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Abstract 

Paediatric health care professionals (HCPs) may experience moral conflict if they are 
required to deliver care which is not aligned with their moral values. While much 
research has been conducted to understand the causes and effects of situations which 
cause moral conflict, how HCPs actually act in these situations has received scant 
research attention.  

This study addresses this gap. A qualitative research approach incorporating the 
Critical Incident Technique (CIT) was used to explore the actions of paediatric nurses 
and doctors when faced with moral conflicts, the enablers and barrier of these actions, 
and participants’ perceptions of the outcomes of their actions. Semi-structured 
interviews were held with a sample of nurses and doctors (n=19) from a large tertiary 
children’s hospital in Ireland. Data was analysed using a process of thematic analysis, 
underpinned by the traditions of CIT. Trustworthiness was enhanced through the 
provision of a clear audit trail and the use of participants’ voice throughout the findings.  

The participants’ experiences were reflected in ten overarching themes. The causes of 
moral conflict were captured in the three themes of Conflicts in decision-making, 
reconciling their Professional role Vs children’s outcomes and the equitable Use and 
Allocation of resources. Participants’ moral actions emerged as three themes which 
involved Questioning Decisions, Seeking alternative approaches and Advocating for 
the child and family. These actions reflected a preference for facilitating negotiation and 
consensus with the healthcare team and parents as a means of preventing decisional-
conflict and achieving mutually acceptable outcomes. The findings challenge notions of 
powerlessness and adversarial nurse-doctor representations, and instead revealed 
participants’ strong sense of moral agency. The enablers and barriers of their moral 
agency were collectively reflected in the themes of Environment of care factors and 
Personal factors. Moral agency was enabled by participants’ experience and 
knowledge and working within positive and respectful professional relationships. In 
contrast, inexperience, hierarchical decision-making structures or apprehension about 
jeopardising professional relationships impeded moral agency. The outcomes of 
participants’ action emerged in two themes: Influencing the outcome for the child, 
family and professionals, which participants’ judged by the extent to which relationships 
with these parties were preserved and Influencing self which reflected how they 
themselves were influenced personally and professionally. The participants’ capacity to 
take moral action appears to have provided a mediating effect against the negative 
implications of moral conflicts and contributed to their moral resilience.  

These findings have implications for theory, practice and education, and support the 
argument that the exploration of moral conflicts and moral agency should extend 
beyond the existing focus on barriers to understanding how moral agency can be 
enabled. The narratives offer numerous suggestions for organisational and clinical 
processes, ethics supports and educational resources to develop HCPs’ ethical 
competence and create opportunities for them to collaboratively engage with moral 
issues.  As paediatric healthcare will continue to be characterised by increasing 
medical and technological advancements, and influenced by wider socio-cultural 
factors, it is unlikely that the situations which generate moral conflict for HCPs will ever 
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be eliminated. It is crucial therefore, that there is a commitment to establishing an 
ethical climate which nurtures the moral agency of HCPs, enabling them to positively 
and constructively engage with the moral issues they encounter in practice.  
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Chapter 1  INTRODUCTION  

1.1  Introduction 

Modern paediatric health care is characterised by numerous factors which can impact 

on the moral practice of health care professionals (HCPs). These include medical and 

technological advances which are increasing complex survivorship in children, a 

national and international shortage of paediatric HCPs, resource constraints and 

evolving public expectations about healthcare for children. Against this backdrop, 

HCPs who are charged to deliver safe, effective and patient-centred care, may 

experience moral conflict if they are required to deliver health care which conflicts with 

their moral values. If a morally acceptable resolution is unachievable, the literature 

shows us that HCPs may participate in care despite their moral disagreement to it 

(Boss, Geller and Donohue, 2015; Green, Darbyshire, Adams et al., 2016; Thorne, 

Konikoff, Brown et al., 2018). Alternatively, HCPs may emotionally or relationally 

distance themselves from clinical situations which conflict with their own moral code 

(Hilliard and O' Neill, 2010; Ford and Austin, 2018). There is also evidence that moral 

conflict can generate feelings of distress and burnout for HCPs (Rushton, Batcheller, 

Schroeder et al., 2015), which has implications for the quality of care, patient safety 

(Dewa, Loong, Bonato et al., 2017) and staff retention and wellbeing (Trotochaud, 

Coleman, Krawiecki et al., 2015). However, there is also recognition that the 

experience of moral conflict can motivate HCPs to adopt a more compassionate and 

patient-centred approach to practice (Varcoe, Pauly, Storch et al., 2012), and can be a 

catalyst for meaningful communication and critique of a situation (Lützén and Ewalds-

Kvist, 2012).  

 

The literature is replete with evidence of the situations and factors which generate and 

influence moral conflict and distress, and also the personal and professional impact of 

moral conflict on HCPs. However, there has been less exploration of how HCPs 

respond in practice to these situations. This is reflected in the calls for more research to 

understand how HCPs’ moral integrity can be preserved and how they may be 

supported to act in a way which is consistent with their personal and professional 

values (Hamric, 2012; Rushton, 2017; Morley, 2018). This study responds to these 

calls by exploring the experiences of paediatric nurses and doctors1 who have 

                                                

1 The focus of this study is on paediatric nurses and doctors. Therefore, the phrase ‘nurses and 
doctors’ will be used in this thesis to refer specifically to the participants in this study or when 
specifically discussing these professions. The terms ‘Healthcare Professionals’ or ‘HCPs’ are 
used when general discussion is made about the wider healthcare team or when participants 
themselves make reference to it.  
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encountered a situation which has created a moral conflict for them, the actions which 

they took in response to this situation, and the factors which influenced their actions.   

 

This chapter outlines the aim of this research and its specific research questions. The 

research approach adopted for this study will be briefly outlined.  Definitions of the key 

concepts used will be provided to offer clarity. The research context is discussed with 

reference to the current paediatric healthcare landscape and some of the current 

debates about moral conflict in health care. The theoretical framework which underpins 

the study is critically discussed. This chapter will conclude with a consideration of the 

significance of the study and an outline of the content of this thesis.  

 

1.1.1 My role and motivation for this research  

I am a senior nursing manager in the research setting used in this study, and have over 

25 years’ experience in acute paediatric health care. My motivation for this study, as 

part of a Doctorate of Governance programme, stemmed from a long-time interest in 

understanding the influence of complex moral situations on how paediatric HCPs 

practise and make decisions which impact on patients, families and themselves. This 

interest was initially cultivated during my own clinical experience of nursing children 

with life-changing burn injuries. This interest was gradually shaped into research 

questions through critical engagement with the literature and critical discussion with my 

research supervisors. Holding a senior role in the research setting had ethical and 

methodological implications for my researcher role, which were considered throughout 

the research design and data collection and analysis. These considerations are 

critically discussed in Chapter 3.  

 

 

1.2  Research Questions and Research Approach 

The aim of this study was to explore of the experiences of paediatric nurses and 

doctors who have experienced a moral conflict, and the action they took in response to 

that situation. Much of the existing research which describes HCPs’ actions in 

response to moral conflict does not extend beyond descriptions of those actions. 

Therefore this study also asked participants to reflect on the factors which enabled or 

impeded their actions and their capacity to act, as well as their perceptions of the 

outcomes of their action.  The research questions (RQs) for this study were informed 
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by the underpinning theoretical framework which is discussed later in this chapter, and 

the literature review which is presented in Chapter 2: 

RQ1. What are the causes of moral conflict for paediatric nurses and doctors? 

RQ2. What actions do these nurses and doctors take in response to moral 

conflict? 

RQ3. What factors enabled and/or impeded their particular course of action 

and capacity to act? 

RQ4. What are their perceptions of the outcomes of their actions for the child, 

family, their colleagues and themselves?  

 

This study used a qualitative approach which incorporated Flanagan’s (1954) Critical 

Incident Technique (CIT). The HPCs who participated in this study were nurses and 

doctors (n=19) working in a large Irish tertiary and quaternary paediatric hospital. 

Participant recruitment was limited to these professions as they are at the frontline of 

decision-making with families, and are the only HCPs to engage in the 24/7 delivery of 

care. Participants were recruited if they had experienced a moral conflict in their 

practice, to which they had made some form of response or action. Semi-structured 

interviews were used to collect data which were then analysed using Braun and 

Clarke’s (2006) process of thematic analysis and guided by the procedures described 

by Flanagan (1954).  

 

1.3 Definitions of Key Concepts 

Several concepts related to moral conflict and moral action are used in this study and 

definitions of these are offered below to provide clarity. These concepts will be critically 

discussed later in this chapter and within the literature review in Chapter 2. In addition, 

definitions are provided for ‘children with complex care needs’ as this cohort of children 

and their families feature heavily in the findings, and also to clarify terminology used to 

describe healthcare teams in this study and in the literature.  

 

Moral Action: actions taken by an individual in response to a moral conflict, and which 

are consistent with the individual’s moral values and convictions (Lützén and 

Ewalds-Kvist, 2012). In order to take a moral action, one must recognise that a 

moral issue or challenge exists, then determine the possible actions which can be 

taken by them, prioritise one of these actions and then follow through with the 

chosen action (Rest, 1986; Jones, 1991).  
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Moral Agency is the individual’s “capacity to make moral judgements and to act upon 

them” (McCarthy and Gastmans, 2015, p. 142). 

Moral Conflict: The definition of moral conflict used in this study is influenced by Hare 

(1978) and recognises that moral conflict arises from situations or events where 

there are a clash of values or principles which give rise to seeming “conflicting 

duties” (Hare, 1978, p. 3). Situations which cause moral conflict have been 

described in the literature to include, for example, when HCPs feel that: 

 The right decision was made, but they still feel regret or conflict 

 A decision was made but they believe it was the wrong decision 

 They are not sure if the decision that was made was right or wrong. 

 

Moral Constraints are “either internal (personal) or external (institutional)” factors or 

barriers that impede an individual from taking what they perceive to be the morally 

correct course of action (Epstein and Hamric, 2009, p. 330). 

Moral Distress occurs “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 Integrity involves the individual adhering to their moral values and a 

commitment “to doing the good and right thing” (Laabs, 2007, p. 799) 

Moral resilience is an individual’s “capacity to sustain or restore their integrity in 

response to moral complexity, confusion, distress, or setbacks” (Rushton, 2016, p. 

112). 

Moral Values are those beliefs and principles about right and wrong human conduct, 

and which influence how one perceives and responds to situations (Beauchamp 

and Childress, 2001). 

Moral Wellbeing arises when individuals “are able to do well and feel well while acting 

according to their moral values” (Sala Defilippis, Curtis and Gallagher, 2020, p. 7). 

Children with Complex Care Needs: this term refers to children with: 

 Multidimensional health and social care needs in the presence of a 
recognized medical condition or where there is no unifying diagnosis. They 
are individual and contextualized, are continuing and dynamic, and are 
present across a range of settings. (Brenner, Kidston, Hilliard et al., 2018, p. 
1647). 
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Healthcare Teams: While multiple terms are used in the literature to describe the 

nature of healthcare teams, such as ‘multidisciplinary’, ‘multi-professional’, 

‘interdisciplinary’ and ‘interprofessional’, these are often used interchangeably and 

underpinned by different understandings of the concept of ‘team’ (Chamberlain-Salaun, 

Mills and Usher, 2013; Mitzkat, Berger, Reeves et al., 2016). For the purposes of 

clarity, the following terms are used in this thesis: 

 Multi-professional: relates to the structural components of the healthcare team 

and is used when describing situations when the healthcare team is composed 

of more than one profession, without an inference to the nature of the team’s 

working or collaboration, e.g. a multi-professional study is one in which the 

sample is drawn from more than one healthcare profession.  

 Interprofessional: refers to the engagement and collaboration between the 

various constituents or professions within the healthcare team, during which the 

disciplinary knowledge of each professional group contributes to the interaction 

(Parse, 2015).  

 

 1.4 Research Contexts 

1.4.1 Paediatric Health Care 

Medical and technological advances in antenatal diagnosis and paediatric health care 

are improving health outcomes in children, and increasingly enabling HCPs to preserve 

and sustain life in children who may not have previously survived, such as extremely 

premature infants or children with complex multi-system conditions. While modern 

medicine has undoubtedly benefited innumerable children, these medical advances are 

leading to increasing debate within healthcare professions and in the public domain. 

One aspect of this debate is the implications of medical intervention for children, for 

example, care which is perceived to be “overly burdensome” (Prentice, Janvier, Gillam 

et al., 2016), or which causes pain and suffering to the child (Carnevale, Farrell, 

Cremer et al., 2012; Green, Darbyshire, Adams et al., 2016).  Other authors have 

described HCPs’ concerns about the implications for children who have received 

advanced life-sustaining treatment but now have significant disabilities and life-long 

healthcare needs, and the impact of this on their families (Carnevale, Farrell, Cremer et 

al., 2012; Molloy, Evans and Coughlin, 2015; Birchley, Gooberman-Hill, Deans et al., 

2017).  
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An additional dimension to this debate is the balancing of parental and public 

expectations of what health care can deliver, with the limitations of what health care 

can achieve. Internationally, there have been several high profile cases involving 

parents’ requests and legal challenges to continue life-sustaining interventions2 which 

HCPs have argued against. In addition to the legal rulings in these cases, there has 

been extensive debate within the public domain about decision-making in the context of 

perceived futility and whether parents, HCPs, or a combination of both, are best placed 

to make these decisions. While these cases represent a minority of decision-making 

scenarios, nevertheless in paediatric health care there are innumerable situations in 

which HCPs and parents3  may need to choose between treatment options which carry 

both benefits and risks, including: surgical intervention; medical therapies; treatments 

with uncertain consequences; withdrawal or withholding of treatment; palliative care; or 

combinations of these. Decisional conflict may arise between HCPs themselves, or 

between HCPs and parents, if there is disagreement with treatment plans or concerns 

that treatments are not in the child’s best interests. HCPs may experience a moral 

conflict if required by a clinical directive, parental requests or professional or 

institutional requirements, to provide, withhold or withdraw treatment, which conflicts 

with the HCP’s moral values. This study is situated within this context of complex 

decision-making as it seeks to explore how nurses and doctors respond or act when 

faced with a situation which conflicts with their moral values. In the next section, the 

concepts of moral conflict and moral action will be introduced, along with some of the 

current debates in relation to these concepts.  These will be discussed in greater detail 

in Chapter 2.  

 

1.4.2 Irish Health and Cultural Contexts 

Ireland is an island nation in Western Europe with a population of 4.6 million people, of 

whom 26% (1.25 million) are children aged under 18 years (Central Statistics Office, 

2016). The UNICEF Children’s Fund Innocenti Report ranks Ireland 12th out of 38 

countries internationally for child well-being based on the indicators of mental well-

being, physical health and skills (UNICEF, 2020). Census data show that 

approximately 6% of all Irish children have a disability, with a proportion of these 
                                                

2 See for example: Charlie Gard (2017) EWHC 1909 (Fam) https://www.judiciary.gov.uk/wp-
content/uploads/2017/07/gosh-v-gard-24072017.pdf and Alder Hey V Evans (2018) EWHC 308 
(Fam)  https://www.judiciary.gov.uk/wp-content/uploads/2018/02/alder-hey-v-evans.pdf  
3 For the purposes of convenience, the term ‘Parents’ is used throughout this thesis to refer to 
parents, guardians and the wider family involved in decision-making and caring for children in 
hospital, unless specifically stated. 
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reporting multiple disabilities (Doyle and Carew, 2018). Paediatric hospital services are 

provided within three children’s hospitals which are all based in the capital, Dublin, and 

a network of regional and local paediatric units around the country. A major capital 

project is currently underway to merge the three Dublin-based children’s hospitals and 

to ultimately move all tertiary paediatric services into one national hospital, which is 

currently under construction. Children with complex or multi-system conditions will 

frequently access care within one or more tertiary hospitals, their local paediatric unit 

and also from primary care services.    

