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Abstract 

The research focus is to investigate the lived experience of moral distress for registered nurses who 

care for patients with chronic kidney disease. Incidence of chronic kidney disease is growing in 

Canada, and retaining skilled nephrology nurses is essential. As the disease progresses, and the 

patient and family suffer losses, the nurse accompanies them on their journey. The concept of 

moral distress has been investigated within several areas of nursing but there are few research 

studies focusing solely on nephrology. Guided by the philosophy of Husserl with analysis 

supported by Giorgi’s method, constituents and essences were rendered from the findings. The 

relational ethics theory was used as a structural framework. The purpose of this research is to 

extend a voice to nephrology nurses, and contribute to a moral community. The findings from this 

research will offer a thematic structure for understanding the lived experience of moral distress for 

nephrology nurses. 
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Definition of Terms 

A priori: “…can be known without experience of the specific course of events in the actual world” 

(Blackburn, 2008, p. 20).  

Advance care planning (ACP): “grounded in the ethical principles of patient autonomy and respect 

for persons” and “a process that involves ongoing reflection, understanding, discussion, and 

communication amongst a patient, their family, and healthcare staff for the purpose of clarifying 

values, treatment preferences, and goals for end of life care” (Davison, Holley, & Seymour, 2010, 

p. 50) 

Bracketing: “term used by Husserl to describe the process of thinking away the natural 

interpretation of an experience in order to concentrate on its intrinsic nature or phenomenology 

(also known as epoche)” (Blackburn, 2008, p. 46).  

Chronic Kidney Disease (CKD): “irreversible kidney damage or a glomerular filtration rate of less 

than 60ml/min/1.73m2 for three or more months, irrespective of cause” (Registered Nurses 

Association of Ontario [RNAO], 2009, p. 56).  

Epoche: “the suspension of belief that is one of the goals of sceptical argument” (Blackburn, 2008, 

p. 118).  

Essence: “a fact or entity that is universal, eternally unchanging over time, and absolute” (Walters, 

1995, p 792). 

 “…structures…that made the object identifiable as a particular type of object or experience, 

unique from others” (Edie, as cited in Laverty, 2003, p. 5).  
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Estimated glomerular filtration rate (eGFR): “an estimate of the filtering capacity of the 

kidneys...a decrease in eGFR indicates a decline in kidney function” (Registered Nurses 

Association of Ontario [RNAO], 2009, p. 56).  

Ethics: “the study of the concepts involved in practical reasoning: good, right, duty, obligation, 

virtue, freedom, rationality, choice.” (Blackburn, 2008, p. 121) 

 “the branch of philosophy that deals with questions of right and wrong, and ought and 

ought not in our interactions with others” (Oberle & Raffin Bouchal, 2009, p. 302).  

 “…publically stated and formal sets of rules or values, such as professional codes of ethics” 

(Jameton, 1984, p. 4). 

Hemodialysis (HD): “the removal of solutes and water from the circulating blood, across a 

semipermeable membrane...requires access to the circulation and may be carried out in either home 

or institutional setting” (Registered Nurses Association of Ontario [RNAO], 2009, p. 57). 

Lived experience: “…the reality to be concerned with-the experience as the individual is perceiving 

it” (Munhall, 2012, p. 128).  

Morals: (morality) “…based on notions such as duty, obligation, and principles of conduct” 

(Blackburn, 2008, p. 240).  

 “…refers to a set of values or principles to which one is personally committed” (Jameton, 

1984, p. 5).  

Moral Community: “…a group that works together to enact shared values” (Oberle & Raffin 

Bouchal, 2009, p. 303).  
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Moral Distress: “…arises when one knows the right thing to do, but institutional constraints make 

it nearly impossible to pursue the right course of action” (Jameton, 1984, p. 6).  

Moral Residue: “…the long-standing feelings of guilt, remorse, or inadequacy an individual 

experiences because of unresolved ethical conflicts or morally distressing situations” (Oberle & 

Raffin Bouchal, 2009, p. 304).  

Moral Sensitivity: “…a capacity to be addressed by the morally significant aspects of a particular 

situation…to be affected emotionally by the fact that a person is suffering…a cognitive aspect of 

understanding a situation morally” (Nortvedt, 2004, p 449).  

Nephrology Nurse: “…care for patients during the entire continuum of end stage renal failure; 

during  conservative management; throughout all modalities of dialytic intervention; during 

transplantation; during life and during death. We care for patients who require total care,  limited 

care, and self-care. We work in a variety of geographical locations, in hospitals, off-site facilities, 

satellite centres and in community centres. We care for patients and actively include family and 

others in the care process”. (Burrows, 2010, p. 1). 

Peritoneal dialysis (PD): “a method of renal replacement therapy...involves the transport of solutes 

and water across a membrane that separates two fluid-containing compartments” (Blake & 

Daugirdas, 2007, p. 323).  

Phenomenology: “...in our sense is the science of “origins” of the “mothers” of all cognition: and 

it is the maternal-ground of all philosophical method: to this ground and to the work in it, 

everything leads back” (Husserl, 1971/1980, as cited in Zichi Cohen & Omery, 1994, p. 136).  
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 “…is an umbrella term encompassing both a philosophical movement and a range of 

research approaches” (Finlay, 2008, p. 1).   

“…is like a mirror in that it celebrates reflection, where differences and the “particular” are 

unveiled” (Munhall, 2012, p. 126).  

Registered Nurse (RN): “…involves a formal assessment of credentials and granting of a license 

to practise…having graduated from a recognized nursing program…self-regulating to ensure 

accountability for practice…practice standards are designed to ensure nursing competence, which 

is the minimum standard for ethical practice” (Oberle & Raffin Bouchal, 2009, p. 83-84).  

Renal replacement therapy (RRT): “end-stage renal disease is inevitably fatal unless treated by 

renal replacement therapy” (Ansell, Risdale, Fergus, & Caskey, 2010, p. 7). 

 “treatment options...include renal transplant, peritoneal dialysis (PD), hemodialysis (HD), 

and conservative management” (Registered Nurses Association of Ontario [RNAO], 2009, p. 18. 
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Epigraph 

Don’t be ashamed to weep; ‘tis right to grieve. Tears are only water, and flowers, trees, and fruit 

cannot grow without water. But there must be sunlight also. A wounded heart will heal in time, 

and when it does, the memory and love of our lost ones is sealed inside to comfort us. 

Brian Jacques, Taggerung 
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CHAPTER 1 

Introduction 

There are some things you let go of, but there are things that you go to the wall for. I read a poster 

that there is a special place in hell for people who at times of injustice remain neutral. And that’s 

probably too good for them. [But] you choose your battles, and it’s better to do some good than 

waste all your energy in a battle that is doomed to fail, in a battle you cannot win. And so you give 

to those you can, and you have to back off from the other stuff. At least I have to back off from it 

because otherwise I could help no one. I think I would be destroyed by it. 

(Cleo in Austin, Rankel, Kagan, Bergum, & Lemermeyer, 2005, p. 207-208) 

The phenomenon of moral distress in nursing has been investigated for over 30 years by 

several researchers and authors. Prior to that, although not distinctly termed moral distress, in her 

journals, Florence Nightingale described disagreements about patient care and hospital conditions 

during her practice in the Crimean War (1853-1856) (Jameton, 2013). The phenomenon of moral 

distress in the practice area of nephrology has been shared anecdotally through stories and 

commentaries, but evidence in the form of nursing research is sparse, particularly in Canada. There 

are over two million Canadians who have chronic kidney disease (CKD) and with the rising trends 

in diabetes and obesity, this number is expected to grow in the coming years (The Kidney Foundation 

of Canada, 2013). Care of patients with CKD demands specialized knowledge and expert technical 

competency. The ethically potent care of patients with CKD presents issues that may cause moral 

distress for registered nurses. The purpose of this research investigation is to give Canadian 

nephrology nurses a voice, while mining the essences that best describe the experience of moral 
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distress from their perspective. A secondary purpose is to raise awareness and promote discussion 

about the presence of moral distress in the nephrology nursing specialty and contribute to a moral 

community.  

A Personal Story of Practice 

Just as any usual shift on the renal medicine inpatient unit normally ended, I was helping the 

patients returning from their evening hemodialysis runs to settle into bed. By ten o’clock at night, the 

CKD patients are exhausted and longing for quiet and rest. I had known Darren (named changed to 

provide anonymity) for about three years now, and had witnessed his slow deterioration as the 

relentless disease stole his strength and independence. Darren had just turned 41 that summer and I 

recall him looking decades older, yet I felt closely aligned with him as another young person. The 

porter wheeled him up from the hemodialysis unit downstairs and handed him into my care at the 

unit desk. I efficiently escorted Darren to his room in the back of the unit and positioned him next to 

his bed to be able to pivot transfer. Over a year ago Darren had fractured his leg as a result of renal 

osteodystrophy related to the changes in mineral metabolism in end stage renal failure. With the 

support of an air cast it had healed, albeit crooked in just over 14 months. Almost every system in 

Darren’s body was affected by the complex disease. He also suffered from diabetes and the resultant 

assault included neuropathy, retinopathy, and gastroparesis. He was obviously suffering physically 

and seeing him weak and dependent made me feel so helpless and sad. The physical suffering was 

nothing compared to his internal turmoil. His parents had passed away; his care-giving mother dying 

more recently leaving him on his own. His older brother was dying of brain cancer in a rural but 

distant hospital and his sister who was newly divorced with three small children needed him. He was 
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too weak to drive or live on his own at present and was held as a slave to his disease by the necessity 

of dialysis. 

  As I assisted him to lie down and get boosted up to lay his head on the pillow, he met me in 

eye contact. Usually patients who return from hemodialysis wish for a quiet and speedy exit to sleep. 

I had planned on this usual plan of care to provide the anti-emetic, narcotic analgesic and hypnotic 

sedative to help him settle. Darren reached out to me and asked for more. He said he didn’t know if 

he could continue. “On dialysis?” I said. “Ya” he said. I was caught off guard and unprepared. My 

judgement to just be silent and let Darren talk turned out to be the right choice. He didn’t hold back 

and exposed his vulnerability to me that night. I exposed myself emotionally and shared in his grief 

during the moment. As I sat beside his bed with only the night lights of the city shining in on us, all 

I did was listen. I felt anguish and sorrow for this young man who could not be who he wanted to be, 

who could not enjoy the richness of life because of this deplorable disease. Isn’t there something we 

can do? How can a person endure so much suffering? Ethically I felt like I was being pulled in two 

directions.  

Background of the Question 

Chronic Kidney Disease in Canada 

Who are the People Affected? 

An estimated two million Canadians have CKD, or are at risk of developing it; and most don’t 

know it (Kidney Foundation of Canada, 2013).  CKD is “irreversible kidney damage or a glomerular 

filtration rate of less than 60ml/min/1.73m2 for three or more months, irrespective of cause” 

(Registered Nurses Association of Ontario [RNAO], 2009, p. 56). The assault of the disease is silent 

as symptoms are not always obviously apparent to the patient until progression has reached stage 
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four of five in the disease, where only 15 to 29 percent of the kidney function remains (Kidney 

Foundation of Canada, 2013). Prior to this point in the disease, symptoms may be limited to feelings 

of tiredness, decreased appetite and itchiness, all seemingly innocuous (The Kidney Foundation of 

Canada). In Canada, the number of people being treated for end stage renal disease has more than 

tripled since 1992 (n=40,385) (Canadian Institute for Health Information (CIHI), 2013).  The Kidney 

Foundation of Canada reports that the incidence (new cases) of chronic kidney disease is climbing, 

directly related to the growing problems of diabetes and high blood pressure (2013). In 35 percent of 

end stage renal disease, diabetes is found to be the dominant cause, followed by renal vascular disease 

(16%) (CIHI, 2013). Obesity is one of the factors increasing diabetes rates and according to a 2006 

Canadian Institute for Health Information report, there are strong associations made between diabetes 

related end stage renal failure, obesity, and socioeconomic status (Canadian Association of 

Nephrology Nurses and Technologists (CANNT), 2008). People with low income are at greater risk 

of developing obesity, leading to diabetes and further increasing the risk of kidney failure (CIHI, 

2013).  

Kidney Function and Statistics 

Functioning kidneys are essential to survival; physiologically kidneys produce hormones to 

regulate blood pressure and stimulate red blood cell production, remove wastes from the blood, and 

manage water and electrolyte balance in the body. When chronic kidney disease enters the fifth stage 

(less than 15 percent kidney function), renal replacement therapy (RRT) is necessary to survive. 

Choices for RRT include peritoneal dialysis, hemodialysis, transplantation, (provided the person 

meets the requirements for candidacy) and conservative/supportive care (symptom management and 
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efforts to maintain comfort). Depending on their concurrent health conditions, capacity, age, and 

geographic location, applicable options for replacing the renal function are proposed. 

Statistics in Canada for people who were newly diagnosed in 2011 with end stage renal failure 

(the point when therapy is required to survive) include 1.1% (n=59) in the 0-19 year old age range; 

11.4% (n=628) in the age group of 20-44 year olds; 34.3% (n=1883) in the 45-64 year old group; 

25.2% (n=1385) in the 65-74 year range and finally 28% (n=1534) in the 75+ year old category 

(CIHI, 2013). The age range group of 45-64 year olds remains consistent over years of data as having 

the greatest number of new cases of end stage chronic kidney disease. By the end of 2011, there were 

497 Albertans that had reached the end stage of renal failure and were standing at the crossroads of 

these treatment decisions (CIHI).  

Local Challenges 

In early 2014 dialysis resources in Red Deer met full capacity with over 120 people with 

Chronic Kidney Disease (CKD) on hemodialysis (Ramsay, 2014, March 5). Dr. Kym Jim, one of two 

Nephrologists for the central region expressed the urgency of this situation stating that “we know the 

number of dialysis patients in Alberta doubles about every 10 years” (Ramsay) admitting to the need 

for an increase in resources to support this growing population. Dialysis is administered for patients 

using mobile dialysis machines on in-patient units in the Red Deer Regional Hospital Centre to free 

up spaces for the increasing demand of out-patients from the central region. Furthermore, out-patients 

who are well enough have been asked to travel to Stettler (80km) or Rocky Mountain House (86km) 

rather than their usual Red Deer site for dialysis to accommodate the explosion in demand for 

hemodialysis beds. As nephrology resources are necessitated at a steadily increasing rate, gaining an 
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understanding of the lived experience of moral distress from the nurses’ perspective will contribute 

to the body of knowledge that can be mined for creating the most supportive environments for them.  

Registered Nurses Who Work Closely with Patients Who Have Chronic Kidney Disease 

Description of the Nephrology Nurse Role 

Regardless of the treatment decision the patient and/or family make, registered nurses are 

integral caregivers in the journey, with the relationship often being established long before kidney 

function completely fails. Along with knowledge of the physiological changes and competency in 

the use of technology, nephrology nurses are experts in providing a caring and therapeutic 

environment for patients with chronic kidney disease and their families (Canadian Association of 

Nephrology Nurses and Technologists (CANNT), 2008). The specialty of nephrology nursing and 

the competencies associated are described as: 

 …care for patients during the entire continuum of end stage renal failure; during 

 conservative management; throughout all modalities of dialytic intervention; during 

 transplantation; during life and during death. We care for patients who require total care, 

 limited care, and self-care. We work in a variety of geographical locations, in hospitals, 

 off-site facilities, satellite centres and in community centres. We care for patients and 

 actively include family and others in the care process. (Burrows, 2010, p. 1)  

 

Nephrology nurses care for patients across the lifespan, and in varying degrees of health promotion, 

from illness prevention, management of acute, chronic, and end-of-life care (CANNT, 2008). The 

nature of the hemodialysis environment and the long-term relationships with patients who have 

chronic kidney disease is considered a “work-related stressor” (Ashker, Penprase, & Salman, 2012, 

p. 232). As Ashker, Penprase and Salman elaborate, the daily routine of the hemodialysis unit 

includes experiences with near death for the patients and therefore, reactive decisions for the nurses 

who work there. They go on to illustrate that it is not uncommon for raw emotion to be exposed and 

observed that the use of black humour as a coping mechanism was not unusual (Ashker, Penprase, 
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& Salman). It cannot be dismissed that a nurse-patient relationship in this context of care (the day to 

day redundancies of dialysis mixed with the physical and emotional assaults), must be built on a 

foundation of steadfast trust.  

Nephrology as a Nursing Specialty 

The specialty of nephrology nursing is founded on expert knowledge and skill attained by 

specialized education and supervised practice in the specific setting. According to Alberta Health 

Services (2014), the Southern Alberta Renal Program “offers specialized multidisciplinary staff, 

sophisticated equipment, and a full range of treatment options utilizing research-based, best practice 

standards” (p. 1). The knowledge of healthy renal physiology is complex, however this complexity 

is compounded as function of the kidney declines. Both patient education and medical management 

of kidney function must take place once the patient enters care. Blood pressure, anemia, bone and 

mineral metabolism, nutrition and diet therapy, diabetes (if warranted), and cardiovascular health are 

all closely monitored and managed as much as possible. As the declining function of the kidneys is 

monitored, plans for future care and renal replacement therapy (RRT) options are introduced; alerting 

the patient and family to the reality of an imminent life change. As the kidney function decreases to 

less than 15 percent function, RRT is necessary to survive (for most), frequently giving way to ethical 

conflicts that are wrought with tension and distress for the patients, families and healthcare providers. 

The principles of ethics of autonomy (the right to choose or decide for oneself) and beneficence (the 

drive to do good) can be in tension when the discussion about initiating or continuing hemodialysis 

is developing.  
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Population of Nephrology Nurses in Canada  

The exact figure of nephrology nurses is difficult to determine as being certified by the 

Canadian Nurses Association (CNA) as well as becoming a member of the Canadian Association of 

Nephrology Nurses and Technologists (CANNT) is voluntary. According to the Canadian Nurses 

Association (CNA) there were 1201 registered nurses who achieved CNA certification in nephrology, 

135 residing in Alberta (2013). Members of CANNT number 537, with 40 located in Alberta 

(CANNT, 2013). Registered nurses who work closely with patients and families who are living with 

chronic kidney disease may or may not call themselves nephrology nurses. Following completion of 

CNA certification requirements (exam and practice hours) registered nurses earn the title of 

nephrology nurse (CNA, 2010), however many who work with patients who have renal failure are 

not certified and do not use the title.  For the purpose of this research investigation, any registered 

nurse working consistently with adult patients who have end stage chronic kidney disease (CKD) in 

an acute care setting are of interest. The specialty name nephrology nurse will be used to define this 

collection of nurses. 

Relationship between Nephrology Nurses and Patients with Chronic Kidney Disease 

Redman and Fry (2000) support the idea that the professional relationships established 

between nurses and patients are profound. “Nurses enter into relationships with patients and their 

families, and typically engage in more continuous interaction than any other member of the 

healthcare team” (Redman & Fry, 2000, p.360).  The relationship that is forged between a nephrology 

nurse and patient with chronic kidney disease (CKD) is often long-term and intense. As the patient 

experiences the devastation of learning their life is forever going to change, and as they begin to 

understand what this will mean for them and their family, the nephrology nurse is both an observer 



9 
 

and a character in the story.  Bednarski (cited in Ashker, Penprase, & Salman, 2012) notes that 

monitoring disease progression, depression, physical setbacks, and witnessing numerous near-death 

events affects nurses, and may give rise to their own vulnerabilities and illuminate their losses. One 

may question whether this relationship is unique to nephrology nurses and their patients; an assertion 

could be made that similar close relationships exist in oncology nursing with patients who have 

cancer, or for long term care nurses and their residents. As the patient with CKD suffers both 

physically and emotionally over the course of years, the nephrology nurse who witnesses these 

deteriorations is imprinted empathetically; with lasting memories and genuine concern for those they 

care for. As the chronic disease progresses, there is deterioration of body and in many cases mind. 

Over time (years), the relationship is built on numerous sorrows and an intimate exchange of human 

experiences. As life continues, both share and endure the disappointments in what the patient had 

expected in life; contrasted with their dreams for the future.  Ashker, Penprase, and Salman (2012) 

suggest the uniqueness of the hemodialysis setting is due to the concert of demands from the 

advanced equipment and technology, the lengthy patient relationships, and the continual observing 

of patient’s physical and mental regression, which sets them apart from nurses working in other 

general care environments.  

Hamric, Davis, and Childress (2006) suggest consequences of nurse moral distress for 

patients and families may include fragmented care as a result of caregiver frustration as well as 

emotionally withdrawn nurses who lack engagement as a result of anger, guilt, or depression. An 

effect of broken nursing care has potential to negatively impact patient safety. Moral distress of 

nephrology nurses that is concealed could conceivably have detrimental radiative effects for patients, 

families, fellow nurse colleagues, and the health care system. Research into the moral distress of 
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registered nurses is in no way meant to detract from the acknowledgement that patients and families 

who have CKD encounter immeasurable suffering, but is intended to investigate a phenomenon so 

that improvements can be made to the environments where nurses work and in turn, patients and 

families will benefit.  

Statement of Purpose 

The purpose of this study is to describe the phenomenon of moral distress for registered nurses 

who work with patients that have end stage chronic kidney disease.  Extending a voice to the nurses 

that work in the specialty of nephrology will draw attention to the issue and help to uncover the 

essences that are woven into the phenomenon moral distress. An additional purpose of the research 

investigation is to contribute to a moral community where “ethical values are made explicit and 

shared, where ethical values direct action, and where individuals feel safe to be heard” (Storch, 

Rodney, & Starzomski, 2004, p. 217). The findings of this study have the potential of uncovering 

some of the mysteries of this ethical topic in the context of nephrology nursing so that nurses and 

consequently patients can benefit from the discussion. 

Research Question 

The research question that inspired this phenomenological study was: What is the lived 

experience of moral distress for nephrology nurses who care for patients with end stage chronic 

kidney disease? Investigation of this phenomenon from the experience of the registered nurse who 

directly cares for the patient with CKD will help to shed light on this professional relationship, the 

complex illness, and the ethical nuances imbedded within. 
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Assumptions Embedded in the Research Question 

The lived experience is a principle of phenomenology where the participant shares what it is 

like for them to live through that point in time. As with most qualitative and quantitative forms of 

science, the results are unknown prior to the study. In this case, to stay true to the method, the results 

are neither predicted nor anticipated in order to be open to what transpires; for that point in time it is 

a discovery, an exploration of the “lifeworld” (Munhall, 2012, p. 129) of the participant.  

Within the specialty of nephrology nursing, there are sub-specialties organized by treatment 

(or absence of treatment) branch: chronic kidney disease clinic (sometimes called pre-renal clinic, or 

renal-insufficiency clinic), transplant, hemodialysis, peritoneal dialysis, in-patient renal medicine, 

and conservative care (leading to palliative care). The experience of working within these sub-

specialties is acknowledged as having an impact on the lived experience of the registered nurse and 

shaping their reaction to the exposure of certain scenarios. 

 Nursing and ethics are interwoven, and the specialty area of nephrology is no different. Where 

decisions about life and death exist, so do ethical conflict, and the medical specialty of nephrology 

is wrought with matters of the like. Moral distress may be the unintended result of ethical dilemmas 

and related decisions involving the care of patients with CKD. Chronic kidney disease (CKD) is 

damage to the kidney(s) lasting more than three months, where that damage is permanent. No matter 

what the etiology is, the kidney function declines (at various rates) and the disease is known as 

degenerative. Chronic by definition means 1) constant; habitual; inveterate. 2) continuing a long 

time or recurring frequently. The origin of the word lies in the Greek language with a meaning 

equivalent to time (Dictionary.com, 2013). The disease does not go away, meaning the patient with 
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CKD is perpetually dependant on the healthcare system and health care professionals for life 

sustaining treatment.  

Summary 

As the population of Canadians with CKD grows, the reliance on skilled professionals to care 

for them climbs concurrently. Nurses with specialized nephrology experience are the healthcare 

professionals that walk along-side patients with CKD. This journey often takes place over the course 

of years, and during that time complex and ethical decisions have to be made. Sometimes when 

ethical dilemmas are competing, moral distress is a result. The researcher is interested in investigating 

the lived experience of moral distress for registered nurses during their encounters with CKD 

patients. In chapter two, the author will offer an overview of the existing literature related to both 

moral distress as a general concept, and more specifically how it relates to nephrology nursing in 

Canada. Chapter three will introduce the reader to the descriptive phenomenology methodology of 

this investigation; as well as explain the philosophy, and the analysis method that was used to take 

in and digest the results. A detailed description of the data collection strategies, and protective ethical 

considerations that were adhered to, and analysis of trustworthiness will also be described. Chapter 

four delivers a picture of the findings, where the reader will be introduced to each participant, the 

overarching themes, and constituents discovered. In chapter five, the author will share the essences 

derived from the findings and in relationship to the existing literature, set out to discover new 

meaning, as well as reinforce current understanding. Future implications for practice, strengths and 

limitations, and recommendations for future discovery will also be discussed in this final chapter. 
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CHAPTER 2 

Literature Review 

Defining Moral Distress 

Moral distress is a concept grounded in ethics, brought to life by the lived experience of the 

phenomenon. Etymological dissection of the words contributes to further understanding of the 

complex phenomenon. According to the etymological dictionary, the word moral originates in mid-

fourteenth century Old French language meaning “pertaining to character or temperament”, which is 

rooted in the Latin moralis, “proper behaviour of a person in society” coming from the Greek ethikos 

“one’s disposition” (Etymological Dictionary [online], n.d.).  

The term distress originates in the late thirteenth century from the Old French word destresse. 

From the Vulgar Latin word districia meaning “restraint, affliction, narrowness, distress”, seeded 

from the Latin districtus, past participle of distringere meaning “draw apart, hinder” and also in 

Medieval Latin meaning to “compel, coerce”. The literal meaning of dis is ‘apart” and stringere is 

‘draw tight, press together” (Etymological Dictionary [online]). Together the words link to describe 

a concept that is illustrated by the human drive to do good, being interrupted by an internal or external 

source and the subject is pulled apart and left with resultant regret (Wyld, 2010a).  

In his seminal work, philosopher Andrew Jameton defined moral distress as “when one 

knows the right thing to do, but institutional constraints make it nearly impossible to pursue the right 

course of action” (Jameton, 1984, p.6). Jameton’s description of moral distress, where one knows or 

thinks they know the right course of action made an important distinction between that and an ethical 

dilemma, where one does not know the right course of action. Perhaps of highest importance, Jameton 

captured the desire to do that which is good in stating, “compassion for ill and dying patients, 
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protection of vulnerable clients, health education, and skillful treatment of the sick are all basic 

human goods that express our idealism about the ability of human beings to care for each other” 

(1984, p. 294).   

Following her 2002 doctoral dissertation, Hanna continued to investigate the lived experience 

of moral distress for registered nurses assisting in elective abortions, seeking reduction of the concept 

moral distress down to the essences (Hanna, 2005). The findings from her sustained work led her to 

reject Jameton’s former definition of moral distress as an employee/employer conflict and to describe 

a foundational meaning of moral distress as “an act of interior aversion which occurs with the 

perception of harm to an objective good” (Hanna, 2005, p. 119).  

The Canadian Nurses Association (CNA) states “ethical (or moral) distress arises in situations 

where nurses know or believe they know the right thing to do, but for various reasons (including fear 

or circumstances beyond their control) do not or cannot take the right action or prevent a particular 

harm” (2008, p. 6). This definition is included in the Code of Ethics for Registered Nurses to be used 

as a reference tool to help identify the problem and promote conversations in places where nurses 

work. Conflicts in nursing values and ethical responsibilities such as “promoting health and well-

being” (working with people to help them attain their highest level of health and well being) with 

“preserving dignity” (recognize and respect the intrinsic worth of each person) may be at the core of 

moral distress, leaving registered nurses at a tug of war with themselves and/or others (CNA,2008).  

