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Abstract

Everyday ethics refers to the issues and decision-making practitioners are routinely faced with in
their daily work. A quantitative, descriptive study examined everyday ethical issues in public health
practice. The theoretical framework was based on Jameton’s (1984) concepts of moral uncertainty, moral
dilemma and moral distress in nursing. Moral distress may have negative consequences that ultimately
lead to job dissatisfaction and leaving the profession. This phenomenon has been studied extensively in
clinical practice, but comparatively little in public health practice.

A questionnaire was administered to employees at the Thunder Bay District Health Unit
(TBDHU) in Thunder Bay, Ontario, Canada. This instrument included an extensively-modified moral
distress scale (MDS) (Corley, Elswick, Gorman & Clor, 2001) supplemented by questions about
demographics, ethics capacity and personal reflection.

Altogether, moral problems were reported at low mean frequencies and intensities. Generally,
front line providers and managers and supervisors experienced moral problems at higher levels than the
sample average. Furthermore, education, membership in a professional association and job experience
had a statistically-significant impact on moral problems. Finally, themes of recent moral or ethical
dilemmas included: relationships; different interests/perspectives; fairness; knowledge sharing; and
personal issues.

Only a small proportion of participants were satisfied with the present ethics-related support at
TBDHU. However, a large majority reported the ability to recognize and resolve ethical problems at
work. Participants suggested support was needed in the areas of specific guidance, education, policies,
awareness and communications.

In summary, additional research is needed, including instrument validation and standardization.
Nevertheless, it is preliminarily recommended that TBDHU continue to promote an ethical organizational
culture, offer guidance for ethical issues, provide relevant ethics education, and more-broadly share

knowledge of public health and ethical issues.
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“Ethical behavior is not the display of one’s moral rectitude in times of crises. It is the day-by-
day expression of one’s commitment to other persons and the ways in which human beings relate

to one another in their daily interactions” (Levine, 1977, p. 840).

How does one choose to do the right thing? What happens if one is prevented from
acting on that choice? What if there is more than one right thing to do? Decisions about right
and wrong in the workplace may be complicated by differing values, choices and perspectives.
Making these moral and ethical decisions may take on added importance when one’s work
involves the health, safety and well-being of other people.

Moral and ethical decision-making is imperative in two inter-related fields concerned for
human health: clinical practice and public health practice. In this context, clinical practice
refers to the traditional notion of personal health care; that is, medical care provided to
individuals by doctors, nurses and other health professionals, often taking place in hospitals,
clinics and other acute and chronic care settings. Public health practice, on the other hand,
applies a population-based approach to health and well-being. Key activities include “describing
the health characteristics of communities, analyzing causal factors in populations’ health, and
devising and implementing programmes to maintain or improve the health of the public”
(Holland, 2007, p. vii). Itis recognized that while clinical activities occur in public health
practice and vice versa, the intent of public health, with its focus on populations rather than
individuals, is quite different from traditional clinical activities.

The moral and ethical considerations in public health practice also differ in many ways
from those in clinical practice. Indeed, the “overarching concern for the individual patient found

in clinical ethics is not neatly analogous to a concern for the health of a population” (Upshur,



2002, p. 101). Public health ethics is a field that has evolved from the more-established sub jects
of medical ethics and bioethics. While there is no consensus on the methods and content of

public health ethics, it includes a terrain of general moral considerations, including:

“producing benefits; avoiding, preventing and removing harms; producing the maximal
balance of benefits over harms and other costs (often called utility); distributing benefits
and burdens fairly (distributive justice) and ensuring public participation, including the
participation of affected parties (procedural justice); respecting autonomous choices and
actions, including liberty of action; protecting privacy and confidentiality; keeping
promises and commitments; disclosing information as well as speaking honestly and
truthfully ...; and building and maintaining trust” (Childress, Faden, Gaare, Gostin,

Kahn, Bonnie, Kass, Mastroianni, Moreno & Nieburg, 2002, p. 171-172).

Medical ethics broadly analyzes the ethical obligations of medicine and clinical practice. And
as a branch of medical ethics, bioethics has emerged to chiefly consider the implications of the
use of biotechnology to improve human health. The individual focus of medical ethics and
bioethics includes principles such as respect for individual autonomy, and rights such as
informed personal consent (Holland, 2007).

The main difference for public health ethics is one of perspective. As public health
targets “diverse communities of heterogeneous beliefs and practices”, public health ethics must
include additional considerations, such as the rights of the individual and the rights of a
community, or even conflicts among or in between communities (Upshur, 2002, p. 101). In other

words, public health practice may work to achieve societal benefits that come at a cost to some



individuals (i.e. public good versus private good). In fact, Hester (2004) has emphasized that
public health practice is unique among the health care professions because “there is a constant
concern for communal health goals that inevitably (though not universally) demands the sacrifice
of individual interests” (p. 1).

How do these subjects translate into day-to-day work? The subjects above can be
described as macroethics, finding and defining consensus on broader principles, rules and values.
Alternately, microethics and everyday ethics refer to the decision-making that practitioners are
routinely faced with in their daily work. Macroethics provides a foundation, but the
practitioner’s environment — personal beliefs, interactions with other people, organizational rules
and events — may force a tension between what seems right in theory (in the book) and what
seems right in practice (on the ground). Everyday ethics, then, describes a reconciliation of
multiple influences toward making the right decisions and acting upon them.

Overall, the goal of this research study is to examine the everyday ethics of public health
practice. In the remainder of this section, research needs are identified and background theory is
provided. First, a detailed literature search is presented to outline public health practice in
Canada, to introduce the scope of public health ethics, and to describe the concepts, problems
and preliminary work achieved in everyday ethics. Second, objectives of the research study are
outlined and specific research questions are posed.

The Context for Public Health Practice in Canada

It is instructive to present the organizational environment for public health practice in

order to better understand potential ethical issues. Generally, this outline details the government

and other organizations most directly influencing the target population for this research study.



Altogether, the formal public health system is responsible for helping to protect
Canadians from injury and disease and for helping them to stay healthy (Public Health Agency
of Canada, 2004). The system is “an extensive collection of governmental, non-governmental,
and community organizations operating at the local, provincial and federal levels with varying
roles, perspectives, and linkages” (Minister of Health and Long-Term Care, 2008, p.2). These
three levels of government influence practice in different ways.

Canada. Atthe federal level, the Public Health Agency of Canada (PHAC) primarily
builds and strengthens public health practice capacity in Canada through health promotion,
disease and injury prevention, and the preparation and response to public health emergencies
(Public Health Agency of Canada, 2010, online). In addition, PHAC establishes professional
standards through the release of the Core Competencies for Public Health in Canada. Based on
extensive consultation, the core competencies provide a foundation for enhanced education and
professional development. The competencies are categorized by professional position and
include front line providers, consultant / specialists and manager / supervisors. These positions

are defined in Table 1.



Table 1. Professional categories as defined in the Public Health Agency of Canada, Core
Competencies for Public Health in Canada

PHAC Category Definition

Front line provider Public health staff who have post-secondary education and experience in the field of
public health. Front line providers have sufficient relevant experience to work
independently, with minimal supervision. Front line providers carry out the bulk of day-
to-day tasks in the public health sector. They work directly with clients, including
individuals, families, groups and communities. Responsibilities may include information
collection and analysis, fieldwork, program planning, outreach activities, program and
service delivery, and other organizational tasks. Examples of front line providers are
public health nurses, public health/environmental health inspectors, public health
dietitians, dental hygienists and health promoters.