 

There is evidence that approaches to care, communication and decision-making, and 

also beliefs and values, are influenced by culture, religion (Wiener, McConnell, Latella 

et al., 2013; Katz and Webb, 2016) and socio-political contexts (Paris, Ahluwalia, 

Cummings et al., 2017). While traditionally Ireland was largely homogenous in terms of 

national origin, religious affiliation and ethnicity, census data over the last thirty years 

has illustrated the increasingly diverse and multicultural demographics of the Irish 

population. This is exemplified for example, by the proportion of the population in 1991 

who identified as Roman Catholic (92%) compared to 78% in 2016 (Central Statistics 

Office, 2016).  Furthermore, in the 2016 census, the ethnic background of almost one-

fifth of the population (18%) was not White Irish. This demographic shift is also seen 

within the health services in Ireland which has a high reliance on foreign trained nurses 

and doctors, with data from the Organisation for Economic Cooperation and 

Development (OECD, 2015) revealing that over one-third of doctors in Ireland are 

international medical graduates. The population of healthcare professionals within the 

research setting for this study is similarly diverse.  

 

1.5 Moral Conflict and Moral Action 

1.5.1 Moral Conflict 

A moral conflict arises from situations where a clash of values or principles gives rise to 

seemingly “conflicting duties” (Hare, 1978, p. 3). This may occur, for example, when 

HCPs’ circumstances or actions, and/or their possible consequences, are not 

congruent with the individual’s own moral values or represent a tension between 

competing principles.  HCPs’ moral values have personal and professional origins 

which influence how they perceive a situation (Davis, Schrader and Belcheir, 2012).  

Personal values are developed through socialisation within one’s family, community, 

educational institutions and wider society. Professional values are derived from 
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socialisation within professional communities such as medicine or nursing, and are 

enshrined in professional codes of conduct. Parents and children similarly come to the 

decision-making arena with their respective beliefs and values.  Given the complexity 

of this decision-making environment and its multiple stakeholders, it is perhaps 

inevitable that their values and perspectives may not always converge. 

 

Moral conflict may arise in situations where one disagrees with a proposed treatment 

approach (Molloy, Evans and Coughlin, 2015; Trotochaud, Coleman, Krawiecki et al., 

2015; Thorne, Konikoff, Brown et al., 2018). However, it may also arise when HCPs are 

unsure of the implications of treatment in which they were involved. For example, 

doctors and nurses in a study by Carnevale, Farrell, Cremer et al. (2012), described 

their uncertainty about children’s long-term outcomes and described how “Sometimes 

all we do is keep the child alive . . . We know that the child will suffer her entire life” (p. 

116). This worry about the outcomes of the care they have delivered led to them 

questioning whether their actions were morally right or not. An additional dimension to 

HCPs’ moral conflict is their guilt arising from participating in care which they feel is in 

children’s best interests to support their recovery, but which causes pain and suffering 

for children (Hilliard and O' Neill, 2010; Ford and Austin, 2018).  

 

It is not possible to consider moral conflict without also considering a dominant theme 

in the research literature which is moral distress. The concept of moral distress was 

first conceptualised in health care by Jameton (1984) who defined it as occurring “when 

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

pursue the right course of action” (p. 6). Consequently the inability to act in accordance 

with one’s values and principles is an affront to one’s moral integrity, which evokes a 

psychological response for the individual, including feelings of guilt, fear, regret, 

shame, despair and anger at oneself (Pye, 2013; Green, Darbyshire, Adams et al., 

2016; Thorne, Konikoff, Brown et al., 2018). 

 

Moral distress has been investigated amongst HCPs across the breadth of healthcare 

disciplines and settings, including paediatrics. However, despite the ubiquity of the 

term, there is increasing debate in the literature about the limitations of Jameton’s 

(1984) definition of moral distress which contended that moral judgement (i.e. knowing 

the right thing to do) and constrained action were necessary conditions for moral 

distress. Fourie (2015) challenges this by arguing that moral distress can still be 

experienced when one is faced with a moral conflict but is unsure of the appropriate 
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moral action to be taken. Furthermore, the assumption that moral distress arises from 

constrained action only is challenged by Varcoe, Pauly, Storch et al. (2012) who found 

that moral distress was still experienced by nurses who took action. While there is 

consensus that moral distress evokes a psychological response within individuals, 

there are increasing attempts to broaden Jameton’s (1984) original conceptualisation to 

capture the breadth of moral circumstances which can generate a psychological impact 

for the individual. Most recently,  Morley, Bradbury-Jones and Ives (2020) propose that 

moral distress is the psychological distress which can be directly attributable to the 

experience of a moral event in which there is for example, moral uncertainty, moral 

dilemma, or moral conflict, and not just those occasions when one’s moral agency is 

constrained. The focus of this research was on nurses’ and doctors’ actions in 

response to moral conflict, and not to identify if HCPs had experienced moral distress. 

While the participants did describe feelings and experiences which were consistent 

with the presentations of moral distress described in the literature, it was not assumed 

a priori that the participants had experienced moral distress. 

 

1.5.2 Moral Action 

Moral actions represent one’s actions in response to a moral conflict and which are 

consistent with one’s moral values (Lützén and Ewalds-Kvist, 2012). While the causes 

of moral conflict are well researched across numerous healthcare settings, there has 

been less study of HCPs’ moral agency in these situations. Where research exists, it 

focuses primarily on nurses rather than the wider multi-professional team, and reveals 

a range of actions included communicating with colleagues, speaking up about their 

concerns, collaborating with families, exploring patients’ own wishes, escalating to 

managers and to a lesser extent, seeking ethics consultations (Pavlish, Brown-

Saltzman, Hersh et al., 2011; Varcoe, Pauly, Storch et al., 2012; Traudt, Liaschenko 

and Peden-McAlpine, 2016; Aitamaa, Suhonen, Puukka et al., 2019).  

 

Several studies reveal that despite HCPs’ moral disagreement with an aspect of clinical 

care, they frequently participated in that care (Carnevale, Farrell, Cremer et al., 2012; 

Boss, Geller and Donohue, 2015; Green, Darbyshire, Adams et al., 2016; Thorne, 

Konikoff, Brown et al., 2018). Engaging in care and treatment which generated a moral 

conflict led some HCPs to create an emotional or relational separation from the patient 

by suppressing their emotions and focusing on the technical aspects of their role 

(Hilliard and O' Neill, 2010; Boss, Geller and Donohue, 2015; Green, Darbyshire, 
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Adams et al., 2016; Ford and Austin, 2018; Thorne, Konikoff, Brown et al., 2018), or 

requesting to rotate from the care of particular patients (Varcoe, Pauly, Storch et al., 

2012; Ford and Austin, 2018). The findings that HCPs may participate in care with 

which they morally disagree might reflect the predominance of a research focus on the 

situations which generate moral conflict, and the effect of this conflict on HCPs, rather 

than on the actions HCPs take in response to such conflict. HCPs may also reasonably 

expect some moral conflict in their practice. In a paediatric healthcare environment 

which is characterised by continuously evolving treatment advances, Prentice, Gillam, 

Davis et al. (2018) argue that the elimination of moral conflict is unlikely and even 

question the desirability of doing so. Morally challenging situations can stimulate the 

questioning of healthcare developments, and can be a catalyst for engagement in 

seeking courses of actions which are morally acceptable and reflective of the varied 

interests of the stakeholders involved (Lützén and Ewalds-Kvist, 2012).  

 

There is a need therefore to consider how HCPs can be supported to practise in a way 

which preserves their moral integrity, thereby contributing to their moral resilience, 

whilst also ensuring that patients’ best interests are protected. The personal and 

organisational contexts within which HCPs practise influence their capacity to maintain 

their moral integrity. For example, Pavlish, Brown-Saltzman, Hersh et al. (2011) and 

Varcoe, Pauly, Storch et al. (2012) described how participants’ perceived ability to 

influence decision-making, and the receptiveness of their managers and colleagues, 

influenced their willingness and capacity to raise their concerns about a morally 

challenging situation. The existing research predominantly focuses on the situations 

which generate moral conflict for HCPs and the factors which impede moral action. 

There is a need for greater research into those occasions when HCPs make a decision 

to take moral action in response to a moral conflict in order to understand the factors 

which enable or hinder HCPs’ moral agency. This in turn may help to illuminate ways in 

which moral resilience can be fostered and supported.  

 

1.6 Guiding Theoretical Framework 

At the outset of this study, consideration was given to the various frameworks or lenses 

through which the study participants’ actions in response to moral conflict could be 

explored. Beauchamp and Childress’ (2001) Four Principles of Biomedical Ethics offers 

a means of “identifying and reflecting on moral problems” (p.15), and is amongst the 

most widely used frameworks in healthcare ethics. These four principles are: Respect 

for Autonomy, Beneficence, Non-maleficence and Justice. Moral conflict reflects a 
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tension within or between the four ethical principles outlined by Beauchamp and 

Childress (2001). The Four Principles Framework’s strength lies in its capacity to 

identify and reflect on moral issues, but it has limited utility to explore moral action and 

the factors which influence this action (Muirhead, 2012). Thus principalism was 

rejected as the guiding framework for this study. 

 

Ethical theories were also considered as a framework to explore participants’ actions, 

their motivations and the influences on their actions. Ethical theories represent the 

worldviews and perspectives of individuals which guide their decision-making and 

actions. However, all participants may not subscribe to the same worldview, and the 

use of ethical theories as a framework for this study may limit exploration of their 

experiences, or create a bias which judges or presupposes the motivations for their 

actions. Thus this approach was similarly rejected as a framework for this study.  

 

Jones’ (1991) Issue-Contingent Model of Ethical Decision-Making was chosen as the 

underpinning framework for this study. Jones (1991) built upon Rest’s (1986) earlier 

Four-Component Model which proposed a sequential four-component process of moral 

decision-making through which individuals navigate when faced with a moral situation:  

Component 1. The individual must first recognise that there is a moral issue  

Component 2. They will then engage in a process of considering the various 

courses of action open to them, in order to make a judgement on which 

action or behaviour is morally correct for them 

Component 3. They will establish moral intent by prioritising one course of action  

Component 4. They will act in accordance with their moral choice 

 

Rest (1986) argued that one component will influence another, but that success in one 

component does not assume success in another, or guarantee that moral action will 

occur. For example, a person’s judgement about the action which is correct for them 

(Component 2), is influenced by their world view and their interpretation of the moral 

issue (Component 1).  However, a person may have great sensitivity to the moral 

issues at stake in a situation (Component 1) but may struggle to follow through to moral 

action (Component 4).  

 

Jones acknowledged that Rest’s (1986) model contains the key components of moral 

decision-making and behaviour. However, he argues that Rest’s work, and indeed 
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many previous ethical decision-making models, failed to acknowledge the 

characteristics of the moral issue itself, and the extent to which these might influence 

one’s moral judgement and actions. Instead, Jones (1991, p. 371) proposes that ethical 

decision-making is “issue contingent”, and that how a person responds to a moral issue 

is related to its characteristics. Jones (1991) subsequently developed the Issue-

Contingent Model of Ethical Decision-Making which retained Rest’s (1986) Four 

Components (Figure 1.1). Jones also proposed several characteristics of a moral 

issue, collectively defined as “moral intensity” (p. 372), which influences one’s 

response to the issue. These characteristics relate to the scale of the issue and its 

consequences, the likelihood of it occurring and the extent to which one is likely to be 

affected by it. He suggested that moral intent and the resultant action are further 

influenced by “organisational factors” (1991, p. 390) which include group dynamics, 

authority factors, and socialisation processes. Jones’ (1991) Issue-Contingent Model 

was chosen to guide this study as it offers a framework with which to explore the 

different elements of participants’ actions in response to a moral issue – recognition of 

the moral issue, the characteristics of the moral issue, the factors which influence the 

HCPs’ actions, and those actions taken by HCP. However, there are some limitations 

to Jones’s (1991) model.  

 

Figure 1.1: Jones' Issue-Contingent Model of Ethical Decision Making (1991, p. 379) 
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While the model elucidates elements of organisational contexts through the concept of 

Organisational Factors, Jones’ focus was on how these can constrain moral action and 

not how moral agency can be enabled by organisational processes. Furthermore, the 

model pays little attention to whether factors internal to HCPs might influence their 

sensitivity and recognition of the moral issue and their actions which result from their 

moral reasoning. As the focus of this study was to explore nurses’ and doctors’ actions 

and the range of factors which influenced their moral agency either by enabling or 

impeding it, the conceptual framework was adapted to incorporate the element of 

Enablers and Barriers of moral action. Participants in this study revealed factors which 

were internal to them and also within their wider organisational contexts which 

influenced how they responded to the episodes of moral conflict they experienced.     

 

An additional limitation of Jones’ model (1991) is the absence of reflexivity. One’s 

responses and actions in a moral situation are informed by the learning acquired from 

previous experiences. However, Jones’ model suggests a linear decision-making 

process. The integration of reflection into the study offered participants the opportunity 

to reflect on their experience and to evaluate the outcomes of their actions. Figure 1.2 

presents a conceptual framework for this study which extends Jones’ (1991) model to 

include ‘Reflection’ and the wider context of ‘Enablers & Barriers’ to enable exploration 

of possible personal factors which influence moral action. This conceptual framework 

guided the research by exploring the situations which give rise to moral conflict (RQ1), 

the actions which nurses and doctors take in response to the moral conflict (RQ 2), the 

factors which enable or impede their actions and capacity to act (RQ3), and their 

perceptions of the implications or outcomes of the situation (RQ4). 

 

Figure 1.2:  Conceptual Framework to explore moral action in paediatric healthcare 
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1.7 Significance of this study 

The constantly evolving modern healthcare arena would suggest that the elimination of 

moral conflict entirely is unlikely (Prentice, Gillam, Davis et al., 2018), and indeed, it is 

questionable whether it would helpful to do so. Moral conflict forces critical questioning 

of developments in health care, and enables the creation of a space in which the varied 

interests of stakeholders should be considered (Lützén and Ewalds-Kvist, 2012). 

Therefore, if one accepts that moral conflict will remain in health care, there is a need 

to ensure that HCPs can balance the potentially competing demands of ensuring the 

delivery of quality patient-centred care whilst simultaneously preserving their own moral 

values. This research addresses the known gap in the literature which heretofore has 

principally focused on the causes, effects and mitigation of moral conflict (Hamric, 

2012; Rushton, 2017). Understanding the nature of paediatric nurses’ and doctors’ 

moral agency in response to morally challenging situations, and the factors which 

facilitate, or indeed impede, their capacity to take moral action, may illuminate ways to 

support and preserve their moral wellbeing. This study also contributes to the evidence 

base about moral decision-making by extending Jones’ (1991) Issue-Contingent Model 

with the inclusion of two additional elements which explore enablers and barriers of 

moral agency and participants’ reflections on the outcomes. 

 

1.8 Summary and outline of the thesis 

This introductory chapter has identified the research aim and the research questions 

which guided this study. The contexts of the study and its significance have been 

considered, and the operational definitions for the research have been clarified. The 

theoretical framework which underpinned the study has been critically discussed, and 

its strengths and limitations have been considered. In addition to this chapter, the 

thesis is organised into five other chapters. Chapter 2 presents a critical review of the 

literature related to moral conflict in health care, its implications for healthcare 

professionals, and the responses of HCPs to moral conflict. In Chapter 3, the use of the 

Critical Incident Technique is critically discussed and justified, along with the 

methodological choices which have been made about the research design for this 

study, including participant selection, data collection and data analysis. This chapter 

will also describe the measures taken to establish the trustworthiness and ethical 

conduct of the research. The findings of the research will be presented in Chapters 4 

and 5. Chapter 4 focuses on the categories of critical incidents to emerge from the 

participant interviews, and the nature of the moral conflicts described by participants. 