Ethics and Morals 

Dissection of the terms ethics and morals is necessary to establish clarity before plunging into 

the moral distress literature. According to Storch (2004), ethics originates in ancient Greek language 

meaning “pertaining to custom and habit” and morals and morality are derived from Latin meaning 
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“custom or habit” (p. 3), therefore she authorized interchangeable use. Jameton (1984) delineates the 

terms ethics and morals in two ways illustrating contrasts between “professional and personal” and 

“commitment and inquiry” (p.4). He notes that ethics is often a professional or societal organization 

of rules or values citing the example of a nursing association’s code of ethics (Jameton, 1984). Ethics 

are frequently stated formally and publically. In contrast, morals are more personal; internally housed 

and therefore often kept isolated and private. An example Jameton (1984) uses to describe the 

personal connection to morals is one’s belief in the Golden Rule: “do unto others as you would have 

them do unto you” (p.5). Evidence of a daily commitment to that which is right, whether professional 

or personal is described as morals according to Jameton. When we study or question our principles 

and values, Jameton believes ethics is the focus and such analysis informs our dynamic morals 

(1984).  

Moral Sensitivity 

For moral distress to be experienced, one must have sensitivity for that which is moral. 

Interestingly, moral has different meanings for people around the world. Depending on where one 

lives in the world and the circumstances of the context within which they live (or once lived), that 

which is moral can shift. Assuming the ethical principles that guide the care of patients are upheld, 

for a registered nurse, that which is moral is aligned with that which is ethical. Per Nortvedt (2004) 

notes that “moral sensitivity is a capacity to be addressed by the morally significant aspects of a 

particular situation” (p.449). Nortvedt describes that being addressed means emotionally, 

cognitively, and theoretically.  Austin, Rankel, Kagan, Bergum, and Lemermeyer (2005) explain that 

“without a sense of responsibility or obligation, one will not experience moral distress” (p.201). 

Lacking knowledge of ethical principles, encountering a difficult patient situation may be 
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emotionally distressing but, perhaps not morally distressing. Hamric, Davis, and Childress (2006) 

ascertain that moral distress is emotionally distressing but if personal or professional values are not 

violated, the experience is not authentic moral distress. The continual assertion to do good and do no 

harm both make moral distress likely and are results of moral distress. Bauman (1993) suggests that 

to be ethical, anxiety and unrest are essential, “the moral self is a self always haunted by the suspicion 

that it is not moral enough” (p. 80).  

Comprehensive Literature Review Process 

 

 A literature search was conducted on April 28, 2016 to obtain an overview of the current 

breadth of peer-reviewed articles housed within the Cumulative Index to Nursing and Allied Health 

Literature (CINAHL); MEDLINE (OVID); and PubMed databases related to the topic of interest. 

Search terms moral distress were entered and yielded 595 results stored within the CINAHL 

database. Of the results generated, growing representation internationally was evident with published 

work from Israel, Sweden, Brazil, Iran, Uganda, Ireland, Jordan and especially New Zealand. Results 

reflect both non-nursing and nursing specialties in the findings. Examples of non-nursing areas where 

moral distress is studied include pharmacy, health systems managers, respiratory technologists, 

medical students, sibling stem cell donors, and psychologists. Within nursing, a plethora of 

specialties are described as experiencing moral distress including areas of intensive care, critical care, 

oncology, palliative care, adolescent mental health, emergency, psychiatry, homecare, military, long 

term care, and neonatal intensive care among others. There were 495 articles within the MEDLINE 

(OVID) database and 1190 in the PubMed collection. 

 To limit the literature search, the terms moral distress and nephrology were entered, only 

yielding two articles in CINAHL, one in MEDLINE (OVID), and five in PubMed. There were zero 
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results in all three databases when Canada was included in the search with moral distress and 

nephrology. Search terms Moral distress and Canada together generated 13 peer-reviewed scholarly 

articles within CINAHL, some of which contain relevant information, but none that are specifically 

targeted at patients with chronic kidney disease or the nurses that care for them. In all combinations 

of search terms (moral distress, nephrology, Canada, ethics, renal, kidney), literature pertaining to 

this topic is lacking, giving an opportunity to fill in this gap and recognize nephrology nurses.  

 A specific search of the Canadian Association of Nephrology Nurses and Technologists 

(CANNT) Journal was completed to determine if literature about moral distress pertaining directly 

to nephrology nurses exists. It was noted that the CANNT Journal is linked with CINAHL so all 

academic journal articles are kept there as well. Results from the search located three (previously 

located) items related to but not specifically about the moral distress of nephrology nurses. 

 A search of the American Nephrology Nurses Association (ANNA) Journal with moral 

distress entered located one article. When ethics was entered, three results were derived with only 

one being marginally related to moral distress of nephrology nurses.  When nephrology nurse was 

searched, 76 results were shown with a few distantly related to the topic of study.  

 Although not completely absent in the literature, the literature search illustrates that research 

about the moral distress of nephrology nurses caring for patients who have chronic kidney disease is 

meager. Research related to moral distress in other disciplines and other nursing specialties has value 

and meaning can be extrapolated to inform the nephrology nursing context, however there is great 

opportunity to give Canadian nephrology nurses a voice to talk about their lived experience and to 

contribute to foundational literature. In the following section, literature procured is organized 
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chronologically, and the general literature about moral distress is noted to develop over time from a 

concept that focused on the individual nurse, to one of complex systems.  

 Moral Distress at the Ground Level 

Following Jameton’s (1984) initial work on the topic of moral distress, in 1987 Wilkinson 

began the process of researching moral distress in numerous work settings. She argued that because 

nurses are intimately involved with the “fundamental human events of life’s process, they encounter 

the many moral and ethical issues surrounding these events” (Wilkinson, 1987/88, p. 16). 

Accordingly, the life situations intrinsic in the work nurses do are “births, deaths, and suffering” 

(Wilkinson, 1987/88 p.16). Being in close proximity with people across the lifespan, and witnessing 

or sharing in their experience, makes moral distress probable for nurses. The definition of moral 

distress was elaborated on by Wilkinson (1987/88) 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” (p. 16). Like an inaction reaction, moral 

distress from this perspective is summarized by when you should have, but didn’t, and now you feel 

poorly about it. Gleaned from investigating 24 registered nurses from a variety of specialties, findings 

from this phenomenological research investigation included morally distressing patient care 

situations such as “prolonging life”; “performing unnecessary tests and treatments”; “situations 

involving lying to patients”; and “incompetent/inadequate treatment by a physician”. (Wilkinson, 

1987/88, p. 20). Moral distress is characterized by physical and psychological effects and nurses 

burdened by this phenomenon, in the absence of coping mechanisms are affected in their ability to 

do their work. Wilkinson suggests when their ability to work to their full potential is limited under 

the circumstances of moral distress, patient care suffers.  
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Nephrology Nurses Experience of Moral Distress 

Redman, Hill, and Fry (1997) used a descriptive survey design to “explore associated 

demographic, educational, and practice setting factors associated with these ethical conflicts” (p.23). 

Perhaps as a precursor to moral distress, ethical conflict is described as a collision of values, where 

differences on the nephrology healthcare team result in disagreement (Redman, Hill, & Fry). They 

set out to determine if there were demographic, educational or practice setting characteristics that 

correlated with findings of the Moral Conflict Questionnaire (Fry 1990). Results of their study 

illustrated a majority (69%) of the ethical conflict on the nephrology team resulted from decisions 

about initiation and discontinuation of dialysis (Redman et al.).  

In 2000, Redman and Fry published a research investigation titled Nurses’ Ethical Conflicts: 

What is Really Known About Them? investigating the specialty area of nephrology. They suggest 

“the goals of nursing care are always to promote health and to help individuals to cope with illness” 

(Redman & Fry, 2000, p. 360). Supported from previous research, they determined the practice 

setting of dialysis was ethically burdensome for nephrology nurses; initiation and discontinuation of 

dialysis garnering the greatest conflict. Participants in the study recounted memorable examples of 

dialyzing terminally ill patients who had cancer, patients with multisystem organ failure, and patients 

who were comatose (Redman & Fry). In conflict with their promise to care for and protect patients, 

these situations caused the participants to describe dialysis as “prolonging a painful death” (Redman 

& Fry, 2000, p.363). The nephrology nurses studied said that the ethical conflicts were left 

unresolved, or only resolved when the patient died (Redman & Fry). Although the phenomenon 

investigated is named moral conflict, the nurses report knowing the ethical principle in tension, they 

describe being left with regret following patient care (dialysis), and to attain resolution some nurses 
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left the practice setting; illustrating some similarities in the literature with the phenomenon of moral 

distress.  

Development and Evaluation of a Moral Distress Scale 

Corley, Elswick, Gorman, and Clor (2001) were leaders in the moral distress literature for 

distilling existing evidence and designing a scale called the Moral Distress Scale (MDS) that would 

go on to be the most reliably used tool to measure moral distress for a number of years. Corley and 

her colleague Selig (in 1994) first attempted to quantify moral distress using a one-item visual 

analogue scale, quickly finding that the complexity of the phenomena was too great to capture in a 

single question (Corley, 2002). They worked with the purpose to develop “an instrument to 

understand nurse’s moral distress and its consequences to professional practice” (Corley, et al., 2001, 

p. 250). Their work was based on Jameton’s concept of reactive moral distress, encountered when 

people do not act on their initial distress (Corley, et al.).  Comparable to Wilkinson’s (1987/88) 

findings, 23 of the 214 (11%) nurses surveyed said they had left a position previously because of 

moral distress, however there was no correlation between having left a position due to moral distress 

and having a higher risk of experiencing moral distress again (Corley, et al.). The MDS is organized 

in three sections (factors) labeled individual responsibility, not in patient’s best interest and deception 

with related items under those themes.  

The MDS was developed, tested, and has been subsequently used in quantitative research of 

moral distress in various nurse population, however it is not a fit in all health care systems. 

Application of all the MDS items in Canada has limitations as there are questions directly related to 

patient’s inability to pay for medical services required, and administrative procedures related to 

insurance companies that stifle the ability to provide care. In a study by Pauly, Varcoe, Storch, and 
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Newton (2009), the items directly related to the American healthcare system were removed with 

consultation and permission provided by Corley.  

Corley, et al. (2001) ascertain moral distress in nursing occurs as a result of role conflict, 

where a nurse has more responsibility than rights or power. The findings from Factor 1, individual 

responsibility, illustrate “because of institutional constraints, their values do not consistently direct 

their behaviour” (Corley, et al., 2001, p. 254). Following physician orders when they are questioned 

by the nurse could be perceived as both an institutional constraint (culture of obedience), and an 

interprofessional constraint. In the moral distress literature, constraints are characterized as either 

internal or external with no explicit mention of interprofessional constraints.  

Nurse Moral Distress: A Proposed Theory and Research Agenda. 

In 2002, following the work on creating the Moral Distress Scale (MDS) Corley published a 

proposed theory and research agenda pertaining to nurse’s moral distress. A complex analysis and 

synthesis of the literature was produced to guide future work on the subject. As Jameton and 

Wilkinson started to do before her, Corley (2002) began thinking of moral distress as a complex 

organizational phenomenon that bears pressure from internal and external sources characterizing it 

as “inescapable” (p.636). Factors present in her analysis of organizations include work culture, 

relationships and collaboration, ethical environment, nurses as moral agents, and autonomy in 

decisions (Corley).  

Analysis of the literature related to moral distress helped to clearly describe the concept and 

set it apart from other closely related yet unique concepts such as moral commitment, moral 

sensitivity, moral autonomy, moral sense making, moral judgement, moral conflict, moral 

competency and moral certainty. Corley illustrates the interconnected relationships of these concepts 
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to moral distress using a model and explains how they may precede the experience of moral distress. 

Corley defends the position that morals and moral behaviour are complex, supported by Rest (1986) 

and Pierce (1989) who “emphasize that the psychological processes preceding moral behaviour are 

integrated and dynamic, rather than linear.” (2002, p.645). Corley’s theory links moral distress to 

nurse burnout and dissatisfaction, leading to eventual attrition.  

Effect on nurses. 

Nurses who experience moral distress may be host to a multitude of emotions and symptoms. 

When one knows the ethically right course of action but cannot act, it wears on the individual 

psychologically and physically with effects ranging from embarrassment to resentment, and nausea 

to nightmares. Carrying anger, anxiety, guilt, and dread becomes burdensome and over time, nurses 

may grow weary. Withdrawal and disengagement take place presenting like burnout, reducing the 

quality and safety of patient care; followed by changing specialty areas, and for some, eventual exit 

from the nursing profession.  

“Moral conflict is a situation involving a clash of moral values concerning what is the morally 

right action to take” (Corley, 2002, p. 646). Corley (2002) suggests that nurses have a greater 

likelihood of experiencing moral conflict if they believe that they are patient advocates, feel their 

values are being violated, have limited choices, and have an established professional relationship 

with patients who are experiencing pain and suffering. Paired with role conflict, moral conflict further 

binds the nurse in; tensions with role responsibilities and power are present, while values within a 

context collide. The characteristics contributing to moral conflict may be present in the nursing 

specialty of nephrology and according to the theoretical analysis by Corley, moral conflict heightens 

the probability of moral distress.  
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Organizational effects. 

Findings in the literature circulated prior to 2002 led Corley to identify common sources of 

moral distress for nurses as “harm to patients in the form of pain and suffering, the treatment of 

patients as objects when meeting institutional requirements, health policy constraints, medical 

prolongation of dying without letting the patient or the family know about choices concerning care, 

the definition of brain death, inadequate staffing, and the effects of cost containment” (p. 639). Moral 

distress is sometimes a result of external constraints where institutional culture dictates the moral 

environment. Corley collected evidence that suggested hospital environments are hotbeds for stress 

and anxiety.  

Corley notes that while external constraints may fuel moral distress, the result of moral 

distress on nurses affects organizations in a detrimental way. An illustration of the system link to 

moral distress follows: 

Nursing’s problems are systematic: what nurses see as ethical problems arise in predictable 

settings, over and over again; they are not random events. 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. (Hardingham, 2004, p. 130) 

 

Moral distress impacts an organization by encouraging “higher nurse turnover, decreased quality of 

care and low patient satisfaction” which eventually may lead to “difficulty recruiting” and effects on 

“reputation and accreditation” (Corley, 2002, p. 644). Moral distress will be experienced to a lesser 

extent in ethically complex situations when collaboration and trusting relationships with physicians 

are encouraged (Corley).  
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Effect on patients. 

Nurses who experience moral distress will either behave toward their patients by 

demonstrating intent that is “over-solicitous” or intense to make up for the perceived transgression, 

or more frequently noted, act in a way that avoids the patient; escaping from the frustration, anger 

and guilt that surrounds the distress (Corley). Depending on the moral awareness of the individual 

and available resources to them, the effect on the patient could swing from positive to negative. 

Corley summarized literature that suggests moral distress has benefits and analyzed the findings to 

inform positive change. If the assumption is made that moral distress is an inevitable phenomena of 

nursing, lessons from living the experience can be learned. Benner (1991 in Corley, 2002) suggests 

that the relationship between nurse and patient is so complex, “there is no way to get it right, without 

sometimes getting it wrong” (p. 641).  

 Registered Nurse Moral Distress and Ethical Work Environment and Climate 

Corley, Minick, Elswick, and Jacobs (2005) returned to the moral distress field of research 

with the purpose to “determine if ethical work environment was related to nurse moral distress 

intensity and frequency; to explore the relationship of demographics to moral distress intensity and 

frequency; and to check if nurses had left a position because of moral distress” (p. 384). McDaniel 

(1998 cited in Corley, et al., 2005) “described an ethical environment as one in which ethical values 

guide behaviour, including setting priorities that provide for the ethical treatment of patients” (p. 

383).  

The research investigation determined that nurses (25.5%) report having left positions 

because of moral distress, whereas in former studies this was only hypothesized as a problem (Corley, 

et al., 2005, p. 387). The ethical environment is illustrated as a matrix where the nurse is directly or 
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indirectly affected by the system around them. As gathered from their literature review, Corley, et al. 

(2005) suggest that nurses were more likely to engage in ethical dilemma resolution if it was 

perceived they could influence their environment for the benefit of their patients. Contrarily there 

was evidence that nurses would compromise their values if they felt they had to align with “hospital 

rules” (Corley, et al., 2005, p. 383). Hardingham (2004), describes a moral community where there 

is “coherence between what a healthcare organization publicly professes to be, and what employees, 

patients and others both witness and participate in” (p. 132). In an authentic ethically supportive 

environment, the organization recognizes the existence of moral uncertainty and believes in the 

reality of moral distress; welcomes identification of ethical dilemmas; nurses engage in discussion, 

and are met in a respectful collaborative manner.  

Pauly, Varcoe, Storch, and Newton (2009) published a research investigation about 

perceptions of moral distress and ethical climate. The purpose of their research was threefold: “to 

describe nurses’ perceptions of the degree of and extent of moral distress; perceptions of the state of 

the ethical climate; and the relationship between moral distress and ethical climate” (p. 564).  Using 

Corley, Elswick, Gorman and Clor’s (2001) Moral Distress Scale (MDS) (modified for relevancy in 

Canada) and Olson’s Hospital Ethical Climate Survey (HECS) (1998) results were analysed related 

to the work environment and nurses’ perceptions of moral distress. 

As noted in previous research study findings, the item with the highest mean intensity score 

was “work with levels of registered nurse staffing that I consider unsafe” (Pauly, et al., 2009, p. 566-

567). It was found that nurses did not experience moral distress frequently (mean 1.31 on a 0-6 Likert 

scale), but when they did it was intense (mean 3.88 on 0-6 Likert scale) (Pauly, et al., 2009). The 

correlation of moral distress frequency with moral distress intensity was significant (r=0.412 at 
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P<0.01) (Pauly et al., 2009). Ethical climate was inversely correlated with moral distress, meaning 

that if the ethical climate was positive, the moral distress scores would be lower (Pauly et al.). As the 

understanding of systems advances, there is a shift from pointing to individual nurses as failing 

because of their personal vulnerabilities to gaining an appreciation for the organizational factors that 

contribute to moral distress. Pauly et al. hypothesized that as the nursing shortage advances, 

recruitment and retention of nurses to quality work environments with positive ethical climates will 

be of great importance. The authors posit that the findings may hold clinical significance related to 

the inverse correlation of moral distress and ethical climate (Pauly et al.).  

Following the aforementioned study, Varcoe, Pauly, Storch, Newton, and Makaroff (2012) 

returned to the qualitative data they generated in the 2009 research. The objective of the first three 

open-ended questions they asked was generating descriptions of situations in which moral distress 

was experienced. A definition of moral distress was provided following the question. Findings for 

situations where moral distress was experienced included two types: system issues or individual 

cases. The system issues were generally about issues of workload demand and incompetence of self 

or other healthcare providers (Varcoe, Pauly, Storch et. al). The individual situations described 

witnessing unnecessary suffering, compromising one’s morals, and observing negative judgements 

about patients and/or their families (Varcoe, Pauly, Storch et. al). After asking about situations where 

they have experienced moral distress, they investigated if the nurse then acted and if she/he perceived 

their action to be effective.  

What was quite interesting in the paper discussion was that although a great majority of nurses 

demonstrated they took action during or following the situation, their actions were largely 
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unsuccessful in resolution of the problem (Varcoe, Pauly, Storch et. al). The definition they inserted 

in the survey following the first question included the statement of inability to act (“Moral distress 

is defined as a painful feeling and/or psychological disequilibrium caused by a situation where you 

believe you know the ethically appropriate action to take and you believe you cannot carry out that 

action because of institutional obstacles, such as lack of time, supervisory disinterest, medical power, 

institution policy, or legal limits” Varcoe, Pauly, Storch et. al, 2012, p. 490). The authors maintain 

the concept of powerlessness was present informally in some of the nurses’ written answers and may 

have much to do with the solution to moral distress within the hierarchical health-care system 

(Varcoe, Pauly, Storch, et al.). Perpetuated by the inability to be effective in one’s actions may 

contribute to nurses’ withdrawing and avoiding morally distressing contexts. So, much like Corley, 

et al. (2005), if the ethical environment was not hospitable to raising questions about patient care, or 

advocating for the ethically right option, nurses may have acted, but would often fade out in their 

efforts.  

The Lived Experience of Moral Distress: An Isolated Example 

Qualitative investigation of moral distress is not frequently documented, as previously 

mentioned, however Hanna investigated the lived experience of moral distress for registered nurses 

assisting with elective abortions by fusing the Roy Adaptation Model (RAM) of nursing and the 

philosophy of Wojtyla/John Paul II to describe the phenomenon (Hanna, 2005). The research 

suggested that there could be various levels of intensity of moral distress depending on the time 

relationship to the incident. What is interesting in this account is that over time the nurses who 

continued on in the work environment, developed chronic attributes of moral distress, with protective 

mechanisms to armour themselves as they continued with the work.  



28 
 

Hanna describes perception as “an essential property of moral distress” (2005, p. 106). 

Perception is an “immediate or intuitive recognition or appreciation; an act of apprehending by means 

of the senses or of the mind” (Dictionary.com, 2013). The investigation by Hanna attempts to take 

some steps back in order to look forward; to uncover the essences inherent in the phenomenon. Hanna 

interviewed 10 registered nurses (three times) who assisted with legal, elective abortions in the 

United States. From the transcribed interviews, the description of the nurses’ moral distress was 

distilled to reflect the phenomenon and their personal experience with it. Moral distress was typified 

into three subsets: shocked moral distress; muted moral distress; and suppressed moral distress 

(Hanna). Data gathered in this qualitative manner is foundational for understanding the concept. In 

addition to the types of moral distress, Hanna collected participant accounts of the physical and 

emotional symptoms of the phenomenon.  

In shocked moral distress, the nurses described fight or flight responses, where adrenaline 

surged and the “internal aversion” moment was like a repellant to that which was perceived as the 

harmful event, demonstrated in “intense anger, fear, disbelief or panic” (Hanna, 2005, p. 112). Muted 

moral distress “always included an exterior silence with interior self-conversation” and the nurse felt 

a sense of shock, suffered with headaches, gastrointestinal upset, and exhaustion (Hanna, 2005, p. 

112). Hanna describes suppressed moral distress as the chronic or persistent condition where the 

nurse has acted in a certain way to protect herself, works to block the pain, and essentially buries the 

insult (Hanna). The body reacts somatically to the moral distress over an extended period of time 

with documented examples of fatigue, depression, migraine headaches, gastrointestinal upset, 

sleeplessness, and loss of appetite (Hanna).  
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From the investigation, Hanna hypothesized three additional types of moral distress: 

Evolving, Logically absent, and Pathologically absent. In her published literature, Hanna limits her 

hypotheses of these types of moral distress and notes further research is needed and following a brief 

literature search, no evidence of published follow-up is found to exist. Perhaps, after years of moral 

distress, one’s moral values can evolve and change as Hanna documented nurses moving from a pro-

choice stance to a pro-life position. Application in nephrology nursing practice may equate to a shift 

from pro-dialysis or life-saving measures to a position of conservative care and avoidance of 

technology, or vice versa.  

Exploring the Moral Distress of Registered Nurses: Focus on Nephrology Issues 

Zuzelo (2007) studied a convenience sample of 100 registered nurses in a US health care 

network of hospitals “to identify types and frequencies of patient care situations that evoke moral 

distress” (p. 348) using Corley, Elswick, Gorman and Clor’s Moral Distress Scale (MDS). In 

Zuzelo’s research investigation, the practice environment is hypothesized to directly affect nurses’ 

moral distress. Comparable to an ecosystem, everything in the surrounding environment is connected 

and eventually affects the nurse (and visa versa), whether it be a favourable or a detrimental effect. 

As Jameton (1984) first suggested, external constraints act as if to hold the nurse from acting in the 

ethically right way, and findings from Zuzelo’s study echoes this point.  

Relevance to nephrology nursing, themes extracted from the qualitative portion of the 

research include “resenting physician reluctance to address death and dying” and “worrying that 

quality of life issues are ignored during decision making” (Zuzelo, 2007, p.354-355). When 

physicians issue the orders for patient care, and when differing values compete, the nurse is left with 

the regret after he\she processes the orders. In the study, a nurse illustrates a patient care example 
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where the physician decided to initiate hemodialysis on a patient with no family, who was immobile, 

anorexic, and taking no fluids. Dialysis lasted for months, essentially keeping the person alive. As a 

direct result of physician reluctance to accept a patient’s death, the nurses believed that patients 

suffered needlessly (Zuzelo, 2007). A second example of dialysis being applied inappropriately is 

recounted by a nurse in the study:  

I had a patient with no family who had dementia and lived in a nursing home. He was started 

on dialysis even though the prognosis was not good and there would be no improvement in 

the quality of his life. There was no consent of any kind but it was classified as an emergency. 

(Zuzelo, 2007, pp. 355) 

 

One solution to reduce the use of inappropriate medical interventions suggested by some of the  

 

nurses in the study was through the use of ethics consultation with an ethicist. The nurses  

 

maintained that access to the ethicist in a timely manner was a challenge and regardless of day or  

 

night shift, they felt it was important to have that support (Zuzelo).  

 

Rice, Rady, Hamric, Verheijde, and Pendergast (2008) studied 260 medical/surgical 

(cardiology, oncology, and neurology) nurses “to determine the prevalence and contributing factors 

of moral distress in medical and surgical nurses” (p. 361).  Using Corley, Elswick, Glorman and 

Clor’s (2001) Moral Distress Scale in which reliability and validity had been established, the findings 

demonstrated that an increase in experience equated to an increase in moral distress (Rice et al.). This 

finding supports the argument by Pavlish, Brown-Saltzman, Hersh, Shirk, and Nudelman (2011) that 

moral distress over time may lead to nurse burnout. 

Findings that may resonate with nephrology nurses include the discussion that non-beneficial, 

aggressive treatment in terminally ill patients, inadequate symptom control, and suboptimal palliation 

at end-of-life are significant factors in nurse’s experience of moral distress. Patients with chronic 

kidney disease experience these challenges as their disease progresses to the end stage and prevention 
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of moral distress of nurses may be founded in addressing these factors. Rice et al. state that “nurses 

are morally sensitive to the patient’s vulnerability” (2008, p. 361) reinforcing the complexity of 

nurse’s experience in ethically charged environments.  

Pertinent to the care of patients with chronic kidney disease, patient care conferences that 

occur early on and routinely may be beneficial in discussing treatment options so that crisis can be 

avoided.  Rationale for early and frequent patient care conferences is reinforced by Rice et. al, “so 

that patients and families are not compelled to make hasty medical decisions without adequate time 

to consider potential consequences” (2008, p. 367).  Rice et. al briefly discuss the conflict evident in 

our society between access to medical technology and implementation of palliative care. Because 

technology has advanced to afford lifesaving measures, many patients and families have come to 

expect that this will be offered. It is suggested that including the palliative care principles in 

organizational frameworks and adhering to that doctrine is essential to making clear choices that take 

the patient’s quality of life into consideration (Rice et. al).  

Evidence of Moral Distress on Nephrology Nurses in Canada 

Harwood, Ridley, Wilson, and Laschinger (2010a) forecast that the increasing incidence in 

CKD in Canada due to a rising diabetes population will necessitate the need to recruit and retain 

highly specialized nephrology nurses to care for Canadians. Their research examined the concepts of 

empowerment and burnout in the nephrology nurse population with their research participants 

procured via membership in the Canadian Association of Nephrology Nurses and Technologists 

(CANNT). Although empowerment and burnout are the key words focused on, moral distress is a 

known factor leading to burnout in this population (Poghosyan, 2008). Moral distress is an effect of 

certain patient and workplace situations and if not addressed, the consequences may be serious with 
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nurses choosing to leave unsupportive organizations and unfortunately the profession. Harwood, 

Ridley, Wilson and Laschinger (2010b) focus on the strain that burnout is causing to the specialty of 

nephrology nursing in Canada; amplifying the urgency of protecting this highly skilled asset.  

Early Indicators and Risk Factors for Ethical Issues in Clinical Practice  

 Findings of the study by Pavlish, et al. (2011), suggested that moral distress for nurses was 

related to three main areas: “patient suffering, patient autonomy, and medical futility” (Pavlish et al., 

2011, p. 16). End-of-life situations and situations dealing with patients who had diminished 

decisional capacity were prominent hotbeds for moral distress (common issues in nephrology). 