Consultant/specialist Consultants/specialists are public health staff who are likely to have advanced preparation
in a special content area or a specific set of skills. They provide expert advice and support
to front line providers and managers although they may also work directly with clients.
Examples of consultants/specialists include epidemiologists, community medicine
specialists, environmental health scientists, evaluators, nurse practitioners and advanced
practice nurses.

Manager/supervisor Public health staff who are responsible for major programs or functions. Typically, they
have staff who report to them. Sometimes senior managers come from sectors other than
public health and therefore rely heavily on consultants/specialists and other public health
professionals for content expertise and advice. In other situations, managers with public
health experience and qualifications are expected to bring more content knowledge.

Note: Definitions adapted from Last & Edwards, 2008, online.

It is important to note that the core competencies do not include ethics knowledge
standards or review guidelines, but do provide a definition of ethics that acknowledges that
balancing community rights and individual rights may lead to tension (Last & Edwards, 2008).

Ontario. In Canada’s largest province, responsibility for public health is distributed
between various ministries and government agencies. One agency with a central role is the
Ontario Agency for Health Protection and Promotion. This arm’s length agency of the
government is a “hub organization” that links public health practitioners, front-line health
workers and researchers to information, scientific and technical support (The Ontario Agency for
Health Protection and Promotion, 2010, online). Furthermore, the Ministry of Health and Long-
Term Care, the Ministry of Children and Youth Services and the Ministry of Health Promotion
and Sport have an oversight role for public health practice in Ontario. This includes legislated

authority to publish standards for the provision of mandatory health programs and services. As



the prime example, the Ontario Public Health Standards establish requirements for public health
programs and expectations for Ontario’s 36 local boards of health (Minister of Health and Long-
Term Care, 2008).

Local Boards of Health. Historically, public health has been primarily delivered at the
local or community level in Ontario. This research study focuses on practitioners in one local
board of health. The Thunder Bay District Health Unit (TBDHU) — a non-profit agency funded
jointly by the Ontario Government and the serviced municipalities — is governed by a Board of
Health comprised of 12 municipal representatives and 3 provincial appointees (Thunder Bay
District Health Unit, 2009, online). Programs include clinical health services, education and
health promotion, inspections and enforcement, infectious disease monitoring, prevention and
control, and advocacy. These diverse tasks could be performed by clinical nurses, dental
hygienists, dentists, medical doctors, nurse practitioners, researchers, planners, educators,
support staff, epidemiologists, public health inspectors, public health nurses, dieticians,
audiologists, speech language pathologists and others.

Professional Support. In addition to legislative and government direction, another layer
of oversight for public health practice may come from professional associations or other
standards bodies. Several examples follow, but the list is not exhaustive.

Associations may provide ethical codes that govern the actions of their members. For
example, the Canadian Institute of Public Health Inspectors represents environmental public
health inspectors and outlines professional competencies, including a baseline code of ethics
which members are expected to follow (CIPHI, 2010, online). As an alternative example,
epidemiologists and public health researchers may look to the Tri-Council Policy Statement for

ethical guidance and standards when performing research involving human subjects



(Government of Canada, 2010). This key document is published by a panel of experts
established by three research agencies of the Canadian government.

Some professional associations that guide clinical practice also guide public health
practice. One larger example is the Canadian Nurses Association (CNA), a federation of 11
provincial and territorial nursing associations. This association provides a national, professional
voice for registered nurses and has published a code of ethics that serves as a foundation for
practice (Canadian Nurses Association, 2010, online). As nurses play a fundamental role in
public health program delivery, CNA acknowledges the unique challenges facing public health
nursing practice. Nevertheless, the CNA code of ethics does not extend nurses’ responsibilities
beyond individuals and toward families and other groups as “it is less clear how to apply the
code’s values” to public health practice (Canadian Nurses Association, 2006, p. 5).

Finally, the Ontario Public Health Association (OPHA) has also assumed a leadership
role in the professional development of public health practitioners. OPHA promotes the
adoption of public health core competencies and works together with stakeholders mentioned
above to develop discipline-specific and program-specific core competencies for Ontario public
health practitioners (Ontario Public Health Association, 2010).

Public Health Ethics

Scope of Public Health Ethics. Accordingly, the Canadian context for public health
practice is characterized by the involvement of multiple organizations and professions,
contributing a diversity of perspective to a potential breadth of ethical issues.

This breadth is outlined by Callahan and Jennings (2002). They categorized the issues of
public health ethics into the following four general areas: health promotion and disease

prevention; risk reduction; epidemiological and other public health research; and structural and



social disparities. First, the health promotion and disease prevention category encompasses
issues arising from balancing individual and government responsibilities for public health, such
as determining whether methods used to influence individual behaviour should involve
education, incentive or intervention (or all of these methods). Second, the risk reduction
category includes attempts to define what the acceptable levels of risk to health and wellbeing
are and who should be empowered to make those decisions on behalf of society. Third, the
public health research category includes issues of protecting privacy, obtaining informed consent
and avoiding exploitation of vulnerable populations. Lastly, the structural and social disparities
category refers to broader determinants of health and the development of an appropriate
advocacy role for the public health community to seek greater justice for health care (Callahan
and Jennings, 2002).

Toward a Public Health Ethic. In response to these and other issues, preliminary
efforts have been made to develop rational tools to guide and support ethical public health
practice. In the United States, the Public Health Leadership Society has published the Principles
of the Ethical Practice of Public Health. These twelve principles are informed by statements of
core values and beliefs, including:

e humans have a right to the resources necessary for health;

e humans are inherently social and interdependent;

e the effectiveness of institutions depends heavily on the public’s trust;

e collaboration is a key element to public health;

e people and their physical environment are interdependent;

e cach person in a community should have an opportunity to contribute to public

discourse;



e identifying and promoting the fundamental requirements of health in a community
are of primary concern to public health;

e knowledge is important and powerful; science is the basis for much of our public
health knowledge;

e people are responsible to act on the basis of what they know; and

e action is not based on information alone (Public Health Leadership Society, 2002,
p. 2-3).

In addition, Kass (2001) has proposed a six-step framework which could be used as an
analytical tool for public health practitioners to consider the ethical implications of their
activities. The main points are intended to guide reflection on possible program alternatives and
question: the public health goals of a proposed program,; the effectiveness of the program; the
burdens of the program; the minimization of the burdens and alternate approaches; fair
implementation of the program; and fairly balancing benefits and burdens (Kass, 2001).

Gostin (2001, in Upshur, 2002) has indicated that it is difficult to take a principle-based
approach to public health ethics due to the broad range of public health activities. He examined
this approach from various vantage points (the professional, the enterprise and the community)
and came up with three subject areas: the ethics of public health; the ethics for public health; and
the ethics in public health. However, Upshur (2002) noted that the strengths of a principle-
based approach are its “heuristic nature and applicability to practice” (p. 93). He then proposed a
set of principles for use in public health practice.

Upshur’s principles were intended to question the justification of a public health
intervention, as opposed to evaluating health prevention, promotion and research activities.

First, the harm principle sets out the justification for a government to restrict the liberty of an



individual citizen for public health purposes. According to John Stuart Mill, the “only purpose
for which power can be rightfully exercised over any member of a civilized community, against
his will, is to prevent harm to others. His own good, either physical or moral, is not a sufficient
warrant” (Upshur, 2002, p. 102). Second, the principle of least restrictive or coercive means
basically states that exceptional measures should be used only in exceptional circumstances (and
only after the less-coercive methods have failed). For example, education and communication
should come before legal interventions. Third, the reciprocity principle states that governments
must help mitigate the burdens that individuals and communities may face in order to comply
with public health requests. Fourth, the transparency principle holds that all relevant
stakeholders should be involved in making public health decisions. As well, the decision-
making process should be transparent and free of political interference or domination by special
interests (Upshur, 2002).