The actions taken by participants, and the factors which enabled or impeded these 
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actions, are presented in Chapter 5, along with the outcomes of the incidents as 

perceived by the participants. The findings are critically discussed within the context of 

the existing literature in Chapter 6, and conclusions are drawn from the findings. The 

implications of the research and recommendations for practice, education and future 

research are also presented in Chapter 6, along with my reflections and learning from 

the study and the DGov journey.  
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Chapter 2  LITERATURE REVIEW  

2.1 Introduction 

The aim of this study is to explore the experiences of nurses and doctors who have 

encountered a situation within paediatric health care which has created a moral conflict 

for them, the actions they took in response to this situation, and the factors which 

influenced their actions. This chapter critically analyses the existing literature related to 

the principal elements of this study. Following an overview of the search strategy for this 

review, the literature review will be presented under the themes of: 

 Moral conflict in paediatric health care associated with: 

o Delivery of care 

o Healthcare relationships 

o Organisational contexts 

 Implications of moral conflict for HCPs 

 HCPs’ actions in response to moral conflict 

 Enabling moral action 

 

2.1.1 Search strategy 

A search of the following academic databases was conducted: CINAHL, PubMed, 

Embase, Web of Science and the JBI Database of Systematic Reviews. Keywords which 

directed the literature search included ethic*4, moral, decision-making, action, agency, 

conflict and distress. These were searched for individually and in combination, using 

Boolean Operators (AND/OR/NOT) to refine the search. The search was limited to 

English language research published in peer-reviewed journals from January 2010 – July 

2020. Additional search words were subsequently used to situate the literature within 

acute paediatric health care, including healthcare/health care, neonat* and 

paediatric/pediatric.  

 

A snowballing technique (Greenhalgh and Peacock, 2005) was used to source literature 

not previously found through the traditional database searches, for example, if alternative 

keywords or terminology were used. This yielded two papers and involved reviewing the 

reference lists of the retrieved literature and using citation tracking to identify literature 

which has cited papers retrieved in the electronic literature search. The outputs of the 
                                                

4 ‘*’ character used for truncation purposes in order to capture various usages and spellings of 

these search terms, e.g. ethics or ethical, neonate or neonatal 
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literature search were stored in Endnote and its functions were used to eliminate any 

duplicates. This culminated in the identification of 205 papers, the titles and/or abstracts 

of which were reviewed for relevance. Editorials, case studies, papers not related to 

health care, and those whose principal focus was not moral decision-making/action or 

moral conflict/distress were excluded. Following review, 101 papers were full-text 

reviewed. The quality and relevance of each paper and its findings were assessed using 

critical appraisal criteria and tools from the Joanna Briggs Institute (2020). This 

culminated in the final inclusion of 32 research papers and four reviews (Figure 2.1).  

 

Figure 2.1: Literature Search Strategy 
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2.1.2 Overview of the retrieved literature 

Of the 36 papers retrieved, 21 relate specifically to paediatric or neonatal health care.  

The decision was made to include studies conducted in adult health care (n=11) which 

had a research focus or findings particularly relevant to this review, and which offer 

insights that are transferable to the paediatric context (for example Traudt, Liaschenko 

and Peden-McAlpine, 2016; Morley, Bradbury-Jones and Ives, 2020). Fifteen studies are 

multi-disciplinary (involving two or more professions) and all of these include both nurses 

and doctors. Two studies focus on doctors only in their sample, and fifteen studies 

include nurses only. I am cognisant of the role and contribution of parents to the 

healthcare decision-making process about their child and the moral conflict they may 

experience as a result. The focus of this study is on the experiences of HCPs, and more 

specifically doctors and nurses as the only HCPs to be involved in the 24hour frontline 

delivery of care. Thus the experiences of parents were not included in this review. 

Eighteen of the retrieved papers used a qualitative methodology to explore their topics, 

while a further thirteen used a quantitative approach. One used a mixed methods 

approach, and there were two systematic reviews, a state of the science review and a 

narrative synthesis review.  

 

Most research into moral conflict and moral agency originates from the US, Canada, 

Europe and to a lesser extent from Australia. Recent years have also seen an increase 

in the study of moral conflict and moral distress in the Middle East, Asia and South 

America. The research studies selected for this literature review originated from the US 

(n=11), Europe (n=11), Canada (n=8) and Australia (n=2). This is not to say that the 

findings of studies conducted in non-Western countries are of less significance or 

relevance. However, Prompahakul and Epstein (2019) argue that the differences in 

healthcare systems, density of HCPs and cultural norms may limit the 

representativeness, and consequently the transferability, of HCPs’ experiences between 

Western and non-Western countries.  

 

2.2 Moral Conflict in Health Care 

Moral conflict arises from situations or events where a clash of values or principles give 

rise to seeming “conflicting duties” (Hare, 1978, p. 3). It is beyond the scope of this 

review to do an exhaustive analysis of all the circumstances which generate moral 

conflict for HCPs. Instead, the next section will give a broad overview of the causes of 

moral conflict for HCPs which emerged from the literature and which can be broadly 
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categorised according to their source: 1) Delivery of care, 2) Healthcare Relationships 

and 3) Organisational contexts.  

 

2.2.1 Moral conflict associated with the delivery of care 

A recurring theme to emerge from the literature is the moral conflict arising when HCPs 

perceived that medical treatment is not actually in children’s best interests. A 

fundamental tenet of the healthcare professions is the obligation to help others, and 

consequently, witnessing suffering in children, or being party to it, is a particular source 

of conflict for HCPs. Using questionnaires, interviews and focus groups, Green, 

Darbyshire, Adams et al. (2016) explored the experiences of 24 Australian neonatal 

nurses caring for extremely premature infants. Open-ended questions on the 

questionnaire revealed that the nurses’ experience of inflicting pain was a dominant 

theme, which was further explored through semi-structured interviews (n=8) and focus 

groups (n=14). These nurses described how life-sustaining treatment was sometimes 

like “torture” and spoke of their conflict “when caring and torture are the same thing” (p. 

180), as they witnessed and contributed to the pain experienced by infants. A similar 

theme was revealed in Ford and Austin’s (2018) Canadian study which used telephone 

semi-structured interviews to explore the experiences of conflicts of conscience for five 

neonatal nurses. They perceived that their care sometimes seemed to be “torturing this 

baby” (p. 996). Hilliard and O’Neill’s (2010) phenomenological study of eight Irish burns 

nurses described how nurses “felt like a Judas” (p. 2910) due to their guilt at what they 

perceived to be their betrayal of children by inflicting pain on them during dressing-

changes. Participants in these studies stressed that they did not intentionally inflict pain 

but nevertheless experienced moral conflict due to it. 

 

Moral conflict is particularly experienced if care is perceived to prolong suffering but is 

unlikely to change children’s outcomes. In a qualitative descriptive study, Burton, 

Caswell, Porter et al. (2020) explored the experiences of moral distress in 57 Neonatal 

and Paediatric Intensive Care nurses (NICU and PICU respectively) in a United States 

(US) paediatric hospital. Through focus groups, the nurses revealed that providing care 

which they perceived to be prolonged or futile was a particular source of moral distress 

which was rooted in their concern that it undermined children’s quality of life. An 

overarching theme in Carnevale, Farrell, Cremer et al. (2012) qualitative study of PICU 

nurses and doctors was their struggle “to do what is right for the child” (p. 114). This 

study used focus groups with 21 doctors and 24 nurses from two PICUs in Canada and 
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France to explore their experiences of the provision of life-sustaining treatments for 

critically ill children. Separate focus groups were held for each discipline to encourage 

open expression of their experiences. Participants experienced self-doubt about their 

decisions to provide or limit life-sustaining treatments, particularly when the child’s 

prognosis was uncertain, and worried whether they had made the right decision. They 

felt a sense of responsibility for poor outcomes, such as a child’s death or survival with 

significant disability:  

We have to live with the consequences of our decisions.....Sometimes all we do is 
keep the child alive.....We know that the child will suffer her entire life (p. 116).  

 

A recurring influence on HCPs’ moral experiences is prognostic uncertainty or the 

ambiguity about patients’ prognosis and outcomes with respect to recovery, survival and 

long-term disability. Molloy, Evans and Coughlin (2015) conducted a secondary analysis 

of the interview transcripts of 15 Canadian neonatal nurses in a tertiary NICU who were 

involved in a wider study of ethical decision-making about resuscitation of extremely 

premature infants. They explored these nurses’ experiences of moral distress associated 

with decisions to resuscitate premature infants and found that the uncertainty about 

infants’ long-term outcomes created considerable distress for nurses because it. 

“...makes any decision at the end-of-life or decisions about resuscitation so troubling, we 

don’t have crystal balls” (p. 55). This uncertainty can give rise to delayed decision-

making and a wait and see approach, or the provision of care which has little hope of 

successful outcomes, particularly if the alternative is certain death.  Piers, Azoulay, 

Ricou et al. (2014) explored HCPs’ perceptions of inappropriate care by administering a 

cross-sectional survey to 1218 nurses and 407 doctors in 82 adult intensive care units 

(ICUs) across Europe. They found that prognostic uncertainty was the principal reason 

for the provision of care which was perceived to be disproportionate to the needs of 

patients. Similar wide-scale research has not been conducted within paediatric health 

care. However, there is evidence that HCPs are motivated to order further diagnostics 

and interventions in the hoping of achieving some prognostic certainty, which frequently 

compounds their perception of contributing to children’s suffering (Carnevale, Farrell, 

Cremer et al., 2012; Green, Darbyshire, Adams et al., 2016). 

 

2.2.2 Moral conflicts associated with healthcare relationships 

HCPs as moral agents are influenced not only by their own morals, values and beliefs, 

but co-exist with children and parents with their respective moral codes, in a complex 

healthcare environment shaped by wider cultural and socio-political influences, whilst 
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simultaneously being influenced by institutional cultures, professional discourses and 

interprofessional relationships. Within a bioethical context, Edelstein, Derenzo, Waetzig 

et al. (2009) describe how “conflict emerges when patients, surrogates, or clinicians 

perceive that their goals related to care and outcomes are being thwarted by the 

incompatible goals of others” (p. 342). These “others” may be individuals such as 

colleagues or parents, or may also be systems of health care such as organisations, 

funders or other entities (Note: Organisational contexts will be discussed in Section 

2.2.3). The theme of competing goals or perspectives emerges as a recurring cause of 

moral conflict for HCPs, and is predominantly associated with the relationship between 

HCPs and parents or surrogate decision-makers, or between HCPs themselves. The 

relationship between paediatric HCPs and children is a less frequent aspect of the moral 

conflicts described in the neonatal and paediatric literature, which may be attributable to 

the fact that children, especially infants and younger children, are not actively engaged in 

clinical decision-making due to their cognitive and developmental stage.  

 

A predominant source of moral conflict between HCPs and parents arises when HCPs 

disagree with parental wishes to commence or continue treatment which HCPs feel is 

futile and not in the child’s interest (Carnevale, Farrell, Cremer et al., 2012; Molloy, 

Evans and Coughlin, 2015; Thorne, Konikoff, Brown et al., 2018; Burton, Caswell, Porter 

et al., 2020). The United Nations Convention on the Rights of the Child (1989) states that 

“in all actions concerning children........the best interests of the child shall be a primary 

consideration” (Article 3). While HCPs acknowledge parents’ perspectives and 

prerogatives, a tension exists between supporting and respecting parents’ autonomy to 

make decisions for their children in these situations and their own professional role as 

advocates for those children (Molloy, Evans and Coughlin, 2015; Green, Darbyshire, 

Adams et al., 2016; Burton, Caswell, Porter et al., 2020). Added to this tension is HCPs’ 

feeling that they are now complicit in delivering care which they fear is not in the child’s 

interests and is actually contributing to more harm.  

 

An additional dimension to HCPs’ moral conflict arises from their knowledge and 

experience of the long-term implications on the psycho-social and economic wellbeing of 

the parents themselves and their wider family unit when decisions are made to initiate 

life-sustaining treatments in children who subsequently have significant, long-term 

sequelae and healthcare needs  (Carnevale, Farrell, Cremer et al., 2012; Molloy, Evans 

and Coughlin, 2015; Green, Darbyshire, Adams et al., 2016; Birchley, Gooberman-Hill, 

Deans et al., 2017). Irish and international research in this area reveals that families 
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caring for children with complex care needs are at risk of financial burdens, changes in 

employment status, marital conflict, physical and mental health issues, and a 

psychological toll on siblings (Carnevale, Alexander, Davis et al., 2006; Kuo, Cohen, 

Agrawal et al., 2011; Edwards, 2014; Brenner, Larkin, Hilliard et al., 2015; Manhas and 

Mitchell, 2015; October, Jones, Greenlick Michals et al., 2020).  

 

Moral conflict between HCPs is usually presented in a way which reflects the traditional 

professional roles and hierarchies in health care. Thus, nurses’ conflict is frequently 

described as a sense of powerlessness, guilt and distress at being required to carry out 

nursing care or medical instructions that they feel are causing suffering to children, or are 

not likely to improve children’s outcomes (Molloy, Evans and Coughlin, 2015; Ford and 

Austin, 2018). In contrast, doctors’ moral conflict typically manifests as anxiety, distress 

and guilt arising from the decisions they make, the responsibility for those decisions, and 

the uncertain outcomes of the treatments they prescribe (Carnevale, Farrell, Cremer et 

al., 2012). However, the sense of powerlessness and guilt is not unique to nurses. Boss, 

Geller and Donohue (2015) recruited 37 neonatal doctors on trainee placements in a 

United States (US) NICU to journal their experiences for at least 20minutes a day, at 

least three times weekly. These doctors described similar feelings of powerlessness 

when directed by senior colleagues to administer treatment and described feeling “very 

defeated....got the message that no amount of arguing would change the (senior 

doctor’s) mind” (p. 441). 

 

Prentice, Janvier, Gillam et al. (2016) conducted a systematic review of literature on 

moral distress experienced by HCPs in NICUs and PICUs and found that the literature 

frequently positions nurses as “victims of aggressive care” and doctors as the 

“perpetrators” of such care (p. 707). Poor communication between HCPs exacerbates 

these perceptions and tends to perpetuate ‘them-and-us’ assumptions in which one 

profession does not appear to understand the perspective of the other (Carnevale, 

Farrell, Cremer et al., 2012; Pye, 2013; Pavlish, Brown-Saltzman, Fine et al., 2015; 

Boss, Geller and Donohue, 2015).  For example, in Pye’s (2013) phenomenological 

study of the experiences of moral distress by four nurses and four doctors in an English 

paediatric oncology unit, nurses describe as “play(ing) God” (p. 255) those doctors who 

continue to prescribe treatment which the nurses perceive as futile. In contrast, doctors’ 

moral conflict is compounded by their sense that nurses judged them as uncaring and 

not advocating for children (Boss, Geller and Donohue, 2015). These portrayals of 

HCPs, their dynamics and the socialisation of HCPs within their respective professions 
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reflect some of the organisational factors which Jones (1991) argues can influence 

HCPs’ moral agency when faced with a moral issue. Considering the close and symbiotic 

working relationships between nurses and doctors, such polarised distinctions limit 

meaningful exploration of the mutuality and interrelatedness of their experiences of moral 

conflict, irrespective of their discipline, and the interplay of their decisions and actions.  