Findings in the study, along with the included review of the literature infer that nurses and physicians’ 

moral needs and norms differ (Pavlish et al.). Physicians are charged with treatment decisions and 

providing patients and families with prognosis data, whereas nurses may be more responsible for 

caring for the patient and family’s reaction to the disease and treatments. Pendry describes this 

contrast when “physicians felt the burden of making decisions while nurses felt the burden of living 

with the decisions made by someone else” (2007, p. 218).  

Much like Wilkinson (1987/88) declared in her research, moral distress occurs as a result of 

the case (situation) in combination with the beliefs and values of the nurse. These differences in 

values may cause conflict and as Pavlish et al. (2011) suggested, conflicting beliefs contribute to 

moral distress. Positioned as mediators in healthcare, nurses are potential leaders of change utilizing 

research and communication strategies. System-wide factors and conditions contribute to moral 

distress, not solely dilemmas with patients, families, and physicians in isolation (Pauly et al., 2009; 

Pavlish et al., 2011; Wilkinson, 1987/88).  
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Patient suffering was the main issue identified as both a risk factor and an early indicator for 

ethical issues (Pavlish et al.). Suffering related to non-beneficial treatment was noted as greatly 

concerning for nurses and something they felt could be mitigated by consultations with an ethicist 

and early conversations with the care team and patient and family as prevention (Pavlish et. al). 

Additionally, conflict with others on the healthcare team about defining the ethical dilemma and as 

a result of poor communication was noted as an antecedent to moral distress (Pavlish et. al). Having 

care conferences that include the patient as a decision maker in their own health care (provided 

capacity remains) will propagate open dialogue where trust is established. Establishing trust early on 

will build confidence in the process of difficult care, and end of life decisions.  

Moral Distress and Avoidance Behaviour in Nurses Working in Critical and Noncritical Care 

Units 

DeVillers and DeVon (2012) analysed nurses employed in a critical care setting and 

contrasted them with nurses working in noncritical specialties. The data they collected did not 

demonstrate a difference in moral distress frequency or intensity for the two groups of nurses. Of 

particular interest in this study, it was noted respondents recalled events that caused them moral 

distress up to 30 years prior, suggesting they become deeply imprinted on the nurse (DeVillers & 

DeVon).  The findings gathered showed the most frequent morally distressing item noted on the 

Moral Distress Scale was “following family wishes to continue life support that is not in the best 

interest of the patient” (DeVillers & DeVon, 2012, p.599). Similar practices in nephrology exist 

where patients are dialyzed to satisfy the family, not necessarily the patient. In life situations when a 

loved-one is gravely ill or close to death it is not uncommon for a family to want to hold on. Nurses 

witness family grasping for hope and wanting to employ all efforts to save the person they know and 
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have loved so deeply. In contrast it is the nurse who frequently advocates for an end to the suffering 

and promotes dignity in death from their perspective. This contrast in perspectives gives rise to the 

ethical turmoil that precedes moral distress.  

Framing the Issue: Moral Distress in Health Care 

 Following a Symposium hosted in Vancouver in 2010 where International guests gathered, a 

collection of five papers was published in the Healthcare Ethics Committee Forum (HEC) journal to 

refine the current understanding of moral distress in nursing practice. Pauly, Varcoe, and Storch 

(2012) summarized that international variations in terms and understandings of the concept of moral 

distress exist, and to be most effective in influencing change, a plan was required. What may be 

called moral distress in North America, is referred to as moral stress in Scandinavia, but the resulting 

effect on the nurse is similar. Focus within healthcare has notably shifted from the individual nurse 

and his or her actions in an ethically charged situation, to that of the work environment and the 

organizational culture. Importantly, in their analysis of the literature, Pauly, et al. (2012) illustrate 

the transformation in understanding that has occurred. Early on, Jameton believed that if the nurse 

did not act on that which she/he determined was ethically right, then moral distress could result. Now, 

thanks to the Kalvemark et al (2004) work, it is acknowledged that even if nurses do act in the interest 

of that which is deemed as ethical, moral distress may still be a by-product of that action. Kalvemark 

et. al suggests the onus is on the organizations to support and manage moral distress, because whether 

healthcare professionals act, or not, the outcome may still be morally distressing. The evolution of 

moral distress research now greatly focuses on the context and complicated health systems 

surrounding the event.  
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Interestingly, the perspective of the first article in the series about moral distress is not one of 

negativity where the aim is to eradicate moral distress, rather thoughtful and well equipped 

management is the goal. While moral distress itself may not always be avoidable in healthcare, the 

authors indicate that intentional management of the associated “negative outcomes” will lead to a 

healthy work place (Pauly, et al., 2012). “A healthy workforce is essential to ensuring safe competent 

and ethical care” (Pauly, et al., 2012, p. 7).  

Moral Distress: A Comparative Analysis of Theoretical Understandings and Inter-Related 

Concepts 

In the second paper of the series, Lutzen and Kvist (2012) tease out the elements of the 

concept of moral distress and ask questions about the precise details leading to the experience. For 

moral distress to take place, is there first a conflict between two or more ethical principles, or is it a 

struggle between nursing care and “principled responsibilities” (Lutzen & Kvist, 2012, p. 15). An 

argument is made by Lutzen and Kvist to consider changing the term moral distress to moral stress, 

so that the focus may lie more on the healthy tension that the healthcare provider encounters on a 

daily basis and the positive pursuit of moral action. In their analysis, moral stress is perceived as a 

healthy, positive awareness of ethical factors and does not always lead to untoward symptoms or 

outcomes. There is an acknowledgement that healthcare within a complex system with multiple 

people involved, is messy. Recognizing this characteristic is pivotal in positive influence. There is 

shift from trying to eliminate moral distress, as if it is a disease itself, to a more mindful management 

approach.  
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Moral Distress and the Contemporary Plight of Health Professionals 

 In the third article, Austin (2012) demystifies the concept of moral distress and adds that there 

is a notion that despite the action and best intentions to be ethical, the nurse comes up short. This 

shortcoming is further explained using the term plight, where “plight encompasses not only the act 

of pledging, but that of predicament and peril” (Austin, 2012, p. 27). As our understanding of diseases 

advance, with technology developed to manage symptoms and treatments, we are perfectly aligned 

to encounter collisions in values and ethical principles. Austin proclaims, “healthcare professionals 

learn to live with the paradox that pain can be a necessary part of healing. However, when healing 

becomes an impossibility, and yet painful treatment continues, it becomes a moral issue for the health 

professional” (2012, p. 29). This position of contradictory objectives cannot be understated, because 

for nurses in nephrology, this is a daily reality. There is the drive to provide patients with dignity and 

comfort; something pledged when one practices as a dedicated professional, balanced with the 

responsibility to manage disease symptoms and carry out treatments, some of which cause more 

suffering to the person in the end (e.g. hemodialysis). In this article when literature (39 qualitative 

studies) was analyzed, the main reasons for moral distress were listed as “institutional constraints 

and their impact on nurses’ ability to advocate for patients; inability to influence medical decisions 

related to patient pain and suffering; and lack of recognition of one’s expertise within the hospital 

power hierarchy” (Austin, 2012, p. 31). It is more apparent than ever that nurses want to have their 

say in how the health care system can work positively for patients, and they want to be supported to 

care for those who are suffering in the most dignified manner. Collaboration on healthcare teams is 

certainly responsible for healthy work environments where every healthcare professional feels 

respected and the team works together for the best interest of the patient. Without a well functioning 
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team, problems of short staffing and hierarchical tensions build, making work for those who do stay 

even more stressful, and they feel less supported to cope with the inherent difficulties in healthcare. 

In a research investigation previously conducted by Austin, Rankel, Kagan, Bergum, and 

Lemermeyer (2005), a psychologist described his moral distress related to a policy for assigning the 

patient caseload. There was an administrative issue in the way things were being handled and as a 

result, continuity of care was interrupted and patient safety and comfort was compromised. Captured 

in the discussion is a summary of the tension registered nurses who experience moral distress may 

endure, “It is difficult to accept that “that is just the way it is” when one feels it is unethical and 

hurting those for whom we have pledged to care” (Austin, 2012, p. 34). An environment where 

questioning and collaborating are supported, may improve patient care, and lead to diminished moral 

distress. 

Empirical Research on Moral Distress: Issues, Challenges, and Opportunities  

Hamric looks back at the phenomena of moral distress, and in the fourth article, summarizes 

some of the simple beginnings and illustrates how our understanding and management of moral 

distress has really changed over the decades. While quantitative and qualitative research both serve 

different purposes, Hamric identifies that action to identify the “root cause” of the moral distress is 

so important so that a blueprint for preventative work can be planned. Root causes are briefly 

summarized into three main groups: internal factors (lack of knowledge; perceived powerlessness), 

external factors (incompetent caregivers, lack of administrative support), and clinical situations 

(unnecessary/futile treatment, not obtaining informed consent, not telling the patient the truth) 

(Hamric, 2012). Hamric raises a debate about the generalizability of qualitative research results and 

the lack of precision of the studies because of some disagreement about the definition of moral 
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distress. The author recalls encountering some misunderstanding with hospice nurses about the term 

moral distress during the Nursing 675 clinical practicum. Asking them if they encountered moral 

distress in their positions of care, led to some of the stories and descriptions they believed were true 

examples of moral distress, but according to accepted definitions in the literature, there was 

misalignment. Teaching them the exact definition would have been insensitive and disrespectful, so 

that was avoided, but the question remained about interpretation. The hospice nurses shared some 

terrible situations of suffering and heart-wrenching family scenarios. In my head I labelled them as 

distressing, but discounted them as moral distress. When I talked to my practice supervisor about my 

reflections, she challenged me that perhaps there was a moral component there. If one promises as a 

professional to always treat patients with dignity and respect, and those values are not upheld to the 

highest standard from the perspective of the nurse, there is a failing; an inadequacy in doing that 

which is right. So, does there need to be exact agreement about the definition of moral distress for 

the research to be valuable and useful? I would argue that if nurses who uphold their nursing practice 

standards, who identify patient and family care situations where the care is morally inadequate, and 

who cannot act (or do act, but fail to prevent patient suffering) will have experienced moral distress 

during that moment in time. I am supportive of nursing research that is of a high standard, but the 

cultural, practical, environmental, and personal differences in nurses inherently makes for a unique 

experience of moral distress. For qualitative research, the lived experience of the person at that 

moment in time is what counts.  

As the understanding of moral distress has grown in recent years, the qualitative study of the 

concept has shifted from using the Moral Distress Scale (MDS) developed by Corley in 2001 to a 

revised format where the root cause is mined. In 2012, Hamric and colleagues, developed an adapted 
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version of the moral distress scale (MDS-R) to improve usability, transferability, and identification 

of the root cause (Hamric). From her personal correspondence with Corley, Hamric states that Corley 

does not recommend use of the original tool anymore, because of the advancements in understanding 

the complex concept (Hamric). Other tool development is taking place globally and Wocial 

developed a thermometer style instrument to measure the nurse’s moral distress within the most 

recent week, and pair that level with a short questionnaire of check boxes to determine the root cause. 

It is believed that this focused assessment can help to inform a plan for interventions in the clinical 

setting. The global awareness of the concept of moral distress and the motivation to do something 

about it is promising and gives hope to those who live it daily in their work.  

Moral Distress: Tensions as Springboards for Action 

Following the symposium and papers written by global leaders on the topic of moral distress, 

some clear steps forward are shared in the final article by Varcoe, Pauly, Webster, and Storch (2012). 

The authors warn of an impending global increase in moral distress related to systemic inequities and 

issues of poverty, discrimination, and racism (Varcoe, Pauly, Webster, et al.). According to the 

authors, related problems with social and political misguidings, and problems with access to 

healthcare will lead us into times where the context for moral distress is abundant. The former 

perspective that moral distress is a problem originating with the individual nurse is fading, and an 

acknowledgement and understanding of the issue from a system perspective is gaining momentum. 

The interconnectedness of moral distress to the nursing specialty area, the work environment, and 

the social, and political field are all becoming more apparent.  

As a culture, we lean toward pinning blame on individuals, and Varcoe, Pauly, Webster, et 

al. compare blaming people for their health (or lack of), with blaming individual nurses for their 
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shortcomings: “In the same way that individuals are blamed for their poor health so are healthcare 

providers found to be weak or failing when moral distress is constructed as primarily an individual 

concern” (2012, p. 53).  The use of a wider angle lens on the complex issue is both more productive 

and wise. When planning to manage moral distress, there is a desire to not only help nurses cope with 

the mental and physical anguish that can leave a lasting imprint, but to analyze the root causes of 

moral distress so that preventative plans can be developed and implemented to stop it from happening 

in the first place. The authors ascertain that moral distress is a “highly political concept; that is, moral 

distress is inherently about power and differences in power” (Varcoe, Pauly, Webster, et al., 2012, p. 

59). A proposed strategy within the paper for reducing levels of moral distress includes the 

recommendation that nurses practice political advocacy and action; a method to positively influence 

policies and systems. The gap between direct clinical practice and policy writing can be much like a 

canyon, but this suggested strategy links these two universes directly. Foundational to influencing 

change, the consumers or users are well positioned to make practical recommendations and devise 

real solutions to the problems which exist for them on a daily routine. If the practical solutions 

sparked by the nurses themselves are integrated into practice environments, there is a greater chance 

of success. Political action may find it’s beginnings in the most organic of settings; effecting small 

scale local change. The agent may be a nurse in a formal position of leadership, but sometimes the 

most inspirational leaders are those who lead by example; rolling up their sleeves and doing so in an 

informal role. Beyond the local influence, opportunity abounds for provincial, national, and 

international nursing action. This idea not only has the potential to manage the fallout from moral 

distress occurring in hotbed situations, it may prevent moral distress from negatively impacting future 

nurses, and most promising is it reaches patients too. 



41 
 

Summary 

For decades, scholars, academic authors, and students have been toiling with the meaning of 

moral distress. Research investigations have uncovered a variety of factors that lead to moral distress, 

and determined that the environment where one works significantly affects the lived experience. 

Moral distress is no longer perceived as an individual’s reality as Jameton first ascertained, but more 

of a collage of intertwined and overlapping factors, influenced by the ecosystem surrounding the 

nurse (Pauly, et al., 2009; Varcoe, Pauly, Storch, et al., 2012).  

 While there is little phenomenological research focused on the nephrology nurse, it is well 

documented that ethical dilemmas certainly are germane to the nephrology specialty; where difficult 

life and death decisions abound. Corley (2002) was first to indicate that while moral distress may 

have a damaging effect on nurses, it floods over to impact whole organizations, and ultimately 

infiltrates patient care. While some early literature suggests moral distress stems from not acting 

when one knows the right thing to do, evidence has been exposed to indicate that even when a 

registered nurse does take action, the result may still be morally distressing (Kalvemark, et al., 2004).  

It is well documented that for those who experience moral distress, symptoms of the physical, 

emotional, and psychological nature manifest. While for some, an ethically supportive environment 

aids in digestion of the associated feelings, for others moral residue leaves a stain behind; for some 

lasting a lifetime. Hanna (2005) learned that during and especially after the morally distressing 

event(s), one’s personal moral blueprint evolves; changing core beliefs and values. Moral distress 

may be an unavoidable result of the complex nursing work that is expected when caring for humans, 

but Varcoe, Pauly, Webster, et al. (2012) implore nurses to imagine the possibilities and positive 

outcomes achievable through strategic, cerebral, politically active efforts and vie for system change. 
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Their call for nurses to be the agents to positively influence change is one of valor and assurance, 

while acknowledging the issues of power differentials in the healthcare system, they reveal a 

formidable belief in nurse’s abilities.  
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CHAPTER 3 

Methodology 

 

Descriptive phenomenology will be utilized as the method to guide the exploration of the 

lived experience of moral distress for the registered nurse caring for patients with chronic kidney 

disease. This method is especially useful when investigating phenomena that are poorly understood 

or rarely studied (Loiselle & Profetto-McGrath, 2007). A Husserlian philosophy of phenomenology 

will be the foundation of the study and a Giorgi methodological approach will be utilized for analysis 

of the findings. 

Phenomenology 

 Phenomenology refers to both a philosophy and a method (Finlay, 2008.; Omery, 1983). 

Streubert Speziale & Rinaldi Carpenter state that “the purpose of phenomenology is to explore the 

lived experience of individuals, providing researchers with the framework for discovering what it is 

like to live an experience” (2007, p. 24). Descriptive phenomenology is suitable for my area of 

nursing inquiry as there is little published evidence of investigation into the phenomena of moral 

distress for nephrology nurses caring for patients in end stage renal failure. Collecting registered 

nurses accounts of their lived experience of moral distress when taking care of patients who have 

CKD will reveal “the individual’s life world” (Munhall, 2012, p. 129).  

Descriptive vs Interpretive Phenomenology 

 Phenomenological methods have either the purpose to describe (developed by Husserl) or  

the purpose to describe and interpret (developed by Heidegger) the meaning of that lived  
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experience (hermeneutics). Description is defined as “an account of something: an account that 

presents a picture to a person who reads or hears it” (Merriam-Webster, 2006, p. 285). The goal of 

descriptive phenomenology is the accurate description of the lived experience of the phenomenon 

under study (Omery, 1983).  

For Husserl, he believed that the methodology of phenomenology would be a way to reach 

“true meaning through penetrating deeper and deeper into reality” (Laverty, 2003, p. 5). While Martin 

Heidegger [1889-1976] was never a formal student of Husserl’s, when they worked together 

teaching, Heidegger was trained in the principles of phenomenology by Husserl (Laverty). While 

both men began from a place of interest in the phenomena of everyday life experiences, their paths 

did not remain on the same focus. Husserl was preoccupied with the essences and the structure of 

how those essences connect, believing that social and political influences do not infiltrate those pure 

essences. Heidegger believed social and political powers influence the context of the lived experience 

and was interested in understanding the lived experience as it is part of the person experiencing it. 

Heidegger believed “that to be human was to interpret” (Laverty, 2003, p. 9). As there are so few 

phenomenological research studies published about the lived experience of moral distress, and none 

found exclusively about nephrology nurses, it is appropriate to begin by describing their unabridged 

experience; depicting their reality.   

Husserl’s foundation. 

 The work of Edmund Husserl [1859-1938] developed and changed over time as he, the world, 

and the people in the world changed. Husserl began his professional career as a mathematician in 

Germany in the 1880’s; this precise foundation in numbers and formulas inspired his direction for 
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striving for philosophy to be one of “rigorous science” (Elveton, 1970 p. 40). Elveton notes it was 

this exacting nature that caused Husserl to be tormented with his unfinished work and self-proclaimed 

inadequate detail. Husserl stated in his book Ideas, “the arithmetical world is there for me only when 

and so long as I occupy the arithmetical standpoint” (trans. 1962, p.94).  

 Husserl’s principles of phenomenology reflect his determination for scientific rigor. After his 

son died in World War I, Husserl grew more interested in the “deeper human concerns” and worked 

to develop a method that would support the investigation of human experiences (Zichi Cohen & 

Omery, 1994, p. 138). Although he maintained it was very important to investigate the lived 

experience of humans, he created and valued the checks in the process to ensure this rigor (Laverty, 

2003; Lopez & Willis, 2004). There is an element of empiricism fused with the interpretive 

worldview noted in his work and certainly in some of the methodology that follows. This platform 

supports a worldview of a dynamic reality. Letourneau & Allen (2006), identify that post-positivists 

equate scientific knowledge with theory, and theory is composed of complex, interactive variables. 

Furthermore, a constructivist standpoint sees reality as dynamic and relational (Streubert Speziale & 

Rinaldi Carpenter, 2007).  Research undertaken from a qualitative perspective acknowledges the 

subjectivity versus objectivity dilemma and embraces the subjective data inherent in the method. 

Smith (in Streubert Speziale & Rinaldi Carpenter) fortifies an argument that “knowledge is a result 

of a dialogical process between the self-understanding person and that which is encountered-whether 

a text, a work of art, or the meaningful expression of another person” (p.13).   It is evident that for 

Husserl, an internal struggle was at work as he identified with both an empirical paradigm, yet 

yearned for an interpretive platform which had not yet been formerly composed in the philosophical 

circles.   
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Phenomenology: Assumptions and Principles 

 The descriptive phenomenological method is a complex and deeply philosophical process, 

having no clear instructional steps to follow. Omery (1983), proposes that for the novice researcher, 

“one must not and cannot develop a set of steps, but rather must proceed as the direction of the 

experience indicates without the restrictions such a structure would impose” (p.54). Munhall 

proposes we intuitively know how to get to our destination, but having a map to guide us will grant 

reassurance (2012). “To be true to the philosophy of phenomenology we must follow the thing itself 

wherever and whenever it appears, while being attentive, conscious, and alert to its appearance or 

concealment” (Munhall, 2012, p. 119). To really achieve an understanding of the phenomena, one 

must dwell within the data, being open and observant. The key principles and assumptions in the 

Husserlian philosophy are intentionality, reduction, essences, and radical autonomy.  

Intentionality of Human Consciousness 

Human beings live life and are not usually deeply in tune to the essential components that occur 

daily. It was Husserl’s belief that the “experience as perceived by human consciousness has value 

and should be an object of scientific study” (Lopez & Willis, 2004, p. 727). By intentionally listening 

to the description of the subject’s reality, and applying the scientific approach, the essences of the 

study focus can be known (Laverty, 2003). 

Phenomenological Reduction 

The process of phenomenological reduction according to Walters (1995) “involves reducing 

a complex problem into its basic components by eliminating one’s prejudices about the world” (p. 

792).  This component is unique to the Husserlian phenomenological process. Essentially the 
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researcher must shed or set aside all personal biases, knowledge and predictions to be open to the 

essential parts coming from the research investigation (Lopez & Willis, 2004). In doing so, the 

researcher can achieve transcendental subjectivity. Transcendental subjectivity as Husserl 

proclaimed, is achieved after constant assessment of the biases, and presumptions during the course 

of study so that they do not influence the object of study (Lopez & Willis).  

 Husserl called this the phenomenological epoche, which in Greek means “the suspension of 

commonly held beliefs about the world” (Walters, 1995, p.792). Husserl said holding back our beliefs 

and judgement will assist the researcher in discovering “unadulterated phenomena that are attainable 

in the naive or natural attitude, the everyday, unreflected attitude of naive belief” (Husserl, (1960) in 

Zichi Cohen & Omery, 1994, p. 138).  

Bracketing. 

Bracketing was devised by Husserl to address the issue of pre-conceived perspectives 

influencing the scientific procedure of phenomenology. His familiarity with calculations and 

mathematics, inspired his reliance on the brackets synonymous with equations that serve the purpose 

of contained data to be set aside or treated differently than that on the outside of the brackets 

(Walters). Therefore, it was his intention that the “natural attitude” of the world be temporarily placed 

in the brackets to gain phenomenological epoche. This isolation of previous knowledge is a 

demonstration of Husserl’s effort at making the method scientifically rigorous. Finlay (2008) clarifies 

the purpose of bracketing by stating that, “this bracketing process is often misunderstood and 

misrepresented as being an effort to be objective and unbiased, instead, the researcher aims to be 

open to and see the world differently” (p.2). Assumptions, judgements, biases, beliefs, 



48 
 

presuppositions, experiences, issues, knowledge, perceptions, preconceptions, and pre-

understandings can be recorded in a journal during the period of research. Omery (1984) maintains 

“the philosophical method makes no assumptions. It does not deny that such things as process might 

be discovered, but phenomenology does not assume that processes exist before they are described” 

(p. 61).  

 Intuiting. 

 Intuiting refers to the attempt made by researchers to “be open and to meet the phenomenon 

in as fresh a way as possible, bracketing out habitual ways of perceiving the world” (Finlay, 2009, p. 

476). Alternative viewpoints and perspectives are considered as the data is analyzed. Intuiting assists 

the researcher to gain a common understanding about the phenomena under study (Streubert Speziale 

& Rinaldi Carpenter, 2007). 

Universal Essences and Eidetic Structures 

 Husserl was concerned with the ‘essence’ of the experience; “the clear understanding of the 

fundamental nature of reality” (Walters, 1995, p. 792).  Jennings (In Walters) proposes that essences 

are universal, unchanging, and absolute. This component of the phenomenological approach is 

inductive in nature. Streubert Speziale and Rinaldi Carpenter ascertain that the inductive reasoning 

process takes an account of details from an experience and moves to a more general picture of the 

phenomenon of interest. The individual’s experience is valued, but the goal is a general description 

of the essences. According to Husserl, once rendered, the essences can stand on their own, 

independent of the context of the lived experience (Lopez & Willis, 2004). Zichi Cohen & Omery 

(1994) describe the eidetic structure of an experience being one that is “fundamental and essential” 

(p. 148) to the experience under study no matter who had the experience. For examination of the 
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lived experience to be considered a science, the eidetic structures of an experience must be 

generalizable to a greater sample. 

Radical Autonomy 

Radical autonomy as interpreted by Husserl is the premise that people are free to be 

responsible for themselves and their culture (Zichi Cohen & Omery, 1994). In an effort to achieve 

objectivity, Husserl did not interpret the impact of politics, oppression, culture and societal influences 

on humans, however he acknowledged that the lived experience was made up of subjective reality 

(Lopez & Willis, 2004). Interestingly Husserl was Jewish, living in Germany during World War II 

and was not permitted in the library to study during the time of Nazi rule. His own lived experience 

was one of oppression and inequity, perhaps determining the value of studying a phenomenon 

experienced by individuals.  

Data Analysis: Giorgi’s Method 

In the 1970’s Giorgi lead the development of a method to guide descriptive phenomenology 

research (Finlay, 2009). Giorgi (1997) notes that there are five basic steps to his descriptive 

phenomenological method. The steps are: collection of data, reading the data, breaking the data into 

parts, organization and expression of the data from a professional perspective, and finally, synthesis 

or summary of the data for the professional community to confirm or critique (p. 6). Finlay (2009) 

identifies that “three interlocking steps” are related to the work Giorgi completed in refining the 

methodology: phenomenological reduction (bracketing), description, and the search for essences (p. 

478). 
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Analysis of the data takes place when the researcher “imaginatively varies” the data and 

cognitively explores the possibilities of the experience (Finlay, 2009, p.478). Giorgi conveys the 

exercise of “free imaginative variation” (first established by Husserl) as seeking essences by 

substituting parts of a phenomenon, and checking if the phenomenon appears unaltered. “It is a 

constant identity that holds together and limits the variations that a phenomenon can undergo” 

(Giorgi, 1997, p. 4). In this way, the nuances of the phenomena can be tested, and a measure of 

verification may be reached by establishing the certainty that the phenomena being inspected is 

authentic. Using this method, “one becomes aware of those features that cannot be removed and thus 

what is essential for the object to be given consciousness” (Giorgi, 1997, p. 5).  

 Dwelling with the data for an extended time ensures the researcher gains a rich immersion 

of the lived experience. Giorgi suggests first reading all transcripts without searching for parts that 

may be eventual essences. He identifies the parts as “meaning units” and suggests there is something 

worth looking further into in that part of the participant’s account (Giorgi). The researcher is relied 

upon to extract them and take note of them for further analysis. “The meaning units do not exist “in 

the descriptions” by themselves. Rather they are constituted by the attitude and activity of the 

researcher” (Giorgi, 1997, p. 6). These parts of the whole are relational and interactive, and the 

researcher may elaborate on “the meaning of the remaining units by relating them to each other and 

the whole” (Omery, 1983 p. 57). Giorgi elaborates that the units are not so important by themselves, 

but the interrelationship among the parts is. After synthesis of the units, a descriptive analysis is 

written for peer review. Giorgi purposively works to create a “consistent statement regarding the 

participant’s experiences, known as the structure of the experience” (Laverty, 2003, p. 20). Laverty 
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goes on to postulate that the goal of the analysis is to reach a place of understanding of the experience 

through the development of an integrated statement about the experience. 

