new	position,	which	were	viewed	as	balanced	with	the	rewards	experienced	in	that	position.	

Importantly,	their	“niche”	was	characterized	by	greater	coherence	between	personal	and	

professional	values	and	the	challenges	of	the	position.			

In	addition	to	the	professional	socialization	that	shapes	nurses’	moral	identity,	Davis	et	

al.	(2012)	identified	other	social	referents,	including	personal	values,	that	may	influence	moral	

identity	and	the	moral	judgements	inherent	in	MD.	These	additional	contributors	to	moral	

identity	appeared	to	be	substantial	contributors	to	MD	that	led	a	subset	of	participants	to	leave	

jobs,	in	addition	to	personal	affinities	for	certain	types	of	work.	As	already	described,	moral	

residue	from	prior	positions	enhanced	positive	perceptions	of	the	current	position,	rather	than	

predisposing	to	increased	future	MD.	Thus,	even	in	rewarding	positions	for	which	participants	

felt	well-suited,	MD	was	experienced,	but	in	a	way	that	was	tolerable	to	the	individual.	In	this	
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way,	leaving	a	prior	position	was	part	of	coping	with	MD,	but	the	enhanced	coping	was	more	

related	to	the	fit	of	the	new	position	and	how	this	framed	their	perceptions	of	MD.	

	 Perceptions	of	the	challenges,	rewards	and	MD	in	the	new	position	were	a	result	of	both	

personal	and	professional	values.	Participants	were	clear	that	some	areas	of	oncology	nursing	

were	simply	not	a	good	fit	for	who	they	were	as	humans,	and	a	good	fit	was	needed	to	be	able	

to	optimally	engage	in	professional	practice.	Their	humanness	interacted	with	their	

professionalism	in	a	manner	akin	to	the	chimera	achieved	in	BMT.	In	the	case	of	BMT	with	an	

allogeneic	donor,	there	is	a	chimera	of	recipient	and	donor	cells	with	either	full	replacement	of	

the	bone	marrow	compartment	and	peripheral	blood	with	donor	cells	(myeloablative	

transplants)	or	a	chimera	of	donor	and	recipient	in	the	bone	marrow	compartment	and	

peripheral	blood	(non-myeloablative	transplants).	In	either	case,	the	transplanted	immune	

cells	function	to	replace	or	attenuate	the	recipient’s	immune	cells	to	suppress	and	monitor	for	

cancer	(graft-versus-tumour	effect)	and	perform	essential	immune,	oxygen	transport	and	

blood	clotting	functions.	A	potential	detrimental	effect	of	this	chimera	is	graft-versus-host-

disease	(GVHD),	where	the	donor	cells	attack	recipient	tissue.	Excess	donor	cell	activity	can	

result	in	GVHD,	while	excess	recipient	cell	growth	can	lead	to	graft	failure	and	contribute	to	

relapse.	Balance	between	the	two	is	necessary	for	optimal	health	and	hematopoietic	function.	

The	mechanism	of	continuous	cancer	surveillance	and	risk	of	GVHD	both	run	through	the	

pathway	of	the	minor	HLA	differences	between	donor	and	recipient.	A	careful	balance	of	

immune	suppression	is	required	to	achieve	the	beneficial	effects	without	experiencing	

overwhelming	detrimental	effects.		

Similarly,	participants	reported	occasional	over-engagement,	which	was	detrimental,	as	

was	neglecting	their	values	and	needs	and	continuing	to	press	on	without	attending	to	the	
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impact	of	the	challenges	they	were	experiencing.	A	balance	between	personal	and	professional,	

in	a	well-fitting	position,	allowed	participants	to	meet	challenges	and	experience	rewards	

despite,	at	times,	also	experiencing	MD.	For	this	reason,	the	contribution	of	personal	values	to	

moral	identity	must	be	recognized	as	important	to	the	development	and	experience	of	MD,	and	

the	balance	between	personal	and	professional	must	be	emphasized.	

Humanness	

The	experience	of	MD	in	oncology	nursing	occurred	against	a	backdrop	of	“humanness,”	

which	also	influenced	perceptions	of	context,	responses	to	morally	distressing	situations	and	

suggestions	for	practice	change.	Situations	of	MD	often	demonstrated	dehumanization	of	the	

patient	and/or	nurse,	while	nurses	who	“found	their	niche”	demonstrated	humanization	of	

themselves	and	others,	even	when	experiencing	MD,	with	rewards	being	seen	as	outweighing	

the	challenges	of	the	work.	“Humanness”	is	proposed	to	be	a	generative	mechanism	for	MD	as	

well	as	for	the	rewards	of	oncology	nursing,	with	situations	where	the	nurse	could	practice	in	a	

manner	more	in	alignment	with	her	personal	and	professional	values,	which	included	

providing	holistic	and	humanistic	care,	demonstrating	less	MD	and	those	that	were	more	

morally	distressing	having	features	that	demonstrated	challenges	to	the	nurse	as	a	person	and	

her	ability	to	provide	the	humanistic	care	she	expected,	based	on	her	personal	and	professional	

values.	The	experience	of	MD	represented	in	the	themes	and	the	backdrop	to	that	experience	

exhibit	a	complexity	whereby	MD	arises	from	the	interaction	between	multiple	personal	and	

professional	factors	in	a	non-linear	fashion.		

The	Centrality	of	Humanness	

The	centrality	of	“humanness”	was	evident	in	every	interview	as	participants	described	

how	they	wrestled	with	and	resolved	the	limitations	they	encountered.	Situations	that	led	to	
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MD	and	the	contextual	features	of	those	situations	demonstrated	basic	human	problems,	such	

as	illness,	uncertainty,	and	relational	challenges	–	including	conflict.		These	are	not	particular	

to	healthcare	settings,	nor	even	to	occupational	settings.	Rather	they	are	ubiquitous	and	

inherent	to	being	in	relationship	to	a	group	of	other	humans.	That	ubiquitous	hallmarks	of	

humanity	would	be	present	in	professional	interactions	in	cancer	care	settings	should	not	be	

surprising,	as	neither	infirmity	nor	vocation	shield	one	from	the	realities	faced	by	all	people.		

Many	of	the	central	features	of	participants’	stories	were	quite	ordinary	when	broken	

down:	differences	of	opinion,	inadequate	support	from	managers	or	peers,	uncertainty	

regarding	an	appropriate	course	of	action	in	a	challenging	situation,	ineffective	or	unhelpful	

communication	practices.	While	participants	were	often	concerned	about	describing	situations	

in	a	way	to	avoid	identifying	individuals	or	institutions,	when	names	and	diagnoses	are	

removed,	in	a	broad	sense,	most	of	the	situations	(with	perhaps	the	exception	of	the	most	

challenging	situations)	could	have	happened	anywhere	humans	live,	work	and	care	for	other	ill	

humans.	This	is	not	to	diminish	or	denigrate	the	importance	of	these	stories.	On	the	contrary,	

the	ordinariness	of	so	many	of	the	deeper	concerns	and	the	grounding	in	the	human	

experience	suggests	the	potential	ubiquity	of	MD	in	health	care	settings.	The	centrality	of	

“humanness”	elevates	the	significance	of	each	story	because	each	situation	included	multiple	

humans	with	a	life	story	and	a	vested	interest	in	the	best	possible	outcome	for	the	situation.	In	

a	system	currently	focused	strongly	on	metrics	and	outcomes,	nurses	recognized	their	patients’	

humanity,	experienced	MD,	and	carried	with	them	stories	of	other	humans	who	did	not	get	

what	the	nurse	believed	they	needed.	
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The	Functionality	of	Humanness	

At	the	same	time,	though	illness	and	death	are	not	specific	to	oncology,	nursing,	or	even	

to	humans,	the	unfolding	of	the	illness	and	EOL	experience	had	a	certain	shape	in	the	oncology	

context.	Nurses’	emotional	responses	to	MD	in	oncology	were	situated	within	the	context	of	a	

specific	environment.	Within	the	bounds	of	professional	standards	and	ethical	expectations	in	

nursing,	some	nurses	had	personal	beliefs	regarding	certain	aspects	of	oncology	nursing	that	

were	incompatible	with	certain	areas	of	sub-specialty;	personal	preferences	account	for	the	

diversity	in	any	number	of	human	interests	and	endeavours,	including	career	choices,	as	

discussed	in	“you	can	find	your	niche.”	Similarly,	the	content	of	the	conflicts	described	in	the	

findings	of	this	study	is	specific	to	the	oncology	context.	However,	the	presence,	evolution,	and	

resolution	of	the	conflicts,	and	the	way	the	unfolding	of	the	conflicts	upheld	or	diminished	the	

humanity	of	those	involved	were	more	reflective	of	common	human	dynamics	than	context-

specific	features.	Similarly,	the	possibilities	for	changes	to	provide	support	seen	as	essential	to	

managing	MD	were	less	context-specific	and	more	reflective	of	basic	human	needs.			

Throughout	all	the	themes,	specific	contextual	factors	and	universal	human	features	

intertwined	in	the	experience	of	MD.	

Those	aspects	of	practice	that	supported	nurses’	humanness	and	their	ability	to	

humanize	their	patients	contributed	to	the	rewards	of	oncology	nursing,	while	those	aspects	

that	threatened	nurses’	and	patients’	humanness	were	consistent	with	dehumanization.		

For	example,	dehumanization	was	evident	when	a	business-focused	approach	emphasized	

metrics	of	tasks	completed,	which,	along	with	escalating	workloads,	resulted	in	insufficient	time	

to	address	patients’	psychosocial	and	educational	needs,	leading	to	MD.	Metric-focused	care,	

where	interactions	were	timed,	and	variances	in	performance	were	reported	back	to	the	nurses,	



	
	
 

334	

required	nurses	to	sacrifice	person-focused	non-task-related	interactions	(such	as	psychosocial	

support	and	education)	with	patients	and	impeding	their	agency	in	planning	care..	A	recent	

study	of	266	complaints	made	to	the	Patient/Family	Relations	Office	at	Dana-Farber	Cancer	

Institute	found	that	41%	were	due	to	relationship	issues,	which	included	the	18%	of	complaints	

that	were	related	to	humanness	and	caring,	suggesting	that	patients	share	nurses’	perceptions	of	

care	that	is	insufficiently	relational	and	humanizing	(Mack	et	al.,	2017).	

	 Patient-related	contributors	to	MD	also	displayed	elements	of	dehumanization.	For	

example,	when	families	refused	to	allow	appropriate	analgesia,	requested	withholding	of	

diagnostic	information	for	cultural	reasons	or	requested	ongoing	chemotherapy	or	cardio-

pulmonary	resuscitation	in	individuals	at	the	EOL,	participants	perceived	these	actions	not	just	

to	be	inconsistent	with	available	facts	and	evidence,	but	that	patient	autonomy	was	threatened	

as	others	made	decisions	for	them.	Having	a	voice	in	their	treatment	process	was	viewed,	by	a	

typically	marginalized	patient	population,	as	affirmation	and	evidence	of	their	humanness,	thus	

impeded	autonomy	may	also	be	viewed	as	dehumanization	(Rance	&	Treloar,	2015).		

A	Finnish	qualitative	study	of	family	caregivers	and	nurses	caring	for	elders	found	that	

both	viewed	caregiving	as	an	essential	attribute	of	humanness;	the	core	theme	of	“being	human	

–	being	sensitive	and	able	to	register	what	is	going	on,”	was	comprised	of	“having	feelings,	

experiencing	moral	indignation,	being	harmed,	having	courage,	protecting	oneself	and	maturing	

and	developing”	(Sarvimäki	et	al.,	2017,	p.	114).	When	confronted	with	threats	to	humanness,	

nurses	in	this	study	responded	in	a	manner	consistent	with	the	above	description,	engaging	in	

perspective-taking	and	endeavouring	to	build	and	maintain	relationships,	displaying	a	

humanizing	approach	amidst	conflict	and	MD.		
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Underlying	the	professional	and	ethical	values	and	concerns	in	situations	of	MD	were	

these	sub-surface	tensions	that	drew	participants	towards	dehumanizing	actions	or	engaged	

them	in	circumstances	that	threatened	humanness.	Nurses’	responses	were	consistent	with	

active	attempts	to	humanize	their	patients/families.	Moral	distress	was	enhanced	in	situations	

where	the	pressures	that	pulled	towards	dehumanization	were	difficult	to	overcome,	such	as	

staffing	and	resource	issues.	Highly	morally	distressing	situations	that	were	incompletely	

resolved	by	the	actions	of	staff	were	made	more	tolerable	by	administrative	support.	

Humanisation	of	the	nurse	by	the	nurse	leader	mitigated	MD.	

As	a	result	of	the	consistently	evident	sub-surface	tensions	that	pulled	between	

humanization	and	dehumanization,	and	that	were	active	for	both	MD	and	the	rewards	of	

oncology	nursing,	it	is	proposed	that	“humanness”	is	not	merely	present	but	has	a	functionality	

consistent	with	a	generative	mechanism,	as	described	in	critical	realist	theory	(CR),	with	the	

ability	to	produce	seemingly	divergent	outcomes	through	a	common	pathway.		

This	view	of	humanness	could	account	for	some	of	the	observed	variability	in	studies	of	

MD.	That	is,	if	nurses	are	viewed	as	a	chimera	of	professional	and	personal	values	and	

characteristics,	relative	regularity	in	professional	values	in	combination	with	human	variability	

in	personal	values	and	attributes	would	explain	heterogeneous	responses	in	individuals	with	

similar	education	and	practice	environments	(Sauerland	et	al.,	2014;	Sauerland	et	al.,	2015;	

Whitehead	et	al.,	2015).	Conversely,	while	factors	in	the	health	care	environment,	such	as	

gender,	power,	status,	and	agency,	were	hypothesized,	based	on	existing	literature,	to	have	a	

likely	role	in	contributing	to	MD,	perhaps	even	as	generative	mechanisms,	this	was	not	

supported	by	the	findings.	In	the	case	of	gender,	there	was	insufficient	evidence	to	draw	strong	

conclusions.	In	the	case	of	power	and	status,	this	was	mediated	by	social	capital	in	



	
	
 

336	

relationships	with	colleagues.	Perceived	voice,	which	is	somewhat	reflective	of	agency,	was	

impacted	by	nursing	experience,	particularly	prior	experience	of	MD.	However,	none	of	these	

factors	was	as	consistently	present	as	the	tensions	between	humanness	and	dehumanization.	

Further,	what	has	previously	been	described	as	internal	constraints,	which	are	not	well-

described	in	the	literature,	may	be	more	appropriately	viewed	as	humanness.	A	study	of	

palliative	care	clinical	nurse	specialists’	experiences	in	Montreal	found	“acknowledging	one’s	

own	limitations	and	humanness”	as	one	of	the	themes,	related	to	both	the	complexity	of	the	

cases	they	saw	in	consult	as	well	as	their	experience	of	witnessing	suffering	on	a	human	level	

(Arnaert	&	Wainwright,	2009).	Despite	their	expertise,	they	encountered	situations	where	they	

did	not	immediately	know	the	right	answer	and	collaborated	with	colleagues,	they	described	

their	emotional	challenges,	as	well	as	the	challenges	of	assisting	families	who	had	varied	

reactions	to	impending	death,	including	conflict	between	families	and	with	the	team	regarding	

aspects	of	care	(Arnaert	&	Wainwright,	2009).	This	was	not	associated	with	MD,	which	is	

consistent	with	the	findings	of	this	study	that	challenging	contextual	factors	and	personal	

vulnerabilities	could	exist	without	leading	to	MD.		

On	the	other	hand,	several	participants	clearly	described	personal	beliefs	that	were	at	

odds	with	the	demands	of	their	work,	particularly	related	to	aggressive	care.	The	

incompatibility	between	personal	beliefs	and	the	requirements	of	a	particular	area	of	nursing	

appears	somewhat	consistent	with	the	notion	of	internal	constraints	in	the	study	definition.	

However,	the	origin	in	personal	beliefs	implies	an	element	of	participant	humanness	in	

perceptions	of	constraint	to	appropriate	action.	That	is,	where	some	views	of	internal	

constraints	emphasize	limitations,	such	as	perceived	powerlessness,	the	personal	factors	

described	here	were	also	possible	strengths,	or	at	minimum,	simple	human	variability	
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(Lazzarin	et	al.,	2012;	Pavlish	et	al.,	2013).	A	view	of	internal	constraints	that	recognizes	

impediments	to	fulfilling	one’s	values	and	duties	can	include	both	positive	and	negative	

personal	attributes	is	more	consistent	with	the	reality	of	human	variability.	Viewing	this	

through	a	lens	of	humanness	as	a	generative	mechanism	expands	our	understanding	of	how	

individuals	can	be	impeded	from	acting	on	their	moral	judgements,	not	all	of	which	arise	from	

personal	limitations.	

Human	Responses	

	 The	third	research	question	sought	to	understand	oncology	nurses’	responses	to	MD,	an	

area	with	little	existing	evidence.	While	the	experience	and	development	of	MD	were	highly	

contextualized	to	oncology,	nurses’	responses	to	situations	of	MD	were	not	oncology	specific.	