 

2.2.3 Moral conflict associated with organisational contexts 

The organisational contexts within which HCPs practise also influence their moral well-

being. Rathert, May and Chung (2016) surveyed 290 nurses in a US hospital to examine 

the work environment and intrapersonal factors which influence moral distress. 

Respondents reported less moral distress when working in environments in which inter-

professional communication and collaboration are cultivated and HCPs are supported to 

voice their moral concerns. In contrast, Wall, Austin and Garros (2016) provide evidence 

of increased experiences of moral conflict within organisational structures that sustain 

hierarchical relationships and inhibit collaborative decision-making and communication, 

which serves to exacerbate HCPs’ moral distress. They had conducted secondary 

analysis of interview and focus group transcripts from a national multi-professional study 

of the organisational influences on moral distress in HCPs within Canadian PICUs. In an 

ethnographic study of HCPs’ experiences of the challenges associated with ethically 

difficult situations in adult oncology, Pavlish, Brown-Saltzman, Fine et al. (2015) 

conducted focus groups with 30 oncology nurses recruited through a Californian 

professional organisation and interviews with 12 purposively recruited key informants 

such as ethicists, nurse managers, and oncologists. They similarly reported that there 

was a greater risk of ethical conflicts in organisational contexts which inhibit early and 

collaborative engagement between HCPs when moral issues arise.  

 

HCPs also experience moral conflict when they feel unable to provide a level of patient 

care that is congruent with their personal and professional standards, due to constraints 

within their working environment. Health care by its nature is resource-limited, but 

reduced staffing levels and/or increased workload are significant contributors to HCPs’ 

moral conflict arising from their perception that they are delivering poor quality care and 

thus compromising patients (for example, Varcoe, Pauly, Storch et al., 2012; Dryden-

Palmer, Moore, McNeill et al., 2020). Varcoe, Pauly, Storch et al.’s (2012) study of 

Canadian nurses recruited from a regional database of nurses working across various 

acute care specialties, used an online open-ended questionnaire to explore the nurses’ 
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experiences and understanding of moral distress and the actions they took in response. 

Workload was the most commonly cited cause of distress for nurses, who felt that the 

demands of their workload shifted the focus from quality care to efficiency, generating 

fears that patients were ultimately receiving unsafe care. Dryden-Palmer, Moore, McNeill 

et al. (2020) conducted a national prevalence study of moral distress in 2852 HCPs in 

Canadian PICUs and NICUs. Unsafe staffing was a significant cause of moral distress 

for respondents, second only to the provision of care which they felt was not in children’s 

best interests.  

 

In contrast to findings that resource constraints impact on HCPs moral well-being, 

Thorne, Konikoff, Brown et al.’s (2018) Canadian study of 28 HCPs’ experiences of 

moral distress in a NICU, identified an interesting paradox that a well-resourced NICU 

and a publicly-funded health system also generated morally challenging situations. The 

interview data revealed participants’ concerns that the robust resources within the unit 

cultivated parental expectations that every possible thing should be done for their child, 

whilst failing to prepare those parents for the reality of their children’s discharge home 

with significant and ongoing healthcare needs, and the associated social and financial 

implications. This finding has not emerged elsewhere in this literature review, but this 

study is recent, and may reflect emerging societal expectations about health care. 

 

2.2.4 Summary 

This section of the literature review has examined the multiplicity of situations which 

generate moral conflict for HCPs, and has shown that their experiences are complex and 

not limited to situations in which they have an explicit objection or concern about a 

particular course of treatment. Moral conflict is also experienced by HCPs in situations 

where they have supported treatment decisions, but are unsure of the outcomes of 

treatment and the long-term implications for children and their families. The literature 

identifies decisional-conflicts with colleagues and with parents as a particular cause of 

moral conflict for neonatal and paediatric HCPs. The conflicts with their colleagues are 

frequently presented in a way which portrays nurses and doctors as adversaries during 

decision-making, which may reflect the uni-disciplinary lens through which much of the 

research in this field is conducted. HCPs’ experiences of moral conflict are exacerbated 

in organisational contexts which inhibit collaborative communication and decision-making 

or when resource constraints limit HCPs’ capacity to deliver safe and effective care to 

patients and families.   
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2.3 Implications of Moral Conflict for HCPs 

When HCPs experience moral conflict in their practice, professional relationships or 

organisational contexts, the literature shows us that this has implications for HCPs 

themselves, which in turn has implications for the care that patients receive. This next 

section of the literature review will critically discuss these implications and how they may 

manifest themselves. 

 

Moral conflict can generate an emotional response in HCPs including self-doubt and guilt 

about their decisions and their care, guilt and fear about the implications for children and 

families, and regret when they have been unable to deliver what they perceive to be 

appropriate standard of care (Hilliard and O' Neill, 2010; Carnevale, Farrell, Cremer et 

al., 2012; Varcoe, Pauly, Storch et al., 2012; Pye, 2013; Boss, Geller and Donohue, 

2015; Thorne, Konikoff, Brown et al., 2018). The impact of moral conflict manifests itself 

in different ways. For example, some HCPs described feeling “like I would crack, 

completely overwhelmed’ and ‘I couldn’t shake the feeling that I was guilty and really 

messed up” (Boss, Geller and Donohue, 2015, p. 443-444), while anger and frustration 

at colleagues and parents also feature in HCPs’ experiences (Molloy, Evans and 

Coughlin, 2015; Ford and Austin, 2018). An additional dimension of HCPs’ experiences 

is identified in several qualitative studies in which HCPs appeared to internalise their 

experiences of moral conflicts. As a result their questions, which originated in moral 

conflicts arising in their practice, evolved into feelings of shame, despair and self-doubt 

about whether they were good professionals, and even good people (Boss, Geller and 

Donohue, 2015; Green, Darbyshire, Adams et al., 2016; Ford and Austin, 2018). 

 

Much of the emotional implications of moral conflict are presented in the literature in the 

context of moral distress. It is important to distinguish between an emotionally distressing 

situation and one which is morally distressing. While HCPs might become emotionally 

distressed while performing painful procedures on patients, a situation is morally 

distressing only if a moral component is involved.  For example, Ford and Austin (2018) 

found that an infant’s impending death did not cause moral conflict, but rather HCPs’ 

own sense of collusion and culpability in the infant’s suffering arising from the care they 

provided. Similarly, the stress experienced by HCPs working in a resource constrained 

environment is not in itself a moral conflict. In this situation, a likely source of moral 

conflict is HCPs’ perception that patients are not receiving the optimum quality of care 

due to the constrained resources.  
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Moral distress has been investigated widely amongst HCPs across the breadth of 

healthcare settings, particularly in ICU settings. This research has largely focused on 

using standardised scales to measure the level and intensity of moral distress. For the 

purposes of this literature review, a selection of US, Canadian and European studies 

have been included as these were conducted exclusively within the paediatric arena. 

These paediatric studies used the Moral Distress Scale-Revised (MDS-R©)  (Hamric, 

Borchers and Epstein, 2012) which features 21 statements that measure the frequency 

and intensity of situations known to cause moral distress. The score ranges from 0-336, 

with a higher score indicating moral distress.  HCPs in PICUs reported mean moral 

distress scores of 69 and 79 respectively in national prevalence studies in Britain (Jones, 

Colville, Ramnarayan et al., 2020) and Canada (Dryden-Palmer, Moore, McNeill et al., 

2020). However, in a single-site Canadian study of moral distress in HCPs working in 

PICU and NICU (n=206), Larson, Dryden-Palmer, Gibbons et al. (2017) reported higher 

scores of 96. This study was conducted in a tertiary referral hospital where the size of 

the ICUs and the level of acuity and complexity of care may account for the higher 

scores. There was no difference in the reported scores of HCPs working in PICU 

compared to NICU in this study. In contrast, mean moral distress scores of 50 were 

reported by Trotochaud, Coleman, Krawiecki et al. (2015) in their online survey of moral 

distress amongst 869 HCPs in a US paediatric health system which incorporated three 

children’s hospitals. While respondents working in PICU reported higher moral distress 

scores, the authors were not able to account for the overall low scores and 

recommended further research to understand the experiences of HCPs outside of the 

PICU. However, irrespective of their setting, country, and variable moral distress scores, 

all these studies found that the highest moral distress scores were associated with HCPs 

following families’ wishes to provide care to children which respondents felt was futile 

and not in children’s best interests.  

 

The research evidence about the characteristics which predispose HCPs to moral 

distress is inconclusive. In a state of the science review, McAndrew, Leske and 

Schroeter (2018) found conflicting evidence about the relationship between moral 

distress and HCPs’ socio-demographic characteristics such as age, gender, experience, 

education and roles. While their review focused on nursing and excluded neonatal and 

paediatric research, similar conflicting findings have been found in multi-professional 

research in this arena. For example, higher moral distress scores were reported by 

nurses compared to doctors in several paediatric studies (Larson, Dryden-Palmer, 

Gibbons et al., 2017; Dryden-Palmer, Moore, McNeill et al., 2020; Jones, Colville, 
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Ramnarayan et al., 2020), while Trotochaud, Coleman, Krawiecki et al. (2015) found the 

reverse. Jones, Colville, Ramnarayan et al. (2020) found that junior nurses were at 

greater risk of higher moral distress scores, while other studies have identified that those 

with longer experience are more at risk (Larson, Dryden-Palmer, Gibbons et al., 2017; 

Dryden-Palmer, Moore, McNeill et al., 2020).    

 

The quantitative research primarily examines moral distress as it relates to 

predetermined, albeit validated, contributory factors. However, despite the ubiquity of the 

concept in research, a narrative synthesis of the literature by Morley, Ives, Bradbury-

Jones et al. (2019) found a lack of agreement on the conditions which contribute to moral 

distress and identified twenty separate definitions of the concept. This conceptual 

ambiguity poses a challenge when comparing studies which have measured moral 

distress in HCPs, but are underpinned by different understandings of the concept. Some 

authors rely on Jameton’s (1984) original premise of knowing the morally right course of 

action, but being constrained from doing so (for example Dryden-Palmer, Moore, McNeill 

et al., 2020). Others adopt a broader definition such as “a discrepancy between a health 

professional’s moral judgement about best treatment for a patient and the treatment they 

receive” (Jones, Colville, Ramnarayan et al., 2020, p. 471). Morley, Bradbury-Jones and 

Ives (2020) address this ambiguity in their feminist interpretive phenomenological study 

which explored the concept of moral distress through interviews with 21 British adult ICU 

nurses. The authors concluded that moral distress is psychological distress which is 

directly related to the experience of a moral event which involves not only moral 

constraint, but also moral tension, moral uncertainty, moral dilemma or moral conflict. 

This implies that moral distress manifests even when HCPs have been able to exert their 

moral agency, and therefore moral distress may be experienced across a range of 

situations and not only during constrained moral action, as Jameton (1984) originally 

proposed.  

 

Notwithstanding its conceptual ambiguity and the lack of clarity about the relationship 

between HCPs’ characteristics and moral distress, there is evidence that moral distress 

has implications for HCPs’ wellbeing. Moral distress has been identified as a contributory 

factor in the development of burnout, which is a particular form of work-related stress 

characterised by the triad of “emotional exhaustion, depersonalisation and reduced 

personal accomplishment” (Maslach, 2003, p. 2). It occurs when individuals are exposed 

to sustained emotionally challenging interpersonal situations, and can lead to HCPs 

feeling unable to cope with the emotional demands of their job and distancing 



28 

 

themselves from patients. Rushton, Batcheller, Schroeder et al. (2015) administered a 

series of six standardised scales which explored burnout, moral distress, stress, 

resilience, hope and personal meaning to 114 US nurses working in 6 high intensity 

settings, including paediatrics, oncology and adult ICU. The authors found that moral 

distress was a strong predictor of the development of burnout in their sample. Research 

amongst paediatric and neonatal HCPs in Britain (Jones, Colville, Ramnarayan et al., 

2020) and Canada (Dryden-Palmer, Moore, McNeill et al., 2020) has substantiated these 

findings and similarly shown a positive association between moral distress and the 

development of burnout.  

 

There is evidence that burnout has implications for the quality of healthcare delivery. In a 

systematic review by Dewa, Loong, Bonato et al. (2017), a moderate relationship was 

found between burnout in HCPs and the quality and safety of patient care. An Irish study 

of 264 doctors working in hospitals within one health region found that burnout in non-

consultant hospital doctors is associated with increased self-reported medical errors and 

reduced quality of patient care (Sulaiman, Henn, Smith et al., 2017).  This is particularly 

relevant in light of the recent findings of the National Study of Wellbeing of Hospital 

Doctors in Ireland which revealed that one-third of doctors are suffering from burnout 

(Hayes, Prihodova, Walsh et al., 2019). Moral conflict and moral distress are not the only 

contributory factors or predictors of the development of burnout, and certainly within the 

paediatric arena, further research is required to examine this relationship.  

  

The literature also reveals a positive association between levels of moral distress and 

HCPs’ intention to leave. Trotochaud, Coleman, Krawiecki et al. (2015) reported that 

35% of their respondents had left or considered leaving a position due to moral distress. 

Jones, Colville, Ramnarayan et al. (2020) similarly found that 22% of respondents were 

considering leaving their jobs due to moral distress. Data on intent to leave a role is a 

crude measure which offers little insight into the mediating factors that contribute to 

HCPs remaining in their position. Nevertheless these findings offer a lens through which 

to consider the possible impact of moral distress on HCPs, particularly in a healthcare 

environment characterised by national and international shortages of HCPs.  

 

However, in contrast to these negative implications of moral conflict, the literature also 

offers evidence that conflict can positively impact HCPs. The experience of moral conflict 

can motivate HCPs to become more person-centred and compassionate (Varcoe, Pauly, 

Storch et al., 2012; Prentice, Gillam, Davis et al., 2018). Previous experience of moral 
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conflict can also encourage HCPs to be vigilant and attentive in morally challenging 

situations to ensure patients receive optimal care, and to voice their concerns so “that it 

will never happen to me again” (Ford and Austin, 2018, p. 997). One’s conscience is a 

core sense of morality or guidance on what is right and wrong, and provides “internal 

sanction” to one’s actions (Beauchamp and Childress 2001, p. 38) which may create an 

impetus to act when faced with a moral conflict. Thus, moral conflict can be a catalyst for 

meaningful communication about morally challenging situations by stimulating thought 

and critique of a situation in order to generate possible solutions (Lützén and Ewalds-

Kvist, 2012).  

 

In summary, the literature reveals that moral conflict can negatively impact on HCPs’ 

wellbeing, and can contribute to moral distress and burnout, which in turn have been 

shown to have implications for healthcare quality and safety. Much of the literature 

explores the prevalence of moral distress amongst HCPs, and while many studies use 

the same quantitative measures, variations in how moral distress is conceptualised 

challenge the validity of their findings. There is also evidence that moral conflict can be 

stimulus to provoke engagement with morally challenging situations, which suggests that 

moral conflict may also encourage HCPs to exert their moral agency in a way which 

enhances patients care and protects their own moral wellbeing.  

 
 
2.4 HCPs’ actions in response to Moral Conflict 

Moral actions are those actions taken by an individual in response to a moral conflict, 

and which are consistent with the individual’s moral values and convictions (Lützén and 

Ewalds-Kvist, 2012). This section of the review will examine how HCPs respond when 

they encounter a moral conflict in their practice. While the causes and implications of 

moral conflict have been explored across numerous healthcare settings, there has been 

less study of the actions taken by HCPs when faced with these situations, and few 

researchers have specifically asked participants to reflect on the actions they had taken 

in response to a moral conflict.  