Data Generation 

Sampling 

 Purposive sampling is used in phenomenological research to gain the richest data from 

informants that are knowledgeable about the phenomenon under study (Streubert Speziale & Rinaldi 

Carpenter, 2007). There was not a predetermined number of informants as the goal is to continue 

data collection until saturation is achieved, meaning no new themes or categories erupt (Loiselle & 

Profetto-McGrath, 2007). Following approval of the Conjoint Health Research Ethics Board 

(CHREB), recruitment took place in a Western Canadian health centre where patients with chronic 

kidney disease are cared for. Recruitment included sending a letter to two levels of administration 

outlining the proposed research and describing the interview process. They requested I come to the 

facility and speak directly to the nurses. Arrangements were made for two short presentations to two 

separate units of nurses following their morning report. At that time the recruitment posters 

(Appendix A) and postcards were distributed and invitations extended to all prospective participants.  

Five nurses contacted the researcher and interview times that were convenient for the participants 

were scheduled. The consent form (Appendix B) was emailed to each participant well in advance of 

the interview to allow them time to consider their participation in the study and think of any questions 

on their own time.  

Interviews 

“The purpose of the phenomenological interview is not to explain, predict or generate  
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theory, but to understand shared meanings by drawing from the respondent a vivid picture of the 

lived experience, complete with the richness of detail and context that shape the experience” (Sorrel 

& Redmond, 1995, p. 1120). An unstructured interview approach was desired for this investigation, 

to gain the greatest breadth of data possible (Streubert Speziale & Rinaldi Carpenter, 2007; Giorgi, 

1997). First, following completion of the consent form, demographic data was collected including 

gender identity, age (years), highest level of education, years in nursing, and years in the specialty of 

nephrology, years in current position, and whether current position was part or full time. To conclude 

the demographic survey, the final question asked if the participants if they have ever left a position 

because of moral distress. 

Open-ended questions were employed to gain the informant’s perspectives without 

influencing the direction of the response (Arnold, 2007). To begin with a question such as “Tell me 

about your experience of caring for patients with chronic kidney disease” was used, followed by 

“Can you describe an experience you have had while caring for patients with chronic kidney disease 

where you encountered moral distress?” or “Can you tell me about an example of moral distress in 

your nursing practice?”. Finlay (2008) identifies that the challenge for researchers is to help 

informants clearly express themselves, and to reveal the essences of their world. Sorrell and 

Redmond (1995) suggest two types of probing to extract the most detailed and pure data in the 

interview: recapitulation probing useful to go back to the beginning of the story to where often new 

details and thoughts are released the second time, and silent probing allowing the respondent to tell 

the story in their own way, at the their own comfortable pace believing that sometimes, silence may 

speak louder than words.  



53 
 

 According to Munhall (2012), asking how the experience felt may draw out descriptions of 

the lived experience rather than generating a recap about an event. It is recommended to allow for 

expressions of emotion (anger, sadness, humour) and wait for the participant to take the next step in 

expounding upon the topic, being ready to learn more with gentle questions. For example, one may 

ask “Could you give me an example of that?” or “Do you remember how that made you feel?” and 

possibly “Go on...could you elaborate more on that?” and after some silence, “Can you tell me what 

you are thinking about?” (Munhall, 2012, p. 150). Munhall explains that there can be meaning in 

what the participant is avoiding in their answers; what they are moving away from may say much 

about where they are going. Perhaps when the direction of the interview is not going as previously 

intended, the researcher will allow for the participant to direct where they are going.  An Interview 

Guide for Questions (Appendix C) was prepared for focus and momentum purposes in the interviews, 

but admittedly barely glanced at. A brief written and verbal definition of moral distress was provided 

to the participants to verify their familiarity with the concept, however a comprehensive explanation 

was held back to encourage unsolicited, pure descriptions of their own lived experience. In doing so, 

the direction of the interview lead down various paths where something new was discovered. A 

convenient, uninterrupted setting for data collection was chosen, and interviews were scheduled with 

a buffer time between them, so that the participants would not see each other to protect privacy. 

Interviews ranged from 45 minutes to one hour in length and were audio recorded for accuracy of 

the transcript.  

Ethical Considerations and Strategies to Maximize Ethical Research 

 Guided by the 2010 Tri-Council Policy Statement: Ethical Conduct for Research Involving 

Humans (TCPS2), the goal of contributing to healthcare research was balanced with respecting 
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human dignity. Respect for Human Dignity is the value that is foundational to all research involving 

humans and is underwritten in the three sections (Respect for Persons; Concern for Welfare; Justice) 

of the Tri-Council Policy Statement (Canadian Institutes of Health Research, Natural Sciences and 

Engineering Research Council of Canada, and Social Sciences and Humanities Research Council of 

Canada, 2010). Specific applications for each section will be discussed.  

Respect for Persons  

“Respect for Persons recognizes the intrinsic value of human beings and the respect and 

consideration that they are due” (Canadian Institutes of Health Research, Natural Sciences and 

Engineering Research Council of Canada, and Social Sciences and Humanities Research Council of 

Canada, 2010, p.8). Obligations of the principle Respect for Persons includes promoting autonomy 

and protecting the autonomy of those persons who may be in circumstances of dependence on others 

for decision making. The participant maintains the right to be provided adequate information about 

the research topic and process; and that they comprehend the information to make a decision of 

whether or not they wish to participate. The participant must have the freedom and the power to 

decide if they want to participate and to know that no harm will come to them if they do not want to 

answer certain questions. If they decided part way through the interview that they did not want to 

continue for any reason, there was no penalty and they did not need to explain their reason for 

withdrawal.  No one in this study withdrew from the interviews. In an effort to protect the integrity 

of the study, the investigator avoided describing the phenomena of moral distress comprehensively, 

rather providing a brief overview of what the experience may be like for nephrology nurses.  
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Special measures are put into place for people (children, mentally or emotionally disabled) 

who may not understand the information they need to make an informed decision and also to protect 

them from making a decision and not knowing the full consequences (Polit & Beck, 2011). When 

the researcher is in a position of power over the participant, the issue of coercion must be avoided. 

In the case of this research investigation, the participants garnered from the purposive sampling 

method are deemed mature, educated, knowledgeable, and prepared professionals with no affiliation 

personally or professionally (manager for example) to the researcher.  

“Respect for Persons includes a commitment to accountability and transparency in the ethical 

conduct of research” (Canadian Institutes of Health Research, Natural Sciences and Engineering 

Research Council of Canada, and Social Sciences and Humanities Research Council of Canada, 

2010, p.9). The participant can expect the researcher to describe the purpose of the study; present the 

option of withdrawing at any time; the responsibilities of the researcher and the likely risks and 

benefits that are reasonable to expect. This information was included on the recruitment posters 

(Appendix A), as well as in the research overview section at the beginning of the consent form 

(Appendix B). Consent to be a participant was discussed at the beginning of each interview and on 

the copy of the consent form emailed to each participant prior to each interview. Consent was ongoing 

and no issues arose once the research investigation was underway.  

Concern for Welfare   

The principle of Concern for Welfare is about maintaining the person’s welfare, honoring 

their privacy and controlling any information about the person (Canadian Institutes of Health 

Research, Natural Sciences and Engineering Research Council of Canada, and Social Sciences and 

Humanities Research Council of Canada, 2010). Disclosure of what was done with the interview 
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recordings and transcribed data as well as the summarized findings was provided to the participants 

in the consent form. Security measures were used to protect interview recordings; kept on a pass-

word protected device, uploaded on a USB drive, then erased once transcription was complete. 

Electronic data was stored on a password protected personal computer. Participants can be assured 

that any information they provide in the interviews will not be made public and will only be made 

accessible to people involved in the research. The participants were promised that their responses 

will not be used against them in any way. The information would not be divulged to unit managers, 

employment organizations, or professional organizations. The findings, once analyzed, after having 

all identifying information vetted and removed were used for the purpose of this thesis and portions 

may be submitted for publication in academic or professional journals.  

 Total anonymity of the participants could not be assured as the researcher met face to face 

with them. Identification of participants was protected using pseudonyms either chosen by the 

individual, or assigned by the researcher to maintain confidentiality. Any names used in the 

interviews were removed to protect the identity of patients, physicians, colleagues, and organizations. 

The location where the registered nurses work was recorded in the findings using a general 

description such as: A Western Canadian facility where registered nurses care for patients who have 

chronic kidney disease.  

 During the interview where sensitive information was disclosed by participants, there was the 

potential for the experience of participating in the investigation to cause distress. An offer of 

confidential counselling was made verbally, and in writing on the consent form if this situation did 

arise. Contact information for counselling via the participant’s employee assistance program was 

made available so that the participant had it when the interview was over. There was the potential for 
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pseudo-therapeutic relationships to emerge between the researcher and participant, risking possible 

exploitation. Awareness of this possibility was kept in mind and a professional relationship with 

boundaries was maintained. 

Justice  

The principle of Justice bears in mind fairness and the right of every individual to have the 

opportunity to benefit from research advances (Polit & Beck, 2011). “Justice refers to the obligation 

to treat people fairly and equitably” (Canadian Institutes of Health Research, Natural Sciences and 

Engineering Research Council of Canada, and Social Sciences and Humanities Research Council of 

Canada, 2010, p10). Inclusion in the study was stated in the research question, to justify selection as 

a participant. The study is about registered nurses, and therefore other healthcare professionals who 

care for patients with CKD were excluded. In the research study, there may be a question of a conflict 

of interest being at play, as the researcher is a registered nurse who has worked directly with patients 

who have chronic kidney disease; however, measures in the descriptive phenomenology method 

(bracketing, journaling) were employed to minimize bias and reduce influencing the participant’s 

descriptions and stories. Additionally, a University of Calgary advisory panel oversaw the study and 

ensured rigorous agreement with the values of ethical research. 

Trustworthiness 

Following data analysis, scrupulously articulating the findings for publication and 

dissemination is essential. “Phenomenological research is neither quantifiable nor generalizable; 

rather its worth lies in its power to help people achieve shared understandings that will promote more 

thoughtful action” (van Manen, 1990, p. 30). While qualitative phenomenological research may not 
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be generalizable, Giorgi (1997) hoped that the findings from a systematic process would yield results 

that could be applicable to any person immersed in that particular phenomenon.  Balancing the art 

and science of nursing research is a task wrought with challenges. On one hand it is my objective to 

artfully describe the phenomena of moral distress from the perspective of registered nurses who work 

alongside patients who have chronic kidney disease; presented in a way that draws one in and gives 

a window into their lived experience. On the other hand, I wish for this research to be taken seriously 

in the educational, clinical, administrative, and research domains; to be trustworthy and reliable.  

Rigor  

Rigor literally means rigidity; scrupulous or inflexible accuracy or adherence 

(Dictionary.com, 2015). In pursuit of rigorous science, practicing consistency (repeating the same 

methodological steps), and careful attention to detail has been upheld in the analysis portion of this 

report. There are numerous steps, processes, and practices to give the reader assurance of rigor; that 

the research was carried out in a systematic, and trustworthy way. Agreement in the research peer 

review community on determination of a qualitative research study’s trustworthiness is somewhat 

fleeting. As nursing research evolves and the historical timeline unfolds, academic and administrative 

viewpoints on evaluation and credibility also develop. According to Munhall (2012), the 

understanding of trustworthiness has a historical background that continues to shift and expand. 

Lincoln and Guba (1985) determined that trustworthiness consists of four main criteria: credibility, 

transferability, dependability, and confirmability (Munhall, 2012, p. 518).  

Pursuit of Trustworthiness 

To promote trustworthiness, I employed strategies according to Whittemore, Chase & 

Mandle, (2001) for descriptive phenomenological research including development of a “self-
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conscious research design”; and employment of sound “sampling decisions” (p. 533). Techniques to 

promote validity in the data generating stage include “articulating data collection decisions”; 

“providing verbatim transcription” and “demonstrating saturation” (Whittemore, Chase, Mandle, 

2001, p. 533).  

Analysis of the data could be improved in rigor if awareness and validity considerations are 

practiced, such as, “articulating data analysis decisions”, “member checking”, performing a literature 

review”, “analyzing a negative case”, and “bracketing” (Whittemore, Chase & Mandle, 2001, p. 533). 

Data analysis decisions are discussed throughout the Findings chapter. Member checking is about 

returning to the participant after the analysis and written work is complete, to check for accuracy of 

the descriptions provided. In this thesis, member checking was not practiced, (apart from one 

participant requesting a copy their transcript) and it was not included in the final research proposal 

as a trustworthiness tool. A comprehensive literature review was included in this work and has been 

updated on several occasions for inclusion of a variety of published work, as well as to provide a 

chronological account of the phenomenon of moral distress over time.  Analysis of a negative case 

is discussed in the literature review section when examining concepts that are closely related to moral 

distress (i.e.: stress, moral residue), and in the discussion about the global disagreement on the term 

moral distress. A bracketing journal has been used during the entire research process; a place to 

deposit personal thoughts on nursing practice, to work-through difficult challenges related to the 

research, and to talk about family hardships and the impact it has had on this journey.  

Finally, to maintain trustworthiness in the research presentation “providing an audit trail”, 

and “provide evidence that supports interpretations” and “acknowledge the researcher perspective” 

are techniques suggested by Whittemore, Chase and Mandle (2001, p. 533) to demonstrate validity. 
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Tidy notes were maintained throughout the research process, including dates and headings so that if 

required, one could follow a clear path back to the original information. In the Findings chapter, use 

of quotations from the participants, as well as acknowledgement of quoted and cited resources is 

documented throughout the thesis. It is hoped that while maintaining accurate representation of the 

participant’s description, the author will impart a flavour and perspective that is individual.  

 Sandelowski and Barroso (2002) captured a different way of weighing the trustworthiness of 

phenomenological research when they suggested using the word appraisal rather than evaluation 

(Munhall, 2012). They believed that “any work of art-including the research report-must be 

understood, or appreciated, for what it is before it can be judged as a good or bad example of its kind” 

(Sandelowski & Barroso in Munhall, 2012, p. 523). Furthermore, Sandelowski and Barroso explain 

that appreciated means the “exercise of wise judgement” and “keen insight in recognizing the nature 

and merits of a work” (Munhall, 2012, p. 523). A comparison could be drawn between the researcher 

valuing the participant’s description of their lived experience at that moment in time, and the reviewer 

valuing the one of a kind presented research report.  

Elucidation of the phenomena of moral distress is important work for nursing. Perhaps of 

greater importance is giving nephrology nurses a voice; humbly representing the participant’s lived 

experience, and in turn acknowledging the patient at the heart of this experience. Discovering what 

it truly means to be a registered nurse who has been impacted by moral distress and accurately 

describing the lived experience was the aim.  
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Summary 

 To uncover the foundational roots of the lived experience of moral distress for registered 

nurses, a descriptive phenomenological method is befitting. “Phenomenology … is not just a research 

method but also a philosophy and an approach” (Omery, 1983, p. 50). Husserl developed the 

philosophy to “restore its (science) contact with the deeper human concerns” (Zichi Cohen & Omery, 

1994, p. 138). Based on “wonder” and consciousness of the “pure subjectivity” (Zichi Cohen & 

Omery, 1994, p. 138), Husserl found a way to dig to the foundation of some of life’s mysteries.  

This research utilized the philosophy of Husserl and the method of Giorgi to uncover the 

essences imbedded in the experience of nephrology nurses caring for patients with CKD. In an effort 

to stay true to the Husserlian philosophy, the researcher attempted to gain an understanding of the 

assumptions and tenants of the philosophy so that the discovery of the pieces that make up the whole 

experience of moral distress for the nephrology nurses can be described in the most unadulterated 

form.  

To achieve phenomenological epoche (suspension of judgement and belief), the strategy of 

bracketing was employed to house pre-suppositions, and to be open to the possibilities (intuiting). 

Reduction of the findings rendered meaning units, called essences where by the universal structure 

of the phenomenon was built.  

 Following ethical approval from CHREB, recruitment of participants took place, and five 

interviews were conducted. Ethical considerations according to the Tri-Council Policy Statement: 

Ethical Conduct for Research Involving Humans (2010) was adhered to during the research process 

and continued to be strictly implemented.  
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 Although there are limitations with this project, attention to elevate the trustworthiness of this 

research was implemented from the planning stage and as the research unfolded. The overall outcome 

is perceived as beneficial; facilitating an opportunity to open conversations about moral distress and 

its grasp on the nurses who work in the field of nephrology, contributing to the Canadian literature 

on this topic, and perhaps boosting the moral community.  
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CHAPTER 4 

Findings 

Introduction 

Following interviews of five registered nurses, analysis of the digital audio recordings, and 

written transcripts took place, and a detailed review of the research steps will be described. In this 

chapter, each participant will be introduced; acknowledging their unique differences and celebrating 

their dedication to patients who have CKD. Each interview followed a similar pattern with the 

Interview Guide for Questions (Appendix C) used as needed to assist with focus and flow, although 

the conversations were noted to be unlaboured and fluid. To begin with, demographic data was 

collected to help build an illustration of the participants, and as the reader will learn, there are a wide 

range of differences in who they are. Following the descriptive phenomenology process outlined by 

Giorgi, the findings were uncovered. As the analysis unfolded and the phenomenon became exposed, 

“individual units” (Omery, 1983, p. 52), or “constituents” (Giorgi, 1997, p. 11) were recognized.  

The constituents rendered from the analysis of the participant interviews can be organized 

into three overarching themes: Ethical Factors (Professional Responsibility; Being Torn; and 

Collision of Values), Devotion to Patients (Empathy; Honor & Respect; Entrenched Relationships; 

Pain & Suffering; Chronicity and Disease Trajectory), and Intrinsic Fortitude (Working Through; 

Lasting Imprint; Coping with Stress) (see Appendix D; Table of Reduction: Themes, Constituents, 

Essences). Stepping back and observing the findings from a distance exposed these three overarching 

themes, where common traits could be pooled into eleven constituents. The seminal constituents 

identified from the research are: professional responsibility; being torn; empathy; honour and respect; 

pain and suffering; lasting imprint; chronicity and disease trajectory; collision of values; working 
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through; coping with (stress) and entrenched relationship. The participants in the interview certainly 

demonstrated similarities and differences in their perspectives, but threads of commonality emerged, 

prior to them explaining reasons for action (or inaction), when they first described their lived 

experiences, the bare experience resided there.  

Giorgi’s Method for Descriptive Phenomenology 

Giorgi (in Omery1983) defines the process for analysis as:  

1. Naive description of the phenomena accomplished via an interview with the subject. 

2. The researcher reads the entire description to get a sense of the whole. 

3. The researcher reads the description more slowly and identifies individual units. 

OR 

4. The researcher eliminates redundancies in the units, clarifying or elaborating the 

meanings of the remaining units by relating them to each other and to the whole. 

5. The researcher reflects on the given units, and transforms the meaning from concrete 

language into the language or concepts of the science. 

6. The researcher then integrates and synthesizes the insights into a descriptive structure 

which is communicated to other researchers for confirmation and/or criticism. (p. 52) 

Description of Analysis Process  

Once the written transcription process was complete, the transcripts were verified with the 

recorded interviews to ensure accuracy, and make any spelling corrections, and name changes. 

Following that precursory reading, the researcher performed a slower review of each transcript and 

began to look for themes, and significant stories and reflections within each account. At this point in 

the process, common words and phrases began to expose themselves, and notes were made to 
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organize those points. From the handwritten notes, highlighted key words, and supporting quotations, 

brief summaries were again typewritten about each lived experience. At this point, the entire group 

of findings seemed overwhelming, and very much like a puzzle. After some time away, a fresh review 

of the typewritten notes exposed some similarities. Although each participant came from a very 

different practice background, key descriptions were beginning to emerge. Not only were these key 

descriptions present, there were some profound and core themes. New notes were made on these 

seemingly related themes found in all five interviews, and as the researcher worked through the 

process, the essences eventually appeared.  

Bracketing Journal Utilization  

Omery (1983) reiterates that “the phenomenological method makes no assumptions. It does 

not deny that such things as process might be discovered, but phenomenology does not assume that 

processes exist before they are described” (p. 61). An impartial openness to see and accept what was 

uncovered in the interviews and analysis was the goal. From the time that the research investigation 

began, and during the lengthy analysis process, a bracketing journal was used. The journal became a 

repository for the researcher’s own thoughts on the process; and a place to document when findings 

were surprising, challenging, or when outside influences were eroding the sanctity of the research. 

During the course of this research, challenging and ironic personal circumstances have taken place, 

making the goal of objective research formidable. The bracketing journal was a place to store 

personal thoughts, and as much as possible, continue to aim for the goal of producing a quality 

research product. Omery (1983) suggests “the phenomenological method is approaching the 

phenomenon with no preconceived expectations or categories, performing some form of bracketing 

to define the limits of the experience, and then exploring the meaning of that experience as it unfolds 
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for the participants” (p. 54). The findings here are not my own, although personal nursing encounters 

with patients who have CKD led me to the research question, and inspired curiosity into the lived 

experience for other nephrology nurses.  

Demographic Data Findings 

In each interview, after the consent process, demographic data was collected by way of a 

short voluntary paper questionnaire. All five participants were female, with age ranges, education, 

years in nursing, years in nephrology nursing, years in current position, and current position status 

reported as follows:  

Age 30-39 40-49 70+ 

Quantity 1 3 1 

 

Education Diploma Diploma+other degree Bachelors degree 

Quantity 2 1 2 

 

Nursing Years 11-15 16-20 21-25 26-30 40+ 

Quantity 1 1 1 1 1 

 

Nephrology 

Nursing Years 

6-10 11-15 21-25 40+ 

Quantity 1 2 1 1 

 

Years in Current 

Position 

0-5 6-10 16-20 

Quantity 2 2 1 

 

Current Position Status Part Time Full Time 

Quantity 3 2 

 

At the conclusion of the demographic survey, the eighth question asked “Have you ever left a  
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position because of moral distress?”  and one participant said yes, while four circled no.  

 

Introducing the Participants 

 

 The five participants that agreed to embark on this research study as participants each  

have unique roles, and valuable experiences. In an effort to protect their identity, they were all  

given the option of using a pseudonym, either selected by themselves, or assigned by the researcher. 

Each of the participants indicated they would like to be given names by the researcher, with the 

exception of one nurse, Pam, who wanted to be known in the research by her real name. 

 Sara 

 

            Sara provided a brief history of her career caring for patients with CKD which began as a 

hemodialysis nurse. She now works as a renal conservative nurse caring for a caseload of patients 

who either have severely decreased eGFR (calculated/estimated glomerular filtration rate between 

15-30 ml/min/1.73m2), or end stage renal disease (ESRD) with an eGFR of less than 15 

ml/min/1.73m2 (Registered Nurses Association of Ontario, 2009, p. 16). The patients she cares for 

have chosen not to do dialysis (for various reasons) or any other renal replacement therapy. Care of 

her patients includes symptom management and coordination of resources that will benefit the patient 

as they experience loss of renal function and eventual deterioration of their health to the point of 

requiring palliative care.  

Pam  

Pam has been a registered nurse for over 40 years and has always worked in the renal 

medicine specialty, except for a short period of time in the intensive care unit when she first 

graduated. During her extensive career, she has cared for in-patient renal medicine patients, 

transplant patients, research participants, CKD patients having hemodialysis (HD) and presently 
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peritoneal dialysis (PD) patients. The changes she has witnessed in the profession have been 

extraordinary, and she recounted the changes in management of CKD and the advances in renal 

replacement therapies (RRT) have been remarkable.  

Historically Pam recalled being in nursing school and touring the medical units where patients 

were dying of uremia, because at the time there were no interventions to filter the urea out of the 

blood. In her mind’s eye, she recalled the uremic frost that patients had on their skin as a result of 

urea crystals coming out of sweat glands with those who had very high serum urea. She remembers 

seeing some of the first patients on hemodialysis in 1963 and how crude the procedure was; “it was 

awful back then, dangerous”. As technology advanced, interventions for renal replacement therapy 

improved and she admires how far we have come in treating patients with CKD.  

 Amy 

Amy has had a nephrology nursing career in the in-patient renal medicine setting, as well as 

the peritoneal dialysis setting. She admits to having experienced “burn out” while she worked in the 

hospital for a number of reasons which will be investigated more within the study. She has 

appreciated the teaching role in her current place of employment, and enjoys seeing the positive 

community side of CKD; a hopeful facet. Amy has encountered moral distress and was willing to 

contribute her stories and insights to this study.  

Liz 

Liz began working with patients who have CKD by chance approximately 20 years ago. After 

provincial budget cuts to healthcare in the early nineties, she had to decide between two opportunities; 

psycho-geriatrics and nephrology. She chose nephrology because she thought it would be more 

professionally challenging, and her choice was rewarded once she began her work with the complex 
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renal patients. Liz has enjoyed a career in nephrology nursing where she has worked with patients in 

every branch of care except direct hemodialysis. She is considered a leader, and innovator in her 

profession by her peers, and nationally in the care of renal patients. 

Jane 

As Jane begins to tell of her career of caring for patients with CKD, she has bright eyes and 

the biggest smile; an unexpected reaction to the subject matter. Her optimistic outlook shone through 

during her interview. Jane traces back her career path and tells of how it began on a nephrology in-

patient unit, where the complement of patients included complex and serious cases. When she tells 

of her patient’s diversification, she says “so it was very varied and wonderful, and now in this 

position, much the same”.  

Jane works as a nurse clinician in the CKD clinic prior to patients beginning RRT, or choosing 

the conservative care tract. She explains that the patients that she sees have CKD and are usually 

followed by the nephrologist and other healthcare professionals in the clinic for a number of years as 

their kidney function declines. In contrast with the long-term type patients, she has noticed an 

increase in more acutely ill patients who are diagnosed with glomerular nephritis (GN) between the 

age of 20 and 40 and suddenly find themselves with renal failure. They abruptly go from being 

healthy and independent, to being ill, with important decisions having to be made about RRT and 

advance care planning.  

Description of Constituents 

While these topics in isolation may not be exclusive to nephrology nursing, the descriptions 

and context the nurses provide are; the resulting structure can only be found in nephrology nursing. 

As Husserl imagined, the identified units of the whole are said to be relational and interactive (Wyld, 
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2010b). While the individual constituents are interesting, the interrelationship among the parts is 

most notable. Everything they reflect on in practice comes from their lived experience as a 

nephrology nurse who works closely with patients and families who have CKD. Elucidation of these 

seminal themes and constituents will be presented with supporting quotations and accounts by the 

participants who shared them.  

Professional Responsibility 

 The Code of Ethics for Registered Nurses (Canadian Nurses Association [CNA], 2008) 

outlines Nursing Values and Ethical Responsibilities (p. 3) where the fundamental responsibilities of 

a registered nurse in Canada are described. The ethical responsibilities are organized into “seven 

primary values” (p. 3) and all interactions with “patients, families, groups, populations, and 

communities” are founded on these core values. The seven primary values are:  

1. Providing safe, compassionate, competent and ethical care 

2. Promoting health and well-being 

3. Promoting and respecting informed decision-making 

4. Preserving dignity 

5. Maintaining privacy and confidentiality 

6. Promoting justice 

7. Being accountable (2008, p. 3) 

As a requirement to practice as a registered nurse in Canada, these values must be upheld and 

have come to be known as professional responsibilities. When the care of patients calls into question 

the fundamental values, an ethical conflict may be present. Sara articulates this conflict when she 

says, “we value the patient first of all”. In her interview, Sara described a scenario with a patient and 
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their family that caused her to grapple with her professional responsibility. The patient and family 

identified with a cultural background that was different than Sara’s, and one of their beliefs included 

the strict requirement that the patient not be told about the disease progression or expected trajectory. 