More recently, in the wake of the 2003 SARS outbreak, response and consequent refocus
on pandemic planning, Baylis, Kenny and Sherwin (2008) have identified a need (and an
opportunity) to develop public health ethics principles. This group challenged a past planning
focus on individualistic values and priorities, as well as alleged the inappropriate use of
bioethical principles. Instead, they proposed that public health ethics become more relational
and centered on issues of trust, neighbourliness, reciprocity and solidarity. Overall, a public
health ethic should be based on what “society does collectively to assure the conditions for
people to be healthy” (Baylis, Kenny & Sherwin, 2008, p. 199).

Developing this point, some argue that public health ethics should further draw on
theories of social justice, relational personhood and relational solidarity. Relational personhood

acknowledges the social nature of people, as well as looking at how membership in particular

10



social groups shape the identity of individuals. Humans rarely exist in isolation. Therefore,
social justice is fundamental because people are in part socially-constructed and are diversely-
constructed (Baylis et al., 2008). How might this apply in practical terms? Relational autonomy,
as opposed to strict individual autonomyj, is also central to public health ethics. Autonomy is
also a product of social relations, so it is important to look at the social context of an individual
“when evaluating the degree of autonomy that is present in a given case to determine whether it
[e.g. a public health activity] promotes or undermines opportunities for autonomy” (Baylis et al.,
2008, p. 202). In other words, individual freedoms that may be limited by a public health
activity should not be considered in isolation and in absolute terms, but rather considered in
context. While pandemic planning efforts have provided a window of opportunity for this re-
evaluation of public health ethics, Baylis et al. suggested application to broader public health
activities.

Finally, Hester (2004) has also noted that public health has traditionally involved
relationships between individuals and groups and the “struggle over whose interests take
precedence” (p. 3). Citing an inherent adjudication role for practitioners, he concluded that
ethics are fundamental to public health practice. Public health practitioners are tasked with
understanding and addressing these varying interests while working toward the public good.
Similar to the work described above, Hester further argued that ethical deliberation should not be
framed upon the traditional dichotomy of individual interests in opposition to community
interests (although these conflicts do indeed occur). Instead, in an attempt to move beyond the
historical conflict between classical liberalism and communitarian approaches, individuals
should be considered as socially-situated products affected by their communities. Hester pointed

out that the past hundred years of social psychology and sociology have challenged
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Enlightenment period notions of the “human self as an insular, isolated being formed prior to
communal relations” (p. 10). Again, humans are social creatures and the modernist view is that
communities play a role in the development of individuals and their concept of “self”.
Therefore, Hester concluded that public health decision-making must actively consider this

concept of communal individuality:

“respect for individuality demands the development of a healthy environment that
enables respectful activities since to be an individual is to be a particular socially located
self, and to respect such an individual is to facilitate and enhance those social (and

reflectively acceptable) interactions that constitute that self” (p. 13).

With this in mind, and to conclude this section, time should be spent developing an ethic of
public health practices and policy that meets the needs of those practices, as well as the needs of
the environment in which they operate (Hester, 2004).
Everyday Ethics

As mentioned above, a public health ethic, codes and tools may be useful to guide ethical
decision-making, particularly in extreme situations or involving controversial issues. However,
rational tools developed at the macroethics level may not easily apply to the numerous contextual
and routine decisions that a public health practitioner must make on a daily basis.

Nikku and Eriksson (2006) have pointed out that comparatively less scholarly attention
has been paid to everyday ethics — or what they call the microethical dimension — than the
macroethical issues discussed above. They have proposed a microethical approach that differs

from a traditional applied ethics focus on general principles as a starting point. Rather, a
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microethical analysis would be based on routine, ordinary, everyday human activities as a
starting point. Microethics focus on specific situations, emphasizes context, analyzes attitudes,
and expresses subtlety in standards (Nikku & Eriksson, 2006). It works to provide guidance in
particular situations that practitioners may face routinely in their work. This approach may be
appropriate for practitioners whose profession is based on caring for others, which involves
inherently ethical everyday activities.

Everyday Ethics in Clinical Nursing. As nurses are the majority constituent group in
the research study population, clinical nursing provides a starting point to illustrate a potential
disconnect between ethics theory and practice. In nursing practice, ethical decision-making is a
daily exercise, with thousands of daily acts providing regular tests of ethical practice (Woods,
1999). Hence, the moral language of nurses is not necessarily the language of formal ethics, as
there is a strong practical component that is learned through experience. Nursing practice
requires “a rich and deep seam of reflective interpretation and practical wisdom that is
‘embedded’ within the experiences of every experienced nurse” (Woods, 1999, p. 423). Woods
described a nursing ethic developed from and used in everyday practice, rather than from formal
education. This nursing ethic is underpinned by the following theoretical codes:

e Exhibiting appropriate nursing values and moral character;
e Establishing a purposeful relationship;

e Being personally involved;

e A commitment to expert caring;

e Maintaining trust; and

e Advocating for others (Woods, 1999, p. 426-427).
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Consequently, context and personal values are important for ethical decision-making in
nursing. For example, it has been shown that the ethical practice of perinatal nurses is influenced
by internal and external factors. Three key factors have been identified as improving the
likelihood of nurses actively participating in the resolution of ethical dilemmas: nurses
perceiving an influence over their practice environment; nurses experiencing concern about the
ethical dilemmas; and nurses reasoning about ethical dilemmas “in terms of a broad array of
morally relevant situational factors that affect patient good or harm” (Penticuff & Walden, 2000,
online).

Everyday Ethics in Public Health. One can immediately see a difference in focus in
Woods’s nursing ethic and Baylis’s et al. suggested re-evaluation of public health ethics. The
subject of everyday ethics has been studied extensively in clinical nursing over the last two
decades, but there is a relative dearth of research available on the public health counterpart, let
alone the issues that affect public health inspectors, epidemiologists and others (Oberle &
Tenove, 2000).

However, early progress has been made. A survey of public health nurses in Southern
Louisiana identified a variety of ethical conflicts, many relating to the dual obligation of
practitioners to the patient and the community (Folmar, 1997). In addition, Bernheim (2003)
has outlined four groups of issues identified by city, state and federal public health professionals
in the United States: public-private partnerships and collaboration; resource allocation and
priority-setting; collection and use of data; and relationships with political and legislative bodies.

Moreover, in recent work, Baum, Gollust, Goold and Jacobson (2009) interviewed a
variety of public health professionals across Michigan. In this case, recurring themes involved

determining the appropriate use of public health authority, making decisions related to resource
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allocation, negotiating political interference in public health practice, ensuring standards of
quality of care, and questioning the role or scope of public health (Baum, Gollust, Goold &
Jacobson, 2009).

Finally, Oberle and Tenove (2000) attempted to differentiate the types of moral problems
experienced in public health nursing by applying theories from clinical nursing. In a qualitative
study, the group identified Andrew Jameton’s (1984) concepts of moral distress, moral
uncertainty and moral dilemma. These concepts will be discussed further in the following
section. Also, they reported similar themes of ethical issues, which included relationships with
health care professionals, the character of relationships, respect for persons and putting self at
risk (Oberle & Tenove, 2000). Decision-making in public health nursing was found to be highly
contextual and involved doing what was “best in the circumstances” because there was “seldom
a clear ‘right’ or ‘wrong’ in any situation” (p. 435).

Jameton’s Ethical Concerns in Nursing. The fact that Jameton’s concepts have been
identified in public health practice is important because it provides potential mechanisms to
measure and better understand everyday ethics in the public health workplace.