 

Using a Critical Incident Technique, (Pavlish, Brown-Saltzman, Hersh et al., 2011) asked 

91 US nurses attending an ethics conference to describe ethically difficult situations, 

their actions and their perspective on the outcomes. As part of a wider study, Varcoe, 

Pauly, Storch et al. (2012) received responses from 292 Canadian nurses  in answer to a 

questionnaire which sought their experience of a morally distressing incident and the 
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action they took. Nurses’ actions in both studies included communicating with the wider 

healthcare team, speaking up about their concerns, collaborating with families, exploring 

patients’ own wishes, escalating to managers and, in a minority of situations in both 

studies, referring the issue for ethics consultation. Nurses’ perceived ability to influence 

decision-making and the receptiveness of their managers and colleagues was a factor in 

their willingness to raise their concerns. Pavlish, Brown-Saltzman, Hersh et al. (2011) 

specifically asked participants whether their actions had improved the issues. Of those 

who described taking some form of action (n=47), 64% (n=30) felt that the situation had 

improved in the form of increased recognition of patients’ expressed wishes, improved 

communication with patients and greater clarity about the planned treatment 

approaches. Both studies included paediatric nurses in their samples but the findings are 

presented collectively so one cannot deduce if their experiences differ from the wider 

sample.  

 

These actions to support collaborative decision-making and engagement with moral 

issues are a common theme in the literature. In a survey by Prentice, Gillam, Davis et al. 

(2018) of nurses and doctors in two Australian tertiary level NICUs, respondents reported 

that moral distress in their practice was a catalyst for discussion and engagement in 

collaborative decision-making and was an important aspect of their advocacy role on 

behalf of children and families. Using a qualitative narrative research design, Traudt, 

Liaschenko and Peden-McAlpine (2016) conducted unstructured interviews with 19 

experienced adult ICU nurses to explore how they navigate the care of patients during 

the withdrawal of treatment and end-of-life care. These nurses described how they 

sought to reduce decisional-conflict by facilitating patient-centred communication 

between HCPs and families, being a conduit for this communication and also challenging 

and clarifying assumptions to ensure all stakeholders have a clear understanding of the 

information being shared.  

 

Aitamaa, Suhonen, Puukka et al. (2019) conducted a nationwide cross-sectional survey 

of nurse managers within Finland’s public healthcare system about the methods they 

found useful in resolving ethical problems in their practice. While their response rate was 

low (20%, n=214), the respondents represented all levels of nursing management, albeit 

that areas of practice or specialty were not described. Discussions and deliberations with 

nurses and other stakeholders were the most frequently reported methods and deemed 

to be the most useful by the respondents. Over 80% of respondents had never sought 

assistance from Ethics Committees or ethics specialists when faced with an ethical 
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problem. The authors conceded that the significance of this finding was difficult to assess 

as the questionnaire did not differentiate whether these resources were not available to 

respondents or not used by them. However, they noted that nurses who had ethics 

education within the previous two years or had a university degree were more likely to 

seek external ethical advice. 

 

Settle’s (2014) cross-sectional survey explored the actions a sample of nurses (n=224) 

from NICUs in seven hospitals in the US would take in response to a hypothetical ethical 

dilemma. Communicating informally with colleagues about the issue was the action 

favoured by the majority of respondents (98%) while 82% indicated that they would 

request a team meeting and 78% would talk to their manager. Settle (2014) concluded 

that findings showed that nurses were empowered to seek solutions to the ethical 

difficulties they encountered, and their willingness to act was determined by their 

perceived influence on the situation. A limitation of this study is its use of a hypothetical 

situation which does not predict actual real-time behaviours, nor discerns the sequence 

in which actions might take place.  

 

Jones (1991) argues that the moral intensity of a situation will influence one’s 

assessment of, and action in response to, a moral issue. Due to the scarcity of research 

into the actions taken by HCPs when faced with a moral conflict, there has consequently 

been little examination of the extent to which the intensity of the issue correlates with 

HCPs’ intentions and actions. A particular finding of Pavlish, Brown-Saltzman, Fine et 

al.’s (2015) multi-professional study of ethical challenges in adult oncology was the 

prevailing culture of avoidance in relation to ethical issues, until a crisis occurred which 

necessitated a resolution to the issue. This manifested, for example, as waiting until 

patients deteriorated significantly before discussing the patients’ and families’ wishes for 

active or palliative care. This culture of avoidance was attributed to a fear of harming 

professional relationships or offending colleagues by raising concerns or provoking a 

discussion. In contrast, in a national cross-sectional survey of paediatric EOL decision-

making in Holland, de Vos, van der Heide, Maurice-Stam et al. (2011) found that the 

majority of their sample of 136 doctors preferred to raise the subject of how to proceed 

with life-sustaining treatment before acute life-threatening problems arise. Respondents 

were asked to complete a questionnaire which sought their opinions of EOL decision-

making, along with additional questions which were asked in the context of a recent 

example of a child from their practice about whom the decision was made to withdraw or 
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withhold treatment. The different findings of these studies may reflect cultural trends in 

the respective countries, but this is an area that warrants further exploration.  

 

While HCPs may be able to discern the aspects of patient care which challenge their 

own personal and professional morals, the literature shows that they largely participate in 

providing that care. Performing clinical care with which HCPs morally disagree may 

reflect the predominant focus of the literature on the situations which give rise to moral 

conflict rather than the HCPs’ responses and actions to this conflict. However, it may 

also reflect HCPs’ sense of professional duty and obligation to perform their role, or the 

powerlessness to challenge treatment approaches with which they disagree due to the 

interprofessional and organisational contexts which limit collaborative dialogue, and 

which were a feature of several studies (Carnevale, Farrell, Cremer et al., 2012; Pye, 

2013; Boss, Geller and Donohue, 2015; Pavlish, Brown-Saltzman, Fine et al., 2015; 

Green, Darbyshire, Adams et al., 2016; Thorne, Konikoff, Brown et al., 2018). There is a 

risk that repeated exposure to moral conflicts may create a situation in which HCPs 

become subsumed within the dominant culture of their environment and “moral character 

will be traded for situational acceptance” (Lachman, 2016, p. 122), which will perpetuate 

the conditions that limit collaborative engagement. Nevertheless, the literature does 

present examples of HCPs actively engaging in trying to influence an alternative course 

of action such as questioning treatment approaches, seeking second opinions or 

engaging in further discussions with family members and colleagues (for example, de 

Vos, van der Heide, Maurice-Stam et al., 2011; Pavlish, Brown-Saltzman, Hersh et al., 

2011; Varcoe, Pauly, Storch et al., 2012; Aitamaa, Suhonen, Puukka et al., 2019). 

 

Several studies demonstrated how HCPs adopt a self-protecting distancing strategy in 

response to moral conflicts, particular if the conflicts are sustained. This may involve 

creating a physical distance from morally challenging situations by requesting to rotate or 

reallocate particular patients (Varcoe, Pauly, Storch et al., 2012; Ford and Austin, 2018). 

Alternatively, HCPs created an emotional or relational distance from patients by 

suppressing their emotions and focusing on the skills and technical aspects of their role 

(Hilliard and O' Neill, 2010; Boss, Geller and Donohue, 2015; Green, Darbyshire, Adams 

et al., 2016; Ford and Austin, 2018; Thorne, Konikoff, Brown et al., 2018). These 

strategies may offer temporary protection to HCPs but are likely to compound their moral 

conflict due to the diminution of their therapeutic relationships with patients and 

generating a further sense of not providing the optimum standard of care.  
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Refusals to follow a clinical directive with which HCPs disagree did not emerge as a 

response in the literature. HCPs described the refusal to care for an infant as 

“unsupportive”, particularly if all staff were similarly experiencing distress as it increased 

the burden of care for colleagues (Ford and Austin, 2018, p. 999).  The refusal to provide 

care which conflicts with a HCP’s moral code is debated in the literature. This debate has 

predominantly focused on the area of conscientious objection in relation to issues such 

as abortion, reproductive medicine and end-of-life care. Refusal to participate in 

treatment which is contrary to HCPs’ moral code is perceived to be a means of 

preserving their moral integrity (Wicclair, 2011). Conversely it is argued that a refusal to 

provide treatment compromises patients’ autonomy, restricts patients’ access to legal 

and valid treatment, and privileges HCPs’ interests above those of patients (Savulescu 

and Schuklenk, 2017). This is particularly problematic in the field of health care, in which 

one could argue that HCPs hold a monopoly. There is evidence that such a refusal does 

impact on patients’ and families’ access to treatment or second opinions. In a study of 

US doctors across multiple adult specialties, Combs, Antiel, Tilburt et al. (2011) found 

that 43% of respondents disagreed that doctors have a professional obligation to refer 

patients for legal and eligible medical treatment. Similarly Feltman, Du and Leuthner 

(2012) reported that almost 20% of neonatologists who disagreed with a requested 

treatment would not refer a patient to another provider.  

 

HCPs should be aware of professional standards which underpin the right to object to 

treatment, in order to also understand the limitations of that right. Codes of Professional 

conduct for doctors and nurses frequently state that a patient should not be 

disadvantaged by a HCP’s objection on moral or religious grounds, and  that in an 

emergency, the need to treat a patient overrides HCPs’ individual objections (for 

example, Nursing & Midwifery Board of Ireland, 2014; Irish Medical Council, 2019). Most 

professional codes offer deontological rules and principles that inform what professionals 

should and must do in practice. However, Carnevale (2013) argues that these, where 

they exist, offer a minimum standard of moral practice, and provide insufficient guidance 

to inform the moral agency of HCPs.  

 

In summary, the moral agency of HCPs in response to moral conflicts has received less 

research scrutiny than the causes and implications of these situations. Consequently 

there has been less research attention given to understanding how and why HCPs take 

moral action. Where studies have examined how HCPs respond, the findings reveal that 

their moral actions are largely aimed at reducing or preventing decisional-conflict by 



34 

 

improving communication and facilitating collaborative decision-making between HCPs 

and families. Accessing ethics consultations or advice is an infrequent response to these 

situations. While the literature reveals HCPs’ moral agency in response to moral conflict, 

there is also evidence that HCPs may avoid taking moral action because of the 

professional implications of addressing an issue. The research into HCPs’ moral agency 

has a limited perspective as it primarily originates from the nursing profession and lacks 

a wider multi-professional gaze.  

 

2.5 Enabling moral action 

A recurring conclusion across numerous studies is the need to develop interventions 

which alleviate moral conflict and distress, and prevent morally distressing scenarios 

from arising. However, the continued advancements and developments in paediatric 

health care would suggest that the elimination of moral conflict entirely is unlikely. If one 

accepts that moral conflict will persist, and that HCPs must balance the potentially 

competing demands of preserving their own moral values and the delivery of quality 

patient-centred care, there is a need to consider how its effects may be ameliorated and 

how moral agency can be supported. This section of the literature will examine how 

HCPs’ moral agency can be enabled. 

 

There is evidence that HCPs’ moral action is influenced by their level of experience.  

Being junior can impede moral agency if HCPs lack the experience or knowledge to 

articulate or respond to their own moral concerns or contribute to ethical discussions 

(Ford and Austin, 2018; Morley, Bradbury-Jones and Ives, 2020). This may result in 

HCPs conforming to the prevailing views or decisions of their colleagues (Morley, 

Bradbury-Jones and Ives, 2020). In contrast, nurses in Traudt, Liaschenko and Peden-

McAlpine et al.’s (2016) study demonstrated a confidence in exerting their moral agency 

which was attributed to their experience and knowledge, and to a strong sense of 

professional accountability to address and manage moral issues. Their active 

engagement in addressing moral issues and practising in accordance with their moral 

values appeared to assuage the negative implications of the challenging and distressing 

end-of-life situations which they encountered.  

 

There is an increasing recognition of the role of moral resilience in sustaining the moral 

wellbeing of HCPs.  The broader concept of resilience is defined as one’s ability to use 

and adapt strategies that enable them to minimise, cope and grow from stress or 

adversity (Gillman, Adams, Kovac et al., 2015; Rushton, Batcheller, Schroeder et al., 
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2015). Resilience has been studied in various healthcare settings, including ICU, 

oncology and paediatrics, and is associated with lower levels of burnout and moral 

distress and increased capacity to cope with work and patient-related stressors 

(Rushton, Batcheller, Schroeder et al., 2015). Moral resilience has a more specific focus 

and has been defined by Rushton (2016) as the individual’s capacity to “sustain or 

restore their integrity in response to moral complexity, confusion, distress, or setbacks” 

(p. 112). Holtz, Heinze and Rushton (2018) used a descriptive qualitative approach to 

explore HCPs’ perspectives of the characteristics of moral resilience. In this study, 184 

US HCPs attending educational programmes were asked to record their definition of 

moral resilience on notecards. The content analysis of these notecards revealed that 

personal integrity through upholding one’s values, whilst being simultaneously cognisant 

and respectful of the viewpoints of others, were valued by HCPs as integral to preserving 

moral resilience. Participants in this study described how resilience includes the “ability 

to advocate for what you believe is the right thing to do or say even when met with 

resistance” (p. e491).  

 

Moral resilience is not derived from personal qualities alone, but is enhanced and 

enabled by organisational structures. Rathert, May and Chung (2016) conducted a 

cross-sectional survey of nurses working in a US trauma hospital to identify the factors 

which influenced their experience of moral distress. The respondents (n=290, response 

rate = 45%) reported that the availability of ethics supports within organisations, and 

managerial support to use these resources, was associated with increased capacity 

amongst HCPs to use their “moral voice” (p. 42) which they described as “speaking 

up....in the patient’s best interests, even if interpersonal and hierarchical barriers might 

pressure them to remain quiet” (p.42). Hierarchical privilege within healthcare 

professions and also across disciplinary boundaries has been shown to not only 

exacerbate situations of moral conflict, but by impeding communication and collaboration 

between colleagues, can lead to these situations escalating and remaining unresolved  

(Boss, Geller and Donohue, 2015; Thorne, Konikoff, Brown et al., 2018). “Having a voice 

and being heard” (p. 64) were recurring needs identified by Wall, Austin and Garros 

(2016) in order to mediate against the morally distressing situations in which HCPs found 

themselves within the PICU setting. However, the authors also identified that 

organisational and professional cultures could lead to this voice being silenced because 

HCPs were fearful of being labelled or the professional hierarchy devalued and 

diminished their opinions. Using grounded theory, Sala Defilippis, Curtis and Gallagher 

(2020) interviewed sixteen Swiss adult ICU nurses to explore the concept of moral 
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resilience by examining how these nurses practise despite the ethical challenges they 

encounter. These nurses all identified that mutual respect between colleagues was a 

necessary condition for moral resilience, and this allowed them to raise their moral 

concerns and also to understand and accept the positions of their colleagues.  

 

There is a need for strategies to support meaningful and collaborative interprofessional 

communication which is patient-centred and respectful of the different disciplinary lenses 

which HCPs bring to the conversation. For example, Wocial, Ackerman, Leland et al. 

(2017) describe an interprofessional initiative in a US quaternary PICU which involves 

formal facilitated sessions at which children with extended length of stay would be 

discussed in relation to their ongoing care and the implications of this. There was strong 

management support for the initiative and an expectation that all HCPs involved in each 

child’s care would attend the sessions. The findings of this initiative indicated that it 

reduced moral distress scores in HCPs, improved communication with both parents and 

colleagues across the healthcare team, and was associated with a statistically significant 

reduction in patients’ length-of-stay in the PICU when compared to control data from 

before the introduction of the initiative (Wocial, Ackerman, Leland et al., 2017). In their 

qualitative action research study, Bruun, Huniche, Stenager et al. (2019) similarly 

reported positive outcomes following the establishment of Ethics Review Groups (ERG) 

in multiple departments of a Danish adult hospital. The ERGs were interprofessional 

sessions in which nurses and doctors reflected on specific ethical challenges from their 

practice. Using participant observation, interviews with attendees (n=28) and four focus 

groups, the authors found that engagement in ERGs improved communication and 

relationships within and between the professions, and led to a more responsive and 

patient-centred approach to decision-making about treatment options. 