In this belief system, the family has full decision-making capacity for their ill relative, and are given 

carte blanche power. While Sara indicated she respected their familial beliefs and cultural values, it 

did contravene her promise as a registered nurse to “respect and promote a person’s right to be 

informed and make decisions” (CNA, 2008, p. 11).  She denied that the designated decision makers 

were directly harming their family member by obscuring information related to their disease and 

treatment decisions. Sara however, felt strongly that because the patient still held the capacity to 

comprehend, it was her professional responsibility to keep her informed, especially when 

approaching death. After a lengthy care relationship, Sara noted that she learned about the daughter’s 

rationale for concealing: “if the patient is told she is not getting better she has an element of 

depression that will cause her to feel worse”, and from the family’s perspective, “it’s like we’re taking 

away all hope what so ever” by explaining what is happening. The patient trusts their family to make 

all healthcare decisions and a family member is designated early on to “make all those decisions”.  

 For CKD patients and families, difficult RRT decisions are thread throughout the lifetime of 

the disease. The nephrology nurse, along with other members of the healthcare team are responsible 

for providing information and examples, so that patients and families can make the best choice for 

them(selves). Providing informed consent is a core value of the Code of Ethics for Registered Nurses 

(2008), and it means to have “respect for an individual’s right to sufficient information to make 

decisions about care, treatment and involvement in research” (p. 26). Liz encountered a situation 

where the patient was unable to communicate verbally, and did not understand the English language, 
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but demonstrated through his non-verbal actions that he did not want to continue on hemodialysis. 

When “there’s language barriers or communication barriers and we’re not always sure we understand 

what they understand, or they understand what we’re telling them, and I think that’s always 

distressing no matter who you’re talking with”. When life and death decisions are at stake is serious, 

and Liz recalled the barrage of help called together to ensure they didn’t overlook anything. In the 

end, the patient stopped hemodialysis and died. This scenario was many years ago, and now she feels 

we are doing a much better job of advance care planning for patients and families with CKD. For the 

participants, working around the patient, following stanch organizational rules, or omitting key 

obligations of the primary values, was in direct contravention of their professional responsibility.  

Being Torn 

When nurses who care for patients with CKD facilitate the coordination of care, there are 

sometimes conflicts between the plan of care from the standpoint of the nephrologist, the family, and 

the patient. Being torn is literally “the act of separating parts or pulling apart by force” (Merriam –

Webster, 2006, p. 1059). Perhaps the metaphorical tearing of the woven fabric of the nurse comes 

from an internal moral obligation; the commitment to professional responsibility, and the motivation 

to satisfy members of the nephrology team, the patient and family, and the organization’s mission.  

The nurse’s knowledge of all the procedural and logistical details of operating a dialysis (HD or PD) 

machine correctly, most certainly contributes to the concern for patient safety.  Amy elaborated on 

this feeling of being pulled in several directions when she shared a story about a medically complex 

patient she had previously orientated to the peritoneal dialysis (PD) RRT. Amy was hesitant from the 

beginning that this patient would be capable of both comprehending the complex procedural steps, 

as well as physically manage the precise sterile exchanges with her associated tremors. After the 
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peritoneal port was surgically inserted, and the week of education with the patient and her son was 

complete, Amy verbalized her concerns with the therapy to her team for the second time. She 

explained that the tremors and limited comprehension of the English language would be barriers for 

her to be successful. She elaborated on all of the technical aspects of the therapy, and how night 

cycling could be dangerous with no one available to follow safe procedures for bag exchanges and 

alarms. 

Along with these physical concerns, the son worked full time and had voiced concerns himself 

with how he would manage to take care of his mom. CKD is a complex physical disease, but the 

social implications reverberate through family and support persons. Registered nurses are privileged 

to meet these family members and support persons, and in the case of CKD, care of the auxiliary 

people can play an important role in the overall success of the patient.  

 In addition to the logistical and social concerns raised, Amy described being torn between 

the organizational expectation that they promote PD as an attractive RRT, the expectation to process 

the physician’s orders, as well as the physical, and logistical abilities of the patient and family to 

manage and comprehend the technical therapy. Amy discusses the divide in team decisions about 

RRT, “it’s easy to say put someone on PD, but it’s a commitment; it’s (a) huge commitment and if 

the patient can’t do it then a family member, like are they burning out now because of doing this?”. 

For Amy, the primary values of providing safe, compassionate, competent and ethical care, and 

promoting health and well-being are upended when she is carrying out the necessary PD teaching for 

patients to manage at home. Both their health and well being, as well as their safety will be 

compromised if some patients are sent home to manage PD on their own. She says, “we see that a 

lot...that a lot of patients that are put on PD when they really shouldn’t be put on PD because say 
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psycho-social issues or just they’re not coping well, or they just can’t do it”. When Amy raises her 

concerns about all the potential things that can go wrong during home PD, especially during the night, 

she says “doctors don’t get that...they don’t understand or see that”. She admits to being caught in 

the middle with resistance from the doctor, and her promise to provide safe, competent care; and her 

overall professional responsibility as a registered nurse.  

Jane described a scenario that she encounters frequently in her practice as a nurse clinician in 

the CKD clinic. Patients in her care who are unsure about whether to begin dialysis or manage 

symptoms on the conservative care track, are sometimes offered a “trial period” by their nephrologist. 

Jane explained that once a person begins dialysis, any residual kidney function is quickly lost, so if 

they start a trial period, and decide against it, they are left with almost no remaining kidney function. 

They might have been at 12% eGFR, but following the initialization of dialysis, their function could 

decrease to 2%, leading to an increase in symptoms from uremia. Jane said that sometimes this 

information is left out in treatment decision discussions. She always tries to ensure patients in her 

portfolio have all the information related to treatment decisions, and has discussed her concerns with 

the physicians and other nurse clinicians. At the conclusion of her portrayal of this morally distressing 

scenario, Jane stated “you find yourself very torn as to what to do”. Torn because of the obligation 

to work as a cohesive team, maintaining an environment that is professional, supportive and agreeing.  

For Sara, the experience of being torn in two or more directions came from her work in 

community satellite HD clinics. In those clinics, when a patient’s condition became unstable (i.e.: 

septicemia), their protocol was to call 911 for an ambulance to respond as they did not have the 

resources on site to carry out full resuscitation. Patients with chronic kidney disease have a long 

standing relationship with healthcare system, and often they become fatigued with inefficiencies and 



75 
 

loss of control. The protocol for entering the hospital facilities has some challenges and Sara notes 

that if the patient can get a direct admission where they can go straight up to the renal medical unit 

they will be more likely to go willingly, but when they need to enter through the emergency 

department, they will not go. Unfortunately, due to full capacity in provincial hospitals, it is not 

unusual to have to wait on a stretcher for hours and/or days until a bed is available for admission. 

“They’ve just had it, these are frail, sick people and they know how it works so they literally refuse 

to go”. In those situations, the nursing staff are left dealing with emergency situations without the 

necessary supplies, or backup; causing much stress. When they need care in an inpatient unit, if they 

have capacity and refuse to go to the hospital, the nurses at the dialysis clinic are conflicted. They 

are ethically torn between providing safe healthcare interventions, and respecting the autonomy of 

their patients.  

Sara described a scenario where the patient finally did lose consciousness and could no longer 

verbally refuse, therefore they called the ambulance and assumed consent for lifesaving measures. 

She said “you’re left just trying to deal with things until, until another decision is made or the patient 

changes their mind”. She discussed the frustration with knowing what needs to happen, but not 

knowing how to organizationally instil change. Nurses are really stuck in a situation of respecting 

their patient’s wishes, even when their wishes can be harmful. Sara says unless policies are changed, 

this problem will continue in satellite dialysis units and she says, “I don’t blame them to be honest”.  

Empathy 

All five participants described feelings associated with empathy in their interviews. Empathy 

is “the experiencing as one’s own of the feelings of another” (Merriam-Webster’s Dictionary and 

Thesaurus, 2006, p. 350); “the psychological identification with or vicarious experiencing of the 
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feelings, thoughts, or attitudes of another” (Dictionary.com, 2015). The registered nurses interviewed 

illustrated patient care situations where they felt deeply sorry for their reality; being closely aligned 

with their struggles.  

Pam admits to caring for a patient and family in a complicated and heavy atmosphere. In the 

scenario there were massive differences in the values, and ultimately the treatment decisions the 

family made for the patient. Pam admitted being left with “just a horrible sadness” after the patient 

had suffered and eventually died. She describes its poignant sting, and remarks how it impacted her 

personally when she says, “it’s the one that stands out in my mind...and (I) thought this is the last 

time. I’m never going to let this happen to a parent”. Perhaps for her, it was an unthinkable display 

of disrespect and lack of dignity to an elder. Swearing to never let this happen again to a parent 

demonstrated the personal closeness this memorable family; for Pam she empathized and made a 

promise.  

Within the interview with Pam, the researcher was wrapping up a previous discussion topic 

about dialysis treatment and the practice statement that “just because we can, doesn’t mean we 

should” (Karla), when the concept of suffering emerged. When the researcher said “and you’re almost 

connected to that”, Pam interjected and said “you’re fostering it”. To foster means “to promote the 

growth or development of; further; encourage; to care for or, cherish (Dictionary.com, 2015). That 

Pam would be as close to her patients’ suffering that she would give a home to (and grow) their 

experience of suffering, depicts her undivided empathy. In Sinclair, et al. (2016), examination of the 

concept of compassion from the perspective of patients with a terminal cancer diagnosis, 

characterizes compassion as a “disposition, requiring action” (p. 201), and discriminates it from 

empathy, “an attitude, emotion or state that is situational or contingent on healthcare providers’ 
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ability to “feel for” the patient” (p. 201). While in Pam’s case, she may have carried out some action 

to decrease the suffering for the patient in the moment (another characteristic of compassion 

according to Sinclair, et al.), that was not explored in the interview, making empathy the focus. 

When discussing the disease itself, Sara explained the work she does to help coordinate care 

to manage the patient’s symptoms. When the intervention she recommended is successful, and the 

patient or family phone her to report that they are feeling better and are thankful for all she did, Sara 

goes home feeling good about them. “If I’ve had a good day and everyone’s okay and they’re happy 

with their symptom management and they’re feeling good, then I can go home and I can let it go and 

I don’t think about them” (Sara). As she discussed the success of patient care, Sara quickly turned 

her attention to the converse reality of treatment failures. There are patients who have complex 

pathophysiology and concurrent conditions and no matter what one tries, symptom management and 

comfort is evaded. Sara explained that these particularly difficult patient situations make her feel bad, 

“that’s when I leave work and I’m thinking about them, so that’s how I know I’m concerned and I’m 

feeling anxious or because I’m thinking about them and it’s in the back of my mind on my days off, 

when I’m not there”. From an ethical perspective, even though the nurse upholds the principle of 

beneficence (to do good), and works to use his/her knowledge of chronic kidney disease, and useful 

interventions to alleviate suffering, some patients never reach a level of comfort that is acceptable, 

and despite all the effort, the nurse is not successful at helping them. This failure of patient care may 

feel like an ethical failure for some nurses because they never did the good they intended. For 

registered nurses, the aim to care for your patient in the best way possible; to provide healing and 

comfort (via numerous means) is sometimes an impossibility. Empathy then, is a feeling of hurt for 

them, only compounded by the inability to help them. The nurse sees and feels their suffering, but 
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knows some strategies that can help, but for some reason (or multiple reasons), the strategies fail, 

making that deep feeling of hurt-for even more profound.  

Amy voiced what it is like for her to be mired in feelings of empathy: “there’s no escape from 

dialysis, it’s in their face 24 hours a day, there’s no escape, you really feel for this patient”. Their 

reality becomes the nurse’s close reality; a second existence. Jane noted that while caring for patients 

who have CKD is not always ethically complicated, “it’s a terrible diagnosis”, and the nurse is a 

direct witness to the disease as it unfolds. Amy concluded by articulating the deep empathy she feels 

for her patients with CKD, stating “I know nothing I say or do is going to make them feel better, and 

it’s not going to change anything, and then you start putting yourself in their shoes”.  

Honour & Respect 

In their work with patients and families, while there were differences in their role and/or 

position, a common characteristic noted was the honor and respect they aspire to give those in their 

care. For four of the participants, they described complex care situations where the patient and family 

identified with a culture other than their own. The imbedded traditions and values of the patients and 

their families often challenged them to think differently and consider various perspectives, and care 

pathways. Sara describes the work she embarked on for over a year with a family and patient to try 

communicate and come to an understanding of what they needed in their care plan. She spoke of an 

almost daily phone call or visit she received from the family caregiver who was trying to care for her 

mom. She described the anger, confusion, negotiation, and frustration communicated by the daughter, 

and when her values and beliefs were not the same, she worked very hard to communicate effectively 

and above all give them the care they deserved. “You want to honor them, you want to honor all of 

them, you want to honor their culture but at the same time, it’s difficult to work in this environment 
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with our system of beliefs and values and put it together” (Sara). When Sara attempted to follow a 

usual care plan pattern for a patient in this condition, she would encounter road blocks. It was a very 

thin rope to balance on, with herself being the only point of care that the family would accept. For 

Sara, she worked to delicately negotiate and respectfully suggest treatment ideas, or symptom 

management strategies while being careful not to push too hard for fear of disengaging the family all 

together. Sara worked so hard to locate that thin margin saying, “you have to find a way to 

compromise that, you know to make a compromise because you don’t want to dis-honor them, and 

it’s not that we’re right you know. They have every right as well”. This very careful negotiation 

consumed much time thinking and planning the best approach, and it was certainly an immense 

challenge for Sara at the time, admitting: “you just struggle with that, you struggle with the difference 

in opinions and beliefs, and you leave, and you’re frustrated because you want to do more, but you’re 

limited”. From Sara’s perspective, listening equated with honoring. She explained that even though 

the family would refuse offers of homecare, and palliative consultations, the one thing they wanted 

and accepted was telephone conversations with their RN Sara. Although the plans for care at times 

seemed stymied, listening to the daughter’s expressions of fear, worry, stress, and loss via the phone, 

was the best way to satisfy their needs as a family and in turn, honor the patient.  

Pam identified that while CKD does not discriminate, it is her honor to care for people from 

all backgrounds. “...we meet people from all walks of life, all races, all ages, and no two people are 

the same”. Pam clearly expressed her belief in offering the same respect to everyone despite 

differences in background. “I believe in trust, honesty, and respect, different cultures, different races, 

different”. She talked of how she lives at work and at home, with high level priorities placed on the 
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values of acceptance, giving honor, and respect. These qualities are woven throughout everything 

she does, saying “we’re together”. 

Liz described the reverence she feels for patients with CKD; in awe of their resilience, she is 

especially honored to be part of the end chapter of their lives. Jane identifies the patient is her priority. 

When their needs are met, she noted it is usually not too difficult explaining the care plan, or treatment 

decision to the family members. When her patient is well taken care of, everything else falls into 

place. Jane began her interview by explaining to the researcher how honored she feels to be involved 

with patients with CKD, “very privileged to walk the journey with them and to be there as a support 

and a guide through the process”. For these registered nurses, the reward they gather comes from the 

results of the high esteem they give patients.  

Pain & Suffering 

For some registered nurses who care for patients with CKD, ethical conflict related to 

treatment decisions, organizational expectations, and cultural differences lead to moral distress, and 

still there is another sub-layer that contributes to moral distress of nephrology nurses. Jane discussed 

the parts that contributed to her lived experience of moral distress, and described the suffering the 

patients endure as pinnacle determinant. She cringed at the suffering she witnessed early on in her 

career, “living in a hospital bed with no dignity, no arms, no legs, they’ve been… (pause), and here 

we are dialyzing this patient” (Jane). She remembers thinking that this situation is not humane, but 

didn’t know what she could do. After years of practice, Jane contends that she now has the knowledge 

and confidence to approach a scenario like that, and to mindfully address ethical conflicts. Using 

communication skills, she works well with the nephrology team and ensures that patients are 

provided with all the information to make the right decisions for their lives. By providing treatment 
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options, with all the estimated outcomes, she feels patients can make informed decisions that are right 

for their family, including the option of conservative or palliative care. While pain and suffering 

remain an inherent part of a degenerative chronic disease such as CKD, as Jane describes it, “they’re 

the ones that have to live with this, just cause it’s easier to put them quickly on hemodialysis, they 

are the ones that have a lifetime of whatever we’ve decided so that can’t be how it is. They need to 

make the choices.”. Providing clear, honest, easy to understand information helps her patients choose 

what treatment path is right for them, and while this does not eliminate moral distress, it is certainly 

a strategy that Jane practices which decreases patient suffering, and in turn lessens her moral distress.  

Pam recounts a difficult patient and family scenario that she lived though over ten years ago. 

The patient was an elderly woman with CKD and the daughter would not withdraw care (peritoneal 

dialysis) even though the mother was obviously suffering. In this situation, the patient and family 

had cultural influences (not defined) where language and beliefs were different than the nurse’s. Pam 

recalls the daughter bringing the elderly mother up for clinic visits on a stretcher, while the mother 

was moaning, “pretty well unconscious”, and in obvious pain. The daughter “was not going to stop 

right until she died”. The nursing team tried to connect the daughter to all the resources available at 

the clinic, to help her make an informed decision, but after numerous attempts, help in that form was 

not accepted. She said “she was very thankful, and lovely, and gracious to us and everything, but it 

was hard”.  It is hard for nurses to witness suffering and not try to relieve it, and in this case, the very 

treatments that were saving the patient’s life, were what was causing (some of) the suffering. It is 

confounding to some nurses, why someone would choose a certain treatment path, but in this case, 

there was only one child and the mother was the last known relative she had. She could not let her 

go. Helplessly, Pam divulged, “it was very difficult to keep caring for somebody like that. But we 
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did”. Finally, in this scenario she determined her only way of contributing in a positive way was to 

advocate for pain management for the elderly woman.   

Sara ascertained that a patient’s pain and suffering can cause moral distress. In a past 

experience with a client, she described the patient was suffering with pain from the disease process 

and the outward signs of pain made the emotions raw for both family and healthcare professionals. 

The daughters were frantic to ease her pain, but would only accept certain help from the renal clinic, 

making Sara’s approach very challenging. She elaborated that this situation continued for just over a 

year and at times became more inflamed; when the phone would ring, she would tighten up with 

worry and “dread”. Her apprehension and reluctance stemmed from the hindered actions, “because 

they want you to do something but you can’t do anything because they won’t let you”. Hamric (2012) 

identifies that it is an inherent part of nursing care that patients suffer, and not all suffering can be 

alleviated. As a witness to the tragic events of life, moral distress may be experienced by those 

directly involved in the care. Sara discloses that “sometimes we can’t ease their suffering”.  

Lasting Imprint 

Within the interview time, the researcher asked the participants to think of interactions they 

have had that caused moral distress. For some of the participants, they traced back in time 10, 20, up 

to over 50 years ago to recall past experiences. There were patient care situations that still haunted 

them, either because of the suffering witnessed, or because of the complexity in effectively managing 

the patient and family. For Pam, travelling back to the time she as a newly graduated registered nurse 

first encountered patients with CKD, she could vividly recall the picture her senses painted; the 

swelling, the distended abdomens, the sallow skin, and the fluids in jars. The science and art of 

nephrology nursing and treatment of the patient with CKD has greatly advanced, but the memory of 
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those first patients in her long career in nephrology nursing still remain. “I’ve seen huge changes for 

the better, I mean it was awful back then really what they went through”.  

Liz maintains that because of improvements in advanced care planning over the past nine 

years, experiences of moral distress in this setting have been nearly ameliorated, but as she quietly 

sat and considered the question about moral distress and its long term effects, a patient situation from 

her past came to the surface. She remembered a patient that struggled to be heard because of his 

inability to speak English. He had been becoming physically aggressive during hemodialysis, and so 

family would be called in to sit with him. He then began hitting out at his family member. The 

hemodialysis nursing staff were upset and unsure how to care for this patient, resulting in them 

refusing to carry out dialysis because of safety concerns.  Liz was consulted to try problem-solve and 

determine what the hemodialysis nurses and care team in this facility could do. In this case Liz had 

not continuously worked with the patient before and she felt she was involved quite late in the story; 

making it difficult to determine relationships, establish trust, and fully understand the values of the 

patient. In Liz’s consultation, she gathered information, and began making a list of options they might 

pursue. One day, a staff member said “well, what’s he saying? He’s saying he doesn’t want dialysis”. 

Help from various departments and applicable agencies was brought in to solve this perplexing case, 

trying to be so careful to ensure this message of wanting to stop dialysis was not being misinterpreted.  

As the final weeks of the man’s life unfolded, the family, made the eventual decision to stop dialysis 

and allow the patient to experience end of life, with symptom management and palliative care. When 

they stopped doing dialysis, the patient stopped hitting out at caregivers and family around him; a 

peaceful ending.  



84 
 

Liz said, “in those instances sometimes there’s an important need for debriefing, or a 

discussion, because I think, the distress from that situation, once the situation dissolves, there’s a 

natural sort of deep breath, like exhale, we don’t have to deal with that anymore, but I do think the 

imprint of it lingers”. She now uses that scenario to teach about the imperative of ensuring all patients 

with CKD begin having conversations with their nephrology team early on, so that unwelcomed care 

can be avoided. The experience is tattooed on the caregivers who were conflicted by the ethical 

tensions. Liz is in awe of the patient care scenarios that have remained with her over her 30-year 

career, and in those difficult situations she says “you had to really work hard to get to whatever 

outcome happened, or there was no good outcome”. When all you’re determined to do for your 

patient is good, then if the situation is wrought with negatives and suffering, it remains with the nurse 

that they never could attain their ultimate goal of good. When discussing the lasting imprint of 

specific patients over her career, Liz admits that when the care transcends the personal parameters of 

the nurse, the memory persists. “I think when you get challenged with your own belief system; I think 

those are the people who stay with you”.  

In the aforementioned scenario, the ethical principles of autonomy, beneficence, and non- 

maleficence were battling for primary position, and while the patient did not seem to agree with the 

treatment, because he was not able to speak, the challenges were more complicated. Liz reflects on 

this example and follows with her reinforcement for the need for advance care planning, and she 

wonders what led to him being missed. She says, “we missed the boat with those people when they 

had capacity, or we didn’t pursue it because of a language barrier, and look this is where we land”. 

Even after all that time, regret and moral residue leave a stain. 
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Following the analysis of some of the moral distress experiences Liz had gone through in her 

career, she surmised those experiences influenced her future practice, “I think that imprint informs 

how you handle other patients throughout the rest of your career”. In her experience, the challenging 

cases improved her future practice with the goal of always getting better at the conversations, 

improving the communication and ultimately making things the best they can be for the patients and 

families who have CKD. “Maybe it shapes my desire to do the work I do?”.  

Chronicity and Disease Trajectory  

 Chronic disease.  

The participants interviewed each have between six and 40+ years of practice in nephrology 

nursing. Several of them have carried a variety of positions within the specialty, gaining a 

comprehensive range of knowledge on the chronic disease. They understand the patients from a 

chronic disease standpoint, and Pam and Amy discussed some of the unique challenges they have 

encountered with patients adhering to treatment recommendations. Fluid restriction is a very tough 

limitation for patients to follow, with fluid intake often being curbed at 500-1000mL/24hours. Pam 

approaches this challenge matter-of-factly stating, “all you can do is say you know it’s not the best, 

this is what could happen, you can’t follow them”.  

When caring for patients who have CKD, Amy states that she never takes things personally. 

She realizes that the behaviours of the patients are a direct effect of their disease, and when they are 

too tired to listen, or don’t adhere exactly to the regimen, she accepts that. Adherence is a challenging 

facet of chronic conditions and CKD is no different. Amy illustrates that she uses her knowledge and 

autonomy to make a plan for the individual depending on their unique life needs. She says that if you 
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demand 100% adherence to the regimen, “they are just going to be more resistant, and they’re just 

going to rebel more”.  

Liz laments that being diagnosed with CKD “...is a lifelong sentence”. Liz conceded the renal 

patient is unique and stands alone in the healthcare world because of the continuous journey they are 

on and the medicalization that occurs because of this experience. She noted that even if they are the 

recipient of a kidney transplant, they are still bound to the healthcare system for lifelong monitoring; 

never set free. 

 Disease trajectory. 

For the registered nurse, possessing the knowledge of what is to come can be unsettling and 

arduous. Jane clearly communicates her role in the clinic as that of “supporter” and “guide”, but 

realizes although they work to preserve any residual kidney function the person may have, there is 

an expected associated degeneration; “and that is the difficult thing, we know it is going to come”. 

Sara describes the familiar predicted disease progression for patients with CKD. Usually when caring 

for patients who have CKD, they begin by addressing advanced care planning, then arrange homecare 

to come into the home and assist with medication administration, asses and coordinate assistance for 

physical and functional mobility, and then usher them into palliative care when that time comes. “We 

try to prepare families ahead of time. We try to say this is what the symptoms are, this is what can 

start to happen, this is what we’re watching for, this is a sign that the kidneys are failing, and that 

we’re getting closer to possibly needing extra help, that possibly end of life is coming”. Holding that 

knowledge can itself be burdensome, and while knowledge is frequently seen as antecedent to power, 

it can cause a person to crumble.  
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Amy knows the experience of reluctantly being able to predict the patient’s future. Amy said 

she feels bad, because you know what’s coming, and you don’t want to have to have your patient go 

through that, but what other choice is there (paraphrased from Amy). Unfortunately for the newly 

diagnosed patient, and their family, this mysterious and debilitating condition will eventually show 

itself.  Amy concludes, “a lot of the patients don’t know what they’re getting themselves into, I don’t 

think any of them know”. It is certainly not known what exact path the patient will take in their 

journey, but with CKD, we know there is no cure, only treatments to manage the condition 

(treatments that come with their own risks); it is degenerative; and eventually the chronic disease 

infiltrates every part of the patient’s life. The repercussion of the impact of CKD has devastating 

consequences to every aspect of a productive life; leaching in like a corrosive acid. Registered nurses 

that know the disease well, know that eventually the negative impacts will be fully realized. It’s not 

that nephrology nurses withhold this information from patients, although predicting trajectory is 

certainly not within the usual role of the nephrology nurse anyway, but what help would it be to tell 

someone of all the losses they will sustain? It most likely would not resonate until the patient is living 

the experience, or for the RN, when he/she re-lives the experience. It is a sadness and regret that 

nephrology nurses wear on their sleeve permanently. 

Collision of Values 

Woven throughout nursing education, and foundational to nursing care, values are “standards 

or qualities that are esteemed, desired, considered important or have worth or merit (CNA, 2008, p. 

28). It is an expectation that nurses uphold the core primary values: 1. Providing safe, compassionate, 

competent and ethical care; 2. Promoting health and well-being; 3. Promoting and respecting 

informed decision-making; 4. Preserving dignity; 5. Maintaining privacy and confidentiality; 6. 
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Promoting justice; and 7. Being accountable (CNA, 2008, p. 3). Patients and families who are cared 

for by a registered nurse, must have the assurance the nurse will maintain their practice in this way; 

a professional agreement between the RN and members of the public.  

In addition to the values underwritten in nurses professional practice, there are values and  

beliefs held by the organization (often communicated in their mission statement), as well as the  

personal values possessed by the nurse; a unique tapestry originating from upbringing, life 

experience, culture, and origin. In complex care situations, these values sometimes collide, called  

value conflicts (Oberle & Raffin Bouchal, 2009, p. 35). While nurses are taught to temporarily  

suspend their personal values and beliefs while caring for patients and families, this can be 

accomplished without much difficulty in simple matters of patient preference (i.e.: order of doing 

tasks, dietary requests), but it is a much more challenging endeavour in complex situations where the 

risk to human life is real (RRT).  

Nursing values. 

Conflicts in nursing values and ethical responsibilities such as “promoting health and  

well-being” (working with people to help them attain their highest level of health and well being)  

and “preserving dignity” (recognize and respect the intrinsic worth of each person) may be at the  

core of moral distress, leaving registered nurses at a tug of war with themselves and/or others  

(CNA, 2008). Sara described a patient care situation in her practice where the professional  

expectations of upholding the core values were in conflict with the expectation of the family in  

the treatment of their loved one. As previously explained in the Professional Responsibility  

theme section, the family Sara was involved with was adamant that their mother not be told that  

she was dying or even how sick she was. Sara said “we feel that it’s important that a patient  



89 
 

knows what her prognosis is”. While the mother did have capacity, their cultural values included  

complete care of the sick, even if that meant not being wholly explicit in their health information.  