Attempts	to	resolve	circumstances	that	contributed	to	MD,	emotional	responses	to	those	

circumstances,	the	impact	on	patient	care,	and	strategies	to	obtain	support	were	the	primary	

responses,	and	all	could	be	conceivable	responses	in	other	areas	of	health	care	as	well	as	in	

other	occupations.	This	holds	promise	for	considering	interventions	to	mitigate	MD,	as	it	may	

be	possible	to	use	approaches	that	are	not	specialty-	or	discipline-specific.	

The	Impact	of	Action	

Participants	described	numerous,	multi-faceted	responses	to	morally	distressing	

situations.	The	primary	focus	of	these	responses	was	resolving	the	circumstances	that	were	

impeding	the	provision	of	the	care	they	believed	their	patients	required,	not	resolving	their	

own	MD.		Their	actions	included	direct	discussions	with	physicians	and	managers,	engagement	

of	available	resources,	and	patient	and	family	education.	“Behind	the	scenes”	actions	were	also	

employed	to	manage	workload	and	systemic	constraints,	along	with	missing	breaks	and	

working	unpaid	overtime.	The	primary	objective	was	to	minimize	the	impact	on	patient	care,	
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through	great	personal	effort	and	at	a	personal	cost.	Participants	appeared	to	have	a	latent	

belief	that	they	should	be	able	to	find	solutions	to	the	challenges	they	faced.	Lack	of	efficacy	of	

the	strategies	employed	resulted	in	significant	frustration,	and	in	a	subset,	led	to	avoidant	

responses	when	providing	care	for	patients	whose	families	were	impeding	the	care	nurses	felt	

was	required.	In	the	most	challenging	environments,	ineffectual	action	appeared	to	contribute	

to	a	MD	crescendo,	as	previously	described,	as	well	as	subjective	perceptions	of	burnout.	

Participant	responses	in	situations	of	MD	were	focused	on	the	perceived	problems	that	

were	contributing	to	MD,	not	primarily	on	resolving	their	own	MD.	The	MD	experience	was	

related	to	a	specific	ethical	concern	in	the	context	of	cancer	care	provision,	while	the	responses	

were	directed	at	resolving	the	identified	concerns,	such	that	they	would	be	able	to	provide	the	

care	they	believed	their	patients	required.	Talking,	calling	for	help,	working	harder,	were	the	

typically	human	responses	they	employed	to	meet	their	specific	challenges,	which	suggests	

that	strategies	for	mitigating	oncology	nurse	MD	may	not	need	to	be	oncology	focused.	

Emotional	Responses.	

It	is	an	understandably	human	reaction	to	experience	an	emotional	response	to	the	

most	difficult	and	consequential	aspects	of	one’s	occupation.		One	of	the	situations	where	this	

was	most	evident	was	when	nurses	experienced	MD	after	administering	chemotherapy	and	

patients	died	shortly	thereafter.	This	was	troubling	from	the	sense	of	having	failed	to	prevent	

harm,	though	the	harm	was	unpreventable.	Some	of	this	experience	is	consistent	with	what	is	

described	in	the	literature	review	as	“unjustified”	MD	due	to	evaluative	error	(Hamric,	2000;	

Walsh,	2020;	Weber	2016)	in	that	emotional	responses	and	MD	were	very	closely	connected	in	

the	absence	of	actual	wrongdoing.	However,	there	was	no	evidence	of	evaluative	error	by	the	

nurse.	On	the	contrary,	she	was	clear-eyed	about	the	reality	of	the	situation	and	confident	in	
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the	appropriateness	of	her	actions	and	the	absence	of	wrongdoing	on	her	part.	She	understood	

that	she	was	not	culpable,	even	though	she	felt	responsible.	The	sense	of	responsibility	is	not	

entirely	unjustified,	as	the	chemotherapy	may	very	well	have	contributed	to	the	patient’s	

death.	Moral	distress	after	sudden	patient	death	following	chemotherapy	administration	is	

more	consistent	with	the	sense	that	harm	occurred	and	the	participant	was	unable	to	prevent	

it	as	fully	as	they	believed	they	should,	due	to	circumstances	beyond	their	control,	as	described	

in	the	definition	of	MD	used	for	this	study,	rather	than	descriptions	of	“unjustified	MD.”	

Being	the	indirect,	inadvertent	and	non-culpable	cause	of	someone’s	death	is	just	

inherently	troubling	to	most	humans	(individuals	with	tendencies	towards	sociopathy	

notwithstanding).	As	long	as	humans	are	the	ones	administering	highly	toxic	therapies	(instead	

of	robots,	for	example),	there	exists	the	potential	for	adverse	effects	that	cause	professionals	to	

question	their	actions	and	experience	an	emotional	response.	Professionals	can	moderate	and	

modulate	their	personal	feelings	in	relation	to	their	work,	but	they	cannot	eradicate	their	

humanness	–	nor	should	they	aspire	to.	Shared	humanness	is	the	foundation	of	empathy	and	

compassion	in	healthcare,	as	much	as	professional	duty	and	ethics	are.		The	humanness	of	a	

professional,	however,	can	contribute	to	emotions	around	MD.	

Reports	of	participant	affective	responses	when	recounting	the	challenging	situations	

that	cause	or	include	MD	are	not	present	in	the	existing	literature.	The	effect	on	participants	of	

describing	prior	experiences	of	MD	is	an	important	gap	in	our	knowledge	and	a	question	that	

was	raised	when	this	study	was	reviewed	by	the	research	ethics	board.	Until	now,	one	could	

only	infer	that	there	was	no	distress	based	on	the	absence	of	reports	in	the	literature.		

Oncology	nurses	who	self-selected	to	participate	in	this	study	did	not	demonstrate	

objective	distress	during	the	interview,	as	evidenced	by	both	the	verbal	demeanour	during	the	
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interviews	and	the	content	of	the	interview	responses.	The	audio	analysis	identified	that	the	

majority	of	participants	were	“calm,”	“reflective,”	and	“thoughtful,”	when	describing	these	

challenges,	even	when	discussing	very	emotionally	challenging	situations	and	personal	mental	

health	challenges.	Multiple	participants	expressed	gratitude	for	the	study	topic	and	the	most	

upset	participant	experienced	significant	emotional	de-escalation	during	the	interview.	This	

finding	is	significant	for	assessing	the	risk	to	participants	in	future	research	into	MD	in	

oncology	nursing	and	an	important	contribution	to	a	gap	in	the	existing	literature.	

Various	emotional	responses	co-occurred	with	MD.	Oncology	nursing	has	unique	

features,	including	the	risk	of	precipitating	serious	complications	and	death	from	

chemotherapy	administration.	The	understanding	of	the	experience	of	MD	in	oncology	nursing	

must	account	for	this	distinctive	feature	of	oncology	nursing	practice.	The	absence	of	objective	

distress	during	interviews	and	reports	of	benefit	is	reassuring	for	future	research	on	MD.	

Disagreement	and	Conflict	

While	disagreements	within	the	health	care	team	about	patient	care	were	widely	

reported,	most	participants	denied	overt	conflict	or	serious	relational	issues,	apart	from	those	

in	the	most	problematic	work	environments;	isolated	threats	of	violence	were	also	reported.	

Importantly,	even	when	MD	arose	from	disagreements	with	others,	be	they	patients,	families,	

colleagues	or	managers,	nurses	largely	employed	humanizing	language	to	describe	their	

perceptions	of	the	motivations	and	intentions	of	those	with	whom	they	were	in	conflict.	

Dehumanizing	descriptors	were	present	in	situations	where	participants	were	both	distressed	

and	highly	dissatisfied	with	their	situations	and	were	in	the	process	of	leaving	those	jobs.	

Notably,	participants	perceived	the	directionality	of	the	dehumanization	in	such	situations	to	

be	directed	primarily	towards	them.	That	is,	the	circumstances	of	their	employment	situation	
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were	sufficiently	dehumanizing	that	they	were	taking	action	towards	leaving.	The	description	

of	the	conflicts	in	those	situations	also	included	language	that	suggested	dehumanization	of	

those	with	whom	they	were	in	conflict,	however,	this	appeared	to	be	reactive	to	the	situation.	

	 The	findings	point	to	the	importance	of	participants’	humanness	in	their	practice	of	

oncology	nursing,	even	when	disagreements	occurred.	Notably,	contrary	to	the	literature	on	

greater	attributions	of	humanness	to	in-group	members	(Bain	et	al.,	2009;	Vaes	&	Paladino,	

2009),	nurses	did	not	demonstrate	features	of	dehumanization	towards	patients,	families	or	

colleagues,	except	in	situations	where	burnout	was	evident.	Rather,	when	describing	situations	

where	they	did	not	understand	or	disagreed	with	an	action	or	perspective	by	either	a	patient,	

family	or	colleague,	nurses	engaged	in	perspective-taking,	demonstrated	empathy	and	sought	

to	offer	possible	explanations	for	the	differing	action	or	perspective.		

Considering	the	role	of	“humanness”	in	this	study	in	the	light	of	existing	evidence,	it	is	

proposed	that	nurses	experience	MD	in	situations	where	they	perceive	a	threat	of	

dehumanization	of	themselves	or	their	patients.	At	the	same	time,	in	the	absence	of	burnout,	

nurses	resisted	dehumanizing	those	with	whom	they	differed,	maintaining	a	professional,	

reflexive	stance.	That	is,	nurses	experienced	emotionally	and	ethically	difficult	situations	in	

their	practice	as	humans	and	professionals	but	responded	based	on	professional	education	and	

values	when	adequate	personal	coping	resources	and	a	supportive	professional	practice	

environment	were	present.		

	 This	represents	a	shift	in	the	understanding	of	MD	arising	from	disagreement	or	conflict	

being	solely	a	professional	issue,	or	the	disagreement	or	conflict	being	the	primary	issue,	to	

recognizing	the	potential	for	dehumanization	as	personally	impactful	and	relevant	in	addition	

to	other	concerns.		That	is,	while	the	experience	of	MD	occurs	within	the	challenging	work	of	
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oncology	nursing	where	nurses	respond	to	both	the	circumstances	that	are	causing	distress	

and	the	MD	itself	as	professionals,	they	are	simultaneously	experiencing	the	situation	from	

their	own	humanness.	If	MD	is	experienced	not	just	as	a	challenge	to	one’s	values	or	voice,	but	

also	as	impinging	on	one’s	humanness,	this	provides	important	context	to	our	understanding	of	

prior	research	on	MD	intensity,	severity	and	residue.	In	this	study,	nurses’	humanness	

influenced	MD,	particularly	in	relation	to	their	views	on	aggressive	or	futile	care.	The	number	

of	participants	who	experienced	significant	conflict	with	colleagues	or	patients	and	families	

was	low,	particularly	relative	to	the	views	on	aggressive	care,	so	caution	is	exercised	in	

drawing	conclusions.	However,	it	does	appear	that	severe	conflict	with	colleagues	involved	

dehumanizing	actions	that	enhanced	MD	and	emotional	distress.		

Attending	to	Humanness	

	 The	fourth	research	question	elicited	participant	perspectives	on	changes	they	thought	

would	decrease	the	likelihood	of	MD	or	promote	resolution	when	it	occurred.	Responses	to	this	

question	were	the	least	robust	across	all	participants.	It	is	possible	that	the	location	of	this	

question	near	the	end	of	the	interview	played	a	role	in	this.	However,	when	subsequently	

offered	the	opportunity	to	provide	final	thoughts	or	additional	information,	participants	

frequently	had	responses	that	were	not	previously	discussed,	so	interview	fatigue	does	not	

appear	to	be	the	primary	reason.	Since	many	of	the	challenges	arose	from	system-related	

issues,	participants	frequently	and	jokingly	suggested	that	more	money	and	more	nurses	

would	solve	the	issues,	quickly	conceding	that	this	was	unlikely	to	occur.	The	serious	

suggestions	that	were	offered	again	focused	on	more	universal	human	needs	for	support,	

mental	health	resources	and	supporting	nurses’	resilience	strategies.	
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	 Descriptions	of	significant	work-related	challenges,	in	addition	to	MD,	along	with	

participant	self-reports	of	mental	health	concerns,	serve	to	emphasize	the	significance	of	

participant	suggestions	for	support	and	greater	access	to	mental	health	resources.	Few	

organizations	had	formal	Critical	Incident	Stress	Management	programs,	but	different	forms	of	

debriefing	were	employed.		While	support	needs	appeared	to	be	universally	human,	some	

participants	did	express	concerns	that	Employee	Assistance	Programs	did	not	sufficiently	

understand	the	context	of	their	concerns	and	perceived	them	to	be	unhelpful.	This	raises	the	

question	of	whether	supportive	interventions	would	benefit	from	collaboration	with	

Psychosocial	Oncology	to	enhance	participant	perceptions	of	relevance	to	their	specific	

concerns.	

	 The	significant	role	of	administrative	support	has	been	previously	discussed.	While	

participants	did	not	directly	indicate	that	this	would	be	an	important	change,	descriptions	of	

morally	distressing	situations	made	this	clear.	As	identified,	nursing	administrators	could	not	

always	resolve	the	concerns	that	led	to	MD,	but	engagement	with	and	support	of	staff	was	

meaningful	and	could	be	considered	as	a	potential	strategy	to	mitigate	MD.	

Humanness	Summary	

The	features	of	“humanness”	comport	with	the	deeper	concerns	that	underpin	the	

factors	that	contribute	to	MD	and	participant	responses	when	morally	distressed.	Namely,	

there	was	evidence	of	threats	to	“humanness”	and	tendencies	towards	dehumanization	of	the	

participants	in	morally	distressing	situations.	Though	sometimes	subtle,	dehumanization	was	

common	to	situations	of	MD	and	participant	responses	despite	variations	in	the	surface	

concerns	expressed.		The	dialectical	interplay	between	forces	that	pulled	towards	

humanization	and	those	that	pushed	towards	dehumanization	was	a	consequential	component	
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of	the	experience	of	MD	in	oncology	nursing,	while	responses	to	MD	appeared	to	emphasize	

humanization	of	self	and	others.	Thus,	it	is	essential	to	not	merely	consider	the	proximal	

contributing	factors	in	a	particular	situation	but	also	the	subsurface	mechanisms	that	produce	

challenges,	rewards	and	responses	more	broadly	in	the	human	context.	

Study	Strengths	and	Limitations	

The	sample	was	entirely	female,	limiting	the	ability	to	analyze	differential	impacts	of	

gender	on	health	care	hierarchies,	roles,	power	and	agency	identified	in	the	theoretical	framing	

of	the	study.	Participants	did	not	explicitly	identify	gender	as	a	relevant	factor	in	the	situations	

of	MD	they	described,	nor	did	latent	themes	suggest	that	gender	was	a	relevant	factor.	

The	study	sought	to	understand	Canadian	oncology	nurses’	experiences	and	the	sample	

included	participants	from	six	of	the	ten	provinces,	with	representation	that	roughly	aligned	

with	Canadian	population	distribution.	While	the	sample	might	have	been	strengthened	with	

additional	participants	from	the	Maritime	provinces,	it	is	unclear	if	additional	geographic	

realities	would	have	been	evident	had	there	been	participants	from	this	region,	as	urban,	rural	

and	remote	areas	were	represented	within	the	sample.	In	addition	to	regional	diversity,	there	

was	also	a	broad	range	of	age,	nursing	experience,	oncology	nursing	experience	and	practice	

settings	represented	in	the	sample.	The	inclusion	of	one	participant	who	did	not	experience	

MD	in	oncology	nursing	(but	did	in	a	prior	role)	offered	a	unique	view	into	how	contextual	

challenges	were	experienced	in	the	absence	of	MD.	

Oncology	nursing	administrators	were	in	the	inclusion	criteria	for	this	study.	However,	

no	responses	were	received	from	individuals	in	this	role.	While	participants	affirmed	their	

importance,	first-hand	administrator	perspectives	were	not	captured	in	the	findings.	

Additionally,	physicians	were	frequently	referenced	by	participants	but	were	not	part	of	the	
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target	sample	for	this	study.	Physician	perspectives	on	MD	were	viewed	as	arising	from	a	

differently	situated	experience	of	power	within	organizations	and	deserving	of	focused	study.	

The	exclusive	focus	on	the	participants’	experiences,	without	alternative	perspectives	from	

others	in	the	same	practice	setting,	precludes	comparison	of	views	on	the	same	clinical	

circumstance,	but	in	the	one	instance	where	two	participants	worked	in	the	same	setting,	there	

was	significant	overlap	in	their	perspectives.	Future	research	should	include	participants	in	

other	roles,	such	as	nursing	administrators	and	physicians,	to	compare	and	contrast	the	impact	

on	the	experience	of	MD	in	individuals	at	different	places	in	the	organizational	hierarchy.	