 

In summary, the research attention has largely focused on the causes and implications 

of moral conflicts, and consequently there has been less exploration of how HCPs’ moral 

agency can be enabled. The literature shows us that HCPs’ capacity and confidence to 

exert their moral agency is influenced by their own experience and knowledge, but also 

the professional and organisational contexts within which they work. Moral resilience is 

increasingly being recognised as an important element in sustaining the moral wellbeing 

of HCPs, and supportive and respectful professional relationships have been shown to 

influence this. The literature offers evidence that interprofessional forums which 

encourage critical engagement with moral issues can contribute to improvements in 

communication, collaborative decision-making, patient-centred care and the moral 
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wellbeing of HCPs. A limitation of the research examining moral agency in HCPs is its 

uni-disciplinary focus, with most research originating from the nursing profession. While 

this is improving with recent research, there remains a limited insight into the 

interprofessional contexts and challenges which characterise acute healthcare.  

 

2.6 Conclusions and Implications of the Literature 

This literature review has explored the research in relation to healthcare situations which 

generate moral conflict for HCPs, the implications of moral conflict for HCPs, the actions 

they may take in response to moral conflict and how their moral agency can be enabled. 

There is evidence that moral conflict has negative effects on HCPs’ wellbeing, and can 

contribute to the development of moral distress and burnout which in turn have 

implications for the safety and quality of patient care. However, moral conflict and 

distress can also provoke discussion about morally challenging situations, and the 

evidence shows that meaningful and collaborative interprofessional communication can 

contribute to resolving these situations, improving patient outcomes and improving 

HCPs’ moral well-being.  

 

The literature offered methodological guidance for this research study. Those studies 

which used a quantitative design primarily measured or predicted HCPs’ responses to 

predetermined criteria, for example, by using standardised instruments such as the 

Moral Distress Scale. In contrast, studies which used a qualitative research approach, for 

example, phenomenology, ethnography or Critical Incident Technique, sought to 

describe and understand phenomena from the perspective of those experiencing them. 

While a qualitative approach limits the generalisability of the findings it is an appropriate 

means of gaining an in-depth perspective into a burgeoning area where there is currently 

little evidence. Semi-structured interviews were selected as the data collection tool for 

this study in cognisance of the breadth of experiences which participants may have, and 

the need to capture this into meaningful data. Thorne, Konikoff, Brown et al. (2018) also 

offered guidance on this, as they found that participants were able to discuss their 

experiences of moral distress easier by drawing on scenarios from their practice rather 

than discussing their experience in abstract terms. Research exploring HCPs’ 

experiences of moral conflict and moral agency largely focuses on single healthcare 

disciplines, and originates primarily from the nursing profession, with little research 

attention given to the experience of doctors. Some authors justify this imbalance by 

arguing that nurses are direct caregivers and are the largest single group of healthcare 

workers (Molloy, Evans and Coughlin, 2015). However, as the paediatric healthcare 



38 

 

team consists of multiple healthcare professions working collaboratively, and the actions 

of one profession impacts on other, a multi-professional focus to a study reflects the 

reality of healthcare delivery (Hamric, 2012).  

 

Most of the existing research that describes HCPs’ actions in response to a moral 

conflict does not move beyond description of those actions. This gap in the literature 

influenced the inclusion of a reflective element into this study in order to ask the research 

participants to reflect on their experience of moral action, and to consider their 

motivations, and the outcomes of their action on themselves, their patients and their 

colleagues. Including this component as a research question offered a means to 

examine the factors which enable HCPs’ moral agency and may help to preserve moral 

integrity (Hamric, 2012). This element also contributed to exploring Jones’ (1991) 

premise that the intensity of the moral issue and the perceived consequences influence 

one’s intention to act and the actions taken.   
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Chapter 3  RESEARCH DESIGN  

3.1  Introduction 

A qualitative approach incorporating the Critical Incident Technique (CIT) (Flanagan, 

1954) was used in this study to explore the evidence gaps discussed in Chapter 2. This 

chapter critically discusses and justifies the use of CIT, and the associated choices in 

research methods which have been made in relation to the design of this study, 

including sample selection, data collection and data analysis. The methods used to 

establish the trustworthiness of this research will be discussed, as will the ethical 

principles which guided the study.  

 

3.1.1 Aim and research questions for this study 

The aim of this study is to provide an in-depth exploration of the experiences of 

paediatric nurses and doctors in an acute hospital setting who have taken moral action 

in response to a moral conflict and the factors which influenced their capacity to act. 

The development of the research questions (RQ) to explore the experiences of 

participants was informed by Jones’ (1991) Issue-Contingent Model which is discussed 

in Chapter 1, and the literature review in Chapter 2. Figure 3.1 illustrates how each RQ 

is aligned with the conceptual framework for this study. 

RQ1. What are the causes of moral conflict for paediatric nurses and doctors? 

RQ2. What actions do these nurses and doctors take in response to moral 

conflict? 

RQ3. What factors enabled and/or impeded their particular course of action and 

capacity to act? 

RQ4. What are their perceptions of the outcomes of their actions for the child, 

family, colleagues and themselves?  

Figure 3.1: Conceptual Framework to explore moral action 
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3.2 Research approach 

3.2.1 Research paradigm 

Research is conducted within broad paradigms or worldviews which consist of 

accepted beliefs about the nature of reality and knowledge, and how knowledge is 

produced.  Researchers subscribing to the naturalistic paradigm accept the existence 

of multiple truths, and the subjective and diverse nature of human experiences (Lincoln 

and Guba, 1985). Naturalistic inquiry, which is associated with qualitative research 

methods, does not presume to find an absolute knowledge of people’s experiences but 

instead aims to describe and understand phenomena from the perspective of those 

experiencing them. The literature review in Chapter 2 has revealed that little is known 

about the experiences of HCPs who take moral action in response to moral conflict, 

and the factors which contribute to their capacity to act in accordance with their moral 

convictions. Thus, situating this study within the naturalistic paradigm is appropriate to 

gain an in-depth perspective into a burgeoning area where there is currently little 

evidence, and where the nature of the research topic warrants a research approach 

which can explore participants’ personal and subjective experiences.  

 

CIT was selected as a means of generating multiple examples of moral conflicts with 

which to explore participants’ responses, their perceptions of enabling or inhibitory 

factors, and their reflections on the outcomes of the situations. Other qualitative 

methodologies, such as phenomenology or narrative inquiry, were considered. 

Phenomenology focuses on peoples’ lived experiences of a phenomenon as perceived 

by them, and by uncovering the commonalities of their stories, seeks to reveal the 

essence or common understanding of the phenomenon (Cresswell, 2013). However, 

this approach was discounted as the multiplicity of situations within which moral conflict 

might be experienced and the ways participants might respond, do not lend themselves 

to being presented as a single description. Narrative inquiry is the study of experiences 

as told through individuals’ stories, and it offers a means of understanding the 

individual, social and cultural constructs of knowledge through in-depth exploration of 

the experiences of a single participant or a small number of participants (Cresswell, 

2013). Notwithstanding the rich data that narrative inquiry can yield, this approach was 

also discounted as it would be unlikely to generate the breadth of data required to 

uncover the factors which enable or impede nurses’ and doctors’ capacity to act in 

accordance with their moral convictions.  
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3.2.2 Critical Incident Technique 

Flanagan (1954) formally defined the concept of the CIT in his seminal paper, in which 

he described its origins in the Aviation Psychology Program of the United States Army 

Air Forces during World War Two, which investigated why pilots failed aviation training 

programmes. CIT enables the exploration of critical incidents which are significant 

events or experiences in order to generate greater understanding of the resultant 

behaviour. A hallmark of the technique is its focus on actual events rather than 

hypothetical or aspirational situations (Bradbury-Jones and Tranter, 2008). A central 

element to CIT research is the critical incident (CI) which Flanagan (1954) defined as 

“any observable human activity that is sufficiently complete in itself to permit inferences 

and predictions to be made about the person performing the act” (p. 327). For an 

incident to be described as “critical”, Flanagan (1954) suggests that “its consequences 

are sufficiently definite to leave little doubt concerning its effects” (p. 327). Thus a CI is 

a real life situation which can be defined and described, is significant for the informant, 

relevant to the research topic, and in which there is an association between the human 

behaviour during the incident and its outcomes.  

 

CIT was developed at a time when the positivist paradigm dominated scientific study, 

and CIT represented a means of measuring and predicting human behaviour 

(Butterfield, Borgen, Amundson et al., 2005). In his paper, Flanagan (1954) described 

procedures to support the collection, analysis and reporting of the findings of CIT 

research which are consistent with this worldview. Flanagan (1954) outlined five stages 

in CIT research: 1) establishing the general aims of the study, 2) making plans and 

setting specifications, 3) data collection, 4) data analysis and 5) interpreting and 

reporting the data.  

 

Stage 1 involves the establishment of the study’s general aim, which is one or more 

statements about the problem and the population being studied, and which gives rise to 

the research questions (Flanagan, 1954). The general aim and research questions for 

this study have been outlined in Section 3.1.1. Stage 2 of CIT research involves 

designing the procedures which will ensure a consistent approach to the study, and 

includes defining the study population and developing consistent approaches to data 

collection which reflect the general aims of the study (Flanagan, 1954). The procedures 

defined in Stage 2 determine the means of collecting data (Stage 3). While Flanagan’s 

(1954) preferred approach to data collection was through observation of CIs by trained 

observers, he acknowledged that for pragmatic reasons, retrospective self-reports of 



42 

 

CIs can offer benefits in terms of efficiency and minimising demands on respondents. 

His proposal that self-reports could be collected by individual or groups interviews, 

questionnaires or written reports of incidents (Flanagan, 1954), is evident in current 

applications of CIT in which interviews (Coetzer, Redmond and Sharafizad, 2012; 

Wikström, Eriksson, Fridlund et al., 2016; Palese, Lesa, Stroppolo et al., 2017), focus 

groups (Breunig and Christoffersen, 2016),  and anonymous questionnaires (Pavlish, 

Brown-Saltzman, Hersh et al., 2011) are widely used. When considering the timeframe 

within which a CI should have occurred, Flanagan (1954) discussed the balance to be 

achieved between events which are recent enough to be representative of the current 

environment and obtaining a broad enough perspective through CIs which have 

occurred in the past. Researchers are also advised to consider how variations in 

memory may influence how a CI is presented. These issues are considered in greater 

detail in Section 3.4.   

 

Data analysis (Stage 4) follows an inductive process through which categories or 

themes are derived from the data. Methodological decisions on the required specificity 

or generality of the findings determines the scale and depth of the analysis. When 

interpreting and reporting the data (Stage 5), Flanagan (1954) advises researchers to 

acknowledge the strengths and limitations of the findings, and to critically study the 

research procedures to illuminate any biases or influences which the researcher may 

have introduced. The procedures which were selected to define and recruit the study 

sample, and to collect, analyse and report the data will be discussed in greater detail 

later in this chapter.  

 

3.2.3 Relevance and applicability of CIT to this study 

CIT was developed over sixty years ago, which could lead one to question its currency 

in today’s research environment. Butterfield, Borgen, Amundson et al. (2005) reviewed 

its use from 1954-2004 and concluded that CIT has withstood the test of time, and 

remains a widely used research approach across numerous fields. More recently, other 

authors have similarly critically discussed its utility as a research method (Bott and 

Tourish, 2016; Fridlund, Henricson and Mårtensson, 2017). Since the advent of CIT, 

there has been a shift in its utilisation from its positivist roots to its inclusion within the 

naturalistic paradigm. This has led to an increasing use of the technique as an 

inductive research approach (Bott and Tourish, 2016). Butterfield, Borgen, Amundson 

et al. (2005) suggest that this evolution reflects a particular strength of CIT which is its 
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flexibility to adapt to the nature of the particular topic being explored. Flanagan (1954, 

p. 335) himself advised that CIT “does not consist of a single rigid set of rules...should 

be thought of as a flexible set of principles which must be modified and adapted to 

meet the specific situation at hand”. Butterfield, Borgen, Amundson et al. (2005) argue 

that CIT is consistent with the principles of qualitative research in that: 

...the research takes place in a natural setting; the researcher is the key 
instrument of data collection; data are collected as words through interviewing, 
participant observation, and/or qualitative open-ended questions; data analysis is 
done inductively; and the focus is on participants’ perspectives (pg.482) 

 

Indeed, CIT has been widely used in qualitative research across numerous disciplines, 

including health care (Wikström, Eriksson, Fridlund et al., 2016; Palese, Lesa, 

Stroppolo et al., 2017), public relations (Zwijze-Koning, De Jong and Van Vuuren, 

2015), information systems (Islam, 2014), training research (Coetzer, Redmond and 

Sharafizad, 2012), and organisational research (Bott and Tourish, 2016; Breunig and 

Christoffersen, 2016). Of particular relevance to this study, (Pavlish, Brown-Saltzman, 

Hersh et al., 2011) used CIT in a study in which 91 US-based nurses attending an 

ethics conference used anonymous questionnaires to describe a single “ethically 

charged clinical situation” (p. 387), and their perceptions of their priorities, action 

responses and regrets arising from the incident. While these did not critically evaluate 

CIT as a research approach, they demonstrated that CIT offers a means of generating 

participants’ descriptions of incidents, from which it was possible to understand their 

priorities and actions when faced with ethically difficult situations.  

 

CIT offered methodological advantages for this current study. Its evolution as a 

qualitative research method was congruent with the study’s conceptual framework. CIT 

is “participant-driven” (Fridlund, Henricson and Mårtensson, 2017, p. 4), which in this 

study enabled participants to select those CIs which were memorable or significant to 

them, rather than being determined a priori by me. CIT enables researchers to gather 

robust contextual data about the circumstances surrounding CIs (Bott and Tourish, 

2016), particularly when explored through interviews. This grants the researcher an 

insight into possible influencing factors which may not have been previously 

considered. Furthermore, Bott and Tourish (2016) suggest that the nature of the CIT 

interview can offer “multiple surprises” (p. 278), referring to findings which are 

unexpected or contradictory, and which can offer a deeper understanding of the topic 

being explored (Booth, Carroll, Ilott et al., 2013).  
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3.3 Research Setting, Population and Sample Selection  

3.3.1 Research setting 

This study was conducted in a large tertiary and quaternary children’s hospital in 

Ireland. Permission to access the site was requested and received from the Clinical 

Director and the Director of Nursing (Appendix 1). There are three standalone 

children’s hospitals in Ireland. The chosen site is the largest of these with a staff of 

2,000, and it offers a number of national paediatric specialties. The decision to limit the 

study to one site was made for methodological and pragmatic purposes. The 

organisational contexts of the three hospitals vary, which could have introduced 

confounding details into the critical incidents described by participants, for example, 

how decisions are made or concerns are escalated. While Jones (2001) acknowledges 

that organisational factors influence moral action, the capacity to explore these factors 

in depth may be impeded if three different settings are included. In addition, all three 

organisations have separate Research Ethics Committees and access requirements 

which could be problematic in a time-bound project such as this.  