These concepts have grown to become a fundamental part of nursing ethics research. In
1984, Andrew Jameton’s defined three general types of ethical problems for hospital nurses.
First, he described moral uncertainty as a state where one does not know what the moral problem
is or what principles are applicable. Second, he identified moral dilemmas as situations where
more than one moral principle applies, but each leads to a different action. Third, he outlined the
concept of moral distress. Moral distress occurs when one knows the right course of action, but

faces institutional barriers preventing the implementation of that action (p. 6). This last
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definition has provided the basis for considerable research into everyday ethics in the ensuing
decades.

The Evolution of Moral Distress. Later, Jameton (1993, in Corley, 2002) divided moral
distress into initial and reactive moral distress. Initial moral distress involves feelings of
frustration, anger and anxiety that occur when prevented from doing the right thing by
institutional barriers or interpersonal value conflicts. Reactive moral distress results when a
person does not act upon the initial distress.

Additionally, Mary C. Corley (2002) has proposed a more complete theory of moral
distress that emphasized nursing as a moral endeavour. That is, nursing is a field that is based on
caring for other people—an inherently ethical enterprise. First, she described moral distress in

nurses as the opposite of moral comfort:

“The choices of what is best for that patient may conflict... with what is best for the
organization, the physician, the family, or even other patients, or, at least arguably, for
society as a whole. When a nurse learns what is best for a patient, yet cannot provide it,

the nurse suffers moral distress” (Corley, 2002, p. 637).

Next, addressing psychological responses and work environment, Corley based her
theory of moral distress on the consequences of a nurse being unable (or feeling like he or she is
unable) to advocate for a patient. The model for this theory was based on the idea that nursing is
a moral profession and nurses are moral agents. Furthermore, the model detailed both individual
and organizational perspectives, as well as positive and negative paths of moral actions; these

paths culminate into either moral distress or moral comfort. The individual perspective brought
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together inter-related moral concepts named in the literature, such as moral commitment, moral
sensitivity, moral autonomy, moral sense-making, moral judgment, moral conflict, moral
competency and moral certainty (p. 644). The organizational perspective was summarized by
the following propositions for nurses:

e High levels of work satisfaction and constructive work culture leads to less moral
distress;

e Good relationships at work lead to less moral distress;

e Influence in work environment leads to a greater likelihood to take action to resolve
ethical dilemmas and consequently, less moral distress;

e Health care organizations that do not provide policies that guide practice, a supportive
environment, complex ethical guidance and a mechanism to address conflicts with
physicians will experience more moral distress;

e Health care organizations that foster collaboration and trust experience less moral
distress in complex ethical situations; and

e Less “responsible subversion” will be observed in nurses who participate in decision-
making and are given autonomy to act (Corley, 2002, p. 648).

Others have contributed to the understanding of moral distress, leading to a more
comprehensive definition, which has emphasized the resultant negative feelings (Wilkinson,
1987/88; Nathaniel, 2006), expanded outside of the nursing profession (Kilvemark, Hoglund,
Hansson, Westerholm, & Arnetz , 2004; Hamric & Blackhall, 2007; Zuzelo, 2007; Austin,
Rankel, Kagan, Bergum & Lemermeyer, 2005) and included internal as well as external causes
of moral inaction (Webster & Baylis, 2000; Austin, 2005). Notably, Nathaniel (2006) has

offered a synthesized definition based on the literature: “Moral distress is a pain affecting the
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mind, the body, or relationships that results from a patient care situation in which the nurse is
aware of a moral problem, acknowledges moral responsibility, and makes a moral judgment
about the correct action, yet, as a result of real or perceived constraints, participates, either by act
or omission, in a manner he or she perceives to be morally wrong” (p. 421).

It is also important to note the criticisms of moral distress as a theory. Hanna (2004) has
suggested there are conceptual limitations to Jameton’s framework. First, she cited difficulty
with the privatization of morals, stating that they are also derived from communities. Second,
she took issue with treating moral distress as mainly an occupational issue, limiting its use in
clinical practice or clinical research. And lastly, she warned against the confusion of moral
distress with psychological distress.

Likewise, McCarthy and Deady (2008) reported concerns with conceptual clarity and
recommended further analysis of moral distress through an interdisciplinary approach. They
further suggested that the moral distress discourse has an excessive, uncritical focus on common
complaints associated with the nursing profession in general.

Finally, Repenshek (2009) questioned whether the body of literature quantifying moral
distress was actually measuring the intended concept. He suggested that researchers may be
measuring the context in which moral distress arises as opposed to the concept itself. Due to a
perceived subjectivity in the analysis of moral distress, Repenshek also proposed a re-evaluation
of the moral distress literature using a normative framework.

Measuring Moral Distress. Notwithstanding these differing perspectives on definition,
moral distress has been studied in detail. In 2004, a literature review identified 35 studies of
moral distress, all but one occurring in nursing and over half (18) involving qualitative methods

(Hanna, 2004). Twelve studies, and many since, have employed quantitative methods.
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One of the most-referenced quantitative methods employed the Moral Distress Scale
(MDS)—an instrument designed to measure the frequency and intensity of moral distress in
work situations (Corley, Elswick, Gorman & Clor, 2001). In addition to Jameton’s concept of
moral distress, the development of the MDS was based on Rizzo’s role conflict theory and
Rokeach’s theory on values and value systems (Corley et al., 2001). Role conflict refers to
stress that results when managers have competing or even conflicting sets of expectations for
individuals in the organization. For example, nurses may experience conflicting expectations
from hospital managers (who pay their salaries) and physicians (who direct the care they
provide) (House & Rizzo, 1972, in Corley et al., 2001). In a different way, Rokeach’s theory
explains how a nurse’s practice can be at conflict with his or her internal value system, leading to
another possible source of job stress. A key element of both theories is professional autonomy
and having the power to do the right thing (Corley et al., 2001).

Individual items on the MDS represented situations that may lead to moral distress.
Items were generated from the literature and content analysis of staff nurse interviews.
Participants were provided the definition of moral distress and asked to limit their consideration
to their current practice. The original MDS and subsequent modifications demonstrated
evidence of validity and reliability (Corley et al., 2001; Corley, Minick, Elswick & Jacobs,
2005). The research behind the development of the MDS assumed that nurses brought their
values into their work, that they could identify ethical problems in their work and they could
“evaluate the extent to which these problems cause[d] moral distress” (Corley et al., 2001, p.
252).

The MDS has been adapted to particular classes of nurses, such as registered nurses

(Zuzelo, 2007), as well as specific groups that include other professions, such as the intensive
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care unit team (Hamric & Blackhall, 2007). Moreover, the MDS is often used in tandem with
other instruments, such as Olson’s Hospital Ethical Climate Survey to explore the relationship
between moral distress and ethical climate (Pauly, Varcoe, Storch & Newton, 2009) or
McDaniel’s Ethical Environment Questionnaire to assess the impact of the practice environment
(Corley et al., 2005).

Other instruments have been developed and used to a lesser extent, but have provided
further insight into moral distress. A similar instrument developed by Kédlvemark Sporrong,
Hoglund and Arnetz (2006) broadened the measurement of moral distress to physicians and
pharmacists. Also, Raines (2000) developed the Ethics Stress Scale to measure the stress
perceived when dealing with ethical issues. Finally, Hanna developed the comprehensive Moral
Distress Assessment Questionnaire, which not only measured the frequency and intensity of
moral distress, but also the type and duration (Hanna, 2002, in Kilvemark Sporrong et al., 2006).

Consequences of Moral Distress. The plurality of instrumentation suggests that
analyzing the presence and degree of moral distress is important. Indeed, moral distress has been
associated with numerous negative consequences. In general, moral distress is characterized by
frustration, anger and guilt, often leading to job dissatisfaction and nurses leaving the profession
(Corley et al., 2005; Wilkinson, 1988). A synthesis of the negative consequences reported in the
literature is provided in Table 2.