The	data	collection	for	this	study	took	place	from	July	to	December	2019;	the	last	

interview	was	conducted	on	December	20,	2019.	All	of	the	data	was	collected	before	the	

recognition	of	the	global	coronavirus	(COVID-19)	pandemic.	Substantial,	rapid	changes	have	

taken	place	in	health	care	environments	as	a	consequence	of	the	pandemic.	It	is	not	yet	known	

whether	these	changes	are	transient	or	permanent,	nor	what	the	health	care	system	will	look	

like	if/when	the	pandemic	resolves.	Transient	or	permanent	changes	in	health	care	settings	

may	impact	the	delivery	of	cancer	care,	either	directly	or	due	to	an	impact	on	resources	from	

COVID-19	management.	This	may	impact	the	transferability	of	the	findings	in	the	future.	

Chapter	Summary	

Oncology	nurses	viewed	their	experience	of	MD	with	a	highly	contextualized	lens.	The	

experience	is	embedded	in	the	complex,	challenging	clinical	reality	of	their	work,	in	a	deep	

engagement	with	their	patients,	based	on	a	broad	and	comprehensive	knowledge	base.	

Oncology	nurses	do	not	expect	their	work	to	be	easy,	but	they	do	expect	it	to	be	manageable,	

supported	and	holistic.	The	challenges	inherent	in	oncology	nursing	do	not	necessarily	or	

inevitably	lead	to	MD,	challenging	notions	of	“root	causes”	of	MD;	the	contribution	of	the	
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factors	identified	in	the	study	to	the	development	of	MD	is	complex	and	non-linear.	However,	

for	the	participants	in	this	study,	when	nurses	or	their	patients	are	dehumanized	through	

relational	or	structural	mechanisms,	in	combination	with	other	contributing	factors,	MD	

develops.	There	appears	to	be	a	dialectical	interplay	between	structural	features	of	the	health	

care	system	and	nursing	professional	values.	Experiences	of	MD	that	are	situated	in	the	current	

biomedical	reality	of	the	disease	(e.g.,	unpredictability,	no	right	answer)	are	inherent	in	certain	

instances	of	cancer.		

Nurses	are	personally	and	professionally	diverse;	they	find	their	fit	in	different	areas	of	

sub-specialty	practice.	When	nurses,	who	have	found	their	niche,	are	humanized	through	

effective	support,	and	when	they	are	also	able	to	humanize	their	patients,	they	experience	

reward,	even	with	co-occurring	MD.	Oncology	nurses’	experience	of	MD	reflects	a	mix	of	

personal	and	professional	aspects.	Humanness	appears	to	function	as	a	generative	mechanism	

that	contributes	to	dual	pathways	of	reward	and	MD,	which,	if	in	a	balance	that	is	tolerable	to	

the	individual,	results	in	a	perception	of	having	found	one’s	niche.	

The	highly	contextual	nature	of	MD	demonstrated	in	this	study	confirms	the	importance	

of	considering	context	in	the	study	of	MD.	The	focus	on	Canadian	oncology	nurses	contributes	

to	understanding	how	demographic	changes	and	fiscal	priorities	impact	cancer	care	and	cancer	

care	providers	in	the	Canadian	health	care	system.	The	complex,	non-linear	process	by	which	

MD	developed	affirms	the	importance	of	qualitative	inquiry	in	this	area	to	illuminate	the	

contours,	texture	and	nuance	of	the	experience	that	is	not	captured	in	quantitative	study.	Some	

of	the	variability	in	MD	severity	and	frequency	in	the	existing	literature	may	be	explained	by	

the	role	of	personal	factors	identified	in	this	study,	suggesting	the	need	for	further	qualitative	

work	to	understand	the	aspects	of	this	complex	phenomenon	that	remain	unclear.	
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The	findings	confirm	the	evidence	regarding	challenges	of	the	oncology	nursing	context	

and	the	significance	of	systemic	contributors	to	MD	development,	diverge	from	models	of	

linear	causation,	moral	residue	and	crescendo	effect	development,	and	extend	our	

understanding	of	the	significance	of	MD	intensity	and	frequency,	and	the	nature	of	nursing	

knowledge	employed	in	making	moral	judgements.	Illuminating	participant	responses	to	MD	

fills	a	gap	in	the	literature,	and	the	proposition	that	humanness	serves	as	a	generative	

mechanism	for	both	MD	and	the	rewards	of	oncology	nursing	is	a	novel	insight	that	has	

implications	for	future	research	and	potential	interventions.	Suggested	changes	to	practice	to	

decrease	the	likelihood	of	MD	primarily	included	recommendations	that	support	nurses’	

“humanness”.	The	integral	role	of	“humanness”	throughout	the	experience	of	MD	in	oncology	

nursing	is	the	basis	for	the	proposition	that	it	is	a	generative	mechanism	that	contributes	to	the	

way	both	MD	and	the	rewards	of	oncology	nursing	are	experienced.	
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CHAPTER	7:	RECCOMMENDATIONS	AND	KNOWLEDGE	TRANSLATION	

Introduction	

	 This	chapter	outlines	the	practice	and	policy	implications	of	this	study,	along	with	

suggestions	for	future	research	and	proposed	knowledge	translation	approaches.	

Implications	for	Nursing	Practice	and	Education	

	 The	significance	of	humanness	as	a	potential	generative	mechanism	and	background	to	

all	of	the	described	situations	of	MD	informs	the	proposed	implications	for	practice	and	

education.	Attending	to	humanness	in	care	provision,	nursing	education,	organizational	

supports	in	practice	are	proposed	as	strategies	to	mitigate	some	of	the	processes	by	which	MD	

develops.	

Attending	to	Humanness	in	Care	Provision	

Understanding	the	role	of	“humanness”	in	contributing	to	the	development	of	MD	is	

important	for	the	discourse	around	“overly	aggressive	care.”	While	on	its	face	describing	a	

particular	treatment	plan	as	“overly	aggressive”	clearly	has	an	element	of	subjectivity,	

disagreements	on	this	point	may	represent	more	than	divergent	opinions	or	differential	

weightings	of	various	features	of	the	situation.	While	not	eschewing	diagnostic	data	or	

disregarding	expert	clinical	opinions,	some	disparity	in	viewpoints	may	transcend	these	

assessments	and	originate	in	the	human	characteristics,	including	values	and	beliefs,	of	the	

professional.	That	is,	some	oncology	nurses	may	simply	be	unable	to	do	certain	kinds	of	

oncology	work	or	they	may	be	significantly	affected	by	certain	patient	situations.	“Core	beliefs,	

personality	traits,	motives,	attitudes,	values	and	knowledge”	have	been	identified	as	potential	

antecedents	to	conflict	(Almost	et	al.,	2016,	p.	1497).	In	the	conversations	that	occur	between	

professionals	of	different	disciplines	and	specialties	about	the	care	plan,	recognizing	that	each	
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individual	also	brings	these	aspects	of	their	“humanness”	to	the	situation	has	the	potential	to	

defuse	some	of	the	emotional	intensity	of	holding	opposing	views	by	humanising	colleagues.	

The	efficacy	of	the	PEACE	rounds	intervention	(Wocial	et	al.,	2017)	may	lie	with	the	

development	of	consensus,	the	engagement	in	group	work,	as	well	as	the	implicit	sense	of	

having	one’s	“humanness”	recognized	in	being	invited	to	participate	in	the	care	planning	

process.	The	need	for	a	professional	demeanour	and	boundaries	in	a	power-laden	relationship	

is	clear.	However,	finding	ways	to	acknowledge,	support	and	engage	the	humanness	of	the	HCP	

in	a	way	that	promotes	and	supports	their	own	well-being	is	paramount,	and	appears	

particularly	significant	related	to	“aggressive	care.”	The	beneficial	patient	effects	of	the	

resultant	enhanced	teamwork	should	serve	as	an	impetus	for	change	(Wocial	et	al.,	2017).	

New	Approaches	to	Nursing	and	Ethics	Education	

Nurses	who	“found	their	niche”	were	satisfied	despite	continuing	to	experience	MD	

amidst	a	very	difficult	job	because	the	challenges	they	faced	fit	the	unique	contours	of	their	

humanness.	Some	nurses	needed	to	leave	positions	to	“find	their	niche.”	In	addition	to	human	

particularities	that	draw	us	to	one	profession	over	another,	we	are	also	drawn	to	areas	of	

practice	within	our	profession	–	or	even	within	a	specialty	area	such	as	oncology	nursing	–	

where	our	affinities	are	best	utilized	and	sensitivities	less	disturbed	by	the	tasks	at	hand.	This	

understanding	of	where	we	best	fit	is	sometimes	illuminated	by	experiences	of	emotional	

distress	and	MD	that	identify	our	limits	of	tolerance	or	clarify	which	of	our	personal	beliefs	are	

of	critical	importance	in	aligning	with	the	expectations	and	realities	of	our	work.	

The	potentially	positive	role	of	moral	residue	in	shaping	perceptions	of	subsequent	

positions	is	important	and	not	previously	reported.	While	leaving	a	position	due	to	MD	is	

widely	regarded	as	a	negative	in	the	literature	(Epstein	&	Hamric,	2009;	Maiden	et	al.,	2011;	
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Wilkinson,	1987/1988;	Wocial	&	Weaver,	2013),	this	was	not	the	case	for	participants	in	this	

study.	Nurses	who	“find	their	niche”	experienced	enhanced	satisfaction	in	their	new	positions	

when	they	recalled	the	MD	experienced	in	the	job	they	left;	the	moral	residue	from	past	

experiences	of	MD	was	important	to	that	recall.	Moral	residue	from	past	MD	provided	a	

baseline	against	which	a	current	job	was	compared,	with	the	favorable	delta	from	past	MD	to	

current	MD	and	the	positive	attributes	of	the	current	position	contributing	to	job	satisfaction	

and	a	sense	of	personal	well-being.	

Advocating	that	nurses	leave	jobs	due	to	MD	is	obviously	not	a	viable	human	resources	

strategy.	Organizational	approaches	to	staffing	often	focus	on	recruitment	and	retention.	It	is	

proposed	that	a	more	viable	solution	may	be	to	engage	students	during	nursing	education	

programs	to	explore	how	their	personal	values,	attributes	and	affinities	might	intersect	with	

professional	demands	in	differing	aspects	of	nursing,	to	build	their	capacity	to	recognize	the	

best	niche	for	them	to	practice.	Those	discussions	could	begin	early	in	nursing	education,	such	

as	in	“Introduction	to	Nursing”	courses.	Initial	licensure	programs	prepare	generalists	who	

may	go	on	to	work	in	various	practice	areas;	encouraging	students	to	explore	their	own	values	

and	how	they	might	be	challenged	in	different	areas	of	nursing	would	provide	students	with	

questions	to	consider	as	they	move	through	the	various	clinical	rotations.	Ethics	education	

should	acknowledge	that	within	the	professional	ethical	standards	of	the	profession,	there	is	

room	for	some	diversity	in	individual	views.	These	personal	views	may	be	challenged	in	certain	

areas	of	practice.	This	approach	was	helpful	for	the	participant	who	experienced	such	

anticipatory	guidance	in	nursing	school,	suggesting	another	avenue	for	further	inquiry.	In	

addition,	helping	students	engage	in	critical	thinking	around	every	day	ethical	concerns	(not	
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just	the	“big	issues”)	as	well	as	interrogating	their	own	values	could	support	future	nurses	to	

understand	where	they	might	best	fit	in	nursing.	 	

It	is	long-recognized	and	embedded	in	nursing	theories	(e.g.,	Watson’s	Theory	of	

Caring)	that	part	of	the	value	that	nurses	bring	to	their	patients	is	their	humanness	in	caring,	

which	is	always	balanced	with	intentionality	and	professionalism	in	relationships	(Letourneau	

et	al,	2017).	What	is	suggested	by	the	findings	of	this	study	is	that	it	is	not	just	“how”	nurses	are	

in	caring	relationships	with	patients,	but	“who”	they	are	that	impacts	their	experiences	in	

practice	and	the	way	this	may	contribute	to	MD.	It	is	proposed	that	a	goal	of	nursing	education	

should	be	to	achieve	a	functional	chimera	of	who	the	nurse	is	as	a	person	and	how	they	are	as	a	

professional,	as	described	previously	in	relation	to	BMT	(p.	336).	The	BMT	chimera	is	a	

potential	metaphor	for	nursing	education,	in	that	the	goal	of	education	should	not	be	for	the	

professional	to	subsume	the	personal,	rather	for	a	functional	chimera	of	person	and	

professional	that	produces	the	necessary	therapeutic	effects	for	patients	without	unnecessary	

moral	injury	to	the	nurse.	In	situations	of	ethical	challenge,	it	must	be	recognized	that	both	

aspects	of	this	chimera	will	contribute,	and	solutions	proposed	in	ethics	education	should	

acknowledge	this.	Each	nurse	engages	in	their	work	as	a	mix	of	person	and	professional,	and	

nursing	education	should	seek	to	shape	and	harness	that	chimera	for	effective	practice.	

The	Importance	of	Organisational	Supports	

	Self-care,	resilience-building	strategies	and	mental	health	supports	were	proposed	by	

participants	as	potential	changes	needed	to	reduce	MD	or	promote	resolution	when	it	occurs.	

The	risk	of	incorporating	such	approaches	is	the	potential	for	communicating	an	implicit	

message	of	personal	responsibility	for	resilience	related	to	structural	challenges	in	the	

organizational	environment	that	require	remediation	as	opposed	to	resilience	(Card,	2018;	
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Taylor,	2019).	Many	patient-related	contributors	to	oncology	nurses’	MD	were	anticipated,	

unavoidable	and	inherent	to	practice	(Card,	2018;	Taylor,	2019).	Nurses	found	rewards	in	their	

practice	despite	knowing	that	“oncology	nursing	is	hard”	and	experiencing	MD.	However,	

system-related	issues,	such	as	inadequate	staffing,	are	potentially	remediable	and	the	

appropriate	solution	is	enhancing	resources	not	advocating	resilience	(Card,	2018;	Taylor,	

2019).	It	is	essential	to	ensure	the	nature	of	the	problems	for	which	“resilience”	is	suggested	is	

not	a	system-related	problem	that	requires	a	systemic	solution	versus	an	individual	solution.	

The	impact	of	the	professional	practice	environment	was	consistently	reported	by	all	

participants,	with	a	supportive	environment	being	a	critical	component	to	the	ability	to	

continue	to	work	in	a	challenging	area.	Patients,	families,	and	organisations	need	oncology	

nurses	to	continue	to	do	this	work	despite	the	substantial	inherent	challenges.	Re-framing	or	

re-branding	“resilience”	strategies	to	support	individuals	in	a	manner	that	emphasizes	the	

value	of	their	humanness	to	patient	care,	that	recognises	vulnerability	as	inherent	to	

humanness,	and	that	supports	without	individual	blame	is	suggested	as	a	means	of	enhancing	

the	benefits	and	diminishing	potential	negative	effects	of	organisational	approaches	to	building	

employee	resilience.		Critically,	resilience	strategies	should	not	be	employed	for	systemic	

issues	that	require	systemic	solutions	and	possibly	policy	changes	(Taylor,	2019).	

While	not	identified	by	participants	as	a	proposed	change,	few	participants	worked	in	

settings	with	access	to	Critical	Incident	Stress	Management	programs	or	formalized	debriefing.	

Those	who	did	found	it	helpful	when	tailored	to	their	practice	setting	needs.	Only	two	studies	

were	found	that	evaluated	reflective	debriefing	for	MD,	both	with	perceived	beneficial	effects	

(Reilly	&	Jurchak,	2017;	Santiago	&	Abdool,	2011),	which	together	with	the	perceived	benefits	

reported	here,	may	suggest	this	as	an	approach	that	organizations	should	consider.	Grief	
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debriefing	has	been	proposed	as	a	retention	strategy	for	oncology	nurses,	given	the	frequency	

of	loss	experienced	in	the	context	of	prolonged	relationships	(Hildebrandt,	2012).	Since	

morally	distressing	situations	were	also	always	professionally	challenging	or	emotionally	

distressing,	addressing	this	common	emotional	aspect	of	oncology	nursing	may	also	help	

reduce	the	overall	burden	of	distress.	Practice	settings	should	consider	establishing	formal	

avenues	for	debriefing	the	various	challenging	aspects	of	difficult	situations	if	they	do	not	exist	

within	their	institution.	Rural	settings	have	additional	challenges	in	accessing	such	supports,	

however,	the	rapid	transition	to	virtual	platforms	during	the	pandemic	to	deliver	medical	care,	

education,	counselling,	religious	activities	and	exercise	has	demonstrated	the	feasibility	of	

virtual	approaches.	Though	they	may	not	fully	approximate	the	in-person	version	of	these	

various	activities,	virtual	strategies	are	superior	to	no	access.	