She remarked how the whole scenario had a characteristic of deception which she struggled with, 

because it interfered with the primary value of Promoting and Respecting Informed Decision-Making 

(CNA, 2008). At the same time, she endeavored to balance the delicate work she was doing with the 

family to keep them connected and to build and maintain trust. She worked to keep their relationship 

healthy; to maintain good communication ultimately for the benefit of the patient. The family’s 

position was not negotiable and so, Sara worked to find a way to continue to care for the patient 

amidst the clash of values.  

Personal values. 

In the previous section about Imprint, Liz recounted some patients and their journeys in the 

renal medicine specialty that always stayed with her. When she thought about why those particular 

people were imprinted on her memory, she offered the explanation “I think when you get challenged 

with your own belief system, I think those are the people who stay with you” and not only is a lasting 

signature left, in the presence of openness, there is room for the molding of values. Perhaps the toil 

done in earnest forges a mark on the nurse; causing them to question everything they hold dear. Work 

that takes place in the professional realm, certainly opens doors to impacting core values of the nurse.  

During practice encounters with patients who have CKD, Jane has noticed she is constantly 

reflecting on her personal values. She stated that she doesn’t know where hers come from and “why 

they are they are”. When she is questioning her thoughts on a certain perspective, she will consult 

with another nurse in the clinic just to check what they would do or are thinking. She has learned that 

when ethics are heavily woven into patient care scenarios, there are several “right” ways of going 
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about things. “I’m constantly reflecting and changing my mind with things”, and perhaps this 

openness helps her be an effective support person to patients and families.  

Beliefs about dialysis. 

As people age, there is an expected and natural tissue and organ degeneration that takes place. 

Connective tissue loses some of its rebound elasticity, resulting in loss of efficiency and precision in 

function. Sara examined her own beliefs about dialysis in the interview when discussing values and 

choices about renal replacement therapy. She stressed that “dialysis is a treatment option that should 

not be offered to everyone”, and she told the researcher about her own 94-year-old grandma who had 

seven percent kidney function. Sara understands and appreciates normal aging of the human body, 

and questions “at what point do we say this is aging naturally, this is how we’re supposed to, like 

what are we allowed to die from?”.  

Differences in values and collisions of ethical principles create a rich environment for  

inflammation. It is widely known in the nephrology care settings that elderly patients who begin  

hemodialysis often do not have an improvement in the quality of life, and in fact, complications (such 

as infection) usually arise that cause the patient’s health to rapidly decline. Nurses who work in the 

specialty of nephrology have this knowledge, but patients and family often look to dialysis as a 

treatment; an answer to their suffering from decrease kidney function. In consultation with the 

nephrologist, patients and families are taught this, so that they too can understand the implications of 

the renal replacement therapy options. Once they have the knowledge, the decision about what 

treatment is right for them needs to be made, and for elderly people the best decision is usually 

conservative care. Although the best decision, according to research may be to conservatively care 

for this population of patients by monitoring and managing symptoms of CKD, the best decision 
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according to the family or patient may be one that is more aggressive. These differences in values 

and love for the person who has CKD can make for wide distances between nurse and patient/family. 

Pam says “sometimes we go too far saving people and if they’re 90 years old and blind and have 

cancer, why would they do dialysis?”.  

An example of moral distress Jane can recall experiencing is with an 89-year-old patient who 

is contemplating RRTs. As Jane knows from research, people over 80 do not generally see favourable 

outcomes when employing dialysis as a RRT, quite contrary, they usually endure a reduction in 

quality of life. Jane and the patient’s daughter both anticipated a conservative care approach to 

treatment would align with his health philosophy, but he surprised them and wanted to begin 

hemodialysis when the time comes. Jane was very dialed in to the nuances of the scenario; 

recognizing the issue of ageism, determination of capacity, and acknowledgement of keeping her 

personal values in check. She ascertained that her position is to provide honest, objective information, 

and allow the person to make the decision for themselves, while she supports them no matter what. 

That is what she viewed as her role and very strongly maintained that even if the patient chooses a 

RRT or other action that she did not agree with, she promised to be professional and supportive. It 

was apparent that Jane has done her own moral analysis and has carefully worked through and 

considered scenarios from practice. She notes that, “even though it does not align truly with how I 

feel, (but it’s not my father and it’s not me) as his care provider, I will support him in that decision 

even though like I said, it’s not necessarily what I agree with”. Jane maintains a strong stance on 

equity, believing that in Canada, every person has the right to receive access to healthcare, including 

the treatment of dialysis. “Who am I to say that an 89 or 90-year-old shouldn’t be offered dialysis 

and have dialysis if they’re functioning members”?  
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In contrast to the complexities of dealing with situations where the patient is older and lacks 

capacity and they can’t easily stop treatment, Liz recounts a scenario where the patient is middle-

aged, with full capacity and determines that dialysis will not be a treatment for them. In effect, it is 

opposite where the nurse feels this determination to encourage them to subscribe to RRT. Liz 

laments, “I think we really feel a little more unease with those situations”, and they work to 

differentiate between decisions made under the cloud of depression, or informed decisions that are a 

good fit for the individual. She says she finds herself thinking, they have so much potential to live a 

long life, albeit on dialysis or with a transplant, but in the individual’s assessment, that would not 

constitute true quality of life. In some manner, the nurse has to come to terms with the decision of 

the patient, and accept it, even though there may be a contrast in values and beliefs. Liz ascertains 

that the nurse’s role is to be supportive, and objective to the person suffering with CKD, but that is 

not an easy position. “It’s hard coming to terms, but you’re supporting them and it’s your job to 

support them through that choice”.  

For some patients, the decision to begin or stop dialysis is largely influenced by the people 

closest to them. We as a profession value autonomy and uphold the patient’s right to choose, but 

when the patient chooses a treatment path that is for their loved ones, it impacts nurses. Liz told a 

story of a gentleman that they cared for in the clinic a number of years ago, and while this patient 

was young (40), he chose to avoid dialysis and accept palliative care. Liz had consulted with him at 

least three times and he was firm in his decision. After quite a period of time on the palliative care 

unit, dealing with the terrible symptoms of uremia (Liz says symptoms can be much more severe for 

young people), he changed his mind and accepted dialysis. When Liz met with him after and asked 

what had made him change his mind, he told her it was his common-law wife who had pleaded with 
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him, saying “could you just try for me so I don’t have a lot of stress and burden after you go, and I 

know that you at least tried?”.  

Organizational values. 

While Sara touched on aging and the appropriateness of RRT options, Amy discussed an 

issue of conflicting values within the healthcare system and health organization. At times people who 

have difficulties with mental, and/or physical health, social, or support structures are prescribed PD. 

Amy finds this inappropriate and upon reflection, she thinks the impetus for this is the pressure to 

preserve HD beds. HD in a clinic is the most expensive method of providing RRT, and Amy estimates 

that financial analysis drives much of the troubling assignments of patients to PD who are not good 

candidates for it. “I find we see that a lot now because we are getting a lot more peritoneal dialysis, 

more patients coming to peritoneal dialysis, and they say pretty much any one can go on peritoneal 

dialysis, but I sometimes I find that the doctors just tell these patients well PD, better lifestyle, your 

own kidney function lasts longer, and you get to travel, but there’s a lot more involved with PD, and 

is it ACTUALLY the right choice for this person?”. 

Working Through 

Working through may take the practical form of using cognitive skills and strategy to push 

forward in an amicable direction together with patient and family.  Planning, coordinating resources, 

managing changes in the patient’s condition and decisions all demands coordination and balance. 

Add the emotion present when a loved one’s life is a risk, and support of family becomes a tedious, 

yet rewarding occupation. Audibly in the transcripts of some of the participants, they described a 

working through that was internal and psychological. In a grander sense, working through could be 
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understood as getting through. Personal effort to cope with and keep going forward in situations of 

difficulty is a hallmark of the nephrology nurse. 

There is an expected degenerative pathway for patients with CKD to experience, whereas in 

some more complicated situations, Liz finds it challenging to process. “I think those are the situations 

that challenge staff and challenge us on all of those sort of moral, ethical levels, right, we sort of have 

to work through that to come to terms with it so we can actually work with those individuals as 

professionals, but also ensure we keep our own moral integrity as we work with those clients”. This 

working through and processing of the ethical dilemma preserves the individual’s personal morals 

and cultivates a readiness in them to care for patients in an ethically charged context. According to 

dictionary.com (2015), “work” means “exertion or effort directed to produce or accomplish 

something; labour; toil”, while “through” is explained as “in one end, and out the other, to pass 

through a tunnel; go past or beyond”. To work through the situation implies acknowledgement and 

acceptance that this issue or challenge occurred and it is necessary to move forward; a pragmatic 

approach as explained by Liz.  

After all these years of nursing care for patients with CKD, Pam says her experience has been 

mostly positive, which keeps her engaged in her work. She has not left a position as a result of moral 

distress, and emphasized the importance of not carrying the difficult situations along with her. She 

says, “I try not to carry it, I mean you can’t … and you do have to say I’ve done or I’m doing my 

best”. For Pam working through includes the acknowledgement of the difficult, and the internal 

message of commendation.  

 Following a lengthy patient and family care relationship which was wrought with challenges 

of treatment decisions, and unmanaged pain, Sara describes the feeling of accomplishment; a positive 
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ending that came after an intense and complicated waltz. Finally, near the end, she succeeded in 

helping the patient get to a hospice to die peacefully. “So we got her there; we got them there”. Not 

only did she arrange the physical transfer the patient to the hospice where she could receive the care 

she needed, but figuratively she spoke of finally coming to a place of understanding; arriving at a 

place of peace. After everything was over, the patient had died, and the relationship with family had 

closed, she said her reflection included self talk, “I did the best I could I really did, and I tried as hard 

as I could and so I did what I could for them and I’m okay with that. I am okay, right”.  

Coping with Stress 

 For nephrology nurses who care for patients with CKD, stress is a daily part of work. Whether 

moral distress is encountered in the care situations, stress is a sure feature of managing the health 

needs of complex patients and families. Stress by definition is “the physical pressure, pull, or other 

force exerted on one thing by another; strain.” (Dictionary.com, 2015, iPhone application).  Meeting 

the demands and expectations as a RN is stressful and much emphasis is directed at managing stress. 

In the interviews, the researcher examined stress as a sub-experience of moral distress. For example, 

if the participant experienced moral distress, related stress and management was also discussed. 

Additionally, participants were forthcoming about what they all regularly do to cope with stress 

independent of moral distress. As the participants discussed their lived experience in the various 

nephrology settings, physical, and emotional/psychological effects were also described.  

Amy began illustrating her previous experience as an in-patient staff nurse on a renal 

medicine unit. She recounted the years of care she provided to patients with CKD, witnessing their 

suffering, managing their complex illnesses and symptoms, with blemishes of emotional and verbal 

abuse. After six years of working in the area, Amy started to realize she was feeling worn down from 
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both patients and families. Although she said she explained that she liked the busyness, she was 

feeling ready for a change, “I was feeling burnt out”. In the literature about moral distress, there are 

some bisecting attributes with burn-out and moral distress in nursing. Perhaps for Amy the burn-out 

preceded the moral distress and wore her out so that she found it difficult to process or cope with 

competing ethical principles. Caring for patients with complex health concerns who are feeling very 

sick is demanding and Amy remembers feeling overwhelmed. “It’s not good when I come to work 

and feel like I want to cry my head off because I don’t want to be here”. At this challenging time, she 

wondered if nursing was not her best career choice and questioned whether it was the specialty of 

nephrology or nursing itself.  

She decided to change places of employment after seeing a job posting for a RN in the 

peritoneal dialysis clinic. In retrospect, the change was good for Amy; she realized there are patients 

with CKD living a happy, relatively healthy life. Rather than being immersed in a work environment 

where the patients with CKD had great needs globally, she learned of a more optimistic setting where 

people could live with CKD and carry on with lives that were still rich and of high quality. It was 

noted during the interviews that none of the participants have remained working in one consistent 

location or position for their careers. While there is evidence of dedication and investment in the 

specialty of renal medicine, these RNs have all made career position and location changes. Perhaps 

change is a coping strategy itself; staying fresh, always in motion.  

Physical symptoms. 

  Sara admits to having experienced some physical symptoms related to the moral distress she 

encountered in this situation. During face to face meetings with the family and patient she noted that 

she was “uptight and physically anxious”, as well as having muscle tightness and being hyperaware 



97 
 

of what she said and how she would deliver it. Sara describes experiencing headaches as a result of 

challenging patient situations. Pouring unlimited energy and time into crafting strategies to 

effectively manage brittle patient symptoms had a wearing down effect on Sara. She said when 

talking on the phone with patients or family caregivers, her heart rate sometimes became elevated 

from the adrenaline and as a result, she’d often experience a headache later. She notes that these 

difficult situations are not common, but when they do occur, they are particularly perplexing.   

From her recollection, Liz remembers experiencing headaches, and feeling drained or 

depleted of energy after a demanding patient/family interaction. “I think sometimes we do feel, carry 

the burden of the day, and we need to find a way to let it go”. After a challenging interaction, she 

explains the depletion as something similar to batteries being drawn on, “it just sucks you down”, 

and she emphasizes the need to “recharge”. When discussing the physical and emotional 

repercussions of moral distress, Liz identifies the need for the individual nurse to have a coping 

strategy that works for them.  

Jane denies having any really clear physical symptoms of moral distress when she worked in 

in-patient nephrology nursing. She wonders if “mental anguish certainly, maybe contributed to an 

increased fatigue”, but she also had young children at that time in her career, so she cautioned it was 

difficult to be certain of the causation. While it’s difficult to determine focused symptoms, she does 

remember lacking the desire to go to work in that setting. She says, “I wouldn’t say it caused it, made 

me change jobs, but it was certainly part of maybe not loving the job as much as I love this one”.  

Emotional and psychological symptoms. 

 Emotional effects of moral distress are certainly less obvious, although present, they linger in 

a recessed corner for many of the participants. Emotional reactions to moral distress may commonly 
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be hidden or concealed, whether intentional or otherwise. Sara described both a stressful and morally 

distressing scenario that happened frequently in satellite dialysis clinics when patients who were 

experiencing serious symptoms would refuse to have the ambulance called or be transferred to the 

hospital. The staff at the clinic would have to manage their care without appropriate access to 

lifesaving resources until they either regained stability or lost consciousness. While the scenario 

sounded terrifying when described in detail by Sara, she never personally described it as such. She 

admitted feeling “physically distraught”, but took on a more stalwart stance, suggesting, “you’re left 

just trying to deal with things”. The word left in her descriptive quotation may come from a place of 

being left behind; abandoned. Feeling distraught means “distracted; deeply agitated” as well as 

“mentally deranged; crazed” (Dictionary.com, 2015), with linguistic meaning set in the 1300’s from 

the Middle English past participle of stretch. Etymologic origins are closely related to (moral) 

distress. 

During the interview Sara describes the times when despite her best efforts to help the patient 

and family feel some measure of comfort or balance, at times she is unsuccessful. During these 

difficult moments, she admits to feeling “concerned” and “anxious” and thoughts of the patient and 

issues lingers. Earlier in the interview, Pam explained an ethically difficult patient scenario, but when 

asked about it, she said she did not experience either physical or emotional symptoms, but concluded 

she was left with “just a horrible sadness”. Perhaps without even realizing the emotional toil, Pam 

had encountered scars. As Munhall (2012) reminds, what the participant moves away from in the 

answers to the questions may be significant and hold hidden meaning. 

For Amy, caring for young patients always adds a layer of emotional burden. She noted that 

it makes her feel “sad” and “awful” at times, conceivably because she is looking in the mirror and 
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sees herself when she sees her young patient with CKD; empathy. Liz too has struggled with 

accepting and supporting young patients who do not accept dialysis as a RRT. Beyond the 

professional, logical facade, Liz exposes the emotional unrest encountered in some of the remarkable 

human to human interactions.  Only a fraction of the internal personal struggle is evident through her 

stalwart exterior when she says “it’s hard coming to terms, but you’re supporting them, and it’s your 

job to support them through that choice”.  

Liz truthfully admits that emotional symptoms of moral distress certainly happen as a result 

of interactions with patients and families, “Yeah I think you can feel very depleted after a very 

emotionally challenging encounter, and then you sometimes just need to either recharge, or figure 

out, or it just sucks you down for a day or two till you kind of get going again so I do think that 

happens, I really do”. The frequency and severity of the morally distressing situations might have an 

effect on how easily a person can return to work feeling ready again.  

Coping strategies. 

Coping during work. 

When dealing with challenging consultations, Sara developed the process of letting the phone 

ring, allowing the answering service to collect the call, listening to the concerns, thinking about what 

to say and making a plan, then returning the call in a prepared state of mind. After discussing this 

practice with me, she recognized that this was an unintended strategy that she developed to cope with 

the ethically difficult situation. Until discussing her practice in the interview, Sara had not reflected 

on the steps she took to calm herself and think about her approach. 

While at work, when Jane is accosted with a care situation that is complex or challenging, 

Jane immediately relies on her colleagues for support. She acknowledges the conversations and 
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support she has at work with colleagues help her to cope. “When you come out of a clinic visit and 

there is something really emotional or stressful, you have a quick chat and then unwind from it and 

you can almost then move on right there in the moment if you just have that quick debriefing with 

somebody”. Rather than carrying the burden, Jane approaches the issue openly, with a professional 

discussion among her fellow caregivers, and it’s almost as if she lays the burden down to continue to 

move freely and lightly.  

Coping outside of work. 

Sara noted that she has personal interests outside of work that help her cope with the demands 

of work. One of her most important strategies for coping is having the opportunity to talk to her 

husband at the end of the day. They can share challenges and triumphs from each other’s workday 

and help to support and calm the other. Sara felt very strongly that working part time was an 

additional approach to help abate the demands of work. “I really think that is probably one of the 

biggest things that keeps people working in this area, is having that time off because you do need it 

mentally, I think”.  

Amy declared she attends yoga in the evenings as a way to de-stress. Her daily practice 

includes time for meditation, ranging from one minute to ten minutes, depending on allowances in 

her schedule, where she uses deep-breathing techniques to help keep her “more grounded”. Perhaps 

for Amy, these exercises give her a solid foundation and a place of stability. Amy mentions that in 

the absence of these strategies (yoga and meditation), the stress compounds. “You know when you’re 

really stressed, you come in all stressed, and all shaky, and then you’re not coping well with say like 

a stressful situation. It just makes it more difficult coping with stuff”. Amy denies having physical 

symptoms related to moral distress.  
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Liz tells of her goal to always try leave work related stress at work, and working part time 

aids in her goal of finding balance between work life and personal life. She mentions that evening 

walks with her husband give her the opportunity to decompress and debrief with someone she trusts. 

While her husband does not work in healthcare, she thinks his commitment and their differences in 

careers provide a non-judgmental sounding board. Liz practices yoga with a colleague and they 

sometimes go during their lunch break. She says “it is a really cleansing experience because when I 

go I can’t think about work, I can’t. I have to just focus on breathing, and getting into that meditative 

state, and then I feel good. I feel good if I go”. She adds that some people participate in walks over 

the lunch hour, and that is an activity they promote in the self-care module of the workshop they host. 

Other self-care tools she mentions are deep-breathing exercises to prepare oneself for difficult 

conversations, carpel tunnel release exercises, five-minute stretches, and ergonomic work stations. 

Liz reinforces the importance of self-care for those who care for chronically ill people, agreeing that 

if you’re not well and balanced, “it trickles in to so many other areas of your life”.  

Jane identifies her own growth with leaving work at work; reflecting on a time when she did 

carry the stresses of the day home with her at night. Now, she finds after her drive home, which 

sometimes involves some “processing self-talk”, she seldom carries burdens of work scenarios home 

with her. On occasion, when there is something quite heavy to deal with, she debriefs with her 

husband. When the weather is nice Jane also, takes advantage of the opportunity to go outside during 

lunch break with some of the other nurses in the clinic for a walk and fresh air.  

Part time work.  

When Pam began recounting her experience and lengthy nursing career, she admitted the 

main reason she was still working, was because she has worked part time for years. She said, “I think 
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if I was full time I would find it pretty tough”. Both physical and emotional strain from working full 

time in the nursing profession is well documented in the literature, however, when Pam expounded 

upon the toughness, she discussed the relationships with her patients and their families. She 

explained, “renal disease is all encompassing.”.  

Liz maintains that her work in these three roles is part time (0.6 Full Time Equivalent (FTE)), 

and that time is very purposeful because of the demanding nature of the work. She says that “I think 

if you did this work all the time, full-time, there’s a high potential to either burnout, or carry too 

much work with you”. When asked how she can complete all her work in the time limitations of a 

0.6 FTE, she highlights the importance of building capacity in the nephrology nurses in all 

departments. The conversations with CKD patients happen informally and in more formal 

arrangements when staff in all departments are prepared with the knowledge to facilitate the 

conversations that they teach in the workshop. Out of the five participants in this study, three are 

employed part time.  

Team environment. 

Pam explains that the team environment in the PD clinic is healthy and supportive from a  

professional and personal standpoint. When there is a clinical decision that needs to be made, she 

will frequently consult with her nurse colleagues to come to the best decision for the patient. She 

mentions that the work is not stressful in general and thinks perhaps the team work is related. The 

team that Pam works on consists of a variety of ages of people, and she thinks it’s important to have 

the injection of new ideas and youthful perspectives. She enjoys hosting students and finds it “really 

refreshing to have somebody for a day”. In their work environment, Pam noted there is an absence 

of “gossiping and backstabbing”, building up the essential foundation of trust on the team.  
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Amy describes her work environment as being “a good healthy work environment” and upon 

further probing, she explained the willingness to help and share the patient load was important to her. 

As she recollected, there was no bullying behaviours and the staff talked to one another. There was 

a genuine eagerness to help and give help in the PD department she worked in. When she thinks back 

to her days on the demanding in-patient unit, she noted the staff were good and kind, but over time 

they became burnt out and that affected their relationships with colleagues. She said there just wasn’t 

time to talk about their families, or personal interests as the patient care needs were constant. She 

noted that having the opportunity to get to know her colleagues on a personal and professional level 

was very important to her and positively or negatively affected the nursing work environment. As 

people became burnt out, the morale deteriorated and staff turn-over was high. When staff are leaving 

and new ones are coming, the establishment of relationships does not flourish.  In the absence of 

healthy work relationships, the patient care is also affected. 

Entrenched Relationships 

All five registered nurse participants were asked to discuss the relationships they have with 

their patients who have CKD. In the thesis proposal, a unique bond was something the author 

surmised but could not defend with published literature in the field. If it was one-of-a-kind, what 

factors set it apart, and would the same be true for generally all nephrology nurses and their patients? 

In this final theme, each participant revealed the distinguishing characteristics of the (nephrology) 

nurse and patient (with CKD) relationship for them. 

For patients with CKD, the relationships they have with their healthcare team are long-lasting 

(excluding a geographic move), with registered nurses making up a large portion of the caregivers. 

Pam thinks that the length of time the nurse and patient know each other has a great deal to do with 
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the depth of the relationship. She said that there are patients she has known for 30 to 35 years; 

highlighting the long term significance of the relationship. When she outlines her practice, Pam says 

that “the family is completely involved…we meet people from all walks of life, all races, all ages, 

and no two people are the same”. In some cases, the patient returns to the unit after transplant to say 

hello and show how well they’re doing. Pam said one of their long term patients had just visited and 

it was “awesome to see them go home, be successful and come back and say I really feel better, 

Thank you”.  

Jane discussed a challenging situation that occurs with the patients she cares for, although not 

unique to nephrology nursing, the ending of the professional relationship can be perplexing. Jane 

explained that once patients decide on a treatment regimen, they are funnelled to the specific care 

area, such as hemodialysis, peritoneal dialysis, transplant, conservative care, or palliative care. After 

they go to the care area, she loses touch with them and the relationship is over. Jane identifies that 

some patients experience a sudden decline in kidney function and become very sick unexpectedly 

and have to be started on dialysis with little preparation or warning. Although over the years, Jane 

and her patient may have talked about the expected decline in renal function, and planned for the 

future, an unexpected decline can cause a steep descent in function and total upset. What Jane finds 

difficult is after growing a professionally intimate relationship with her patients over years, that 

contact abruptly ends. She admits to having sent an email or making a phone call just to say “How 

are you doing?”. That abrupt end to the relationship with her long-term patients is hard and she notes, 

“I find that difficult”. In helping relationships (also known as interpersonal; therapeutic) there four 

sequential phases that occur (Mitchell, 2014). Relationships between nurses and patients generally 

follow the four phases of pre-interaction (planning, minimal information, anticipation), introductory 
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phase, working phase, and ending with a termination phase (Mitchell). The introductory phase 

generally sets the stage for the relationship, where both parties are collecting information (verbal and 

non-verbal) about the other. This phase is where trust is established in its infancy, recognizing that 

the nurse and patient come to the table with previous knowledge, biases, judgements, and 

experiences. For patients newly diagnosed with renal disease, they are in a position of having less 

power and are vulnerable due to their lack of knowledge about the disease, the upheaval in their daily 

lives, the physical weakness associated with the disease, and their general reliance on the healthcare 

system. The working phase in the relationship is where the sharing and exchanges gain depth and 

intensity. The patient often bares themselves and exposes their inner fears, anger, and related feelings. 

For the nephrology nurse and patient with CKD, the working phase grows to be an intricately woven 

fabric; a collection of shared experiences lengthier and substantial than any other nurse-patient 

relationships. The nature of the disease is chronic, and the slow drawn out degeneration creates the 

opportunity for this unique relationship to build. The termination phase gives each person the chance 

to say goodbye in their own way, which sometimes includes reminiscing, revisiting goals and 

achievements, or simply sharing best wishes for the future.  When the relationship ends without 

warning, there is a wanting; a mourning for closure which is a normal reaction.  

Additionally, Sara, Liz, and Jane identified the long term intimately close relationships they 

have had with patients and families, and they acknowledge that that type of continual and raw 

relationship does not exist in any other nursing specialty.  Liz say, “we journey side-by-side with 

them for a very long time”. Jane agrees that from her lived experience for the registered nurse and 

patient with CKD, “it definitely is a special bond”. In contrast to oncology nursing, the main 

encounter is with them in the moment of their cancer battle, usually lasting months, “but it’s not 
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typically years” like renal diseases are. Over time, the interactions related to their deteriorating health 

lead to the sharing of personal information. The emotional and mental suffering associated with the 

pathophysiology of the disease as well as the elaboration of important relationships for the patient 

become topics of discussion. The more she thought about it, the more she recognized the amount of 

information she housed about the patients and families she has cared for.  

The time frame of the relationship is varied, but Jane explains it is not unheard of to admit a 

patient into the CKD clinic when their kidney function (estimated glomeruli filtration rate (eGFR)) 

is at 20-30%, and monitor them as their disease progresses by 1-3% per year (average) to the point 

of starting on RRT (6-8%). Jane identifies being relied upon by her patients when she does phone 

consultations, “you’re kind of that life line for them”. Those conversations vary from short, 

uncomplicated questions, to lengthy, emotionally complex conversations about some aspect of their 

journey. When the patient is feeling powerless, helpless, or vulnerable, the RN is there to calm, 

inform, and deliver the assurance they are there for them (not to give false hope to say nothing bad 

will ever happen, but to just let them know someone is there and that person cares).  

Sara grappled with the differences that set her professional values apart from that of the family 

of one of her patients with CKD. During the course of this relationship (which examples have been 

used throughout), as they worked to determine a ground that was acceptable to them all, Sara realized 

one of her main roles: the listener. “So I think with them it was more just listening and being there 

for them because I think that’s what most people actually need anyway”. A genuine 

acknowledgement of what that person is going through is often more meaningful that verbal solutions 

to conditions of a degenerative disease.  
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For Pam, it is the long term closeness, built over years. To be close is to “have the parts or 

elements near to one another” (Dictionary.com, 2015), so as the patient travels on the path of CKD, 

the nurse walks alongside them. The closeness or intimacy has something to do with the knowledge 

of the “social problems”, according to Pam. As the person with CKD experiences advancements in 

their disease, losses of normalcy coincide. Frequently, financial burdens are the first to occur, perhaps 

leading to some of the social challenges that Pam noted. That rawness and exposure to the private 

lives of many is the beginning of a trusting and open relationship. When they learn of their diagnosis, 

and the understanding of what chronic kidney disease actually means, loss creeps in and becomes an 

almost permanent companion.  