On the other hand, moral distress is not always considered negative. It mayevenbe
needed to build moral character by helping one become clearer about moral commitments, or
used as a therapeutic tool or intervention (Hanna, 2004; Hardingham, 2004). Along these lines,
the utility of moral problems have been identified: sharing stories of moral suffering may

animate values in patient care; learning from failure may avoid painful lessons in the future; and
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facilitating personal and professional growth leads toward more compassionate care (Harding,

1980, Benner, 1991, & Rushton, 1992, in Corley, 2002).

Table 2. The consequences of moral distress for nurses.

Consequence Symptoms Source
Immediate and ultimate Nurses blaming others (Davies et al., 1996; Fenton, 1988,;
consequences Excusing their own actions Kelly, 1998; Krishnasamy, 1999;

Self-criticizing; self-blaming

Experiencing anger, sarcasm, guilt, remorse,
frustration, sadness, withdrawal, avoidance
behaviour, powerlessness, burnout, betrayal of
values, sense of insecurity, low self-worth
Internalizing anguish

Possibly, developing aggressive behaviour
patterns

Rushton & Scanlon, 1995;
Wilkinson, 1987-88, in Nathaniel,
2006, p. 420)

Physical complaints

Weeping
Palpitations
Headaches
Diarrhea

Sleep problems

(Anderson, 1990; Fenton, 1988;
Wilkinson, 1987-88, in Nathaniel,
2006, p. 420)

Quality of nursing care

Distancing self from patients

Becoming emotionally unavailable to patients
Avoiding going into patients’ rooms

Leaving the unit or nursing altogether

(Corley, 1995; Davies et al., 1996;
Fenton, 1988; Millette, 1994;
Redman & Fry, 2000; Krishnasamy,
1999; Viney, 1996; Wilkinson,
1987-88, in Nathaniel, 2006, p. 421)

Addressing Moral Distress. Accordingly, identifying and managing moral distress in

the workplace may help with job satisfaction, performance and retention: “an organizational

commitment to addressing the issue of moral distress could reap benefits with greater employee

job satisfaction, decreased turnover, and ultimately improved patient care” (Pendry, 2007,

p.221).

Potential moral distress management strategies have been explored in critical care

nursing. The American Association of Critical Care Nurses has presented the 4 A’s Model to

Rise Above Moral Distress (Rushton, 2006). This leadership tool detailed the following cyclical

components: Ask (determine whether the nurse is experiencing moral distress); Affirm (make a

commitment to address moral distress); Act (prepare to take action with the goal of preserving
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integrity and authenticity); and Assess (identify the sources of the moral distress). In addition to
using this tool, a complementary solution involved a team workshop where nurses discussed
ways to identify moral distress and strategies to cope (Beumer, 2008). This approach, coupled
with follow-up education, has demonstrated a reduction of moral distress in pre- and post-test
surveys.
Moreover, Raines (2000) has suggested proactive intervention strategies for reducing

ethics stress in nursing could include:

e a nursing ethics library or journal club;

e a nursing ethics/research committee;

e nursing ethics rounds with interdisciplinary participation;

e an annual educational program for all staff using current issues;

e a nursing ethics article of the month with encouraged discussion;

biannual surveys of staff regarding ethical issues; and

researching best practices from other organizations (p. 40).

Finally, it has been acknowledged that moral distress likely cannot be completely
eliminated and it could be considered a part of health care (Kdlvemark Sporrong et al., 2006).
However, from an organizational perspective, cost incentives have been shown for health care
organizations that decrease the occurrence of ethical conflicts (Nelson, Weeks & Campfield,
2008).

Related Concepts
Next, several additional moral and ethical concepts connected to moral distress are

presented to add further depth to the discussion. Moral reckoning, moral ambiguity, moral
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agency, moral integrity, moral residue, moral obligation and moral identity are briefly
introduced.

Moral Reckoning. Nathaniel (2006) has proposed a grounded theory of moral
reckoning in nurses that encompasses moral distress, but reaches further to establish unique
connections and to offer a new perspective and integrated scope.

Moral reckoning is characterized by three stages. First, nurses experience a stage of ease.
This involves: a) becoming (developing core beliefs and values); b) professionalizing (repetition
of professional norms); c) institutionalizing (internalizing social norms); and d) working (unique
experiences of nursing) (Nathaniel, 2006, p. 425). The stage of ease can be disrupted by a
situational bind—a conflict between or among these conditions. These often force difficult
choices between core values and professional/institutional norms, moral disagreement among
decision-makers in the face of power imbalance, or workplace deficiencies that may cause harm
to patients (p. 428). Next, seeking to resolve these binds could lead to the stage of resolution.
Essentially, in this stage there are two main choices: to make a stand or to give up. Lastly, a
stage of reflection follows: nurses look back, remember and reflect upon — or reckon — their
actions to resolve the problem. The main components of this stage include remembering (often
vividly), telling the story, examining conflicts and living with the consequences (p. 432-434).

Moral Ambiguity and Moral Agency. Like moral distress, moral ambiguity is related
to or impacted by a sustained proximity to patients (Peter & Liaschenko, 2004). Moral
ambiguity refers to the difficulty nurses face in defining their moral role at work. It is related to
moral uncertainty in that both imply indecision about the application of moral principles and

values.
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Conversely, moral agency allows one to recognize, reflect on and act on moral
responsibilities and is entwined with the preceding concepts in this discussion (Peter &
Liaschenko, 2004). The process of a nurse or other health care professional developing and
identifying as a moral agent should recognize that ethical nursing practice is a personal,
professional and social-mediated process. Increasingly, nursing literature has acknowledged that
ethical reasoning also involves emotion and that nurses need more than rational tools to help
them develop knowledge about and comfort with the dynamic ethical issues occurring in clinical
practice (Doane, Pauly, Brown & McPherson, 2004).

Naef (2006) has argued that bearing witness allows a nurse to enact his or her moral
agency. Necessarily, nurses experience profound changes in the health and quality of life of
their patients, as well as key moments in their lives. Bearing witness to these events allows the
nurse to relate and to engage in a moral way with their patients (Naef, 2006).

Ultimately, moral agency has been shown to be inhibited by the political character of a
work environment and, in Canada, constrained by health care restructuring and diminished
resources (Peter, Macfarlane & O’Brien-Pallas, 2004). Health care providers need the time to
engage with their patients in an emotional way.

Moral Integrity and Moral Residue. Compromised integrity may result from not being
able to act on moral choices. In turn, this may result in a lingering moral residue, something that
nurses have been shown to carry with them after they have compromised their values and
subsequently experienced moral distress (Webster & Baylis, 2000; Hardingham, 2004). While
moral residue may involve negative experiences and painful consequences, the resultant

reflection and maturation may also build moral integrity. May suggested that moral integrity has
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three components: critical thinking; coherence of value orientation; and the disposition or
commitment, to act in a principled way (in Hardingham, 2004).

Moral Obligation. Workers may choose to avoid a situation that could lead to moral
distress. They could choose to do what they feel is the right thing in spite of organizational rules
or other constraints. These righteous actions may result from moral obligation, which is a
dimension of moral and ethical responsibility inherent to many caring professions (Provis &
Stack, 2004). However, doing the right thing may still lead to tensions. For example, a conflict
between an obligation to the institution and an obligation to an individual patient was reported: a
care worker provided extra towels to elderly patients, against organizational policies. The
worker felt that the extra towels were needed, but also felt guilty about not being more cost-
conscious (Provis & Stack, 2004).