Finally,	the	significant	role	of	support	from	nursing	leadership	suggests	the	importance	

of	evaluating	strategies	to	build	nurse	leader	capacity	for	this	highly	impactful	aspect	of	their	

practice	(Edmonson,	2015;	Hutchinson	et	al.,	2015;	Storch	et	al.,	2002).	This	is	particularly	

challenging	as	the	demands	on	nurse	leader	time,	along	with	budgetary	constraints	that	impact	

staffing,	resources	and	workload	leave	little	residual	capacity	for	change	or	additional	

functions.	However,	the	findings	suggest	that	understanding	the	impact	of	valuing	and	

supporting	nurse	humanness	and	approaching	a	nursing	leadership	role	from	the	perspective	

of	minimizing	dehumanisation	from	organisational	constraints	and	challenges	are	important	

(Nathaniel,	2006).	Moral	leadership	at	work	may	also	enhance	overall	positive	perceptions	of	

the	moral	habitability	of	workplace	environments	and	encourage	employees	to	emulate	moral	

actions,	with	insufficient	action	contributing	to	negative	views	of	the	environment	(Hutchinson	

et	al.,	2015;	Storch	et	al.	2002;	Viannello	et	al.,	2010).	Nurses	knew	that	their	leaders	faced	
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multiple	competing	demands.	They	valued	support,	even	in	situations	where	few	concrete	

actions	were	possible	to	minimise	their	MD.	Direct	support	from	the	direct	supervisor	as	well	

as	accessing	available	resources	(such	as	debriefs)	were	highly	valued	when	present,	and	

highly	desired	when	absent.	Nursing	leaders	should	be	involved	in	engaging	ethics	resources	

during	challenging	situations	and	debriefing	resources	after	difficult	situations	as	a	means	of	

communicating	their	support	to	staff.	

Implications	for	Policy	

	 Moral	distress	arising	from	system-related	factors	was	more	troubling	for	participants	

than	patient-related	factors.	Participants	consistently	described	an	increase	in	work	demands	

that	were	not	met	with	commensurate	increases	in	resources.	While	data	collection	was	

completed	before	the	identification	of	the	global	pandemic,	the	findings	will	be	applied	in	mid-	

and	post-pandemic	health	system	realities.		

The	global	pandemic	resulted	in	rapid	shifts	in	resource	allocation	to	meet	immediate	

needs	(Wiseman	et	al.,	2020).		This	has	resulted	in	an	impact	on	cancer	care	provision,	

including	delayed	diagnoses,	clinically	significant	treatment	delays,	and	alterations	to	

established	treatment	protocols,	all	of	which	are	anticipated	to	affect	survival	for	some	

patients,	with	increased	deaths	expected	(Maringe	et	al.,	2020;	Richards	et	al.,	2020;	

Rosenbaum,	2020).	Many	clinical	trials	have	been	paused,	affecting	both	individual	patients	

and	evidence	generation	on	newer	therapies	more	broadly	(Maringe	et	al.,	2020;	Richards	et	

al.,	2020;	Rosenbaum,	2020).	The	personal	impact	of	the	widespread	transition	to	virtual	care	

was	described	as	“Cancer	is	so	emotionally	loaded…	You	need	some	love.	The	human	part	is	

falling	by	the	wayside”	(Rosenbaum,	2020,	p.	2371).	It	is	anticipated	that	competition	for	

resources	will	be	enhanced	post-pandemic	as	governments	face	the	costs	incurred	due	to	the	
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pandemic.	Predictably,	there	will	be	tension	between	necessary	health	care	that	was	deferred	

and	budgetary	pressures.		

At	the	same	time,	health	care	providers	have	been	stretched	and	stressed	for	a	

prolonged	period,	so	further	cost-cutting	may	have	detrimental	effects	on	nurse	retention.	

Reports	of	nurses	leaving	their	jobs	in	COVID-19	impacted	areas	(e.g.,	intensive	care)	have	

resulted	in	shortages	significant	enough	in	Montreal	that	the	Ministry	of	Health	confirmed	it	

had	asked	physicians	to	perform	nursing	functions,	an	untenable	situation	(Boily	&	Gentile,	

2020;	Kassam,	2021).	While	such	reports	have	not	yet	been	seen	in	Canadian	oncology	nursing	

settings,	it	is	clear	that	policy	makers	must	resist	strategies	that	attempt	to	create	efficiencies	

that	further	constrain	nurses	from	practicing	according	to	their	values	and	duties	to	avoid	

similar	impacts	in	oncology.	Adequately	funding	oncology	services	to	allow	for	care	that	

preserves	the	humanness	of	the	nurse	and	humanizes	the	patient	should	be	a	priority,	despite	

the	anticipated	competition	for	health	care	dollars.	Decreasing	the	need	for	cancer	care	

through	cancer	prevention	strategies	should	be	an	important	long-term	strategy	for	managing	

the	ever-increasing	costs	associated	with	the	burden	of	cancer	in	Canada	(CCS,	2020).	

Future	Research	

The	proposed	role	of	“humanness”	offers	the	potential	for	additional	avenues	for	

addressing	MD	by	focusing	on	strategies	that	support	nurses’	humanness	as	well	as	their	

professional	responses	to	situations	of	MD.	Validating	the	experience	and	perspective	of	the	

nurse	who	has	experienced	MD	is	one	such	avenue.	Though	only	one	participant	demonstrated	

significant	emotional	upset	when	discussing	their	experiences,	the	effect	of	being	heard	

appeared	positive.	Further	research	is	recommended	to	investigate	the	effect	of	a	distance-
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based	(telephone	or	videoconferencing)	therapeutic	interview	with	a	supportive	response	

from	a	neutral	party	on	nurse	MD	and	moral	residue.		

The	PEACE	intervention	(Wocial	et	al.,	2017)	demonstrated	benefit	in	a	pediatric	

intensive	care	setting.	A	possible	mechanism	of	this	effect	may	have	been	the	support	of	health	

care	provider	and	patient	humanness	through	team	and	family	collaboration.	Replication	of	

this	work	in	oncology	is	recommended,	with	a	view	to	understanding	not	just	the	efficacy	of	

the	intervention,	but	the	potential	mechanism	of	any	effect,	including	the	role	of	promoting	

humanness	within	the	team.	

It	is	also	proposed	that	this	study	be	replicated	outside	oncology,	considering	the	role	of	

humanness	as	a	potential	generative	mechanism	for	MD	in	other	practice	settings	with	

differing	contextual	features.	While	the	functionality	of	humanness	on	the	development	of	MD	

in	this	study	was	clear,	claiming	this	to	be	a	universal	generative	mechanism	for	MD	would	be	

extraordinary	and	beyond	the	scope	of	this	study.	Further	research	in	other	populations	is	

required	to	further	interrogate	the	role	of	humanness	in	MD	development.	Elucidating	not	just	

the	presence	of	factors,	such	as	aggressive	care,	when	nurses	in	other	settings	(such	as	critical	

care)	experience	MD,	but	also	how	that	contributes	to	their	experience	of	MD	will	further	

illuminate	other	mechanisms	that	may	be	targets	for	intervention.	

Whereas	prior	research	has	identified	“root	causes”	of	MD,	the	findings	of	this	study	

suggest	complex,	non-linear	causation	with	multiple	contributing	factors	present	in	situations	

of	MD.	Cancer-related	symptoms	have	been	found	to	occur	in	predictable	patterns	and	

demonstrate	“symptom	clusters”	(Kwekkeboom,	2016,	p.	373).	Future	research	on	MD	in	

oncology	nursing	should	examine	whether	there	are	patterns	of	co-occurrence	of	these	
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contributing	factors,	akin	to	“symptom	clusters,”	to	elucidate	further	the	mechanisms	and	

processes	by	which	MD	develops.	

Knowledge	Translation	

	 Using	the	Ottawa	Model	of	Health	Care	Research	Use	(OMRU)	to	guide	knowledge	

translation	(KT)	of	study	findings,	proposed	KT	begins	with	the	assessment	of	the	practice	

environment	and	potential	adopters	of	the	evidence	(Logan	&	Graham,	1998).	The	findings	of	

this	study	will	primarily	be	relevant	to	Canadian	oncology	nurses,	including	nursing	

administrators	and	national	specialty	organization	leaders,	as	well	as	policy-makers.	As	

discussed	in	the	prior	section,	the	current	focus	on	COVID-19	is	consuming	both	resources	and	

time	within	the	health	care	system,	particularly	with	administrators	and	policy-makers.	Thus,	

these	external	pressures	may	impact	KT	activities	in	the	near-term.		

At	the	same	time,	oncology	nurses	are	experiencing	significant	changes	to	their	practice	

due	to	COVID-19	and	may	begin	to	see	potentially	avoidable	disease	progression	and	patient	

death	due	to	these	changes	(Maringe	et	al.,	2020;	Richards	et	al.,	2020;	Rosenbaum,	2020).	

Participants	were	accepting	of	“good	deaths”	and	unaccepting	of	“bad	deaths”	or	unnecessary	

suffering,	suggesting	that	these	projected	impacts	may	increase	the	risk	of	oncology	nurse	MD,	

and	hence	the	need	for	approaches	to	mitigate	MD.	The	dynamic	nature	of	the	current	situation	

prohibits	strong	projections,	but	current	indications	suggest	that	nurses	in	non-administrative	

positions	may	be	more	open	to	dissemination	of	findings	at	present	than	administrators	or	

policy-makers,	due	to	their	differential	position	demands,	and	may	be	more	in	need	of	

understanding	MD	and	potential	approaches	to	mitigation	of	factors	that	contribute	to	MD	

development.	
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Consequently,	it	is	proposed	that	short-term	KT	approaches	focus	on	nurses	in	clinical	

positions	with	engagement	of	administrators	and	policy-makers	when	COVID-19	demands	

abate.	Given	the	limitations	in	face-to-face	interaction	at	present,	dissemination	of	findings	

through	virtual	conference	presentations	(regional	and	national)	and	journal	publication,	are	

proposed.	The	importance	of	administrative	support	to	mitigating	the	effects	of	MD	suggests	

that	both	oncology	nursing	and	nursing	leadership	conferences	and	journals	should	be	

targeted	for	disseminating	findings.	This	may	be	one	manner	of	engaging	individuals	in	

leadership	position	without	additional	time	demands	in	the	form	of	in-person	meetings.		

The	significant	impact	of	the	external	structure	of	national	CANO	standards	for	

chemotherapy	certification	also	illustrates	the	potential	role	for	a	specialty	organization	in	

supporting	nurses	to	practice	consistent	with	their	duties	and	values.	In	particular,	these	

findings	should	be	presented	to	the	CANO	leadership	to	communicate	the	effect	of	their	

implementation	of	these	standards	and	provoke	further	dialogue	and	consideration	of	other	

areas	where	national	standards	could	support	practice	in	a	manner	that	could	mitigate	MD.	

Monitoring	and	evaluating	the	impact	of	KT	strategies,	as	per	the	OMRU	(Logan	&	

Graham,	1998),	would	likely	require	follow-up	research,	given	the	national	scale	of	this	study	

and	proposed	KT	activities.	Collaboration	with	CANO	chapters	to	evaluate	the	effect	of	

disseminating	the	findings	on	the	experience	and	development	of	MD	in	their	regions	is	one	

potential	approach	to	evaluating	the	impact	of	proposed	KT	approaches.		

Effecting	change	to	system-related	factors	rooted	in	resource	constraints	and	a	

business-focus	towards	care	provision	will	require	policy-maker	and	administrator	

engagement.	However,	as	above,	this	will	likely	not	have	a	current	receptive	audience	due	to	

the	immediacy,	urgency,	and	ongoing	needs	of	the	pandemic.		
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Chapter	Summary	

	 The	findings	of	this	study	are	important	for	nurses	in	clinical	practice,	nursing	

education,	nurses	in	leadership	positions,	the	CANO	organization,	and	policy-makers.	Current	

realities	related	to	the	pandemic	will	require	adjustment	of	knowledge	dissemination	

approaches	and	timelines.	However,	activities	that	do	not	require	face-to-face	contact,	

including	virtual	presentations	and	journal	articles,	are	possible	to	disseminate	to	clinicians	in	

the	near-term,	with	the	need	for	a	longer-term	timeline	for	dissemination	of	knowledge	to	

decision-makers	that	can	affect	structural	factors	that	contribute	to	MD.	
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APPENDICES	

Appendix	A	
	
Summary	of	Studies	of	Interventions	for	Moral	Distress	
	

	
Author(s)	
Year	
	

	
Study	Design/		
Data	Collection	

	

	
Sample	and	
Setting	

	
Intervention	

	
Important	Findings	

	
Berggren	&	
Severinsson	
(2000)	

	
Hermeneutic	
interpretation	

	
15	medical	unit	
nurses,	
Sweden	
1	unit	pulmonary,	1	
hem/renal,	CVA	
and	heart	disease	
on	both	
	

	
Clinical	supervision	(1.5	
hours/once	per	week	for	
a	total	of	75	hours)	

	
Increased:	
• Self-assurance	
• Ability	to	support	the	patient	
• Ability	to	be	in	a	relationship	with	the	

patient	
• Ability	to	take	responsibility	

	

Beumer	
(2008)	

Moral	Distress	
Questionnaire	–	
adapted	from	
Moral	Distress	
Scale	(MDS),	not	
validated/reliabil
ity	tested	

25	staff	nurses	in	
ICU	
13	in	control	group	
USA	

2-hour	workshop:	
Ways	to	ID	MD	
Strategies	to	cope	or	
diminish	it	(including	
4A’s)	

Increased:	
• Perception	of	coping	resources		
• Perception	opinion	was	valued	
• Perception	of	advocacy		
Decreased:	
• Distancing	self	
• Negative	or	cynical	about	care		
No	change:	
• Empowerment	in	speaking	up	re:	futile	

care	
• Listened	to	and	respected	when	

mentioning	ethical	concern	
• Care	in	harmony	with	values	
• Ability	to	advocate	no	change	
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• Open	communication	with	manager	
strong	to	start	and	no	change	

• Frustration	(high	in	control)	
	

Brandon	et	
al.	(2014)	

Before	and	after	
cross-sectional	
survey	design	
Investigator	
modified	MDS	
(Corley,	2001)	
	
Surveyed	pre-
implementation	
and	20	months	
post-
implementation	
	

Pediatric	health	
care	providers	at	a	
single	institution.	
USA.	
	
Sample	derived	
from	list	of	
approximately	730	
pediatric	staff.	
	
Survey	completion:	
Pre:	413		
Post:	364	
	
	

Pediatric	QOL	Program:	
consultation,	care	
planning,	symptom	
management,	education	
for	patients,	spiritual	
care	
	
Simultaneous	
implementation	of	
system-wide,	
comprehensive,	
multidisciplinary	
Pediatric	QOL	Program	
that	was	not	part	of	the	
intervention	

No	change:	
• “Individual	responsibility”		
• “Not	in	the	best	interest	of	the	patient”	

intensity	à	program	not	designed	to	
impact	MD	resulting	from	staffing	
shortages	or	care	that	prolongs	
suffering/death.	

Decreased:	
• Frequency	of	“not	in	patient’s	best	

interest”	(significant)	
• “Work	quality	of	life”	
• 	Intensity	of	“care	given	was	not	in	the	

patient’s	best	interest”		
• MD	intensity	from	providing	QOL	

interventions		
• Number	who	considered	leaving	

institution		
	

Bosshardt	et	
al.	(2018)	

Moral	Distress	
Scale-Revised	
(MDS-R)	pre-	and	
post-	policy	
change	(6	months	
apart)	
2	questions	on	
intent	to	leave	
Descriptive	
comment	section	
	

All	inpatient	adult	
and	pediatric	
nurses	and	internal	
medicine	residents	
at	a	700-bed	
academic	medical	
center	in	the	
Southeastern	USA	
	
Only	nurses’	data	
published	here.	

Palliative	care	
consultation	policy	
change	

No	statistically	significant	change	on	MDS-R	
mean	scores.	
Decreased	frequency	post-change:	
• Provision	of	less-than	optimal	care	
• Continuation	of	care	for	hopeless	ill	
• Caring	for	patients	they	did	not	feel	

qualified	to	care	for	
• Working	with	others	who	were	not	

competent	
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N=2000	nurses,	
response	rate	not	
specified.	

Non	statistically	significant	changes:	
Considered	leaving	current	or	previous	
position	pre	29.5%,	55.1%	post.	
Actively	considering	leaving	current	
position:	22%	pre,	30%	post	
Witnessing	others	giving	“false	hope”	32.8%	
pre,	21.1	post.	
Increase	analgesic/sedative	they	believed	
could	hasten	death	5.3%	pre,	0.9%	post.	
	
Themes	from	qualitative	comments	about	
contributions	to	MD:	

• Inadequate	staffing	
• Communication	(truth-telling,	

limited	freedom	to	speak	openly	to	
patients)	

• Ethical	concerns	(futile	care,	delay	in	
consulting	palliative	care	or	ethics)	

• Lack	of	education	(symptoms,	EOL	
care)	
	

Browning	&	
Cruz	(2018)	

MDS-R	pre-	and	
post-intervention	

ICU	nurses	from	
one	unit.	
USA	
N=43,	61%	
response	
Two	groups:	
Control	did	not	
attend	any	sessions	
(N=30)	
Experimental	
attended	at	least	
one	session	(N=6)	

Reflective	debriefing:	6	
sessions	with	case	
study/debriefing	using	a	
10-question	guided	
intervention	and	an	
educational	component.	
Topics:	
1. Moral	distress	
2. Ethical	principles	in	

palliative	and	EOL	
care	

Low	to	moderate	total	MD	scores	at	both	
time	points	(with	possible	scores	divided	
into	thirds	to	rank	low,	moderate,	high).	
	