Following the initial diagnosis, further destruction of their physiological health, growing 

fatigue and perhaps frailty, social damage, and identity changes ensue. Liz discloses that even when 

a person receives a kidney transplant, there are usually associated losses after the “honey moon 

period”. Transplants are hopeful events, where the patient imagines they will relinquish lost freedoms 

from the regimen of dialysis, but the demands of blood serum monitoring, anti rejection drug side 

effects, and sometimes the financial burden can cripple the hope. Sometimes transplanted kidneys 

fail immediately, leaving the patient to mourn the freedom they had envisioned. Liz sympathizes that 

“there’s always a sense of never catching up to where they could have been if they had never had 

kidney disease”. Most often it is not a single nurse that follows the patient through the lifespan of 

CKD, however it could be a team, and in some situations (such as a rural or remote location) the 

patient and family would certainly be known by the nurse for the remaining years of their life.  

That rawness and the chronic loss of control of the illness seeds behaviours in some patients 

that makes then exercise control when they can. At times their decisions are not ones of adherence 
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to the general expectations of the care plan for patients with CKD, because they are trying to have 

some control in their lives. Amy understands this characteristic and believes that it isn’t a reflection 

of the respect they have for her in the relationship. When caring for patients who have CKD, Amy 

states that she never takes things personally. She realizes that the behaviours of the patients are a 

direct effect of their disease, and when they are too tired to listen, or don’t adhere exactly to the 

regimen, she accepts that. Adherence is a challenging facet of chronic conditions and CKD is no 

different. “I love the relationship I have with my patients, and I love that, I don’t know, I’m making 

a difference in their life” as Amy explains it, that difference is what patients and families remember. 

For Jane too, the best part of the work that she does is the relationships. “I feel like I’m making a 

difference”.  

Summary 

Following exhaustive reflection and analysis of the transcripts from the five interviews, 

eleven constituents emerged: Professional Responsibility, Being Torn, Empathy, Honour & Respect, 

Pain & Suffering, Lasting Imprint, Chronicity and Disease Trajectory, Collision of Values, Working 

Through, Coping with Stress, and Entrenched Relationships were uncovered from the responses to 

the guiding interview questions. Sara, Pam, Amy, Liz, and Jane shared their lived experiences from 

practice as RNs who care for patients and families with CKD in their daily jobs. For some, the daily 

responsibilities and expectations of work create values tensions that lead to moral distress. Others 

reached back to memories of poignant patient care interactions where raw ethical conflicts were at 

play. As the participants shared the sometimes tragic stories, they revisited the finer details and had 

an opportunity to reflect and share with a listener. Beyond the learning that has transpired, the nurses 
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had a voice and contributed bravely to an understudied phenomenon of moral distress of nephrology 

nurses.  
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CHAPTER 5 

 

Discussion of Findings 

  

In this final chapter, the essences intuited from the participant’s experiences will be  

presented. The essences of Competing Allegiances, Knowledge of What’s to Come, and Reverence 

will be examined and compared with the existing moral distress literature to determine if there are 

commonalities, as well as newly discovered ideas within the specialty of nephrology nursing. The 

findings within this study will have foundational implications for practice in this unique setting, and 

those will be considered, as will directions for future research. Admittedly, while this research project 

is an admirable attempt at describing the lived experience of nephrology nurses who care for patients 

with chronic kidney disease, it has room to grow, and the strengths and limitations will be discussed 

at the closing.  

Honesty in the Process 

  

It must not go unspoken that while the author worked to maintain commitment to producing 

the most trustworthy phenomenological research possible, the findings and interpretations of the 

results are undoubtedly biased by default of being human. Tracing back to the very seed where the 

idea for this research began, issues found in professional practice experience were the impetus. It 

certainly was not divulged to the participants, but perhaps the questions I asked, how they were 

constructed, or my body language implied a hidden meaning; a secret motive. While the bracketing 

exercises provided a place and a purpose to record those oxbow ideas, they admittedly still remain. I 

can’t erase what I saw, felt, or heard from my memory; never minimizing those experiences. The 

issue of personal nursing practice impacting the research is a concern, but it can also be perceived as 

a strength of the study. If I was looking for something specific embedded in the research because I 
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had knowledge of that same experience, maybe it would have been passed over by someone less 

experienced in nephrology nursing. I certainly took the effort to ensure that my findings were 

supported by participant’s direct quotations and was careful not to misconstrue them and the context 

within which they were first spoken. 

The parallel devastating, and ironic personal story that took place during this research  

study for the author has also affected the findings. As indicated, the bracketing journal was employed 

to record some of the sadness and heartbreak of what it has been like to have a brother diagnosed 

with CKD and requiring hemodialysis as a RRT, but like the issue of professional practice, my 

connection with family is sewn even deeper. Being an immediate family member of a patient with 

CKD has changed the way I view nephrology nurses, and nephrology nursing. It has hardened me; it 

has softened me; not knowing how to describe its full impact. One could also assume that this 

personal tragedy has enhanced the findings of this research and the pursuit of improving nursing 

practice for patients and families that have CKD.  

In the following chapter, the reader must understand that the author has made every effort to 

communicate only the findings of the five research participants. To achieve epoche, “the suspension 

of judgment of belief”, the process of analysis was lengthy and involved the author crawling up, 

inside the place of the lived experience of each participant. While the experiences of the author as a 

RN practicing in nephrology nursing and as a family member of a patient with CKD are valued, the 

aim of this study is to answer the research question: What is the lived experience of moral distress 

for nephrology nurses who care for patients with end stage chronic kidney disease? There were some 

unexpected and exciting findings, and this could be attributed to being open to the phenomena 

exposed in the research (intuiting).  
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Coming to an Understanding: The Essences Within 

The eidetic structure of the constituents uncovered within this phenomenon is characteristic 

of a domino maze; pieces leaning on and causing other pieces to fall into place, acting as catalysts 

for the next reaction, and the next. In practice, the complicated nature of patient care is churned 

together in a mix, making identification of individual characteristics (ingredients) toilsome. The 

essences of the phenomenon of moral distress for registered nurses who care for patients with chronic 

kidney disease are found deep within and no matter the face of the registered nurse, or the individual 

patient with chronic kidney disease, the author posits these essences exist: Competing Allegiances; 

Knowledge of What’s to Come; and Reverence.  

Competing Allegiances 

 

The essence of competing allegiances was born from the Ethical Factors themed constituents 

that emerged from the research where registered nurses felt a great sense of dedication to more than 

one individual or organization. The collision of values within an organization, the family of a patient 

with CKD, and self, lead to frequently being torn and having to determine who or what to honor. The 

participants clearly indicated that their patient was the priority, but for some scenarios, that alone was 

not such a simple road, especially when matters of the ability to understand (either because of 

language, or competency) were compromised.  

 Tracing back to discover the beginning thread of why a registered nurse functions or behaves 

in his/her role is complicated. While one could start to look at formal nursing education and the seeds 

that are planted there, it cannot go unspoken that the ability to juggle, reorganize, and begin again is 

part of a complicated tapestry which includes personality, life experiences, and certainly formal 

education (knowledge). It is not the focus of this investigation to discover how these behaviours are 
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forged, but recognizing that it has elaborate beginnings will inform the understanding of why a 

registered nurse who cares for patients with CKD is particularly under multidirectional pull.  

Corley, Elswick, Gorman, and Clor (2001) found that role conflict was an issue related to 

moral distress “primarily because nurses’ roles convey more responsibilities than rights” (p. 254). 

Power differentials remain an important consideration in nephrology nursing, and when the nurse has 

built a close and trusting relationship with the patient, sometimes they know their needs best. The 

policy of the institution or organization may contradict the interests of the patient; ideas the physician 

has for best practice implementation, and family demands commonly complete too. For Amy, she 

explained that her nursing position change from in-patient renal medicine to PD clinic was one that 

ultimately saved her nursing career. One of the improvements she discussed related to autonomy; 

where as a PD nurse she has much more choice and control in the way she delivers her patient 

teaching, and in her face to face interactions with patients. In the hospital setting she illustrated a 

heavy burden of moral distress and burnout, and had considered quitting nursing altogether. In Corley 

(2002), “autonomy in decisions” was a welcomed cornerstone of a healthy moral community and the 

more opportunity nurses had to steer their practice, the more positive the outcomes were. Corley 

(2002) revealed that hospital environments lead to high levels of stress and anxiety, making a good 

case for a concentrated effort to reduce some of the negative factors that contribute to moral distress.  

To compete means “to strive to outdo another for acknowledgement, a prize, supremacy,  

profit, etc.; engage in a contest; vie” (Dictionary.com, 2015). Early on in nursing education, lessons 

of following physician’s orders and abiding by the regulations of the professional association are 

introduced. Nursing union objectives (safe nurse-patient ratios, fitness to practice) are interjected, 

along with organizational expectations and codes of conduct for the employee. Clinical priorities of 
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care are taught, where serving the needs critical to patient survival (Airway, Breathing, Circulation 

(ABC’s)) is reinforced; principles of the greatest good being introduced. Patient choice (autonomy) 

is a value indicated by many as the priority, where they have a say in the who, what, where, how, and 

how much care they will accept. For patients with CKD, this becomes a well-developed skill because 

of several factors: their knowledge of the disease and its effect on their body; the threshold they have 

for tolerance; frequency of healthcare interactions; and the issue of exerting control to gain power 

within a context that is largely out of their control (disease etiology, and unfamiliar healthcare 

setting). For registered nurses, in addition to their daily work tasks that compete for their attention, 

there are nursing practice standards, including ethical principles; organizational policies (unit, 

hospital, specialty, health care service provider, and healthcare system); cultural beliefs of the patient 

and their family (which may or may not jive); religious beliefs (may again include diversity within  

families); and end of life planning and decisions (patient and family, as well as healthcare provider 

values). For nephrology nurses, the work they do is immersed in ethical pools where principles of 

what is right and what is the best choice of all the rights is continuous, especially when patient 

condition deteriorates.  

All of these factors, regulations, and needs are in competition with each other. Registered  

nurses are continuously taking information in, making sense of the priority, and deciding which  

one gets advanced position or attention. One could ascertain that it is part of the regular work that 

nurses do, but it must not go understated that while these requirements and needs are all vying for 

position, the ethical nurse has a drive to satisfy all demands to the fullest degree. Allegiance is a noun 

meaning “the loyalty of a citizen to his or her government or of a subject to his or her sovereign; 

loyalty or devotion to some person, group, cause, or the like” (Dictionary.com, 2015). As the 
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registered nurse strives to satisfy all priorities, the drive to be faithful to all commitments is often 

burdensome. Moral distress is known to be a product of acting or not acting in circumstances of 

ethical conflict, which may have roots in the inability to satisfy all obligations (or perceived 

obligations) laid out before the nurse. In the specialty of nephrology, the ethical conflicts can be 

compounding.  

A search of the key words Competing Allegiance in the CINAHL database yielded four  

results, with three of four being irrelevant. One article called Midwives in the middle: balance and 

vulnerability (Stapleton, Kirkham, Thomas, & Curtis, 2002) discussed the results of a research study 

where midwives were interviewed about the balancing act they perform with regard to professional 

obligations, requirements of the employer, governing agencies, colleagues, and patients they care for. 

After satisfying all the perceived mandatory obligations, the authors suggested the patient’s and 

nurse’s interests were the first likely to be compromised. Images of “walking a tightrope” and 

“keeping everyone happy” were described as the midwife was challenged to satisfy all parties 

(Stapleton, Kirkham, Thomas, & Curtis, 2002, p. 607). To avoid conflict and confrontation, the 

midwives admitted to just “go with the flow” (Stapleton, Kirkham, Thomas, & Curtis, 2002, p. 607) 

in professional scenarios. Although not a topic focused on in this research investigation, horizontal 

violence was outlined by Stapleton, et al. as a risk of not going with the flow. In nursing situations, 

where one chooses to act, the result may be that it creates friction; a rub that inflames relationships 

with any of the parties connected to nursing care. A comparison could be made with moral distress, 

where the nurse that speaks up, or acts to promote the ethically right thing to do, may find him or 

herself “caught in the crossfire” (Stapleton, Kirkham, Thomas & Curtis, 2002, p. 607). The authors 

discovered a concept within their findings called “doing good by stealth” (Stapleton, Kirkham, 
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Thomas, & Curtis, 2002, p. 608) which alleviates the pressure demanded by all parties. Midwives 

were found to be concealing some of their actions in the attempt to balance differing agendas and 

support the women patients in making choices which were right for them, while being careful not to 

raise the attention of any other players (Stapleton, et al.). Principles of hierarchical power, 

conformity, and compliance may be at the root of the essence of competing allegiances. For 

nephrology nurses and their patients who have CKD, the ethical principles of to do good 

(beneficence), and to do no harm (non maleficence) are at the heart of every care interaction, but 

policies, rules, and organizational goals may derail the purest of intentions. 

The participants in the study touched on several competing allegiances they manage in their 

work as nephrology nurses. The nursing practice standards upheld by the regulatory body in the 

province set the expectations for registered nurses to provide safe, ethical care no matter the context 

of their employment, while the organization which employs the registered nurses issue more specific 

goals, policies, and procedures for care. The physicians assess and prescribe the modality of RRT for 

the patient with CKD, and the registered nurse is part of a team who organizes the delivery of that 

therapy. When Amy discussed a patient, who was beginning PD, paired with the pressure of the 

organization to start more people on PD she identified, “so I think sometimes people forget that that’s 

what it’s all about, is the patient wish”.  

As Jane discussed, with relation to the “trial period” of HD which she knows would leave the 

patient with residual kidney function consequences, it is risky to speak up, and Corley, et al. (2005) 

as well as Varcoe, Pauly, Storch, et al. (2012) identified that when nurses raise issues of ethical 

conflict, they may not be listened to in a hierarchical healthcare system, resulting in them 

withdrawing and not practicing patient advocacy as much.  
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 Zuzelo (2007) articulates that a source of moral distress for nurses is from following physician 

orders when they perceived the treatment contributed to the suffering, and there was reluctance on 

the physician’s behalf to address end of life realities. Zuzelo elaborated that frequently quality of life 

discussions were ignored during decision making and Pam and Amy alluded to these facets of moral 

distress in their practice with PD patients. In the same category of omissions, Pavlish et. al (2011) 

identified that significant factors in nurse’s experience of moral distress, are the aggressive treatment 

of terminally ill patients, inadequate symptom control, and suboptimal palliation. Not only do 

patients suffer in non-beneficial treatment, evidence would suggest nurses are deeply affected too. 

Pendry (2007) summarized this conundrum of being caught in the middle when they explained, 

“physicians felt the burden of making decisions while nurses felt the burden of living with the 

decisions made by someone else” (p. 218). 

In other patient care examples, the participants worked hard to satisfy the patient, family, 

physician, colleagues, and themselves. Difficulties experienced by RNs in the study included turmoil 

in differing values, where family was determined to hold on to their loved one, even thought the RRT 

may have been causing more suffering to the patient in the long run. DeVillers and DeVon (2012) 

found that, “following family wishes to continue life support that is not in the best interest of the 

patient” (p. 599) was one of the most deeply distressing events noted in the Moral Distress Scale they 

used in their research to analyze nurse moral distress. While each person involved in the care of the 

patient has embedded values, the competition for the nurse lies with the drive to acknowledge, 

uphold, and respect each one.  

Looking back to the literature previously utilized to provide some background on the topic of 

moral distress, Wilkinson (1987/1988) found that for nurses in her moral distress phenomenological 
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study, acts of “prolonging life”; “performing unnecessary tests and treatments”; “situations involving 

lying to patients”; and “incompetent/inadequate treatment by a physician” (p. 20) were morally 

distressing scenarios encountered. Almost thirty years later, while there is no ability to compare the 

frequency with which these scenarios present, there are some similarities with what remains 

unsettling to nurses. It could be anticipated that while these dilemmas do still surface, improvements 

in prevention of patient suffering have made the incidence rarer. 

Pauly, Varcoe, Storch, et al. (2009) found there was an inverse relationship between levels of 

moral distress and positive ethical climates. Attributes of a positive climate were noted to be 

supportive, having strategies to cope, and available debriefing outlets (Pauly, Varcoe, Storch, et al., 

2009), and moral distress scores were lower if some of these features were present in the work setting. 

In the Western Canadian location where this research took place, the nurses all recounted examples 

of moral distress that they had in the past, or situations that sometimes surface, but it was noted (and 

unexpected) that the participants did not admit to or describe active moral distress where they were 

immersed in the suffering presently. The ethical climate, and all the work they intentionally do there 

to promote healthy coping did appear then to be contributing to a positive ethical environment from 

an outsider’s viewpoint.  

Knowledge of What’s to Come 

 

In a search of CINAHL, the key words “Knowledge of What’s to Come” were entered,  

and no relevant results were found related to the idea. When the word “predictive” was included,  

statistical and analytical articles surfaced, which is not the intent of the term. The term anticipation 

was searched and yielded 1,343 results, but none being applicable to the essence that is described 

here. When anticipation and nursing was entered into the CINAHL database, there were 142 results, 
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but again the same meaning the author is communicating was not evident. When search terms 

anticipation, nursing, and kidney/renal disease were explored, there were zero results.  While 

nephrology nurses certainly don’t have (and would not claim to have) predictive powers to determine 

the timeline of their patient’s decline, they do have the knowledge about the disease and all the related 

factors that contribute to it being degenerative and term-certain. This essence of the phenomenon of 

moral distress for nephrology nurses adds a haunting regret. When a nephrology nurse enters into a 

relationship with a patient who has CKD, they already know that this person has an expiry date, 

regardless of the stage or etiology of the renal failure they have. Chayu et. al (as cited in Ashker 

Penprase & Salman, 2012) acknowledge that the patient and dialysis nurse relationship is notable, 

“this level of responsibility and the relationship bond that is formed are likely to cause a heightened 

level of stress” (p. 233). Not only are stress and pressure part of the relationship, an attachment is 

often formed by the patient to the nurse in the HD clinic because they literally are their lifeline 

(Ashker, Penprase et al.).  Where ever the nurse and patient embark on this journey together, whether 

it be in CKD clinic, hemodialysis, peritoneal dialysis clinic, conservative care, palliative care, or 

homecare, there is a knowing that this person has a disease where they will slowly (or quickly, 

depending on a multitude of clinical factors the patient both controls and beyond their control) 

dwindle. As Liz captures in her interview, “we journey side-by-side with them for a very long time” 

and “it’s a constant series of loss” where “they never get that break”. Nephrology nurses enter into 

the relationship with their patients with this knowledge, and often the patient does not know what 

lies before them. That’s part of the dread that accompanies the nephrology nurse’s role; you know 

and they don’t.  

The essence of Knowledge of What’s to Come impacts the nursing values and ethical  
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responsibilities in nephrology care. The patient has the right to informed consent in their care and  

treatment (CNA, 2008). Informed means they are given the information so they can decide, and  

in many cases in nephrology, the patient uses that right to refuse care or treatment. For example,  

a young patient may decide to end RRT and choose palliative care because life on hemodialysis is 

not quality life in their opinion (example provided in interview with Liz). While it can cause sadness 

and disappointment, the nurse is responsible for supporting the patient to have autonomy and exercise 

their decision making power, and this may mean helping the patient to communicate their wishes to 

other members of the nephrology team, and their family members. When family is involved in 

treatment discussions and decisions, the values pour in and the nurse is charged with wading through 

the slurry of wishes; acknowledging each, yet upholding the patient.  

Contrarily, some patients choose hemodialysis because it is offered to them as a RRT, and on 

first impression, it seems like a reasonable solution. Jane described some of the unrest she feels when 

this is the case for patients who are over 80. There is credible American research outlining the risk 

to elders over 80 and 90 who begin hemodialysis, and, “one-year mortality rate for octogenarians and 

nonagenarians after dialysis initiation was 46%” (Kurella, Covinsky, Collins, Chertow, 2007, p. 179). 

Additionally, if the elderly patient survives the first year of hemodialysis, there is a well-documented 

pattern of degeneration in functional status that can be expected (Kurella Tamura, Covinsky, 

Chertow, Yaffe, Landefeld & McCulloch, 2009). So, the CKD patient living in a nursing home who 

has initiated dialysis has a great likelihood of losing the functional ability to complete activities of 

daily living independently, and furthermore will grow more frail in quite a short span of time (Kurella 

Tamura, et. al). With this knowledge, nephrology nurses are placed in a morally challenging position 

of having to inform the patient (and family) of risk, while practicing within scope, and maintaining 
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professionalism. Patients with CKD who are over eighty are introduced to hemodialysis every day, 

but with this knowledge, how can we morally offer this choice to them?  

According to Kantian philosophy, praxis is “the application of a theory to cases encountered 

in experience, but is also ethically significant thought, or practical reason, that is, reasoning about 

what there should be as opposed to what there is” (Blackburn, 2008, p. 286). The knowledge and 

resulting actions of the nephrology nurses are as a result of learned outcomes from observing and 

living in the experience of caring for patients with CKD. There is a predictable pattern of symptoms 

and reactions that are learned as a result of taking care of similar patients during the course of a 

career. In an attempt to protect and not cause more hurt to the patient, nurses hold that knowledge of 

what’s to come close, and don’t outwardly discuss it with their patients unless the patient invites such 

a conversation. The repeat experiences are logged in the minds of nephrology nurses, adding to 

patterned thinking, and the regret they feel for the patient headed towards that fate.  

Sara explained in her interview that they try their best to be transparent and describe the  

disease and management plan. She said, “We try to prepare families ahead of time. We try to say  

this is what the symptoms are, this is what can start to happen, this is what we’re watching for, this 

is a sign that the kidneys are failing, and that we’re getting closer to possibly needing extra help, that 

possibly end of life is coming”. The challenge of preparing patients and families is not in delivering 

the details of the disease progression, symptoms, and technical treatment options, although renal 

disease is certainly very complicated, the real challenge for preparing patients and families is if they 

are ready to hear it. Are they ready to hear they have a disease that will change everything as they 

know it?  
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Sara maintains a trustworthy nephrology nurse’s aim when speaking about offering assistance 

to a family burdened with the CKD diagnosis and resulting suffering, asking, “Can we make this 

easier for you (?), and that’s what we try to do”. Sometimes, family values, beliefs, and cultural 

practices can stand in the road of the usual way of delivering information, like a barrier (as described 

in the example in Sara’s interview), perpetuating the moral distress for the registered nurse who 

knows what is to come.  

While there is little research focused directly on the relationship between nephrology nurses 

and patients with CKD specifically, Ashker, Penprase, and Salman (2012), ascertain that the nature 

of the HD environment and the long term relationships with patients who have CKD are considered 

“work-related stressors” (p. 232). To avoid, reduce, or even prevent the challenges that are inherent 

in the work of the nephrology nurse are not being presented; it is more about acknowledgement and 

respect. It is an understanding that this nursing specialty is not easy, and the burdens that are 

imbedded in the practice are real and need attention.  

Reverence  

The essence of reverence comes from reflection on the combination of the constituents found 

within the Devotion to Patients theme. The stories the participants shared about: empathy, honor and 

respect, entrenched relationships, pain and suffering, and chronicity and disease trajectory have a 

deeper significance. Following distillation of the constituents, and analysis of the meanings imbedded 

within, at the heart of nephrology nurse’s lived experience is reverence. In this surprising finding, 

the dedication and commitment over great stretches of time in nephrology nursing is unique and 

central to the essence. DeVillers and DeVon (2012) identified that incidents of moral distress were 

still very much with the nurse after over 30 years after the incident. As a result of the chronic disease 
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the patients have, the nurses exhibit an empathetic response to their pain and suffering, and the human 

to human closeness is second to none. Patients with CKD are certainly not all easy to care for as they 

are often tired; tired of the disease, the system, and the caregivers, but reverence goes beyond 

behaviour and adherence. Reverence is about doing good, and nurturing to the best of one’s ability 

with an element of hope attached.  

When the term reverence was entered into the CINAHL search engine field, 90 results were 

initially found, but upon closer inspection, it was noted the term was not necessarily focused in 

nursing. Following a repeat search of the terms reverence and nursing, 16 peer-reviewed resources 

were found. Certainly one of the most recognizable works on the topic of reverence is by Rosemarie 

Rizzo Parse who has written extensively on the topic in her “human becoming” theory. At the core 

of her work is the human relationship; the connectivity that is shared between two participants. Closer 

examination of the word reverence indicates it means “honor or respect felt or shown” (Merriam-

Webster, 2006, p. 898), and to revere (verb) means “to show honor and devotion to” (p. 898). Rizzo 

Parse says “it is a living virtue: an intentional venerating of others with devout recognition of 

humanness” (2012, p. 1). By living, it could be imagined as changing, shifting, learning, and growing 

because as humans, the way we live is not static. Understanding that the patient with CKD is human 

means not only one feels for them in their plight, but recognizes their imperfections and forgives 

those. In the absence of perfect health, people become dependent on the care of others for their needs, 

and in the case of the patient with CKD, this dependence is usually long term. In situations of loss of 

control, grief, and feeling physical symptoms of the illness, people who have CKD sometimes feel 

helpless. When the insightful nephrology nurse recognizes this, a slow, assured relationship can be 

built; acting as a life raft in an unfamiliar and frightening sea. As Rizzo Parse suggests, “reverence...is 
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shown with insightful awareness of inherent differences, deep appreciation for ambiguity, and 

penetrating trust in human wisdom” (2012, p. 1). Reverence doesn’t always mean total unison, or 

parallel actions. It could mean the patient and nephrology nurse have differing objectives and goals, 

and through dialogue and sharing, they come to an understanding; a respectful acknowledgement of 

the needs of the other. Rice, Rady, Hamrick, Verheijde, and Pendergast (2008), state that “nurses are 

morally sensitive to the patient’s vulnerability” (p. 361), and in the case of a patient with CKD, they 

are vulnerable and in need of either lifesaving RRT, or the assurance that they will be cared for in a 

dignified and respected manner as they encounter a series of life limiting losses. As several of the 

nurses did in their practice alongside patients and families who have CKD, they listen to unique 

concerns and needs, craft individualized strategies for meeting their needs, and continue to stay 

connected during difficult times. As one participant explained, the nurse is the life-line; a reliable 

cord to finding some measure of health. So, then reverence is like the qualities of empathy (feeling 

for), compassion (feeling with action), honour, respect, and dedication infused together.  

Redman and Fry (2000) determined there were four different focus’ of ethical conflicts from 

four nursing specialty areas (diabetes education, pediatric NP, rehabilitation, and nephrology) within 

their study, but for the nephrology nursing specialty, the dialysis setting was particularly burdensome. 

Some of the most ethically tense scenarios participants reflected upon were dialyzing terminally ill 

patients who had cancer, or patients with multi-organ system failure; and dialyzing patients who were 

comatose (p. 362). The study revealed these patients had “no chance of survival, with some patients 

dialyzed to death” (Redman & Fry, 2000, p. 362). Pam told of an upsetting and morally distressing 

patient care story where the patient was “pretty well unconscious” and they tried to end the dialysis 

treatment using so many different approaches to reach the daughter. Doing this to a patient is not 
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right, it does not respect or honor the patient and it is not demonstrating dignity. Because of the 

reverence that nephrology nurses have for their patients, as long as situations such as this happen, 

moral distress will result.  

Examination of existing literature related to moral distress does not make direct mention of 

reverence, or similar qualities. Generally, in the literature about moral distress, the point of view of 

study has been on surrounding influences (ethical environment, moral community, specialty area) of 

the ethical challenge, not inward qualities. This exclusive perspective lends itself to the specialty of 

nephrology nursing, and the distinguishing attributes found within.  