Moral Identity. Finally, studies have shown that a person’s moral identity best predicts
moral action (Doane, 2002). Related to the concept of a socially-situated “self” introduced
above, identity is also established by what a person is, and where that person is, in social terms.
It follows that moral identity has also been identified as a socially-mediated process in nursing.
In a study of nurses, Doane found that participants highlighted the following components of
moral identity when describing their everyday work experiences: the narrative (telling stories of
past experiences and ethical actions); the dialogical (namely, inner dialogue to determine moral
action); the relational (identities emerge through negotiation with self, with others and within a
social organization); and the contextual (the moral context of their work environment). Nurses
experienced ethics as a “deeply personal process that is lived in the complexity and ambiguity of
everyday nursing work” (Doane, 2002, p. 633). Overall, building on much of the preceding

discussion in the present study so far, Doane’s work has emphasized the importance of ethical
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reflection and inner dialogue in ethical nursing behaviours, as well as the importance of bringing
together the various components of moral identity in order to develop a consensus on the values
and actions of everyday nursing.
Research Study
Fundamentally, the present research study is driven by two important issues introduced
above: the potential severe consequences of everyday ethical problems (particularly moral
distress) and the relative dearth of knowledge about the everyday ethical issues faced in public
health practice in Canada. This quantitative, descriptive study takes an introductory look at
everyday ethical issues in public health practice, as well as opportunities for building capacity to
recognize and address these issues. The conceptual framework for this study is based on
Jameton’s (1984) concepts of moral uncertainty, moral dilemma, and moral distress in nursing.
Research questions. The research questions posed in this study are:
1. What is the frequency of moral uncertainty, moral dilemma and moral distress faced by
public health professionals working at a public health unit?
2. What is the intensity of moral uncertainty, moral dilemma and moral distress faced by
public health professionals working at a public health unit?
3. What situations present moral distress to public health professionals and to what degree
(i.e. frequency and intensity)?
4. Are particular personal or professional characteristics associated with the intensity and
frequency of ethical issues?
5. What capacity is present to mitigate ethical issues at a public health unit?
6. What are some suitable opportunities for increasing the capacity to mitigate ethical issues

at a public health unit?
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The target population for this study is a diverse public health practice environment,
comprised of management and staff employed at the Thunder Bay District Health Unit in
Thunder Bay, Ontario, Canada.

Overall, this study seeks to shed light on the relatively new subject of everyday ethics in
public health practice, as well as building on theories of moral uncertainty, moral dilemma and

moral distress.
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Methods

This quantitative, descriptive study measured and examined moral and ethical issues and
problems in public health practice using survey methods. Information was collected by
administering a questionnaire to participating employees of the Thunder Bay District Health Unit
(TBDHU). The research proposal and instrument have been reviewed by the researcher’s thesis
committee, as well as the TBDHU education officer and Director of Health Protection. The
instrument was edited for length and clarity based on input from the thesis committee and several
colleagues involved in health care and allied professions. Overall, formal support was sought
and received from TBDHU and this study was reviewed and approved by the Lakehead
University Research Ethics Board.
Sample

TBDHU employees comprised diverse education levels and professions. The population
included 203 full and part-time management and staff working at a variety of levels and program
areas, including clinical nurses, dental hygienists, dentists, medical doctors, nurse practitioners,
researchers, planners, educators, support staff, epidemiologists, public health inspectors, public
health nurses, dieticians, audiologists, speech language pathologists and others. The sample
could also have included students as no attempt was made to restrict access to any employee.
Recruitment

Participants were recruited between February 1, 2010 and March 8, 2010. First, the
objectives of the study were introduced to potential participants at an all-staff session and
through internal communications. An individual draw prize was advertised and offered as an

incentive to participate.
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Next, the participant package, which contained a formal invitation and information letter,
consent form and a uniquely numbered copy of the questionnaire, was made available following
the staff session and remained conspicuously available in multiple locations at TBDHU.
Employees working at remote locations were sent packages with postage-paid, pre-addressed
envelopes for ease of return.

Additional measures were taken at regular intervals during the recruitment period.
Reminder notices were sent by email to all staff and a researcher-sponsored coffee break was
held in the main lobby at TBDHU to further encourage participation. Participants were asked to
place completed questionnaires and consent forms in a locked box. These boxes were placed on
each level of TBDHU and allowed for ready access, discretion, privacy and security. Only the
researcher had access to the contents of the boxes.

Instrument

The instrument used was a quantitative questionnaire based on work conducted in clinical
nursing and informed by preliminary work in public health ethics (see Appendix ). Generally,
the research questionnaire captured information on demographics, everyday ethical problems,
and the capacity to identify and resolve those problems.

The instrument was separated into four parts. First, anonymous demographic information
was collected for comparative analysis (Section A). This included basic personal characteristics
such as age, gender and highest completed level of education. Information requested about
professional characteristics included: years of work experience (in public health and related
fields); employment status (full-time, part-time or casual); program area of work as it relates to
the TBDHU mission (health protection, health promotion, or prevention) with an added category

for administration and support services based on consultation with TBDHU; position as it related
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to the Public Health Agency of Canada’s (2008) categories (front line provider, consultant
specialist or manager/supervisor) with an added category for administration and support services
based on consultation with TBDHU; and further position detail identifying the participant as a
public health nurse or public health inspector. No other specific job positions or professions
were specified due to small sample sizes and the need to ensure anonymity. Examples that were
given to define some of the primary areas of responsibility were adapted from Shah (2003, p.
33).

Second, everyday ethical problems in public health practice were examined by adapting
and building upon Jameton’s (1984) framework of nursing ethics (Section B). Moral
uncertainty, moral dilemma and moral distress were measured by adapting the MDS (Corley et
al., 2001, 2005) for use in diverse public health practice as well as in general situations of moral
problems.

The concepts of moral dilemma, moral uncertainty and moral distress were defined as a
lead in to the questions. The first two terms remained relatively unchanged from Jameton’s
original definition (1984). However, in the present instrument, moral distress was defined as

follows:

Moral distress is a negative reaction that occurs in situations when you know the right
thing to do based on your moral principles or values, but you don’t do it. This lack of

action may be due to personal or external constraints, failures or barriers.

Jameton chiefly referred to institutional barriers as the cause of the moral constraint. The updated

definition in the present study accounted for more recent emphasis on the negative feeling state
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caused by moral distress (Wilkinson, 1987/88; Nathaniel, 2006), for a broader application to all
categories of staff (Kélvemark et al., 2004) and for a variety of causes, including personal
failings, errors of judgment and other internal causes (Webster & Baylis, 2000). The clear
wording of the final definition was based on Austin et al. (2005).

The MDS (Corley et al., 2001; Corley et al., 2005) was modified for a diverse public
health setting much like instruments completed for other health care professions beyond nursing
(Hamric et al., 2007; Zuzelo, 2007; Elpern, Covert, & Kleinpell, 2005). Similar to previous
versions, intensity and frequency were respectively rated by participants on separate 7-point
Likert scales scored from O to 6 in response to the following questions:

e How often do you experience moral uncertainty [moral dilemma, moral distress)
in your current job?
e How intense or how disturbing do you find these experiences?
The value “0” indicated no distress or never occurring, and “6” indicated extreme distress or
often occurring (Corley et al., 2001; Zuzelo, 2007). “Don’t know” was also a valid response for
both. For analysis, frequency and intensity were multiplied for each moral problem to produce a
moral problem score (Hamric, 2007).

Participants were asked to rate the frequency and intensity of moral distress, moral
uncertainty and moral dilemma as it applied in general to their present work at TBDHU.
Literature references to the application of the MDS to moral uncertainty and moral dilemma have
not been found. However, the scale was employed to provide an introductory and consistent
comparison of the three types of everyday ethical problems.