Highest	MD	frequency	consistent	across	
groups:	
1. Following	family’s	wishes	for	continued	

life	support	against	patient’s	best	
interest	

2. Initiate	extensive	life-saving	actions	that	
prolong	death	
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Both	groups	
completed	MDS-R	
pre-	and	post-
intervention.	

3. Informed	consent,	
patient	refusal,	truth-
telling,	paternalism	

4. Strategies	for	coping	
with	MD	

5. EOL	decision-making	
6. Power	differentials	

and	team	conflict	
resolution	

3. Continue	to	care	for	hopelessly	ill	person	
on	ventilator	when	no	one	will	decide	to	
withdraw	life	support		
	

MD	intensity	more	variable.	Experimental	
group:	unsafe	staffing	was	most	frequent	
both	pre-	and	post-intervention	
Control	group:	false	hope	provision	was	
most	intense.	
Only	one	of	most	frequent	was	also	high	
intensity:	follow	family	wishes	to	continue	
life	support	
7	nurses	had	left	a	job	due	to	MD.	
4	currently	thinking	of	leaving	
Correlations:	
• Positive	between	years	of	experience	

and	consideration	of	leaving	or	prior	
leaving	

• Strong	correlation	between	considering	
leaving	or	left	in	past	and	current	
consideration	of	leaving	

• Moderate	negative	correlation	between	
MD	and	ability	to	confront	colleagues	
providing	untruthful	prognostic	
information	and	ability	to	speak	to	
families.	

	
No	correlation:	

• MD	scores	and	thoughts	of	leaving,	
years	of	experience.	

	
Themes	in	sessions:	nonbeneficial	
treatment,	powerlessness,	conflict	with	
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physicians,	death/suffering/EOL	decision	
making,	poor	nurse/physician	
communication,	dealing	with	families.	
	
	
	

Edmonson	
(2015)	

Professional	
Moral	Courage	
Scale	
Pre-	and	post-
intervention	
Courageous	Acts	
Debriefings	post-
intervention	only	

Nurse	managers	at	
a	tertiary	
community	hospital	
in	North	Texas	
N=23	
16	participants	

Two-hour	education	
sessions	on:	
CODE	(Courage,	
obligations,	danger,	
expression)	Model	
	
Virtue	ethics	using	
Balance	Experiential	
Inquiry	model	

Significant	improvement	in	“going	beyond	
compliance”	and	marginal	improvement	on	
overall	scores	(p.	5)	
Worse	scores	for	experienced	managers	on	
overall	score,	moral	goals	and	multiple	
values,	related	to	two	participants	with	>20	
years	experience	and	worse	scores	on	these	
items.	
Participants	found	classes	useful,	practical	
and	applicable.	
Two	participants	reported	“courageous	
acts”	within	the	two	weeks	after	the	classes.	
	

Grace	et	al.	
(2014)	

Nursing	
Competency	in	
Ethics	Scale	

67	RNs	at	
Northeastern	USA	
Academic	Medical	
Center,	including		
staff	nurses,	
advanced	practice	
nurses	and	
supervisors	
	

Educational	intervention	
10	months,	total	96	
hours	
Online	preparatory	
course	(2	hours)	
48	hours	of	didactic	
role	play/simulation	(32	
hours)	
mentored	practicum	(16	
hours)	
4	doctorally	prepared	
and	1	master’s	prepared	
nursing	or	ethics	faculty	
	

Findings	in	Robinson	et	al.,		
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Hamric	&	
Epstein	
(2017)	

Program	
evaluation	

Analysis	of	59	
consults	completed	
since	2006	at	a	
health	system.	
USA	

Health	system-wide	MD	
consultation	service	

Increased	consult	volume	2006-2012:	19,	
2013-mid-2016:	40	
Most	common	“root	causes”	align	with	
published	literature.	
Most	consultations	had	multiple	root	causes.	
96%	involved	problems	beyond	the	specific	
case	that	triggered	the	consult	à	
unit/organizational	levels	
	
Outcomes	of	consults:	
Acknowledgement	of	staff	concerns	
Staff	empowerment	
Staff	engagement	
Improved	team	collaboration	(MD	&	RN	on	
common	ground	more	frequently)	
Unit-	or	organizational-level	change	
	

Helft	et	al.	
(2009)	

Description	of	
intervention.	
No	formal	
evaluation	as	of	
this	publication.	
	
Subsequent	
evaluation	
published	in	
Wocial	et	al.	
(2010)	

Three	hospitals	in	
Indianapolis,	
consolidated	into	
one	system	(986	
adult	beds,	448	
pediatric	beds).	

Unit-based	ethics	
conversations	
Facilitated	by	oncologist-
ethicist	and	clinical	social	
worker	initially,	then	
nurse-ethicist	
	
To	encourage	open,	
honest	conversation	
about	ethical	issues	faced	
by	bedside	nurses	in	
daily	practice.		
No	specific	agenda.		
No	didactic	goals.		
No	chart	review	or	chart	
documentation.	No	

Does	not	replace	formal	ethics	
consultations.	
Common	themes	in	conversations:	
• Nonbeneficial	treatment	of	patients	

unlikely	to	survive	to	discharge.	
Frequently	due	to	family	reluctance	to	
limit	treatment,	communication	between	
care	team	and	patient/family.	

• Informed	consent	
• Ethical	dilemmas	
• Communication	issues	–	due	to	

hierarchical	issues,	organizational	
challenges.	

Lessons	learned:	
• Staff	nurses	want	opportunities	to	

process	everyday	ethical	challenges.	
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patient	or	family	
interaction.	

• Some	common	experiences	present	
across	units.	

• Facilitator	training	is	vital.	
	

Jurchak	&	
Pennington	
(2009)	

Unspecified	
survey	sent	
“several	months”	
post	intervention.	

ICU	nurses		
USA	
N	not	specified	

Narrative	analysis	of	an	
ethical	problem	at	the	
end	of	ICU	orientation.	
Participants	applied	an	
ethical	framework,	
identified	options	for	
addressing	the	problem	
and	institutions	
resources.	
	

Positive	anecdotal	feedback	

Kälvemark	
Sporrong	et	
al.	(2007)	

Quality	Work	
Competence	

3	pharmacies	
4	clinical	
departments	(2	
cardiology	&	2	
hematology)	
Control	2	pharm,	3	
departments,	
Experimental:	1	
pharm	1	
department		
45%	nurses	
Sweden	
	

3	ethics	lectures	
3	ethics	rounds	
3	seminars	(cases)	
Topics:	
Theories	of	human	
dignity	
Aspects	of	medical	ethics	
such	as	prioritization	

Less	MD	in	pharmacy	than	department	
Pharmacies	–	score	changes	non-significant	
Intervention	department:	less	
tolerance/openness	post-test	
Intervention	pharmacy	worse	scores	for	
work-related	exhaustion	and	clarify	of	
organization	goals.	

Leggett	et	al.	
(2013)	

Pilot	study	
	
Phase	1:	
Grounded	theory	
	

Burn	center	in	USA.	
	
Phase	1:	7	key	
informants	
	

One	60-minute	session	
per	week	for	four	weeks.	
Topics:	definitions	of	MD,	
case	studies,	signs	and	
symptoms,	root	
causes/effects,	ethical	

Phase	1:		
Need	for	organized	debriefing	for	MD	
situations.	Benefit	of	hospital-sponsored	
burn	survivor’s	programs	to	see	people	
doing	well.	
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Phase	2:	Separate	
sample	pretest	
posttest	
MDS-R	
Self	Efficacy	Scale	

Phase	2:	13	burn	
ICU	nurses,	Group	
A	N=6,	Group	B	
N=7	

issues,	barriers	to	
addressing,	currently	
published	approaches,	
key	informant	interview	
data,	group	
brainstorming	

Phase	2:		
Group	B	higher	MD	immediately	post	
intervention,	no	difference	at	6-weeks	
No	difference	in	self-efficacy	scores	at	either	
time	point.	
Participants	liked	the	sessions,	felt	
validated,	found	it	helpful,	wanted	more	
interventions	like	this	in	the	future.	
	

Pavlish	et	al.	
(2013)	

20	question	
ethics	knowledge	
test	pre	and	post	
Brief	
questionnaire	
when	tool	used	
each	time	
Focus	groups		

ICU	and	oncology	
nurses	at	two	major	
academic	medical	
centers	in	USA.	
28	participants	
24	in	focus	group	

Ethics	Screening	and	
Early	Intervention	Tool	
4-hour	training	session	
Specific	guidance	on	how	
to	initiate	discussion	
about	ethical	concerns	

Identified	appropriate	actions	and	rated	
most	as	moderate	to	low,	but	still	reported	
feeling	too	risky	to	act.	
Actions:	
• letting	it	slide	
• questioning	myself	
• being	the	troublemaker	
• finding	the	gatekeeper	
Actions	perceived	as	riskiest	(mid-point	of	
scale):	
• Exploring	statements	with	

patient/family.	
• Discuss	with	physician	
• Initiate	ethics	consultation	
• Contact	palliative	care	team	

	
Pavlish	et	al.	
(2015c)	

Quantitative	data	
from	Pavlish	et	
al.,	2013	

	 	 Identified	patient	and	family	risk	factors	for	
ethical	conflicts	more	often	than	health	care	
team	and	system	factors:	life	threatening	
illness,	age,	diminished	capacity,	inability	to	
speak	English,	family	adamancy	about	
aspects	of	patient	care,	unrealistic	
expectations	
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Same	early	risks	in	both	settings:	patient	
suffering,	signs	of	unrealistic	expectations	
More	conflict	and	MD	and	signs	of	patient	
suffering	in	high-risk	vs	medium	and	low	
risk	situations.	
Used	most	often	with	elders	with	multiple	
comorbidities	and	life-threatening	illnesses,	
injuries	or	organ	dysfunction	
Perceived	benefits:	
• Clarifying	situations	
• Validating	concerns	
• Aligning	team	goals	and	preventing	

crises	
• Easy	to	use	
	
Top	3	indicators	of	high	risk	for	ethical	
conflict:	
Patient	suffering	
Providers’	distress	
Unrealistic	expectations	by	families	
	

Reilly	&	
Jurchak	
(2017)	

Descriptive	
qualitative	
Focus	groups	
with	nurses	who	
had	attended	3	or	
more	sessions.	

Cardiac	ICU	(CICU)	
(10-bed)	in	an	
urban	academic	
medical	center	in	
USA.	
	
All	38	nurses	
working	on	unit	
invited;	30	
attended	at	least	
one	session,	21	
attended	more	than	

Reflective	practice	
intervention:	group	
discussions	twice	per	
month	(once	for	days,	
once	for	nights).	
18	sessions	over	9	
months	
Sessions	co-facilitated	by	
nurse	ethicist	and	unit	
nurse	leaders.	
Focus	groups	facilitated	
by	nurse	ethicist	and	

Reported	benefits:	
• Increased	feelings	of	being	valued	
• Decreased	MD	
• Personal	growth	
• Improved	ethical	practice	environment	

(e.g.,	empathy,	decreased	conflict)	
Themes:	
• Benefits	of	group	discussions	
• Ethics	facilitator	role	valued	
• Nursing	leadership	presence	important	
• Process	of	reflection	valued	
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two	sessions,	12	
attended	more	than	
three	sessions.	
12	invited	to	attend	
post-intervention	
focus	groups,	9	
attended.	
	

independent	co-
facilitator	
	

• Practice/nurse	outcomes	(New	
knowledge	and	perspectives,	enriched	
nursing	practice)	

Robinson	et	
al.	(2014)	

Quasi-
experimental,	
mixed	methods	
pre-post	test	
	
MDS-R	
Ethics	Knowledge	
Scale	
Self-Efficacy	Scale	
in	Clinical	Ethics	
(2	authors	
developed	not	
tested	for	
reliability/validit
y)	
Qualitative	
description	of	
experiences	
	

67	participants	
from	two	large	
academic	medical	
centers	in	the	
Northeastern	USA.	

Educational	intervention	
10	months,	total	96	
hours	
• Online	preparatory	

course	(2	hours)	
• Didactic	(48	hours),	

included	values	
exploration	and	
ongoing	reflective	
time	(30	
minutes/day),	
communication	
techniques	

• Role	play	and	
simulation	(32	hours)	

• Mentored	practicum	
(16	hours)	

• Continuation	sessions	
(quarterly	meetings,	
optional)	
	

Statistically	significant:	
• Decrease	in	meant	MD	scores.	
• Slightly	increased	knowledge	
• Slightly	increased	self-efficacy	
Narrative	submissions:	
• Increased	moral	sensitivity	
• Increased	moral	agency	
• Improved	patient	care	
• More	effective	communication	and	

advocacy	skills,	particularly	related	to	
using	ethical	language	to	describe	
conflicts	in	difficult	situations	

	
Faculty	reflections:	
• Appreciation	of	the	significance	of	the	

group	experience	
• “	‘…depth	and	richness	of	their	

transformation	into	moral	agents.	
Moreover,	their	agency	diffused	into	
their	practice	setting,	enabling	
collaborations	and	empowering	others’”	
(p.	19).	

Rogers	et	al.	
(2008)	

Pre-test,	post-test	 NICU	nurses	who	
may/may	not	have	

Educational	Intervention	
by	Ethics	Consultation	
Team	

Significant	effect	on	comfort	in	caring	for	
dying	infants	
years	of	experience	had	no	effect	
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Comfort	in	Caring	
for	Dying	Infants	
tool	
(previously	
piloted)	

taken	care	of	dying	
infants	
N=112,	82	
completed	
USA	

Monthly	1-hour	sessions	
for	6	months	
Pain	management	
Symptom	management	
Ethical/legal	issues	
Communication/culture	
Spiritual/anxiety	issues	
Prevention	of	
compassion	fatigue	
Videotaped	for	night	staff	
	

They	differentiate	between	statistically,	
clinically	and	educationally	significant.	
Pain:	not	stat,	educationally	significant	
Symptoms:	statistically	significant,	clinically	
significant	
Legal:	statistically	and	educationally	
significant	
Communication/culture	was	worse	
Spiritual/anxiety	and	compassion	fatigue	no	
effect	
	

Saechao	et	al.	
(2017)	

Pilot	study	
Pre-	and	post-
intervention:	
MDS-R	
Professional	
Quality	of	Life	
Scale	

32-bed	ICU	in	a	
Magnet-designated	
community	
hospital.	
USA	
	
All	staff	(N=103,	
nurses,	assistants,	
secretaries)	invited	
Webinar:	101	
completed	
Book	club:	14	
volunteered	to	
participated,	8	
others	were	invited	
to	enhance	group	
diversity	
Retreat:	55	staff	
Survey	responses:	
Pre:	85,	Post:	76	
	

Three	interventions:	
• 1-hour	webinar	on	

compassion	fatigue	
• Book	club	focused	on	

relationship-based	
care	(three	3-hour	
sessions;	See	Me	as	a	
Person,	by	M.	
Koloroutis	&	M.	
Trout)	

• 4-hour	retreat	(self-
reflection,	
mindfulness	
relaxation	education,	
review	of	benefits	for	
staff	support,	
palliative	care	
education)	

No	statistically	significant	changes.	
Decrease	in	MDS-R	scores	greatest	with	
book	club	(p	0.101)	
Anecdotal	reports	(qualitative	data	
collection	not	described	in	study	design)	of	
increased	team	morale	and	teamwork,	
decreased	MD,	greater	staff	satisfaction	with	
work	environment	and	decreased	
compassion	fatigue	
	
Unit-specific	Employee	Engagement	Survey	
(not	part	of	study	design)	improved	on	“my	
organization	helps	me	deal	with	
stress/burnout”	from	9.6%	to	34.8%	
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Santiago	&	
Abdool	
(2011)	

Pre-	and	post-
change	
attendance	and	
comments	

Medical-surgical	
ICU	with	about	200	
staff.	
Toronto,	Ontario	
	

Ethics	debriefings:	
changes	made	to	
improve	attendance:	
• Location	in	proximity	

to	ICU	
• Advertising	
• Incentives	to	attend	

(snacks,	flexible	times	
to	include	night	staff)	

• Topics	and	themes:	
open	agenda,	
participant-driven	

	
	

Increased	frequency	of	sessions	–	per	
participant	request.	
	
Anecdotal	benefits:	
Increased	awareness	of	value	and	benefits.	
Utility	in	reaching	team	consensus	on	care	
plans.	
Alignment	with	corporate	initiatives	to	
improve	quality	of	care.	
Alignment	with	accreditation	standards.	
Educational	opportunities	–	provided	in	
accordance	with	participant	requests	on	
challenging	situations.	
	

Storch	et	al.	
(2009a)	

Participatory	
action	research	
3	year	project	

Nurses,	managers,	
other	health	care	
team	members	
throughout	British	
Columbia	
	
Academic	
researchers,	nurses	
in	key	leadership	
positions	(e.g.,	
CNO)	in	health	care	
institutions	
developed	the	
project	

Ethics	projects	
developed	at	
participating	institution	
sites.	
6	active	projects	at	study	
end,	2	in	planning.	
	