Relational Ethics Theory as a Framework 

The theory of relational ethics will be used to guide and consider the findings from this 

research. In all nursing interactions with patients, the relationship is essential, whether the time frame 

be long or short. As is the case with patient and nurse relationships in the specialty of nephrology, 

the relationship term is often lengthy; spanning over years. This attribute is unique to nephrology 

nursing, as almost no other patient and nurse relationship lasts this long. Provided the patient does 

not move or does not have accelerated degeneration, the time invested together is significant. For 

people in rural locations, this scenario is often the case as there are fewer registered nurses, and 

healthcare facilities serve a large geographic region.  

Relational ethics can be better understood as a foundation for practice if the assumptions and 

themes are understood. A foundational tenant of the relational ethics theory is that “all relationships, 

as experienced in daily life, are moral” (Bergum, 2013, p. 501). The goal of relational ethics is 

intersubjectivity, meaning “we do not assume that the other person is like ourselves, but, rather, 

through dialogue we may come to see the other as radically different-two separate people (self and 
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other, you and I)” (Bergum, 2013, p. 486). Much like the countless telephone conversations Sara 

referred to in her interview, through that dialogue and learning about the family’s values and needs, 

she was able to acknowledge and finally understand them as different from herself, but still valued. 

In relationships, there is something called a relational space; a middle ground of subjectivity and 

objectivity, neither being completely lucent (Bergum, 2013). Dialogue is the bridge that connects the 

people in the relationship, and the vehicle by which the goals can be attained. According to Bergum, 

“all knowledge is a construction” and “truth is a matter of the context in which it is embedded” (1994, 

p. 72) meaning the individuality of the persons in the relationship creates a unique experience; a 

meaning that is only between them in that situation. For nephrology nurse and CKD patient, that 

sacred relationship exists and the meaning goes beyond the disease, it spans what the disease and all 

of its parts mean to the patient.  

For relational ethics to flourish, four main themes are integral: environment, embodiment, 

mutual respect, and engagement. Not unlike an ecosystem, the environment is made up of all the 

interconnected pieces in the healthcare system, and for patients with CKD, that can equate to dozens 

of necessary resources. When one begins to comprehend the expanse of the environment within 

which a patient with CKD inhabits, it is quite amazing how all the resources and supplies coordinate. 

From primary care, to specialized nephrology medicine, the patient navigates through what is first a 

foreign world. Over time, travel between touch points in the coordination of care become repetitive 

and tiresome. For a patient who has CKD, the surrounding environment of laboratory tests is linked 

to the dietician, hemodialysis or peritoneal dialysis settings, the provision of blood products, and 

certainly with nurses. All along the way, in any contrived pathway, registered nurses are present, 

committed to, and striving for the best possible care. The idea that each action we take affects the 
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whole system (Bergum, 1994), places implicit trust in the judgement of the nephrology nurse, and in 

the interviews within this research, it could be demonstrated when the registered nurses discussed 

careful planning and consideration before taking action in patient and family situations.  

Embodiment is acknowledgement and celebration that a person’s existence goes beyond their 

physical body. This is an imperative, “so that scientific knowledge and human compassion are given 

equal weight and so that emotion and feeling are as important to human life as physical signs and 

symptoms” (Bergum, 2013, p. 492). In the lengthy relationships that are built with patients who have 

CKD, so too are the close and lasting relationships with their family. From the beginning of diagnosis 

and care in a specialized renal medicine clinic, family is involved and absolutely necessary to the 

success of the patient’s healthcare goals. As is the case with patients who are suffering from untoward 

symptoms of the disease, the family becomes the patient and the registered nurse maintains dedicated 

to their unique characteristics; in tune with the seemingly little things so that besides all the clinical 

necessities, the patient can be cared for in the most reverent manner. For some of the nurses in the 

investigation, they initially stumbled on unpredictable requests in the care plan. While they are used 

to a certain pattern of care for patients with CKD, when special situations arise, they acted like rocks 

in their path. Part of what is so difficult perhaps, is letting go and seeing beyond that expected course. 

Once the nephrology nurses realized that it was ok to look at it differently, and do things differently, 

a peace washed over them and they understood the patient for so much more than just two failed 

filtering organs.  

Described as the “central theme of relational ethics” (2013, p. 495), Bergum explains that for 

mutual respect to occur, “there is a need to be both respectful of others and also respectful of oneself” 

(2013, p. 494), because “in fact we cannot respect others unless we first respect ourselves” (2013, p. 
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494). For nephrology nurses, their everyday work is peppered with ethical dilemmas and conflicts. It 

is inherent in the chronic condition of kidney disease that treatment decisions abound, and for all the 

options available to patients today, there are individual thresholds and limits to consider. While 

differences are often the mark of conflict, in nephrology nursing, acknowledging those differences is 

a show of respect. Like Liz did when she examined all the possible indicators for her young patient 

to decide to refuse dialysis, she respected his choice. Recognizing that Liz knows her own values and 

is comfortable in her position as a support and guide, helps one to understand how she could have 

mutual respect. Notably, this theme is central, and perhaps most perplexing and challenging to 

uphold. “The interactive, reciprocal qualities of respect are demonstrated in a cycle of understanding 

between the people engaged in the relationship” (Wyld, 2015). In nephrology nursing, perhaps the 

finest example of mutual respect is the demonstration of grace and dignity to a patient who is crushed 

by disappointment and the powerlessness of the disease, and acts in a way that causes harm to 

themselves. Pam and Amy touched on their acceptance, and gentle understanding in patient situations 

such as drinking way beyond the fluid restriction. Although actions like taking in massive quantities 

of fluids can have serious effects on the patient’s cardiovascular system, it is through mutual respect 

that the nephrology nurse carefully considers the underlying forces behind that bingeing.  

The fourth theme is engagement, and for it to work, both people need to enter in to the 

relationship “in an open, trusting, and responsive manner” (Oberle & Raffin Bouchal, 2009, p. 41). 

To be truly engaged may mean taking a step back from time to time to appraise the goals and consider 

the direction. For nephrology nurses, the work they do is considered to be mentally and in some 

settings physically demanding, so knowing when and how to slow down and wait, or to step out of a 

hot scenario is actually contributing to the health and longevity of the engagement. “Relational 
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engagement is located in the shared moment when people have found a way to look at something 

together” (Bergum, 2013, p. 496). For patients with CKD and nephrology nurses, they share in the 

loss and suffering of the disease and when deeply engaged, view the approaching fate together. These 

moments of engagement were evident in the research when Amy talked of finding out that a patient 

did not want to start PD because he could then not be able to pick up and carry his young daughter 

due to the weight restriction. For him HD was a better choice and Amy advocated for him and worked 

to have his needs heard. So often in nephrology nursing, the patient demonstrates vulnerability and 

raw emotion related to their disease and what that means for them. In that moment, that quiet close 

moment, if there is engagement, then understanding of their experience will follow. “There is power 

in the experience of people with different experiences (nurse and patient) coming to understand 

something together” (Bergum, 2013, p. 497). For the nephrology nurses who care for patients with 

CKD, employing a relational ethic not only improves ethical care, but maintains that commitment to 

know the patient, and in turn reveals more to the nurse about themselves than they expected to 

discover.  

Implications for Practice 

Limitations and Benefits of the Research 

Limitations  

While every step was taken to ensure this research was undertaken in the most rigorous 

method possible, some limitations are apparent. In most of the instructional textbooks about 

phenomenological research it is not recommended to perform a literature review to ensure a most  
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pure perspective of the topic of study, however for academic purposes it was necessary to undergo a 

comprehensive search, analysis, and synthesis of the literature. In the future, it may be somewhat 

beneficial to hold off and conduct interviews to extract the most authentic, unbiased results.  

The selected participants in the study all identified as registered nurses who care for patients 

with chronic kidney disease (or nephrology nurses). It was not expected prior to the research that 

their specific job within the care spectrum of the CKD patient may greatly influence their exposure 

to incidents of moral distress. Although most of the participants had career experiences in a range of 

roles, it cannot be overlooked that some areas are more inflammatory than others.  

This study had five participants, and as such does not give a very broad view of moral distress 

in the population. To be more generalizable, replication of the study, or increasing the sample size 

may be of benefit in the future. Since no other exact study of nephrology nurses could be found in 

the literature, this is a place to begin. While the researcher acknowledges that the standard of 

saturation is warranted; it may not be of great value in a descriptive phenomenological study. The 

individual’s accounts of their lived experience at that point in time are of the greatest value.  

As with any first attempts, the researcher acknowledges that the interview process itself may 

have had some limitations. Although, during review of the recorded conversations, and written 

transcripts, the five interviews keep to the same basic pattern of questions, more could have been 

done to extract deeper descriptions from the participants. As noted in the literature, the novice 

researcher may miss subtle messages, not be completely focused on the key messages, or may 

struggle to ask questions that glean the depth of information necessary for a phenomenological study.  
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Benefits 

 This research marks the first of its kind (phenomenology in the specialty of nephrology 

nursing) in a complex nursing specialty in Canada. As the numbers of Canadians with CKD is rising, 

the demand for skilled registered nurses to care for their complex needs is also increasing. While 

positive practical improvements to patient care may be quite far down the line from this descriptive 

phenomenological master in nursing study, it is work that may bring some attention to the importance 

of nurses having healthy work environments for the benefit of themselves and their patients.  

 The feedback received following recruitment efforts at the setting were overwhelmingly 

supportive of this work. The registered nurses were appreciative that someone was paying attention 

to their daily plight, as well as interested in more information about moral distress. Perhaps for the 

participants, having an opportunity to share some stories, and relay some of their struggles gave them 

purpose. Although, from an ethical standpoint, the participants did not directly benefit from the 

research, it might have been a fulfilling experience for them.  The researcher was captivated, 

interested, and concerned; demonstrating that they are valued people in the healthcare system. 

A goal of this research is to contribute to the moral community. A moral community is “a 

community where there is coherence between what a healthcare organization publically professes to 

be, and what employees, patients, and others witness and participate in” (Webster & Baylis, cited in 

Hardingham, 2004, p. 228).  I heard from the nephrology nurses I interviewed that they each have 

things they like to do to unwind after work; these things were very much a part of their daily healthy 

routine. I also heard that there are strategies that the organization employs to support the nurses 

working in this setting. If moral community is “a group that works together to enact shared values” 

(Oberle & Raffin Bouchal, 2009, p. 303), maybe the very nature of this work contributes to that. If 
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someday, the participants, their colleagues, and managers read this report, or hear about it at a 

conference, I will have impacted them.  

Implications for Future Practice 

The original purpose of this research study was two-fold: “to give Canadian nephrology 

nurses a voice, while mining the essences that best describe the experience of moral distress from 

their perspective” (Thesis Introduction), and “to raise awareness and promote discussion about the 

presence of moral distress in the nephrology nursing specialty and contribute to a moral community” 

(Thesis Introduction). It could be argued that there was success in offering the nephrology nurses 

who participated a voice, but beyond those five, there are many more that could contribute to a 

valuable discussion on the phenomena of moral distress. When the researcher was at the setting to 

recruit and discuss the research design, there were several conversations in person, and by email that 

took place about the concept of moral distress. Now that the data collection, analysis, and writing is 

complete, it would be interesting to present the findings to the same group. It is important work to 

disseminate research findings and to share understandings with stakeholder groups and registered 

nurses. In the next steps of this work, the author has plans for local, provincial, and national 

dissemination strategies to reach readers so that they may have a window into the phenomenon of 

moral distress for nephrology nurses who care for patients with CKD.  

In Austin, Lemermeyer, Goldberg, Bergum, and Johnson (2005), they had the goal of 

recognizing and identifying moral distress, and bravely proclaimed that they did not have the 

intention of eliminating moral distress. Upon further analysis of that aim, they value moral distress 

as a product of complex healthcare scenarios. Moral distress would not be possible if we did not have 

morally sensitive nurses, who are adept at qualities such as compassion, and advocacy. Not valuing 
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morally sensitive nurses would be a great loss for patients and families, the profession, and the 

healthcare system. So the practice implications of giving voice and raising awareness are perfectly 

designed to ignite some lunch room talk, and get the brave leaders within the organization to create 

strategic methods to either prevent moral distress, or to teach registered nurses to cope with and 

manage moral distress.  

In settings where several healthcare professionals interact, teaching from an interdisciplinary 

approach will raise awareness and spark interest in some of the moral dilemmas we face together. A 

collaborative approach such as in the Bioethics Curriculum at University of British Columbia 

(Austin, Lemermeyer, Goldberg, Bergum & Johnson, 2005) builds solid communication skills, and 

cohesive strength within the team, leading nurses and physicians to “thrive in truly collaborative and 

respectful relations” (p. 41). This would be one strategy to manage competing allegiances.  

If we know that a specialty area of nursing is particularly susceptible to the incidence of moral 

distress, then preventative, supportive strategies can be created within that specialty network to 

ameliorate moral dilemmas and its effects on nurses and patients. As Varcoe, Pauly, Webster, et al. 

(2012) suggest in their Moral Distress: Tensions as Springboards for Action paper, the effects of the 

social and political fields are at play with the work environment within a specialty area. In the 

specialty of nephrology there are great opportunities for social improvements and as the demand for 

RRT grows in Canada as a result of the predicted increases in CKD, intentional system solutions 

(such as direct admission procedures that bypass the emergency department for chronic renal 

patients) would in turn prevent moral distress for the nurses who work to care for them within 

healthcare systems that have serious impairments in flow and patient-centeredness. Political action 

is a tangible method where nurses can influence change (Varcoe, Pauly, Webster, et al., 2012). When 



134 
 

they are exposed to some of the same event or scenarios repeatedly, they are well positioned to reflect 

on and recommend practical changes that can be solutions to reduce moral distress and make the 

lives of patients and families with CKD less stressful and burdensome. In the setting where this 

research took place, a series of problems were identified, and a solution was designed. The workshop 

offered to all employees in the centre has four modules (renal end-of-life journey; good 

communication skills; how to do advance care planning; and self-care) and the belief is that by 

building capacity in the caregivers that are employed in that healthcare setting, all patients will 

encounter consistent messaging, and be supported on their journey (Liz). Without prompting, all 

participants in this study discussed this workshop and the positive effect it has had on them 

personally, and on their patient care. Other organizations have borrowed and replicated the workshop, 

and now it is being offered in more kidney care settings provincially and nationally. It has been 

recognized that nephrology nursing holds some unique challenges, and by identifying and addressing 

these challenges, they are positively improving the workplace environment (ethically, physically, and 

mentally), which in turn improves patient care.  

Recommendations for Future Research 

 

This research study was the first of its kind according to a comprehensive search of the 

literature. “The aim is to understand the experience” (Munhall, 2012, p. 130) and in doing so, the 

reader may be able to gain some appreciation and insights in to the “lifeworld” of the participants. 

While the findings from one descriptive phenomenological study certainly do not represent every 

nephrology nurse’s lived experience, that was not the intention.  

Phenomenological research is a quest for what it means to be human. The more deeply a 

person understands human experience, the more fully and uniquely he or she becomes human. 

Such individuals learn to notice and to make sense of the various aspects of human existence. 
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Of course, the more often a person engages in such attentiveness, the more he or she should 

be able to understand the details as well as the more global dimensions of life. (van Manen, 

cited in Munhall, 2012, p. 130) 

 

This platform for research opened some new ideas, and potentiated new discoveries into the 

phenomena. With the knowledge garnered from this study, future practice implications may arise, as 

well as ideas for further research investigations. A study of this design could be replicated and 

repeated in the same mixed setting of nephrology nurses, or in more specialized areas such as HD 

only, or conservative care only.  

In four of the five research interviews conducted, participants described scenarios of moral 

distress in the nephrology setting where the patient did not speak English, and had cultural differences 

in beliefs and values pertaining to health. From the perspective of the participants, some of the most 

distressing scenarios came from not knowing if the patient could understand what was happening to 

them. Additionally, the varying cultural health care practices of some patients and families leaves the 

nurse feeling unsure of how to proceed. It would be beneficial to patients and families to study this 

tract of nephrology nursing care, and perhaps a determination of the research would be for greater 

interpreter and/or cultural care resources to be made available.  

 The essences uncovered in this research are unique to the phenomena of moral distress of 

nephrology nurses who care for patients with CKD. Examining if Competing Allegiances, Knowledge 

of What’s to Come, and Reverence are salient characteristics of other nephrology nurses’ lived 

experience would be interesting to investigate, and particularly if the geographic setting varies. 

Although it is not a goal of the research to achieve generalizability, determining if these findings are 

only particular to these five nurses would be fascinating. 
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Conclusion 

 

 The literature produced on the topic of moral distress in healthcare over the last three decades 

illustrates a pervasive problem. With nurses being the most frequent point of contact with patients 

and families, ethical dilemmas are part of the everyday work that they do. For nephrology nurses 

who care for patients with CKD, the chances of them encountering ethically difficult scenarios is a 

certain risk of their job. When these scenarios are poorly managed from a collaborative perspective, 

planning for the future is evaded, or ethical resources are lacking, moral distress has the tendency to 

become a product of these tensions. As Wilkinson warned, “the more frequently a nurse is exposed 

to cases of moral distress, the less likely the coping behaviours are to be successful” (1987/88, p. 27). 

The effect on patients may come as avoidance, withdrawal, or the tendency to disengage in the close 

relationship that is a necessity in excellent patient care. Rabetoy and Bair suggest that “collaborative, 

collegial working relations with the goal of improving palliative and end-of-life care for patients with 

kidney disease” will benefit nephrology professionals and in-turn, patients (2007, p. 606).  

 In this research, participants opened up about their lived experiences with moral distress and 

provided an opportunity to learn from the stories they shared. These stories are so valued, and 

informed a greater understanding about the phenomenon of moral distress inside their specialty of 

nursing. Coles (cited in Austin, Lemermeyer, Goldberg, Bergum, & Johnson, 2005) identified why 

the story is so powerful:  

The people who come to see us bring us their stories. They hope they tell them well enough 

so that we understand the truth of their lives. They hope we know how to interpret their stories 

correctly. We have to remember that what we hear is their story (p. 42).  
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Representing them is a great responsibility and honor. Framing the inquiry, a Husserlian philosophy 

was adopted to guide the work and extract the essences of the lived-experience deep within. To come 

to the essences, Giorgi’s descriptive phenomenological approach was drawn on, with careful analysis 

of the themes and constituents. The constituents of Professional Responsibility; Being Torn; 

Empathy; Honour & Respect; Pain & Suffering; Lasting Imprint; Chronicity and Disease Trajectory; 

Collision of Values; Working Through; Coping with Stress; and Entrenched Relationships were 

found to be common to the participants and formed to become the eidetic structure of the research. 

Beneath those constituents, connective threads of Competing Allegiances; Knowledge of What’s to 

Come; and Reverence were composed as the essences of the phenomenon. When exploring the lived-

experience, the common element cannot be ignored; neither can the new or forgotten meanings be 

left unturned. The findings included some surprising discoveries, and while “phenomenological 

findings cannot be generalized in any strict scientific sense to wider populations” (Finlay, 2009, p. 

478), Munhall stands by the qualitative method as, “our hope for understanding in this world” (2012, 

p. 170). The nature of this research is based on the hope that patients with CKD will have improved 

care if the nephrology nurse has a greater understanding of him/herself, and if others interested in 

their work learn more about this moral topic and act.  

Some comparisons and similarities from this research were examined in relation to existing 

literature on the topic of moral distress. Portions of the findings shared commonalities with other 

research, and new meanings were discovered. The application of the Relational Ethics theory adds 

structural integrity and a deeper understanding about the relationship that builds with nephrology 

nurses and patients who have CKD. There is hope that this research will bring forward new awareness 

and insights, and in doing so, “nurse-nurse engagements, in addition to nurse-patient engagements, 
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become relational and embodied, fostering an environment conductive to ethical dialogue, 

intersubjectivity, and existential advocacy” (Austin, Lemermeyer, Goldberg, Bergum, & Johnson, 

2005, p. 43).  

As the population of Canadians with chronic kidney disease grows, research into the care they 

rely on is important work. Patients and families who live with the effects of this disease on a daily 

basis deserve the most intentional, exceptional care. That high quality care can be achieved through 

acknowledging moral distress in the specialty of nephrology, and planning to circumvent the negative 

consequences of the ethical toil. Not only is the health of our patients our responsibility, but so then 

is the health of our registered nurses.  
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Appendix B 

 

  CONSENT FOR PARTICIPATION IN AN INTERVIEW 
 

TITLE: The Lived Experience of Moral Distress for Nephrology Nurses Who Care for Patients 

with Chronic Kidney Disease 

 

SPONSOR: Self Funded 

 

INVESTIGATORS: Dr. Shelley Raffin Bouchal, Principal Investigator 
 

Karla Wyld, Masters Student 

Department/Faculty of Nursing 

Tel: (403)- 

kwwyld@ucalgary.ca 

 

This consent form is only part of the process of informed consent. It should give you the basic 

idea of what the research is about and what your participation will involve. If you would like 

more detail about something mentioned here, or information not included here, please ask. Take 

the time to read this carefully and to understand any accompanying information. You will 

receive a copy of this form. 

 

BACKGROUND 
 

The focus of this research is to investigate the phenomenon of moral distress for registered 

nurses who care for patients with chronic kidney disease. There are 1 in 10 Canadians who have 

kidney disease and many more are at risk. During the years of the disease, patients and nurses 

build close relationships that are significant. As the disease progresses, and the patient and 

family suffer losses, difficult treatment decisions have to be made. When the nurse is witness to 

the suffering, sometimes moral distress is experienced.  Moral distress can be further 

summarized as the nurse knowing the ethically right thing to do, but avoiding the right action 

due to internal or external constraints and later being left with regret. 

The concept of moral distress has been investigated within several specialty areas of nursing but 

there are few research studies that focus on the nephrology nurse’s lived experience. 

With the predicted increased incidence of chronic kidney failure in the Canadian population, 

attracting and retaining qualified nephrology nurses is imperative.  It is believed that by 

improving the ethical environment for nurses, gains in health care delivery will positively affect 

patients. 

mailto:kwwyld@ucalgary.ca
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WHAT IS THE PURPOSE OF THE STUDY? 
 

The purpose of this research is to extend a voice to nephrology nurses, describe the lived 

experience of moral distress from the nephrology nurses’ perspective, and contribute to a moral 

community in this nursing specialty area. 

 

WHAT WOULD I HAVE TO DO? 
 

You will be asked to participate in an interview. The interview will last approximately 45 

minutes to 1 hour. You will be asked some questions about your experiences as a registered 

nurse who cares for patients who have chronic kidney disease. The interview will be recorded 

using a digital sound recorder to ensure an accurate record of what is said during the interview. 

Your participation is voluntary. You do not have to answer any questions you do not wish to 

answer; you may stop the interview at any time without having to give a reason. 

 

WHAT ARE THE RISKS AND BENEFITS OF PARTICIPATING? 
 

Total anonymity cannot be assured as the researcher is meeting face to face with the participants. 

Identification of participants will be protected using pseudonyms either chosen by the individual 

or assigned by the researcher to maintain confidentiality. Any names used in the interviews will 

be removed from the transcript to protect the identity of patients, physicians, colleagues and 

organizations. The location where the registered nurses work will be recorded in the findings 

using a general description such as: A Western Canadian facility where registered nurses care for 

patients who have chronic kidney disease. 

During the interview where sensitive information is disclosed by participants, there is the 

potential for the experience of participating in the investigation to cause distress. Free and 

confidential counseling is available through the Alberta Health Services Employee Assistance 

Program, for more information please call toll free 1-877-273-3134. 

 

The researcher would like to emphasize that there are no direct benefits either; although the 

participant may find it rewarding to discuss their nursing experiences. 

 

DO I HAVE TO PARTICIPATE? 
 

Participation is voluntary and you may withdraw at any time. To withdraw consent please 

contact Karla Wyld via phone, email or in-person at any time during the research process. 
 

WHAT HAPPENS TO THE INFORMATION I PROVIDE? 
 

Following the interview, a transcript will be made of all digital sound recorded correspondence. 

Security measures will be used to protect interview recordings; held in a locked cabinet, then 

erased once transcription is complete. This transcript will not contain any information that links 

the interview to you. Your name and the names of any people or organizations you mention will 

be removed and replaced with pseudonyms in the transcript. 
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Participants can be ensured that any information they provide in the interviews will not be made 

public and will only be made accessible to people involved in the research. 

Only the Principle Investigator and Co-Investigator will have access to the interview sound 

recording and the transcript made of the interview. Electronic data will be stored on a password 

protected personal computer. The information will not be divulged to unit managers, 

employment organizations or professional organizations. 

The transcript will never be published; however, excerpts from it may be used in future 

publications. The researcher will make every effort to present the data in a way that conceals 

your identity. If you decide to terminate your interview, your information will not be used in the 

research project. 

 

SIGNATURES 
 

Your signature on this form indicates that you have understood to your satisfaction the 

information regarding your participation in the research project and agree to participate as a 

subject. In no way does this waive your legal rights nor release the investigators or involved 

institutions from their legal and professional responsibilities. You are free to withdraw from the 

study at any time without jeopardizing your health care. If you have further questions concerning 

matters related to this research, please contact: 

 

Dr. Shelley Raffin Bouchal  

 Or 

Karla Wyld  

 

If you have any questions concerning your rights as a possible participant in this research, please 

contact the Chair, Conjoint Health Research Ethics Board, University of Calgary at 

403-220-7990. 
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Participant’s Name  Signature and Date 

Investigator/Delegate’s Name  Signature and Date 

Witness’ Name  Signature and Date 

 
 
The University of Calgary Conjoint Health Research Ethics Board has approved this research study. 
 
A signed copy of this consent form has been given to you to keep for your records and reference. 
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Appendix C 

 Interview Guiding Questions 

“A Comprehensive explanation of moral distress will not be provided to the participants to 

encourage unsolicited, pure descriptions of their own lived experience.” (Wyld, 2015, p.43) 

1. To begin with a question such as “Tell me about your experience of caring for patients with 

chronic kidney disease” will be used, followed by “Can you describe an experience you have 

had while caring for patients with chronic kidney disease where you encountered moral 

distress?” or “Can you tell me about an example of moral distress in your nursing practice?”. 

2. Can you describe in as much detail as possible your experiences caring for patients with 

chronic kidney disease? 

3. Can you recall and describe how this experience affected you at the time you cared for that 

patient? 

4. Do you recall any immediate physical responses or effects? 

5. Do you recall any immediate emotional responses or effects? 

6. Do you recall any immediate effects your work had on your interactions with peers or others 

at work? 

7. To what degree/intensity did you experience these responses or effects? 

8. Do you recall any delayed or carry-over effects of this work in other areas of your life? 

9. What did you do at the time to alleviate these effects? 

10. What was the worst thing about this experience? 

 

Adapted from: Hanna (2005) 
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11. What was the best thing about this experience? 

12. What did you learn about this experience? 

13. Is there anything else you can say about your experience of moral distress? 

14. Prior to this interview had you ever heard of or read about moral distress? 

15. Can you distinguish moral distress from emotional; spiritual or psychological distress? 

16. Have you ever experienced moral distress in any other areas of your life? 

Generic Prompts:  

 Could you tell me more about that? Is there anything else? 

 Could you give me an example? How did you feel then? How do you feel now? 

What did you think then? What do you think now? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Adapted from: Hanna (2005) 
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Appendix D 

Table of Reduction: Themes, Constituents, Essences 

Overarching Themes Ethical Factors Devotion to Patients Intrinsic Fortitude 

Constituents Professional 

Responsibility 

Empathy Working Through 

 Being Torn Honor & Respect Lasting Imprint 

 Collision of Values Entrenched 

Relationships 

Coping with Stress 

  Pain & Suffering  

  Chronicity and 

Disease Trajectory 

 

 

Essences  

 

 

 

 
 

Competing 
Allegiances

Reverence
Knowledge 
of What's to 

Come
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