 

3.3.2 Selection and recruitment of participants 

Participants were recruited from the disciplines of medicine and nursing, as these 

professions are at the frontline of decision-making with patients and families, and are 

the only HCPs providing 24/7 care in the research setting. Much of the literature on 

moral conflict and moral distress in health care has focused on single healthcare 

professions and has predominantly originated from the nursing profession (Prentice, 

Janvier, Gillam et al., 2016). As paediatric health care is multi-professional, and the 

actions of one profession impacts on others, a multi-professional focus reflects the 

reality of healthcare delivery (Hamric, 2012), and may help to illuminate areas of 

congruence and dissonance between the professions. The literature review shows that 

moral conflicts frequently arise in neonatal or intensive care settings, or at end-of-life. 

Participants were not purposively recruited from these specific specialities, but invited 

from all clinical specialties. While this approach aimed to avoid presupposing the 

causes of moral conflict, there was a risk that it might limit the scope to generate 

common themes across participants’ experience.  

 

An important element of CIT is that participants must have experience of the study 

topic (Flanagan, 1954), and therefore participants were required to have direct 

experience of a situation in which they acted in accordance with their moral conviction. 
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A specific timeframe within which the situation occurred was not prescribed, but 

participants were advised during recruitment that they would need to recall sufficient 

detail about the situation in order to describe and discuss it. Additional efforts to 

mitigate recall bias during the research interviews are discussed in detail in Section 

3.4.1. Prospective participants were qualified nurses or doctors with more than six 

month’s employment in the research setting in order to have experience to draw upon. 

There were approximately 750 nurses and 220 doctors with more than six months 

employment in the research setting. It was not known what proportion of these would 

have had direct experience of taking action in response to a moral conflict. A tentative 

sample size of approximately 15-20 participants was initially proposed to offer a large 

enough number of CIs to generate meaningful and in-depth descriptions of their 

experiences. The proportion of participants from each discipline was anticipated to be 

two-thirds nurses and one-third doctors, which broadly reflects the overall population 

distribution and the intention to get sufficient participants from each cohort. Inclusion 

and exclusion criteria for participants are summarised in Table 3.1 below. An additional 

exclusion criterion was applied in which participants were advised not to include 

situations of moral conflict which were under internal or external review or legal 

proceedings, in order not to influence the outcome of these.  

 

Table 3.1: Inclusion and Exclusion Criteria 

 

 

Once ethical approval was received (Appendix 2a and 2b), posters advertising the 

study were posted on staff notice-boards, and circulated through internal 

communication structures within the hospital in October 2018 (Appendix 3). Nurses and 

doctors were invited to contact me to express their interest in participating. I then sent 

them a copy of the Participant Information Leaflet (Appendix 4) which outlined the 

purpose of the study, the contribution required and assurances of confidentiality and 
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voluntary participation. Once they read the information and remained interested in 

participating, they were asked to contact me, and a time and date for the interview was 

arranged.  

 

Flanagan (1954) argued that the sample in CIT is dependent on the number of CIs 

which are described and whether they enable exploration of the research topic, rather 

than the number of participants. The literature reveals substantial variation in both 

sample size and number of CIs in CIT research. For example, Coetzer, Redmond and 

Sharafizad (2012) interviewed 14 participants and generated 42 CIs, while elsewhere 

24 participants revealed 486 CIs (Wikström, Eriksson, Fridlund et al., 2016). The 

principle of data saturation was used in this study to determine whether the sample 

size needed to be increased as the study progressed. Data saturation refers to the 

extent to which new data repeats what has already been revealed in the existing data 

to date (Saunders, 2017). I initially had tentatively proposed 15-20 participants. The 

last two of the nineteen interviews (N13 and D6) did not contribute new codes or 

themes. However, they did confirm those themes which were already emerging and 

data saturation was achieved. Thus further recruitment was not required.  

 

3.4 Data Collection 

Flanagan (1954) proposed several data collection methods in CIT research which were 

considered for this study. Participant observation has utility when exploring specific 

behaviours or activities, but is less useful when trying to uncover participants’ 

motivations and cognitive processes (Schluter, Seaton and Chaboyer, 2008), such as 

making a decision to take moral action and considering the potential outcomes. 

Questionnaires are a useful means of accessing a wide sample (Pavlish, Brown-

Saltzman, Hersh et al., 2011), and can generate an honesty and openness by being 

anonymous, but may result in narratives which lack “contextual richness” (p. 393). 

While questionnaires can use open-ended questions which allow participants to have 

latitude with their responses, they do not offer researchers the opportunity to clarify 

responses or to probe for additional detail (Bott and Tourish, 2016).  

 

Breunig and Christoffersen (2016) used workshops as a form of group interview in their 

study of the causes of conflicts and communication problems in a Swedish telecoms 

company, and found the approach to be an effective means of revealing 

interdepartmental communication issues. Group interviews would offer all actors in a 

situation of moral conflict the opportunity to discuss their experience, and this could 
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help to mitigate Spencer-Oatey and Harsch’s (2016) concerns that participants’ self-

reports of incidents represent a unilateral perspective. However, group interviews were 

rejected for this study for several reasons. Gathering all actors involved in a particular 

incident into a group setting assumes that the incident was similarly significant for them 

all. Furthermore, the potential disclosure of sensitive and personal information within a 

group setting could inhibit open discussion and contribute to judgements being made 

about colleagues, albeit unintentionally, which could also cause imbalances to existing 

support structures within teams.  

 

Following consideration of the above procedures for collecting data, it was decided to 

use semi-structured interviews. While an unstructured interview approach would allow 

participants to define the direction and content of the interview, there is a risk of losing 

focus when using this format (Streubert and Carpenter 2011). Conversely, a structured 

interview approach could limit meaningful exploration of participants’ experiences. The 

purpose of this study was to gain a deep understanding of the actions taken by nurses 

and doctors during a specific event, the factors which influenced their actions, and their 

perceptions of the outcomes of the event. CIT focuses on obtaining a detailed 

description of the event, followed by a systematic exploration of the event using 

probing follow-up questions, which can be facilitated through a semi-structured 

approach that allows exploration of themes arising during the interview (Bott and 

Tourish, 2016).  

 

3.4.1 Preparing for the research interviews 

Prior to conducting the research interviews, substantial time was devoted to two main 

considerations: 

a) Preparing the interview schedule 

b) Preparing myself 

 

a) Preparing the interview schedule 

The aim of this process was to prepare an interview schedule which would effectively 

elicit participants’ experiences and help to mitigate the methodological challenges 

which can arise in CIT research. While a central element of CIT is the critical incident 

itself, I was cognisant of how participants might perceive this specific term. In Schluter, 

Seaton and Chaboyer’s (2008) study of nurses’ delegation of patient care, participants 

initially indicated that they had not been involved in any incidents. The authors 
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concluded that they needed to change the nomenclature to ‘significant event’, as the 

word ‘incident’ in health care is synonymous with an error or adverse outcome. This 

has particular relevance to the current study. To avoid possible ambiguity and a 

perception that the study was focused only on critical incidents in the context of 

adverse healthcare events, the term ‘incident’ was avoided during the interviews, whilst 

retaining the principles of Flanagan’s (1954) interpretation of a CI. Thus the opening 

interview question asked participants to ‘Describe a situation or an event when you 

experienced moral conflict and were able to take some action in response to it?’.  

 

Some authors have suggested asking participants to describe both positive and 

negative experiences to generate a deeper and more balanced understanding of the 

study topic (Bradbury-Jones and Tranter, 2008; Bott and Tourish, 2016). This current 

study’s focus is on situations of moral conflict during which participants took moral 

action, and attributing positive or negative assumptions to their experiences could bias 

their responses. Therefore, the opening question was neutral and made no inference 

about whether the events were positive or negative for the participants.  

 

A series of follow-up questions were developed to get a deeper understanding of the 

event, based on the research questions and the conceptual framework underpinning 

the study. Further guidance on these questions was derived from Chell (2004), who 

suggested using words such as ‘how’, ‘describe’, and ‘what’, in order to explore the CI 

in detail. These questions included, for example:  

 What led to this situation? 

 What was the cause/source of your moral conflict? 

 How did you act/react? 

 What helped / impeded you in taking this action? 

 What were the outcomes of the situation? 

 

While CIT focuses on the real-life experiences of participants, some authors have 

suggested asking participants for their “wish list items” (Butterfield, Borgen, Maglio et 

al., 2009, p. 267) or their “dreams’ (Hettlage and Steinlin, 2006, p. 10), which refer to 

people, supports, structures or resources that would have helped the situation 

described in the CI. This offers a means of generating solutions to the problems from 

the perspective of those who have been directly involved. A question was included in 

the interview which asked participants: ‘If you had a Wish List, what would have helped 
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during this situation?’. The interview schedule (Appendix 5) was repeated for each 

subsequent CI which the participants revealed.  

 

As participants’ narratives are retrospective self-reports, their recall of events and their 

perceptions of the consequences may be altered by time and reflection, potentially 

creating a recall bias. Breunig and Christoffersen (2016) identify three potential biases 

or challenges to the accuracy of participants’ self-report:  

 Recency effect: predisposes participants to recall events which occurred more 

recently 

 Rarity effect: participants may recall rare events but exclude everyday events 

which may also be of value 

 Ego effect: reflects a bias to describe events in a way which portrays the 

storyteller more favourably 

 

The literature offers some guidance on ameliorating these limitations. CIT requires the 

researcher to obtain a detailed description of the event from participants at the outset, 

which can help to stimulate their recollection of the events. Flanagan (1954) suggests 

that sufficiently detailed descriptions of incidents can infer the accuracy of the 

accounts, with the implication being that vague descriptions are evidence that incidents 

are not well recalled, and thus should be considered for exclusion from the analysis. 

Prompt questions about what happened before the incident, how it started and how it 

ended, can help respondents to demarcate or create a boundary for the CI, and 

stimulate their recollection (Bradbury-Jones and Tranter, 2008; Breunig and 

Christoffersen, 2016).  Including a definition or an example of a CI  in the participant 

information documentation  (Spencer-Oatey and Harsch, 2016) or sending  an excerpt 

from the interview guide in advance before the scheduled interview (Bott and Tourish, 

2016) have been reported to assist participants to recall relevant incidents. These 

strategies were employed in this study to manage the risks of recall bias and enhance 

the quality of the data. The participant information leaflet (Appendix 4) included a 

definition of moral conflict and a broad outline of the types of situations identified in the 

literature which cause moral conflict. Three to four days before the scheduled interview, 

a pre-interview guide (Appendix 6) was sent to participants. This repeated the definition 

of moral conflict, and included broad questions aimed at stimulating participants’ recall 

by asking them to think of a time(s) they experienced moral conflict and took action.  
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The ego effect or social desirability bias occurs if participants report CIs, or their role in 

incidents, in a way that reflects favourably on them (Coetzer, Redmond and 

Sharafizad, 2012; Breunig and Christoffersen, 2016). Furthermore, participants’ self-

reports reflect their own perspectives, and thus may omit those of other people in the 

story. Encouraging participants to consider the perspective of other actors may help to 

mediate the risks of a one-sided narrative (Spencer-Oatey and Harsch, 2016).  

Conversely, participants may more readily recall CIs which have been negative 

experiences for them, or perceive their role in the incidents in a negative light. 

Baumeister, Bratslavsky, Finkenauer et al. (2001) suggest that “bad is stronger than 

good” (p. 323), which implies that negative events generate stronger and more long-

lasting consequences for individuals than “good events” (p. 325). By its nature, moral 

conflict may generate negative feelings for participants during and/or after the event. 

However, these feelings may be somewhat assuaged if participants feel they had been 

able to act in accordance with their moral conviction, which may generate positive 

emotions. Therefore, probing the participants’ narratives was important  to clarify 

actions and behaviours in a non-judgemental way, and generate an understanding of  

the individual’s position and the interpersonal and systemic contexts of the event 

(Schluter, Seaton and Chaboyer, 2008).  

 

b) Preparing myself 

I also took time to prepare myself and to consider my own readiness for this research. 

As a doctoral student, I was receiving research guidance throughout from my 

supervisors to ensure this study remained methodologically and ethically sound. For 

example, I discussed the various drafts of the interview schedule with them, which 

afforded me the opportunity to either defend or refine my methodological decisions in 

response to their critical feedback. I also have experience of conducting qualitative 

research on sensitive and emotionally-charged topics, with paediatric burns nurses 

(Hilliard and O' Neill, 2010), mothers in disadvantaged communities (Hilliard, 2013) and 

parents of children with complex healthcare needs (Brenner, Larkin, Hilliard et al., 

2015), which I brought to this study.  

 

I was conscious that doctors might have reservations about being interviewed by a 

nurse about potentially sensitive issues, particularly as I had collegial relationships with 

several participants in the context of my role in the hospital. In turn, I was mindful of not 

viewing their experiences through the lens of my own profession. A consultant with 

whom I work closely, and was therefore excluded from participating, reviewed the 
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interview schedule and the style of interviewing I had planned to use. His feedback 

reassured me that the proposed approach was open and non-judgmental.  

 

Since the outset of this study,  I followed Peshkin’s (1988, p. 17) advice to be ‘attentive’ 

to my own subjectivity, which can manifest itself throughout the research process. I 

maintained a journal to record and reflect on my thoughts, feelings and insights 

throughout the research process, and my possible influence on it. Through the medium 

of the journal, the reflective process assisted with bringing my awareness of my 

personal biases to the fore. The purpose of this approach is not to “exorcise” or banish 

biases and subjectivities (Peshkin, 1988, p. 20), but rather to acknowledge them and 

consider how to limit their influence on my reactions and understanding of the data.   

 

For example, prior to the interviews, I reflected on my personal and professional 

motivations behind this study. Over 25 years of paediatric experience has stimulated 

an interest in the ethical contexts of care, and an appreciation of the complexities of 

balancing the needs and expectations of children and families with HCPs’ capacity to 

act in accordance with their moral code. I also recorded my own reflections of some 

moral conflicts I had encountered in my career. These reflections revealed a strong 

personal belief in children’s right to be involved in decision-making, even from a young 

age. Acknowledging this belief made me very aware of my assumptions and 

perspectives, and that participants may subscribe to a different view. Thus, the process 

of self-reflection encouraged me to be attentive to the perspectives of the participants, 

both during the interviews and subsequent data analysis. My engagement in reflection 

continued throughout data collection and analysis. When listening to the interviews and 

reading the transcripts I documented in my journal things which I felt I had missed or 

should have asked, and this help to develop my questioning during subsequent 

interviews.  My experience of reflection is discussed further in Section 3.6. 

 

3.4.2 The research interviews 

A pilot interview was conducted in October 2018 to determine the feasibility of the CIT 

format as a means of collecting data, and to further refine the questions and prompts if 

needed. Following the interview, I reflected in my research journal. I was happy with 

the flow of the interview, and my ability to probe the participants’ responses. The 

question about outcomes originally used the word ‘consequences’ and I reflected that 

‘the question re consequences is perhaps not right, consequences suggests punitive 
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outcomes’ (Journal entry 15/10/2018). I subsequently changed this word to ‘outcomes’ 

in the remaining interviews, which I felt was a less value-laden term. The data from the 

pilot interview was included in data analysis as the format of the questions did not 

otherwise change in subsequent interviews.  

Nineteen research interviews, including the pilot interview, were held in private offices 

in the research setting from October 2018 to March 2019. The interviews were audio-

recorded using a digital voice recorder, and lasted between 22-86 minutes, generating 

a total of 939 minutes of data. Each interview was preceded by outlining the purpose of 

the interview and answering any questions. Participants gave their written consent to 

participate in the research (Appendix 7). Several participants sought assurances of not 

being identifiable in the report, and I reiterated the means by which anonymity would be 

preserved in addition to referring these participants to the information leaflet which also 

addressed this. These measures are described in greater detail in Section 3.8. 