Example	of	projects	
addressed	concerns	such	
as	working	relationships	
with	physicians,	scope	of	
nursing	practice,	conflict	
around	EOL	issues.	
	
Annual	workshop	
allowed	participants	to	
share	insights	
	

Support	of	local	nurse	leaders	was	critical.	
Change	takes	time	–	immediate	outcomes	
not	always	visible.	
Inspired	hope	in	nurses	that	work	settings	
could	change.	
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Storch	et	al.	
(2009b)	

Participatory	
action	research	
3-year	project	
Strategies	
developed	
through	
ethnographic	and	
descriptive	
quantitative	
methods.	
	
Survey	at	mid-
point:	MD	and	
ethical	climate	
(findings	
reported	in	Pauly	
et	al.,	2009)	
	

Various	sites	across	
British	Columbia.	
	
Academic	
researchers,	11	
nurse	
administrators	
(CEO	or	equivalent)	
and	practicing	
nurses.	
Operations	team	of	
2	PIs	and	research	
associates	
Advisory	group	of	
nurses	who	
participated	in	
prior	study	
(medical/oncology	
and	emergency)	

Participants	encouraged	
to	view	the	challenges	
through	an	ethics	lens	–	
“like	a	new	set	of	glasses”	
–	and	frame	potential	
solutions	in	terms	of	
advancing	ethical	
practice	(p.	75).	
	
Projects	included	
collaborating	with	
pharmacy	around	
medication	safety	issues,	
working	with	food	
services	to	schedule	
meals	around	necessary	
care,	ethics	rounds	to	
address	EOL	decision-
making.	
	
6	active	projects	in	4	
health	regions,	2	more	in	
planning	stages.	
	

A	variety	of	approaches	can	be	effective	in	
using	ethics	lens	to	address	practice	
changes.	
Research	approach	created	flexibility	to	
address	local	concerns	-	significance	of	local	
institutional	context	and	history.	
Value	to	nurses’	of	engaging	with	ethical	
issues	and	proposed	solutions	in	their	own	
settings;	gave	nurses	hope	and	connection.	
Nursing	leadership	is	key	to	supporting	
ethical	climate	that	allows	questioning	and	
addressing	challenging	ethical	issues.	
Nurses	felt	supported	by	CNO	involvement.	
Challenges:	
Change	is	slow.	
Some	changes	are	process-oriented	versus	
outcome-oriented.	
Partial	success	in	encouraging	multi-
disciplinary	involvement.	
CNO	turnover	an	issue	at	some	sites.	

Svantesson	et	
al.	(2017)	

Mixed	Methods	
Part	of	the	
European	project	
examining	
outcomes	and	
content	of	MCD	

70	periodic	MCD	
meetings	at	10	
Swedish	
workplaces.	All	HCP	
participated,	but	
majority	were	
nurses	
	
	

Moral	case	deliberation	
Facilitator-led	
Participants	selected	
situations	for	discussion.	
	
	
	

• Median	45%	of	the	spoken	time	was	on	
moral	reasoning	

• Reflections	on	the	psychosocial	work	
environment	(Md	29%):		
o emotional	exhaustion	and	support	
related	to		
“emotionally	burdensome	
interactions	with	patients/next-of-
kin”	(p.	7)	–	demanding,	complaining,	



	
	
 

423	

	 care	refusal,	non-compliance,	threats	
re:	opioids;	lack	of	organizational	
support	from	management	

o Individual/interpersonal	roles	–	team	
collaboration	challenges	

o Organizational	frustrations:	outside	
agencies,	lack	of	goals	of	care	for	
certain	patients	(e.g.,	suicide	attempt,	
young	people	in	nursing	homes)	

• assumptions	about	the	patient’s	
psychosocial	situation	(6%)	
o mental	wellbeing	and	behaviour	
o relationship	to	NOK	and	their	
wellbeing	

o facts	about	the	patient’s	situation	
(5%)	

• concrete	problem-solving	(6%)		
• process	(3%)	
Moral	reasoning	was	affected	by	
psychosocial	work	environment;	they	
question	whether	these	are	too	inter-
connected	to	distinguish.	
	

Vaclavik	et	al.	
(2018)	

Demographic	
information	
MDS-R	
Initial	results	
used	to	develop	
interventions	and	
3	months	after	
interventions.	

Adult	inpatient	
hematology/oncolo
gy	unit	at	Rush	
University	Medical	
Center	
N=56	nurses	
28	completed	pre-
test	
18	completed	post-
test	

Mindfulness-based	
interventions:	
• Critical	debriefs	
• Code	Lavender	bags:	

for	nurses	with	
difficult	patient	care	
situation.	Lavender	
sachet,	tissues,	
encouraging	card	
from	leadership,	

Unit-based	quality	improvement	project	
Most	frequent	and	most	distressing	on	pre-
test:	witnessing	health	care	providers	giving	
false	hope	
Statistically	significant	decrease	in	
frequency	of	this	item	on	post-test	(81%	to	
44%),	while	still	most	distressing	when	it	
did	occur.	
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chocolate,	gift	card	
for	coffee	shop	

• Tree	of	life	to	
celebrate	patients	
who	died	that	year	

• Work-life	balance	
committee	

• Yoga	classes	
• Mindfulness	sessions	

	
	

Anecdotal	benefits	of	intervention	
components	without	clear	description	of	
how/when	these	comments	were	obtained.	

van	der	Dam	
et	al.	(2011)	

Naturalistic	
evaluation	
(systematic	
observations,	
interviews,	focus	
groups)	

Two	Dutch	nursing	
homes	(one	had	
270	residents	and	
150	staff,	the	other	
180	residents	and	
75	staff)	
Groups	had	various	
professionals	
(nurses,	activity	
therapist,	speech	
therapist,	pastor,	
occupational	
therapist,	
physician,	social	
worker)	
	

Moral	case	deliberation	
8	sessions	at	one	home	
and	9	at	the	other	

Positive	experiences:	
• Increased	awareness	of	other	

professionals’	issues	
• Increased	informal	dialogue	
• “enriched	moral	inquiry”	(p.	332)	
• Safe	and	open	atmosphere	
Negative	experiences:	
• Unequal	involvement	due	to	differences	

in	“moral	competence”	(p.	332)	–	not	
everyone	felt	comfortable	discussing	
issues	

• Discussion	not	directly	relevant	to	all	
participants	

• Gap	between	participants	and	colleagues	
who	had	not	participated	

	
Wocial	et	al.	
(2010)	

Demographic	
information	
Attendee	survey		
Two	focus	groups	

3	downtown	
Indianapolis	
hospitals	(867	
adult	beds,	420	
pediatric	beds)	

Unit-based	ethics	
conversations	(UBECs)	

No	differences	between	ICU	and	oncology	or	
between	adult	and	pediatric	groups.	
Session	participants	more	likely	to	request	
formal	ethics	consult	
Most	common	reasons	for	attending:	to	
participate	in	open	discussion	
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Nurses	working	on	
units	where	unit-
based	ethics	
conversations	
regularly	held	for	
>/=	6	months	
invited	to	
participate	(N=593)	
149	responded	
from	6	units	
including	oncology,	
4	ICUs	(adult,	
neurology,	
pediatric,	neonatal)	
64	had	attended	at	
least	one	session	
and	completed	a	
longer	survey.	

Benefits	of	sessions:	
• Giving	voice	
• Gaining	insight	
• Space	for	discussion	
• Validation	
Not	helpful:	
• No	resolution	to	case	discussed	
• Not	inter-disciplinary	
	
	
Focus	Groups:	
• Confusion	about	ethics	resources	in	

hospital,	which	affected	expectations	of	
UBECs	

• Benefit	of	neutral	facilitator	
• Conversations	continued	in	practice	
• Integration	of	ethics	into	clinical	

discussions	
• Improved	skills	in	addressing	

challenging	situations	
• Better	understanding	of	ethics	
• Appreciation	of	other	perspectives	
• Identifying	strategies	to	deal	with	MD	
	

Wocial	et	al.	
(2017)	

MDS-R	to	
measure	“chronic	
MD”	
	
MD	
Thermometer	to	
measure	“acute	
MD”	

Quaternary	care	
pediatric	ICU.	
USA.	
	
Patients	included	in	
rounds	if	they	were	
attended	by	an	ICU	
physician	(as	

One-year	intervention:	
Pediatric	Ethics	and	
Communication	
Excellence	(PEACE)	
rounds.			
Process-oriented,	goals	
of	care	were	discussed,	
and	the	emphasis	was	on	

Staff-related	outcomes:	
• No	difference	in	mean	MD	scores	

between	physicians	and	nurses	at	either	
time	point	

• One	item	statistically	significant	
decrease	post-intervention	on	the	
matched	comparison	(but	not	the	
aggregate)	for	physicians:	“feel	pressure	
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opposed	to	another	
specialty)	and	had	
any	of	the	
following:	
• Length	of	stay	>	

10	consecutive	
days	

• 	>	10	days	in	
ICU	in	their	
current	
hospitalization	

• Request	by	any	
team	member	
for	inclusion		

	
Intervention	group:	
60	patients	
Compared	with	66	
historical	controls	
	
Pre-intervention	
MDS-R:	
79	nurses,	17	
physicians,	35	
other	health	care	
providers	
	
Post-intervention:	
53	nurses,	13	
physicians,	23	
other	health	care	
providers	
	

achieving	consensus	if	
possible		

to	order	what	I	consider	to	be	
unnecessary	tests	and	treatments,”	(	p.	
82).		

• Statistically	significant	decrease	for	
nurses	in	both	the	matched	and	
aggregate	analysis:		

o “Initiate	extensive	life-saving	
interventions	when	I	think	they	
only	prolong	death”		

o “Work	with	nurses	or	other	
healthcare	providers	who	are	not	
as	competent	as	the	patient	care	
requires”		

o “Witness	diminished	patient	care	
quality	due	to	poor	team	
communication”	(p.	83-84).		

• Statistically	significant	decreases	in	
nurses’	aggregate	score	comparisons	for:	

o 	total	MD	
o diminished	care	quality	due	to	

administrative	pressure	
o assist	incompetent	physician	
o diminished	patient	care	quality	

due	to	lack	of	provider	continuity		
• MDT	scores	variable	throughout	the	

intervention;	outliers	with	high	MD	
initially	skewed	the	mean	scores,	but	
decreased	over	time	
à	clinical	situations	were	the	biggest	
contributor	to	MDT	scores	
	

• Significantly	improved	communication	
within	the	team	and	with	families.	
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Both	pre-	and	post-:	
32	nurses,	10	
physicians	

	
Patient-related	outcomes:		
• Decreased	length	of	stay	in	the	ICU	from	

4.97	days	to	3.37	days	
• More	DNR	orders	written	in	the	

intervention	group,	and	more	in	hospital	
deaths	(but	no	increase	in	overall	
mortality)		
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Appendix	B	
	
Summary	of	Moral	Distress	Studies	that	Include	Oncology	Nurses	
	

	
Author(s)	
Year	
	

	
Study	Design	and	
Data	Collection	

	

	
Sample	and	Setting		

	
Important	Findings	

	
Ameri	et	al.	
(2016)	

	
Moral	Distress	Scale	
–	Revised	(MDS-R)	
(Translated	into	
Farsi)	
	
	

	
148	nurses	who	
worked	in	oncology	
units	of	8	training	
hospitals	in	Tehran,	
Iran	
(131	female,	17	male)	

	
Most	had	high	to	moderate	scores.	
Increased	experience	associated	with	higher	scores.	
Highest	frequency:	ignoring	situations	where	patients	did	not	give	
adequate	consent;	carrying	out	orders	for	unnecessary	tests	and	
treatments.	
Highest	Intensity:	working	with	less	competent	providers;	patient	
suffering	due	to	physicians’	fear	of	increasing	analgesia	
	

Clarke	et	al.	
(1996)	
	

Grounded	Theory	
Semi-structured	
interviews	

25	nurses	at	a	tertiary	
care	pediatric	hospital	
in	Western	Canada.	
Nurses	who	were	
caring	for	dying	
children	with	cancer,	
CF,	renal	disease	and	
prematurity	in	a	
tertiary	care	pediatric	
hospital	in	Western	
Canada	
	

Mutually	caring	relationship	between	nurse/	child,	reciprocal	impact	
Distress	from	recognizing	inevitability	of	child’s	death.	
Moral	distress:		

• Nurses	described	situations	consistent	with	MD,	but	did	not	
describe	as	MD	or	in	ethical	terms	

• Dilemma	between	obligation	to	follow	orders	and	duty	to	
provide	a	comfortable	death	

• Inflicting	suffering	beyond	possible	cure	
• Doctors	did	not	consider	nurse’s	input	in	decision-making	
• Nurse	participation	in	decision-making	about	care	plan	

decreased	their	distress.	
• Not	present	in	all	nurses,	but	compounded	grief	when	it	was.	

Response	to	distress:	
• Limited	use	of	resources	such	as	ethics,	team	meetings	
• Personal	philosophies,	beliefs,	prejudices	impacted	response	
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• Peer	support	was	greatest	influence	on	distress,	increased	
distress	if	not	able	to	access	such	support	

Davidson	et	al.	
(2016)	
	
	

Investigator-
developed	Blame-
Related	Distress	(B-
RD)	Scale		
(multiple	choice	and	
descriptive)	
	
Unclear	if	MDS-R	
was	also	used	or	if	it	
formed	the	basis	of	
the	B-RD	scale.	
	

N=	171		
(76	oncology,	95	ICU)	
157	consented		
(68	oncology,	89	ICU)	
(91.8%)	
Some	consented	
participants	did	not	
answer	every	question	
USA	
	
	
	

No	significant	differences	between	ICU	and	oncology;	aggregate	results	
reported.	
76.4%	experienced	MD	
67%	experienced	MD	more	than	once	
50%	experienced	blame	for	negative	patient	outcome	
Time	since	blame	occurrence:	1-5	years,	with	36%	still	distressed.	
Sources	of	blame	management,	physicians,	staff,	family.	
B-RD	from	others	caused	self-blame/guilt	in	62%	à	they	did	not	
examine	self-blame	occurring	without	other-blame.	
Significant	overlap	between	B-RD	and	MD	in	antecedents,	symptoms	
and	consequences,	but	not	equal.	
	

Lazzarin	et	al.	
(2012)	

Moral	Distress	Scale	
(MDS)	–Pediatric	
Version,	translated	
into	Italian.	
	
	

N=	235,	182	
responded	(77.44%)		
Pediatric	nurses	from	
six	of	the	largest	
Italian	oncology	and	
hematology	centers,	
inpatient	and	
outpatient	

13.7%	reported	previously	changing	unit	or	hospital	due	to	MD	à	
higher	MDS	scores	in	this	group	
	
50.5%	thought	of	leaving	current	job	

• 68.5%	due	to	psychological	difficulty	of	the	work		
• 15.2%	due	to	MD	from	institutional	barriers	(lack	of	time,	

supervisory	disinterest,	medical	power,	institutional	policy)	
• 13%	due	to	physical	and	mental	effort	of	the	work	

Overall	low	frequency	and	intensity	MD	scores	
No	correlation	between	MDS	and	demographics	
Highest	frequency:	following	wishes	for	life	support	not	in	child’s	
interest,	carrying	out	orders	for	unnecessary	tests	and	treatments	
Highest	intensity:	working	with	physicians	not	as	competent	as	the	
care	requires,	providing	care	that	does	not	relieve	suffering	due	to	
physician	fears	about	pain	management.		
	

LeBaron	et	al.	
(2014)	

Ethnography.	
Semi-structured	
interviews,	field	

37	oncology	nurses	
22	other	providers	

Explored	experience	of	MD	and	potential	relationship	with	opioid	
availability	
Primary	themes:	
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observations	for	9	
months	
	
	

300-bed	government	
cancer	hospital	with	
outpatient	clinics	
2	other	government	
hospitals	
2	corporate/private	
cancer	hospitals	
1	hospice	
Home	care/rural	
outreach	program	
(India)	
	

• “We	feel	bad”	–	maps	to	clinical	situations:	futile	care,	thwarted	
advocacy,	patient	suffering	

• “We	are	alone	and	afraid”	–	maps	to	external	factors:	
administrative	hurdles,	interdisciplinary	conflicts,	lack	of	
resources	and	cost	containment	

• “We	are	helpless”	–	maps	to	internal	factors:	increased	moral	
sensitivity,	knowledge	deficit	and	perceived	powerlessness	

• “We	leave	it”	–	maps	to	consequences:	
psychological/physical/social,	leaving	the	job	or	profession,	
compromised	patient	care,	erodes	moral	integrity	

Significant	work-related	distress	
Moral	dimension	of	distress	less	clear	
Weak	link	between	MD	and	opioid	availability	
	

Lievrouw	et	al.	
(2016)	

Critical	incident	
technique	
In-depth	semi-
structured	
interviews	
Thematic	analysis	

17	doctors	(9	female,	
8	male)	
18	nurses	(15	female,	
2	male)	
Working	in	three	
different	oncology	
wards	at	Ghent	
University	Hospital,	
Belgium:	
1) Gastroenterology	

and	medical	
oncology	

2) Gastrointestinal	
surgery	

3) Day	clinic	
chemotherapy	
	

MD	lingered	if	accompanied	by	emotional	distress	
Experience	had	no	effect	on	MD	
Four	dominant	ways	of	coping:	thoroughness,	autonomy,	compromise,	
and	intuition.	
Ways	of	coping	mapped	on	two	perpendicular	axes:	

• Internalizing	or	externalizing	of	MD	
• Focusing	on	rational	or	experiential	elements	

	
	
Internalizing	

Rational	 	
	
Externalizing	

Thoroughness	 Autonomy	
Compromise	 Intuition	

Experiential	
Nurses	used	more	experiential	coping;	physicians	used	more	rational	
coping.	
Limited	insight	into	own	and	others’	coping	
Prejudicial	beliefs	about	other	professions	
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Linnard-
Palmer	&	
Kools	(2005)	

Ethnography	
In-depth	interviews	
and	field	notes	from	
refusal	scenarios.	
	