Next, the questionnaire focused on the concept of moral distress in detail. This was more

consistent with the traditional use of the MDS in clinical practice. Participants were asked to
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rate both the frequency and intensity of moral distress (in a manner similar to the previous
general questions) associated with 25 items as each related to their current public health work.
The items described situations involving a specific issue that had the potential for moral
problems as reported in the literature.

Certain transferable items were modified from an instrument similar to the MDS used in
clinical practice, the Ethics Stress Scale (Items 7, 13-14, 20-24: Raines, 2000), while the
majority of items were based on ethical issues identified in public health practice through focus
groups, interviews and surveys (Items 10-11: Bernheim, 2003; Items 1, 3-5, 8: Baum et al., 2009;
and Items 2, 6, 9, 15-19, 25: Oberle & Tenove, 2000). A summary of changes between the

original MDS and the present study are displayed in Table 3.
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Table 3. Situational items compared between original MDS and present study’s MDS.

Original MDS (Corley et al., 2001, p. 254)"

MDS in present study®

Work in situations where the number of staff is so low
that care is inadequate

Using the legal authority given to public health
professionals (Baum et al., 2009).

Carry out the physician’s orders for unnecessary tests
and treatments for terminally ill patients

Potentially conflicting choices between individual
interest and the public good (Oberle & Tenove, 2000).

Assist the physician who in your opinion is providing
incompetent care

Balancing population health benefits with economic
benefits (Baum et al., 2009).

Work with ‘unsafe’ levels of nurse staffing

Working in a system of political guidance and
supervision (Baum et al., 2009).

Initiate extensive life-saving actions when I think it only
prolongs death

Questioning the role or scope of public health practice
(Baum et al., 2009).

Follow the family’s request not to discuss death with a
dying patient who asks about dying

Allocating resources and setting priorities (Oberle &
Tenove, 2000).

Follow the physician’s request not to discuss death with
a dying patient who asks about dying

Considering the cost of programs / activities to society
(Raines, 2000, p.34).

Carry out the physician’s order for unnecessary tests and
treatment

Ensuring quality standards of practice (Baum et al.,
2009).

Follow the physician’s order not to tell the patient the
truth when he/she asks for it

Maintaining quality in the face of diminished resources
(Oberle & Tenove, 2000).

Follow the physician’s request not to discuss the Code
status with the family when the patient becomes
incompetent

The potential risk of imprecision and inaccuracy in data
assessment and reporting (Bernheim, 2003).

Observe without intervening when health care personnel
do not respect the patient’s dignity

Collecting, reporting and using research data about
particular subgroups in the population (Bernheim, 2003).

Continue to participate in care for a hopelessly injured
person who is being sustained on a respirator, when no
one will make a decision, to “pull the plug”.

Viewing policy and law as a support or constraint
(Oberle & Tenove, 2000).

Follow the family’s wishes to continue life support even
though it is not in the best interest of the patient

Perceiving health unit policies as inconsistent with
practice (Raines, 2000, p.34).

Let medical students perform painful procedures on
patients solely to increase their skill

Perceiving provincial standards and guidelines as
inconsistent with practice (Raines, 2000, p.34).

Assist physicians who are practicing procedures on a
patient after CPR has been unsuccessful

Putting your health or safety at risk (Oberle & Tenove,
2000).

Prepare a terminally ill elderly patient on a respirator for
surgery to have a mass removed

Putting your self at risk of legal action (Oberle &
Tenove, 2000).

Carry out a work assignment in which I do not feel
professionally competent

Maintaining relationships with other health professionals
within the same profession (Oberle & Tenove, 2000).

Provide better care for those who can afford to pay than
those who can’t

Maintaining relationships with other health professionals
outside of your profession (Oberle & Tenove, 2000).

Ignore situations of suspected abuse by care givers

Witnessing questionable practices of a coworker.

Ignore situations in which I suspect that patients have
not been given adequate information to insure informed
consent

Protecting a client/patient’s information (Raines, 2000,
p.34).

Discharge a patient when he has reached the maximum
length of stay based on diagnostic related grouping
(DRG) although he has many teaching needs

Caring for the infectious client / patient (Raines, 2000,
p.34).

Perform a procedure when the patient is not adequately
informed about procedures which he/she is about to
undergo

Caring for or providing service to a non-compliant client
/ patient (Raines, 2000, p.34).

Carry out orders institutional policies to discontinue
treatment because the patient can no longer pay

Obtaining informed consent (Raines, 2000, p.34).
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Table 3. Situational items compared between original MDS and present study’s MDS
(continued).

Original MDS (Corley et al., 2001, p. 254)" MDS in present study’
Avoid taking any action when I learn that a nurse Respecting the autonomy / rights of groups, including
colleague has made a medication error and does not families, businesses, corporations, community groups
report it etc (Raines, 2000, p.34).
Assist the physician who performs a test or treatment Respecting the individual autonomy / rights of clients /
without informed consent patients (Oberle & Tenove, 2000).

Give only haemodynamic stabilizing medication
intravenously during a Code with no compression or
intubation

Follow the physician’s request not to discuss Code status
with patient

Prepare an elderly man who is severely demented and a
“No Code” for surgery to have a gastrostomy tube put in
Follow the family’s wishes for the patient care when I
do not agree with them

Give medication intravenously to a patient who has
refused to take the medication orally.

1. Items not in order of presentation on instrument.
2. Items in order of presentation on instrument.

The MDS was used as a basis for the present study as it has shown evidence of reliability
and validity (Corley et al., 2001). However, while the present study transferred the concept of
measuring moral distress frequency and intensity on a Likert scale, many aspects of the modified
MDS were different enough that past estimates of reliability and validity were not applicable. In
summary, the differences included a revised definition of moral distress based on a synthesis of
the literature, different items drawn from ethical issues reported in clinical and public health
practice, and generalization of the items for applicability to multiple professions. Also, as
mentioned, there was no precedent for the use of the MDS to quantify general situations of moral
distress, let alone moral uncertainty or moral dilemma. Further research is needed to better
establish the reliability and validity of the MDS in this instrument.

In the next section of the instrument (Section C), the perceived ethical capacity of the
participant and the participant’s workplace was examined. In this context, “ethical capacity”

referred to education, resources and support mechanisms available to use to recognize, resolve or
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mitigate ethical issues. First, participants were asked to rate their general satisfaction with the
ethical capacity of their workplace using a 5-point scale. Second, participants were asked to
indicate the number of hours of formal ethics training they have received in the past three years.
Next, four additional questions (3. a — d) about the necessity of building ethical capacity were
posed for agreement. These questions were based on previous work in public health ethics by
Folmar et al. (1997). Similarly, questions 3. e — g rated agreement to the utility of specific
measures that may build ethical capacity.