Focus	on	treatment	
refusal	for	religious	
or	cultural	reasons	

20	acute	care	
pediatric	nurses	(unit	
was	60%	oncology)	at	
urban	acute	care	
facility	in	northern	
California	
All	female	
Three	refusal	
scenarios	
	

Types	of	refusal	scenarios:	
• Medical	condition	attributed	to	cultural/religious	practices	

(e.g.,	diet-related	malnutrition)	
• Medical	condition	with	treatment	incompatible	with	

cultural/religious	practices	(e.g.,	symptomatic	anemia)	
• Medical	neglect	of	serious	condition	(e.g.,	leukemia)	with	risk	of	

losing	guardianship	
Central	themes	of	nurses’	experiences:	

• “Weathering	the	storm	of	moral	conflict”	(present	in	all	
interviews)	–	intense	dissonance	between	parental	views	and	
nurses;	concern	about	legal	responsibilities;	unfamiliar	with	
religious	beliefs	driving	decisions	

• Closeness	and	involvement	versus	distance	and	retreat	
• Unresolved	battles	between	supportive	and	oppositional	

groups	
• Losing	guardianship	–	concern	about	coercion	

Moral	distress:	
• Described	as	the	outcome	of	participating	in	the	

communication	process	surrounding	refusal	by	9	participants	
• 3	used	“MD,”	others	used	“moral	conflict,”	“emotional	distress”	

and	“ethical	despair”	
• “Your	voice	is	muffled”	

Three	nurses	disclosed	lasting	effects	on	health,	stress,	and	functional	
status.	
	

Maningo-
Salinas	(2010)	
[Unpublished	
dissertation]	

MDS	
Survey	of	Perceived	
Organizational	
Support	
Anticipated	
Turnover	Scale	

180	Oncology	Nursing	
Society	members.	
Worked	in	inpatient	
and	outpatient	
settings.	

Higher	MD	weakly	correlated	with	higher	anticipated	turnover	
Higher	perceived	organizational	support	strongly	correlated	with	
lower	anticipated	turnover	
No	evidence	perceived	organization	support	moderated	relationship	
between	MD	and	anticipated	turnover	
	

	 	 	 	
MDS-R	scores	not	predictive	of	PMCS	scores	
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Melhado	
(2016)	
[Unpublished	
dissertation]	
	

Mixed	methods	
cross-sectional	
correlational	design,	
qualitative	content	
analysis	
MDS-R	
Professional	Moral	
Courage	Scale	
(PMCS)	
	

187	inpatient	and	
outpatient	oncology	
nurses;	Oncology	
Nursing	Society	
Members	
Southeastern	United	
States	

No	correlation	between	MDS-R	scores	and	demographic	
characteristics	(including	certification	and	ELNEC	training)	
Nurses	with	moral	residue	from	leaving	a	prior	job	(26%)	and	those	
who	considered	leaving	(28%)	had	higher	MDS-R	scores.	
Nurses	currently	considering	leaving	(17%)	due	to	patient	care	
approach	had	highest	MDS-R	scores	and	lowest	PMCS	scores	
Work	setting	and	leaving	prior	job	were	weak	predictors	of	MDS-R	
scores	
	

Neumann	et	
al.	(2017)	
	
	

Maslach	Burnout	
Inventory,	MDS-R.	

N=5759	
Hematopoietic	cell	
transplantation	
professionals	(6	
professional	groups)	
received	individual	
invitation	
916	(16%)	responded	
627	additional	
responses	through	
open	link	survey	
	

43%	had	>	10	years	experience;	25%	nurses	had	>21	years	in	HCT.	
Both	inpatient	and	outpatient	setting;	>	50%	nurses	inpatient	
>	50%	physicians	worked	61+	hours/week	and	1	in	5	nights	on	call.	
Significant	differences	in	burnout:	overall	40%,	pharmacists	50%,	
social	workers	33%.	
MD	scores	varied	by	discipline:	pharmacists	highest,	social	workers	
lowest.	
MD	contributed	significantly	to	burnout	for	all	professions.	
Burnout	more	likely	with	inadequate	work-life	balance	and	low	
satisfaction.	
31%	physicians	had	adequate	work-life	balance,	45-70%	for	other	
professions.	
High	career	satisfaction	across	all	disciplines	(93-97%),	including	in	
some	with	burnout,	MD	and	inadequate	work-life	balance.		
	

Pavlish	et	al.		
(2013)	

Ethics	screening	
and	early	
intervention	tool	
feasibility	study.	
3-month	data	
collection	

N=28	
14	each	from	two	
hospitals,	Mayo	Clinic	
Rochester	and	
University	of	
California	Los	Angeles	
Medical	Center.	

4-hour	training	session	with	ethics	education	and	tool	orientation.	
Reported	benefits	to	tool	use.	
Risk	to	self	of	following	up	
Riskiest	actions:	

• Discussing	ethical	concerns	with	physicians	
• Calling	for	ethics	consultation	
• Initiating	patient	conversation	

Barriers	to	initiating	action:	
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Hospital	A:	14	ICU,	no	
oncology	
Hospital	B:	11	ICU,	3	
oncology	
	

• Letting	it	slide		
• Being	the	troublemaker	
• Questioning	myself	
• Finding	the	gatekeepers	
	

	
Pavlish	et	al.	
(2015)	

Ethics	screening	and	
early	intervention	
tool	feasibility	pilot	
study.	
3-month	data	
collection.	
Focus	group	and	
survey	at	end	of	
study.	
(Same	study	at	
Pavlish,	et	al.,	2013)	
	

N=28	(3	oncology,	25	
ICU),	14	each	from	
two	hospitals,	Mayo	
Clinic	Rochester	and	
University	of	
California	Los	Angeles	
Medical	Center.	
	
	

4-hour	training	session	with	ethics	education	and	tool	orientation.	
Situational	factors	prompting	tool	use:	age,	multiple	comorbidities,	
life-threatening	illness,	apparent	suffering.	
Factors	identified	as	risks:	patient	and	family	more	common	than	team	
and	system	factors.	
Tool	benefits:	clarify	complex	situations,	validated	perspectives,	
enhance	communication	
	

Pye	(2013)	 Colaizzi’s	descriptive	
phenomenology		
Semi-structured	
interviews	with	a	
hypothetical	vignette	
and	open-ended	
questions	related	to	
participants’	
experiences	

4	nurses,	4	doctors	in	
British	pediatric	
oncology	unit		

Three	core	themes:	
• Importance	of	decision-making	processes.	Sub-themes:	

o Role	of	experience	
o Feelings	regarding	decision-making	
o Quality	of	life	regarding	decision	making	
o The	role	of	the	team	in	decision-making	

• Conflict	over	right	to	treatment,	withholding	treatment	
• Importance	of	communication	within	team	

Moral	distress:	
• Perceived	causative	factors	(both	doctors	and	nurses):	poor	

communication,	poor	team	dynamics		
• Experience	was	felt	to	help	cope	with	MD		
• Variation	of	experiences,	frequency	of	experience	and	outcome	

dictate	severity	of	MD	
• Individual	history	can	affect	MD	
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• Physicians	acknowledged	they	did	not	always	include	nurses	
fully	in	decision-making,	and	sometimes	avoided	situations,	
contributing	to	MD	

• Nurses	frustrated	at	lack	of	full	participation	in	decision-
making	

• Physicians	reported	enormity	of	decision-making	role	and	
discomfort	with	colleagues’	decisions	

Raines	(2000)	 Moral	Reasoning	
Questionnaire	
Ways	of	Coping	
Ethics	Stress	Scale	
Ethics	Issues	Survey	

Two-tiered	
convenience	sample:	
1.	Oncology	Nursing	
Society	Congress	
attendees,	300	
surveys	distributed,	
96	completed	
	
2.	ONS	membership	
random	sample	mail	
out	in	USA,	495	
distributed,	133	
usable	returned	
Total	N=795,	229	
responded	(29%)	
	

Most	frequent	ethical	issues:	
• Pain	management	
• Cost	containment	
• Making	quality	of	life	decisions	in	patient’s	best	interest	

More	coping	strategies	used	with	greater	exposure	to	ethical	dilemmas	
–	suggests	nurses	find	strategies	to	cope	with	distress.	
Very	high	ethics	stress	in	this	sample,	but	used	a	variety	of	positive	
coping	strategies	
Situational	factors	compelling/constraining	action	that	correlated	with	
high	ethics	stress:	

• Feeling	obligated	to	others	
• Felt	lack	of	authority	
• Having	to	delegate	authority	to	others	
• Knowing	my	decisions	are	based	on	my	values	
• Adapting	my	opinion	to	others	
• Knowing	another	healthcare	provider	is	making	the	decision	

	
Rice	et	al.		
(2008)	

MDS	 N=284,	260	
responded	(92%)	
Medical	and	surgical	
nurses	at	an	adult	
acute	tertiary	care	
hospital	in	the	
southwest	USA	
Cardiology	–	34	

High	MD	intensity	
Highest	MD	frequency	and	intensity	in	oncology	and	transplant	nurses	
in	all	categories	
Most	frequent	situations	related	to	MD:	

• Inadequate	pain	management	and	relief	of	suffering		
• Staff	not	as	competent	as	the	care	requires	(physicians,	self,	

other	nurses,	nursing	assistants)	
• Unsafe	levels	of	staffing	
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Oncology/transplant	–	
57	
Neurology	–	34	
Medical	–	38	
Surgical	-	82	
		
	

• Futile	care:		follow	family’s	wishes	for	care	when	I	do	not	agree	
but	administration	fears	a	lawsuit,	follow	family	wishes	to	
continue	life	support	not	in	the	best	interests	of	the	patient,	
carry	out	physician	orders	for	unnecessary	tests	and	treatment,	
follow	family	request	not	to	discuss	death	with	patient	who	
asks	about	dying	

Rushton	et	al.	
(2015)	

Maslach	Burnout	
Inventory	–	Human	
Services	
MDS	
Perceived	Stress	
Scale	
Resilience	Scale	
Meaning	Scale	
State	Hope	Scale	

N=	180,	114	
participated	
4	hospitals,	6	units:	
2	pediatric/neonatal	
2	oncology	
2	adult	critical	care	
USA	

MD	significantly	higher	in	critical	care	than	other	areas.	
No	difference	in	stress,	resilience,	hope,	meaning,	burnout	or	personal	
accomplishment	by	specialty.	
Emotional	exhaustion	and	depersonalization	higher	than	reported	in	
standard	medical	sample	previously	and	highest	in	nurses	with	3-10	
years	experience.	
Resilience	no	different	with	experience.	
MD	increased	and	hope	decreased	with	experience	–	suggests	evidence	
of	moral	residue.	
Weak	inverse	relationship	between	wellbeing	and	burnout.	
Moderate	correlation	between	MD	and	burnout,	and	between	stress	
and	burnout.	
Hope	and	resilience	negatively	correlated	with	emotional	exhaustion	
and	depersonalization,	positive	correlation	with	personal	
accomplishment.	
MD	was	a	significant	predictor	of	all	3	aspects	of	burnout	
(depersonalization,	emotional	exhaustion,	decreased	personal	
accomplishment)	
	

Sirilla	(2004)	 MDS-R	 N=363,	73	responded	
(20%)	
Nurses	at	the	Arthur	
G.	James	Cancer	
Hospital,	Columbus,	
Ohio	with	>	0.5	EFT	

55	had	low	scores,	16	moderate,	2	high	
Highest	scores	in	nurses	older	than	50	(not	significant),	surgical	units	
(more	than	BMT),	nurses	with	more	education.	
Mean	score	slightly	lower	than	ICU	nurses	in	Hamric,	et	al.,	2012	
22	out	of	73	considered	leaving	prior	position	and	5	left	prior	position	
due	to	MD	
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(APNs	and	managers	
excluded).	

20	out	of	73	considering	leaving	current	position,	10	of	21	nurses	with	
higher	scores	currently	considering	leaving	their	position.	

	
Trotochaud	et	
al.	(2017)	

	
Demographic	
questions	
Two	questions	about	
intent	to	leave	
MDS-R	

	
Large	pediatric	health	
system	in	the	
southeastern	USA,	
includes	3	children’s	
hospitals	with	60	
specialties.	
Total	N=3041,	
responses	1113,	
usable	MDS-R	scales	
869	
All	registered	nurses,	
(N=1765,	722	resp,	
577	usable	MDS-R.),	
attendings	with	
admitting	privileges,	
subspecialty	fellows,	
pediatric	residents	
(N=650,	171	resp,	133	
usable	MDS-R),	other	
healthcare	
professionals	(N=626,	
220	resp,	159	usable	
MDS-R	

	
Physician	mean	MDS-R	score	significantly	higher	than	nurses.	
All	groups:	intensity	>	frequency.	
Physicians:	significantly	higher	frequency	than	nurses.	
35.7%	had	thought	of	leaving	or	left	due	to	MD;	8.7	%	currently	
thinking	of	leaving	à	highest	mean	MDS-R	score	
No	physicians	currently	thinking	of	leaving.	
Direct	relationship	between	high	MDS-R	score	and	left	or	thinking	of	
leaving.	
No	statistically	significant	differences	in	MDS-R	scores	between	
professional	groups.	
ICU	nurses:	statistically	higher	MDS-R	than	other	nurses.	
Highest	scores	for:	

1. Care	not	in	the	child’s	best	interests	
2. Life-saving	actions	that	only	prolong	death	
3. Poor	team	communication	
4. Lack	of	provider	continuity	
5. Participating	in	care	when	child	is	hopelessly	ill.	
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Appendix	C	
	
Ethics	Approval	and	Renewal	
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Appendix	D	
	
Invitation	Letter	
	
Dear	Members,		
	
In	an	effort	to	advance	oncology	research,	CANO/ACIO	has	reviewed	the	study	below	and	
agrees	that	it	is	suitable	for	sharing	with	our	members	as	our	members	may	be	able	to	provide	
important	information	to	this	researcher.	This	does	not	mean	that	CANO/ACIO	is	endorsing	
this	research,	nor	should	any	member	feel	obliged	to	participate.		
	
Title	of	the	project:	An	interpretive	description	of	moral	distress	in	oncology	nursing.	
	
Principal	investigator:	Brenda	Peters-Watral	RN(NP),	MN,	AGD:ANP.	Doctoral	student	in	
Nursing,	University	of	Manitoba.		
	
Advisors:		
Dr.	Marie	Edwards	
Associate	Professor	
Associate	Dean,	Undergraduate	Program	
College	of	Nursing,	Rady	Faculty	of	Health	Sciences	
University	of	Manitoba	
Marie.Edwards@umanitoba.ca	
P:	204	474	xxxx	
	
	
Dr.	Roberta	Woodgate	
Professor	
Canada	Research	Chair	(Tier	1)	in	Child	and	Family	Engagement	in	Health	Research	and	
Healthcare	
College	of	Nursing,	Rady	Faculty	of	Health	Sciences	
University	of	Manitoba	
Roberta.Woodgate@umanitoba.ca	
P:	204.474.yyyy	
	
	
Who	is	eligible	to	participate:	nurses	who	care	for	people	with	cancer	in	direct	care,	advanced	
practice	or	administrative	roles.	Interviews	will	be	conducted	in	English.	
	
We	invite	you	to	participate	in	this	study.		
	