Finally, opportunity was given for participants to expand on the previous responses
through open-ended questions (Section D). Descriptive questions were asked for the purpose of
elaborating on experiences, identif ying unmentioned issues, comparing to previous work in
clinical practice and elucidating additional solutions for improving ethical capacity in the
workplace. Questions 1 and 2 were based on previous work (1.: Zuzelo, 2007; 2.: Robillard,
1989). A phenomenological analysis was undertaken in the method of Colaizzi (1978) to assess
the response to these three open-ended questions. This descriptive procedure involved extracting
significant statements from participant protocols, formulating meanings, and aggregating these

meanings into clusters of themes (p. 59).
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Results

Quantitative data analysis was completed primarily using PASW Statistics (SPSS)
versions 17 and 18 and Microsoft Office Excel 2003 and 2010. Sample characteristics,
descriptive statistics and supplementary analyses are summarized below. Section lettering
corresponds to the survey instrument (see Appendix ).
Sample Characteristics

Section A: Anonymous Demographic Information. Over approximately five weeks in
early 2010, 69 completed questionnaires were received. Four questionnaires were discarded due
to lack of suitable personal consent, leaving a sample size of 65 participants and a response rate
of 32.0% out of a potential 203 full-time and part-time employees (personal communication,
Aimee Linkewich, June 21, 2010). Effectively, over-represented in the sample were public
health nurses (sample = 50.8%, N=33; population = 29.6%, N=60), comprising just over half of
the sample, as well as managers and supervisors (sample = 13.8 %, N=9; population = 5.9%,
N=12). Hence, despite a relatively low participation rate overall, better than half (55%) of
TBDHU’s public health nurses responded. Also, at nearly the rate of the population at large,
about a third (33%) of public health inspectors responded (N=5). These groups accounted for
the only constituent groups for which reference data was available from TBDHU, limiting
demographic comparison of the sample to the population. Table 4 outlines participation
organized by Public Health Agency of Canada (PHAC) categories (with the researcher’s addition
of an administration or support role). Overall, the largest group of participants (69.2%) were
front line providers, which includes public health nurses and public health inspectors (N=45).

Much of the proceeding analysis is broken down by these sub-groups.
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While participants were asked to identify their “primary area of responsibility” based on

the mission statement of TBDHU, this question invariably posed problems as many participants

could not limit their answer to one point as asked, limiting the analytical value of the responses.

This variable was excluded from the following analysis.

Table 4. Response organized according to modified Public Health Agency of Canada categories,

total sample.

Position

Frequency  Percentage

Administration and Support Services (position added by researcher)
Roles not directly related to public health practice, involving the maintenance of

the building, administrative duties, communications, finance, etc. 5 7.7
Consultant / Specialist

Consultants/Specialists provide expert advice and support to front line providers

and managers although they may also work directly with clients.

Examples: epidemiologists, community medicine specialists, environmental health

scientists, evaluators, nurse practitioners and advanced practice nurses. 5 1.7
Front Line Provider

Front line providers work directly with clients (individuals, families, groups and

communities). Responsibilities may include information collection and analysis,

fieldwork, program planning, outreach activities, program and service delivery,

and other organizational tasks.

Examples: public health nurses, public health/environmental health inspectors,

public health dietitians, dental hygienists and health promoters. 45 69.2
Manager / Supervisor

Public health staff who are responsible for major programs or functions.

Typically, they have staff who report to them. 9 13.8
Sample 65 100.0

(PHAC Categories adapted from Last & Edwards, 2008, online).

Demographically, the sample was mostly female (81.5 %), employed full-time (84.6%),

well-educated (i.e. almost all had post-secondary education and 83.1% of the total sample

reported either a bachelor’s degree or master’s degree as their highest level of attained

education), and over the age of 40 (61.6%). Nearly seventy percent (69.2%) of participants were

members of a professional association. Table 5 provides a detailed breakdown of demographic

characteristics.
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Table 5. Demographic characteristics of the total sample.

Metric Category Frequency Percentage

Age Group 20 to 29 years 7 10.8
30 to 39 years 17 26.2

40 to 49 years 17 26.2

50 to 59 years 16 24.6

60 years and older 7 10.8

Highest Level of Diploma 9 13.8
Education Attained Bachelor’s Degree 41 63.1
Master’s Degree 13 20.0

Other 1 1.5

Employment Status Full-time 55 84.6
Other 2 3.1

Part-time 7 10.8

Experience in Current 1 to 5 years 27 41.5
Role 6 to 10 years 22 33.8
11to 15 years 6 9.2

16 to 20 years 5 7.7

21 to 25 years 3 4.6

26 plus years 2 3.1

Experience in Public | to 5 years 17 26.2
Health Field 6 to 10 years 18 27.17
11to 15 years 10 15.4

16 to 20 years 6 9.2

21 to 25 years 5 7.7

26 plus years 6 9.2

Experience in Health I to 5 years 13 20.0
Care Field 6 to 10 years 12 18.5
11to IS years 5 1.7

16 to 20 years 3 4.6

21 to 25 years 7 10.8

26 plus years 10 15.4

Note:  Percentage is out of total sample (N=65).

Descriptive Statistics

Section B: Ethical Issues at Work. The following section outlines the results of

applying the extensively-modified MDS to public health practice. First, frequencies (“how

often”) and intensities (“how disturbing”) of general experiences of moral uncertainty, moral

dilemma and moral distress are examined. Participants rated frequencies of moral problem

occurrence between O (“never”) and 6 (“often”). Likewise, participants rated intensities of

moral problems (how disturbing they were) between O (“not disturbing”) and 6 (“greatly

disturbing”). “Don’t know” was also a valid response for both. For each problem, frequency



and intensity responses were also multiplied to produce a score (e.g. the moral distress score).
For greater clarity, moral problem responses (i.e. frequencies or intensities) may range from O to
6, while moral problem scores (a product) may range from O to 36.

In addition, simple counts of responses above and below the scale midpoint (3) are
presented in a similar fashion as Zuzelo (2007). In the present study, frequency and intensity
responses from 4 to 6 are grouped as “high” levels, while 3 or less are grouped as “low”.
Intuitively, while ordinal variables have arbitrary values, high level responses may indicate a
stronger moral problem, implying a deliberate effort to choose a ranking greater than the middle
point to identify that item as particularly noteworthy.

Second, moral distress experienced in specific situations is detailed using similar
techniques and nomenclature. Moral distress frequency and intensity were ranked for each of 25
situational items. A composite moral distress frequency, intensity and score are each also
calculated by taking the mean of all item responses together.

General Moral Problems at TBDHU. Overall, the respondents reported mean
frequencies and intensities of all three moral problems at low levels (i.e. below the midpoint).
Mean moral uncertainty and moral dilemma frequencies, intensities and scores were comparable
for the sample (see Table 6). However, mean moral distress frequency was notably lower
(nearly 30%) than the frequencies of the other two moral problems. As the moral distress
intensity was higher than the other moral problems, the product was a more comparable, albeit
slightly lower, moral distress score. In other words, experiences of moral distress were the most
intense on average, but did not occur as often. Significant differences in means between pairs of

general moral problems are reported in Table 7.
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Table 6. General experiences of moral problems at TBDHU, total sample.

Moral Uncertainty Moral Dilemma Moral Distress
F I Score F I Score Score
Mean (M) . 2,18 244 649 210 246 6.22 563
Count (N) 62 61 61 63 . 63 62
Standard Deviation 1.22 1.54 5.68 1.28 1.53 5.56 6.17
(S.D).

Note:  Scores represent the average product of multiplying frequency by intensity for each participant.

Significant differences in pairs reported in Table 7.

Table 7. Paired Samples Test for general levels of moral problems, significant differences in

means, total sample.

Pair of variables t df p(2)
moral uncertainty frequency - moral distress frequency 3.675 62 .000
moral dilemma frequency - moral distress frequency 2.979 63 .004
moral dilemma frequency - moral dilemma intensity -2.390 63 .020
moral distress frequency - moral distress intensity -5.699 60 .000
moral uncertainty frequency - moral distress intensity -2.478 59 .016
moral distress frequency - moral dilemma intensity -4.499 63 .000
moral distress frequency - moral uncertainty intensity -4.259 61 .000
moral dilemma frequency - moral uncertainty intensity -2.200 61 .032
moral uncertainty score - moral uncertainty frequency 7.226 61 .000
moral uncertainty score - mor