The	goal	of	the	study	is	to	explore	Canadian	oncology	nurses’	experiences	of	moral	distress	in	
practice	and	their	perspectives	on	the	impact	of	the	oncology	context	on	the	development	
and/or	resolution	of	moral	distress.	
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Your	participation	involves	participating	in	an	interview	in-person	(Winnipeg	residents	only),	
via	telephone,	Skype	or	FaceTime	and	takes	about	60-90	minutes	of	your	time,	with	a	30-
minute	follow-up	interview.	
Your	participation	will	represent	the	opinion	of	Canadian	oncology	nurses	dealing	with	moral	
distress	in	practice.	
Before	consenting	to	participate,	please	take	the	time	to	read,	understand	and	consider	
carefully	the	following	information.		
First,	your	participation	is	voluntary.	You	can	stop	the	study	at	any	time.	Your	identity	will	not	
be	revealed.	Brenda	Peters-Watral	and	her	advisors	are	committed	to	the	confidentiality	of	the	
data	collected.	Only	Brenda	Peters-Watral	and	her	advisors	will	have	access	to	the	data	
collected	and	results	will	be	placed	in	a	secured	password-protected	computer	file.	All	hard	
copies	of	transcripts	or	data	will	be	stored	in	a	locked	filing	cabinet	in	Brenda	Peters-Watral’s	
office.	The	findings	of	this	study	will	be	published	in	Brenda	Peters-Watral’s	dissertation	and	
used	in	conference	presentations	and	journal	publications,	and	careful	attention	will	be	paid	to	
ensuring	that	information	that	could	identify	a	participant	is	removed	from	the	excerpts.	
	
If	you	have	further	questions	about	this	research,	or	to	indicate	your	desire	to	participate	in	the	
study,	please	contact	Brenda	Peters-Watral	at	Brenda.Peters-Watral@umanitoba.ca.		
	
The	Education	and	Nursing	Research	Ethics	Board	of	the	University	of	Manitoba	has	approved	
this	research	project.	If	you	have	any	questions,	as	a	study	participant,	related	to	the	ethics	of	
this	project,	you	can	contact	the	Human	Ethics	Coordinator	at	204-474-7122	or	
humanethics.@umanitoba.ca.		
	
Click	here	to	agree	to	participate.		
	
Sincerely,	CANO/ACIO	Head	Office	
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Lettre	d’invitation	
Chers	membres,	
	
Dans	le	cadre	d’un	effort	d’avancer	la	recherche	en	oncologie,	l’ACIO/CANO	a	examiné	l’étude	
ci-dessous	et	la	trouve	appropriée	pour	diffusion	parmi	nos	membres	qui	seront	possiblement	
en	mesure	de	fournir	des	informations	pertinentes	à	cette	chercheuse.	Cela	ne	signifie	pas	que	
l’ACIO/CANO	endosse	cette	recherche,	et	aucun	membre	ne	devrait	se	sentir	obligé	d’y	
participer.	
	
Titre	du	projet	:	Une	description	interprétative	de	la	détresse	morale	en	soins	infirmiers	en	
oncologie.	
	
Chercheuse	principale	:	Brenda	Peters-Watral	RN(NP),	MN,	AGD	:ANP.	Étudiante	au	doctorat	
en	soins	infirmiers,	Université	du	Manitoba	
	
Directrices	de	thèse	:	
Dr.	Marie	Edwards	
Professeure	agrégée	
Doyenne	associée	programme	de	premier	cycle	
École	des	sciences	infirmières,	faculté	des	sciences	de	la	sante	Rady	
Université	du	Manitoba	
Marie.Edwards@umanitoba.ca	
T:	204	474	xxxx	
	
Dr.	Roberta	Woodgate	
Professeure	
Chaire	de	recherche	du	Canada	(niveau	1)	dans	l’engagement	de	l’enfant	et	de	la	famille	a	
l’égard	de	la	sante	et	de	la	recherche	en	sante	
École	des	sciences	infirmières,	faculté	des	sciences	de	la	sante	Rady	
Roberta.Woodgate@umanitoba.ca	
T:	204.474.yyyy	
	
Qui	peut	y	participer	:	Les	infirmiers	qui	soignent	des	personnes	atteintes	du	cancer,	dans	les	
domaines	des	soins	directs,	de	la	pratique	infirmière	avancée,	ou	des	rôles	administratifs.		
Les	entrevues	seront	effectuées	en	engluais.	
	
	
Nous	vous	invitons	de	participer	à	cette	étude.	
	
Le	but	de	l’étude	est	d’explorer	les	expériences	de	détresse	morale	en	pratique	des	infirmiers	
canadiens	en	oncologie,	et	leurs	perspectives	sur	l’impact	du	contexte	oncologique	sur	le	
développement	et/ou	la	résolution	de	la	détresse	morale.	
	
Votre	participation	consiste	d’une	entrevue	d’une	durée	de	60	à	90	minutes,	en	personne	
(résidents	de	Winnipeg	seulement),	par	téléphone,	par	Skype,	ou	sur	FaceTime,	et	d’une	
entrevue	de	suivi	d’une	durée	de	30	minutes.	



	
	
 

442	

	
Comme	participant,	vous	représenterez	l’opinion	des	infirmiers	canadiens	en	oncologie	qui	
font	face	à	la	détresse	morale	en	pratique.	Avant	de	soumettre	votre	consentement	de	
participation,	s’il	vous	plaît	prenez	le	temps	de	lire,	comprendre	et	considérer	attentivement	
les	informations	suivantes	:	
Votre	participation	est	volontaire.	Vous	pouvez	vous	retirer	de	l’étude	à	tout	temps.			
Votre	identité	ne	sera	jamais	dévoilée	et	toutes	réponses	aux	questions	resteront	anonymes.	
Brenda	Peters-Watral	et	ses	directeurs	s’engagent	à	préserver	la	confidentialité	des	données	
recueillies.	
Seulement	Brenda	Peters-Watral	et	ses	directeurs	auront	accès	aux	données	recueillies	et	les	
résultats	seront	entreposés	dans	un	fichier	électronique	protégé	par	mot	de	passe.		
Les	constatations	de	l’étude	seront	publiées	dans	la	thèse	de	Brenda	Peters-Watral	et	utilisées	
dans	les	présentations	aux	conférences	et	dans	les	revues	spécialisées.	
	
Pour	de	plus	amples	informations	au	sujet	de	cette	recherche,	ou	pour	indiquer	votre	désir	de	
participer	à	l’étude,	veuillez	communiquer	avec	Brenda	Peters-Watral	à	Brenda.Peters-
Watral@umanitoba.ca.	
	
Le	comité	d’éthique	de	la	recherche	de	l’éducation	et	de	l’infirmerie	de	l’Université	du	
Manitoba	a	approuvé	ce	projet	de	recherche.	Si	vous	avez	des	questions,	en	tant	que	
participant	de	l’étude,	portant	sur	l’éthique	de	ce	projet,	vous	pouvez	communiquer	avec	le	
coordonnateur	de	l’éthique	humaine	à	204-474-7122,	ou	humanethics@umanitoba.ca.	
	
Pour	participer	à	l’étude,	cliquez	ici.	
	
Sincèrement,		
Le	siège	social	de	l’ACIO/CANO		
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Appendix	E	
		
Consent	Form	
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Appendix	F	
	
Ethics	Amendment	Approval	
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Appendix	G	
	
Social	Media	Graphic	and	CANO	Conference	Flyer	
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Appendix	H	

Semi-Structured	Interview	Guide	

	
(Definition	to	be	provided	to	participants	verbally	and	in	writing	at	the	start	of	the	interview)	

The	definition	of	moral	distress	used	for	this	study	is	as	follows:	

Moral	distress	is	a	specific,	negative	psychological	response	to	situations	where	there	is	

a	“perceived	violation	of	one’s	core	values	and	duties”	(Epstein	&	Hamric,	2009,	p.	2).	In	

addition	to	this	violation	of	values	and	duties,	nurses:	1)	experience	internal	or	external	

constraints	to	acting	on	their	moral	judgements;	and/or	2)	experience	moral	conflict	about	

what	may	be	the	right	course	of	action;	and/or	3)	fail	to	pursue	appropriate	action	or	prevent	

harm	as	fully	as	they	believe	they	should,	because	of	circumstances	beyond	their	control,	an	

error	in	judgement,	or	a	personal	failing	(CNA,	2017,	p.	6;	Fourie,	2015,	p.	97;	Rodney,	2017;	

Webster	&	Baylis,	2000,	p.	218).	

Please	describe	a	situation	in	which	you	have	experienced	moral	distress	in	your	practice		

	 Prompts:		When	did	this	occur?		Was	this	in	your	current	job	or	in	a	prior	position?	

	 	 						Was	anyone	else	involved	in	the	situation?		If	so,	how	did	they	feel	about		

	 	 what	happened?		

What	makes	that	situation	memorable	for	you?	

What	action,	if	any,	did	you	take	in	the	situation	you	described?		

	 Prompts:		What	did	you	do	about	it	in	the	moment?	What	did	you	do	about	it	later?	

What	effect,	if	any,	do	you	think	moral	distress	had	on	patient	care	in	this	situation?		

Is	there	something	about	that	situation	that	stayed	with	you	and	affected	how	you	approached	

subsequent	patient	situations	that	were	similar?	

How	did	other	members	of	the	health	care	team	respond	to	the	situation?	
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How	did	their	responses	affect	how	you	viewed	the	situation?	

Did	you	experience	conflict	with	other	team	members/patient/family	related	to	this	situation?	

Have	you	thought	of	leaving	your	job	or	left	a	job	as	a	result	of	moral	distress?	What	happened	

in	that	situation?	

Have	any	of	your	colleagues	left	a	job	because	of	moral	distress?	How	did	that	affect	you?	

What	would	need	to	be	different	in	the	situation	you	described	in	order	to	decrease	the	

likelihood	of	developing	moral	distress?	

Possible	prompts	if	participants	describe	distress	without	an	apparent	moral	or	ethical	

component	to	the	distress:	

	 Thinking	about	the	definition	of	moral	distress	for	this	study	(review	definition),	how	

does	it	relate	to	the	experience	you	described?	

	 That	experience	sounds	distressing.	Would	you	say	there	was	an	ethical	or	moral	aspect	

to	the	distress?	

	 What	were	the	ethical	or	moral	concerns	in	that	situation	that	resulted	in	you	feeling	

distressed?	

	
Other	interview	prompts	that	were	added	as	data	collection	progressed:	

Do	you	ever	feel	like	treatment	is	too	aggressive	and	this	is	causing	you	MD?	

What	is	communication	like	within	your	team?	

Do	disagreements	about	care	ever	lead	to	overt	conflict?	

Are	you	ever	concerned	about	your	colleagues’	competence	to	provide	care?	

Do	you	have	enough	staff	and	resources	to	provide	the	care	you	want	to	provide?	

Have	you	ever	felt	burned	out	because	of	experiencing	MD?	

Did	having	moral	distress	affect	how	you	were	providing	patient	care?	
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Appendix	I	

Participant	Demographic	Data	Collection	Sheet	
	
	
Pseudonym	
	

	

City,	Province	 	
	

Participant	age	 	
	

Years	of	experience	in	nursing	 	
	

Years	of	experience	in	oncology	nursing	 	
	

Practice	role:	direct	care,	advanced	
practice,	administration	

	

Practice	setting:		
• inpatient,	outpatient,	community	

cancer	program,	cancer	screening	
program,	etc.	

• urban,	rural	
• dedicated	oncology	unit	or	mixed	

practice	setting	
• cancer	sub-specialty:	medical,	

surgical,	radiation,	hematology,	etc.	
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Appendix	J	
	
Outline	of	Themes,	Categories,	Topics	
	

	
Theme	

	

	
Categories	

	
Topics	

	
Sub-topics	

	
“You	get	used	to	a	
certain	kind	of	
horrible”	-	but	
The	“wrong”	kind	
of	horrible	leads	to	
moral	distress	

	
1. Treatment-related	
	
	
	
2. EOL	Care	and	

communication	
	
3. Ethical	concerns	
	
	
	
	
	
	
	
	
	
	
	
	
4. System	problem	
	
	

	
1.1 Aggressive	or	futile	treatment	
1.2 Treatment	refusal	and	unproven	

therapies	
1.3 Not	the	norm	
	
2.1	“Bad	deaths”	
	
3.1	Adequacy	of	informed	consent	
	
	
3.2	Alignment	with	patient	wishes/goals	
	
	
	
	
3.3	Causing	harm/preventing	harm	
	
3.4.	Doing	the	right	thing	
	
	
4.1	Staffing,	workload,	resources	
4.2	Culture,	climate,	competence	
4.3	McDonalds/LEAN	oncology	
4.4	Rural	reality	

	
1.1.1	Malignant	hematology/BMT	
	
	
	
	
	
	
3.1.1	Family	involvement,	withholding	
information	
	
3.2.1	Family	involvement	impeding	
autonomy	
3.2.2	Not	in	patient’s	best	interests	
3.2.3	Refusing	care	
	
3.3.1	Risk	of	error	
	
3.4.1	No	right	answer	
3.4.2	No	other	option	
	
4.1.1	Care	quality/effect	on	patient	care	
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Oncology	Nursing	
is	Hard	

1. Patients	are	sick	and	
complex	

	
	
	
	
	
	
	
	
	
2. Patients	die	
	
	
	
3. Patient	needs	
	
	
	
4. Providing	cancer	

care	

1.1	Care	complexity	
	
	
	
	
	
	
1.2	Communication	with	patients	
	
1.3	Pediatric	oncology	
	
2.1	EOL	care	and	communication	
2.2	Fear	of	hastening	death	
2.3	Medical	assistance	in	dying	
	
3.1	Hope	
3.2	Patient	education	
3.3	Psychosocial	support	
	
4.1	Competence	
4.2	Relationships	with	patients	
4.3	Witnessing	suffering	
	

1.1.1	Aggressive	
1.1.1.1	Futile	
1.1.1.2	Malignant	Hem/BMT	

1.1.2	Increased	complexity	
1.1.3	Unproven	treatments	
1.1.4	Unpredictability	
	
1.2.1	Candid	information	
1.2.2	Patient	understanding	

Oncology	Nurses	
Know	

1. Ethics	
	
2. Patients	
	
3. Evidence	
	
4. Systems	
	
	
	

1.1 Ethical	climate/morale	
	
2.1	Religious	or	cultural	beliefs	
	
	
	
4.1	Communication	in	team	
4.2	Power,	role,	voice	
4.3.	Relationships	
4.4	Resources	

	
	
	
	
	
	
4.1.1	Debrief	
4.1.2	Ethics	resources	
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5. Themselves	 5.1 Education	
5.2 Nursing	experience	
5.3 Moral	residue	

	
“You	can	find	your	
niche”	

1. Not	distressing	
	
2. Leaving	
	
	
	

1.1 Good	death	
	

2.1	The	right	fit	for	you	
2.2	Rewarding	
2.3	Able	to	tolerate	emotional	and	ethical	
challenges	of	the	job	
	

	

Humanness	 1. Responses	to	
morally	distressing	
situations	

	
	
	
	
	
	
	
	
	
2. Conflict	
	
	
	
3. Personal	beliefs	
4. Support	
5. Changes	Needed	
	

1.1	Attempt	to	resolve	
	
	
	
1.2	Effect	on	patient	care	
	
1.3	Emotional	responses	
	
	
	
	
	
2.1	Disagreements	in	health	care	team	
2.2	Aggression	towards	staff	
2.3	Bullying	
	
3.1	Conscientious	objection	
	
5.1	Debriefing	
5.2 Mental	health	resources	
5.3	Self-care	and	resilience	

1.1.1	Fix	behind	the	scenes	
1.1.2	Tried	everything	
1.1.3	Work	harder	(unpaid	time)	
	
	
	
1.3.1.	Effect	of	emotional	responses	
1.3.2			Burnout	
1.3.3			Effect	on	personal	life	
1.3.4			Participant	mental	health	
1.3.5			Get	support	
	
	
	
	
	
	
1.4.1	Employee	Assistance	Program	
1.4.2	Talk	amongst	ourselves	
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Appendix	K	
	
Participant	Demographics	
	

	
Variable	

	

	
Data	

	
Sample	size	

	
30	expressions	of	interest	
25	completed	interviews	
5	did	not	complete	interviews	due	to:	

• Ineligible,	not	working	in	oncology	(1)	
• Schedule	changed,	no	have	time	for	interview	(1)	
• No	reply	after	consent	form	and	reminder	email	sent	(3)	

	
Gender	 100%	female	

	
Age	 25-54	years	

	
Nursing	experience	 2-30	years	

	
Oncology	nursing	experience	 1-29	years	

	
Practice	setting	 21Urban,	4	rural	and	emote	

	
Patient	population	 21	Adult,	3	pediatric,	1	both	(two	jobs)	

	
Oncology	area	of	practice	 11	Medical	–	all	cancers	

7	Malignant	hematology	(with	and	without	BMT)	
4	Pediatric	(primarily	BMT)	
3	Radiation	
1	each	in	pain	management,	head	and	neck,	gynecology	
	

Oncology	nursing	role	 14	Staff	nurses	(inpatient	and	outpatient)	
4	Navigators	
3	Advanced	practice	nurses	
4	Clinical	educators,	clinical	leaders,	clinical	coordinators	
0	Administrators	
	

Geographic	distribution	 11	Ontario	
7	British	Columbia	
2	each	in	Alberta,	Manitoba,	Quebec	
1	Saskatchewan	
	

	
BMT	=	blood	and	marrow	transplantation	
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Appendix	L	
	
Relationship	between	Emotionally	Distressing,	Professionally	Challenging	and	Morally	

Distressing	Situations	

	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	

	

	

	

	

	



	
	
 

456	

Appendix	M	
	
Graphic	Representation	of	Findings	