Demographic data was collected at the start of the interview, including participants’ 

educational and professional background, duration of employment, and whether they 

had received ethics training (Appendix 5).   

 

The broad opening question allowed the participants to tell their story, with the follow-

up questions used to elicit further information. Some participants described their 

situation in a linear or chronological manner, while others gave a broad outline of the 

situation and then travelled back and forth in their description of it. Consequently, as 

the interviews progressed, the questions were not asked in a chronological order, but in 

response to the narrative. I also became more skilled at following the participants’ 

direction whilst ensuring that the key questions were asked.  I felt that participants’ 

recall of their situations was robust, and several participants acknowledged that the 

pre-interview guide (Appendix 6) focused their recollections and reflections. Following 

each interview, I reflected and made notes of my impressions of the interview and the 

initial themes which had been discussed. It was interesting that several of the CIs 

revealed similar broad themes, but the diverse way in which these were described 

provided a rich insight into participants’ experiences.  

 

Following each interview, the recordings were transcribed verbatim, omitting or coding 

any data that could identify individuals or services in the research setting. I transcribed 

some interviews which had particularly sensitive or potentially identifiable details, and 

the remainder was done by a transcriptionist who signed a confidentiality agreement 

(Appendix 8). Demographic data was not included in the transcripts. Some participants 
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were animated during their interviews, as they recalled particular situations, and their 

non-verbal data such as silence, gestures, laughter or sighs, were included in the 

transcripts. In total, the interviews yielded 277 pages of typewritten data. I read the 

transcripts while listening to the audio-recordings and confirmed their accuracy.  

 

3.5 Data Analysis 

Data analysis in CIT research is an inductive process of producing summarised but 

sufficiently detailed descriptions of the data which are of practical use, without losing 

“their comprehensiveness, specificity, and validity” (Flanagan, 1954, p. 345). Flanagan 

(1954) defined three steps in data analysis which guided the analytical process in this 

research: 1) Selecting the frame of reference, 2) Formulating categories (themes) from 

the data and 3) Determining the level of specificity or generality of the data. 

 

Step 1: Frame of Reference 

The frames of reference are statements which indicate how the data will be used, and 

guides the process of extracting data from the transcripts (Flanagan, 1954). In this 

study the frames of reference were related to a) the individual CIs described by 

participants and b) the research questions: 

 The causes of moral conflict for participants (RQ1) 

 The actions which the participants described taking (RQ2) 

 The factors which participants felt helped or hindered their actions (RQ3) 

 The participants’ reflections about the outcomes of the situation  (RQ4) 

In practical terms, these frames of reference delineated the consecutive analytical 

‘runs’ through the data, in which firstly the CIs were extracted followed by a thematic 

analysis of these CIs for the moral conflict they generated, the actions taken by 

participants, the factors influencing those actions and their outcomes.  

 

Step 2: Formulating Categories (Themes) 

Flanagan’s (1954) next step involves categorising the data into themes according to 

patterns of meaning in the data. This stage of the analysis is guided by the frames of 

reference which help to identify the aspects of the data one is looking for. This process 

of identifying and grouping categories is resonant with thematic analysis which is a 

“method for identifying, analysing and reporting patterns (themes) within data” (Braun 

and Clarke, 2006, pg.79). Braun and Clarke (2006) devised an approach to thematic 

analysis which has been widely adopted by qualitative researchers and has been used 



in CIT research (Hamlin and 

Tourish, 2016). While Flanagan (1954) describes the process of categorising the data, I 

felt that I needed the additional guidan

this stage of the research. Therefore, Braun and Clarke’s six

adopted for this study and is discussed in 

 

Step 3: Determining the Level of Specificity or Gener

Flanagan’s (1954) final stage of analysis is informed by how specific or general one 

wishes the findings to be. This requires analytical decisions to be made about the level 

of detail required to provide meaningful findings, such as the number and br

themes which were generated. This is discussed in greater detail below. 

 

Before presenting the discussion of the analytical processes used in this research, it is 

important to clarify the terminology used in the 

 

Table 3.2: Clarification of analytical terms used

 

3.5.1 Data analysis software

Prior to data collection, I remained undecided about using a manual or computerised 

approach to data analysis. Flanagan (195

to catalogue data in his work, and coloured highlighters and post

Butterfield, Borgen, Maglio et al. (2009)

Data Analysis Software (CAQDAS) has been used in CIT research 

Saltzman, So et al., 2015; Trönnberg and Hemlin, 2014)

the data evolved, I felt that a manual approach would be inadequate to deal with this 

(Hamlin and Patel, 2012; Trönnberg and Hemlin, 2014; Bott and 

. While Flanagan (1954) describes the process of categorising the data, I 

felt that I needed the additional guidance of an analytical framework to support me in 

this stage of the research. Therefore, Braun and Clarke’s six-stage process was 

adopted for this study and is discussed in detail in Section 3.5.3 below.  

Step 3: Determining the Level of Specificity or Generality 

Flanagan’s (1954) final stage of analysis is informed by how specific or general one 

wishes the findings to be. This requires analytical decisions to be made about the level 

of detail required to provide meaningful findings, such as the number and br

themes which were generated. This is discussed in greater detail below.  
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Prior to data collection, I remained undecided about using a manual or computerised 

approach to data analysis. Flanagan (1954) described a manual process of index cards 

to catalogue data in his work, and coloured highlighters and post-it notes were used by 

Butterfield, Borgen, Maglio et al. (2009). Alternatively, Computer Assisted Qualitative 

Data Analysis Software (CAQDAS) has been used in CIT research (Pavlish, Brown

Saltzman, So et al., 2015; Trönnberg and Hemlin, 2014). As the extent and richness of 

the data evolved, I felt that a manual approach would be inadequate to deal with this 

Patel, 2012; Trönnberg and Hemlin, 2014; Bott and 
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ce of an analytical framework to support me in 
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complexity. NVivo was selected to manage the data and assist with analysis. When 

using CAQDAS, the researcher does not delegate the task of analysis to the software, 

but rather uses the technology as a tool to assist with analysis (Bazeley and Jackson, 

2013). NVivo facilitates the organising, coding and recoding of data, and the 

exploration of relationships between coded data (Appendix 9), but the intellectual task 

of doing these rests with the researcher.  

 

3.5.2 Extracting the CIs 

I listened to the audio-recordings and read the transcripts several times to get a sense 

of the participants’ stories. The transcripts were uploaded to NVivo wherein I 

highlighted extracts of text which gave a complete account of a CI. Flanagan’s (1954) 

conceptualisation of a CI assumes it can be demarcated with a defined start and end 

point. Some authors have described how vague descriptions of incidents, or incidents 

which are an amalgam of related events, have resulted in data being excluded from 

their analysis (Pavlish, Brown-Saltzman, Hersh et al., 2011; Coetzer, Redmond and 

Sharafizad, 2012).  For a CI to be included in this study, I followed Butterfield, Borgen, 

Amundson et al.’s (2005) advice that it should provide information about what led to the 

situation, a detailed description of the situation, a description of its outcome and 

relevant contextual information. Sixty-seven usable CIs were extracted from the 

transcripts of the 19 participants (44 CIs from nurses and 23 from doctors) (see 

examples in Appendix 10). The CIs then became the units of analysis for the study, 

and details of their profile and settings are presented in Chapter 4.  

 

3.5.3 Thematic analysis of the CIs 

Braun and Clarke (2006) identified six phases of thematic analysis (Table 3.3) which 

guided the analytical process in this study. This framework was first used to analyse 

the CIs for the causes of moral conflict (RQ1), and this process is described in detail 

below. Appendix 11 illustrates how each stage was approached. Following this, the 

framework was applied to analyse the CIs for each subsequent research question.  

 
 
 
 
 
 
 
 



Table 3.3: Phases of thematic analysis (Braun and Clarke 2006, pg. 87)

 

Phase 1: Familiarisation with the data

The initial stage of analysis began with familiarising myself with the data.

transcripts numerous times and 

understand both what was said, and the contexts in which it was said. Hearing and 

seeing the data in both formats enabled me to understand the participants’ original 

meanings. It also avoided relying only

words which by its nature is one

voice that can alter the meaning of words and phrases 

reactions and initial perceptions of the data were recorded as marginal notes on the 

hard copy of the transcript (Appendix 

 

Phase 2: Generating initial codes

Braun and Clarke (2006) describe two approaches to generating codes:

 Inductive thematic analysis in which the codes are derived from the data and 

are not determined a priori

 Theoretical thematic analysis is underpinned by pre

assumptions, in which the researcher codes the data for a specific research 

question, thus providing a 

 

I began with an inductive approach by

capture and code its main cause of moral conflict. However, I quickly abandoned this 

approach because many CIs had multiple conflicts

: Phases of thematic analysis (Braun and Clarke 2006, pg. 87) 

Phase 1: Familiarisation with the data 

The initial stage of analysis began with familiarising myself with the data. 

and listened to the recordings of the CIs several

understand both what was said, and the contexts in which it was said. Hearing and 

seeing the data in both formats enabled me to understand the participants’ original 

meanings. It also avoided relying only on the written representation of participants’ 

words which by its nature is one-dimensional and devoid of the elements of the human 

meaning of words and phrases (Gillham, 2005). Any thoughts, 

reactions and initial perceptions of the data were recorded as marginal notes on the 

(Appendix 11). 

Phase 2: Generating initial codes 

Braun and Clarke (2006) describe two approaches to generating codes: 

Inductive thematic analysis in which the codes are derived from the data and 

a priori by the researcher 

hematic analysis is underpinned by pre-existing theoretical 

assumptions, in which the researcher codes the data for a specific research 

question, thus providing a “detailed analysis of some aspect of the data”

I began with an inductive approach by writing a summary statement about each CI to 

capture and code its main cause of moral conflict. However, I quickly abandoned this 

many CIs had multiple conflicts and attempting to discern a ‘main 

 

 I read the 

several times to 

understand both what was said, and the contexts in which it was said. Hearing and 

seeing the data in both formats enabled me to understand the participants’ original 

on the written representation of participants’ 

dimensional and devoid of the elements of the human 

. Any thoughts, 

reactions and initial perceptions of the data were recorded as marginal notes on the 

Inductive thematic analysis in which the codes are derived from the data and 

existing theoretical 

assumptions, in which the researcher codes the data for a specific research 

ysis of some aspect of the data” (p. 84) 

writing a summary statement about each CI to 

capture and code its main cause of moral conflict. However, I quickly abandoned this 

attempting to discern a ‘main 
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cause’ was leading to a superficial analysis. At this stage, I was faced with a 

methodological choice of generating the codes myself or adopting a theoretical 

analysis approach of coding the data onto an existing framework, in this case a 

framework of ethical or moral issues. Given the volume of data and my early 

observations that most CIs had several causes of moral conflict, I felt the latter 

approach was congruent with this phase of the analysis in order to provide a detailed 

description of the causes of moral conflict.  

 

I returned to the literature to identify possible frameworks. I considered the Four 

Principles of Biomedical Ethics by Beauchamp and Childress (2001) but determined 

that the principles were not discrete enough to capture in detail the causes of moral 

conflict. Foglia, Fox, Chanko et al. (2012) developed the Healthcare Ethics Domains 

and Topics Framework which identifies 26 ethical topics across 10 domains (Appendix 

12).  Pavlish, Brown-Saltzman, So et al. (2015) had employed theoretical thematic 

analysis in their study of ethically difficult situations by coding their CIs against Foglia, 

Fox, Chanko et al. (2012) framework. As this mirrored what I was seeking, I replicated 

Pavlish, Brown-Saltzman, So et al.’s (2015) approach for this phase of the analysis by 

coding the CIs against the ethical topics. However, I found the process frustrating 

because some of the moral conflicts described by participants did not align with the 

ethical topics presented by Foglia, Fox, Chanko et al. (2012). For example, they 

defined ‘Conflict of Interests’ in the context of HCPs’ professional and fiduciary duty to 

patients, whereas participants in this study described ‘conflicting interests’ in the 

context of clinical decision-making. Furthermore, some new codes were needed to 

reflect concepts not represented in Foglia, Fox, Chanko et al.’s (2012) framework. This 

included, for example, the concept of a crossroads or junction in decision-making about 

a child’s treatment.  

 

Overall this initial approach did not work with my data. This may be because Foglia, 

Fox, Chanko et al.’s (2012) framework represented the broader contexts of health care, 

and not the paediatric arena. A search of the literature did not reveal a similar 

framework from the paediatric perspective. As I reflected on this, I was unsure if it was 

the particular framework or the approach which was creating the challenge. My 

perceptions were confirmed by my supervisors who indicated that the coding of the CIs 

was confusing and questioned if the use of a framework was in fact confounding the 

process. I reflected on this, and my journal entry captures my thoughts at that time that 

I was trying to fit ‘a square peg into a round hole’ (Journal entry, Appendix 13). The 
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conclusion of these discussions and my reflections was that I needed to revert to an 

inductive approach to analysis. While the two approaches to analysis had thus far been 

unsuccessful, nevertheless I believe that attempting these approaches actually 

enhanced both my understanding of the richness and nuances of the data and my 

ability to interrogate the data.  

 

To begin the process of inductively generating the initial codes, I opened a new NVivo 

file which did not contain any coding from the previous attempts at analysis to avoid 

biasing my perspective. I started coding the transcripts of the CIs for data related to 

RQ1, the causes of moral conflict. This involved again carefully and systematically 

reading the transcripts in order to identify elements of the data which were relevant to 

RQ1. Using the NVivo software, extracts of the transcripts were selected and given a 

code or label which described the meaning of the text and reflected my initial 

impressions of the data (Bazeley and Jackson, 2013) (Appendix 12). A function of 

NVivo is that all codes assigned to a section of data are identified and colour-coded, 

allowing one to identify the coding at a glance (Appendix 12). These codes emerged 

from the data, and while informed by my knowledge and understanding of the research 

topic, were not determined a priori.  

 

Coding was a cyclical process which involved returning to previously coded transcripts 

to check if new codes revealed in subsequent transcripts resonated with the already 

coded data. Codes were modified as this process evolved. For example, two related 

codes, Funding not available and Inadequate Resources, were combined and renamed 

as Resources not available. Braun and Clarke (2006) advise that extracts of data can 

be coded to multiple codes concurrently, and this occurred during this phase. Care was 

taken to ensure that full and equal attention was given to each transcript to ensure all 

relevant codes were identified. After this initial coding was complete the constituent 

elements of each code were scrutinised and re-coded, abandoned or merged as 

necessary to avoid inconsistency and overlap with other codes. A descriptor was 

written for each code (Figure 3.2) which was cross-checked against RQ1 to ensure its 

relevance to the study topic. 
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Figure 3.2: Example of a code descriptor 

 

 

In total, the initial coding of the CIs for RQ1 resulted in 386 individual extracts coded to 

34 codes (Appendix 12). A useful function in NVivo is its ‘Annotations’ facility to record 

the analytical decisions and assumptions which underpinned the coding and recoding 

of data. An example of annotations made during the coding process for RQ1 is 

presented in Figure 3.3 below. 

 

Figure 3.3: Example of Annotations in NVivo 

 

 

 

Phase 3: Searching for themes 

This phase involved reviewing the codes to identify those which could be combined into 

overarching themes. This was achieved by examining both the descriptors for each 

code and the associated data extracts to uncover patterns of meaning amongst them. 

Braun and Clarke (2006) suggest that there is no formula for the frequency or 

proportion of data which should be extracted from the data set in order to make a 

theme viable. Instead they propose that a theme should capture “something important 

in relation to the overall research question” (p. 82). The 34 codes reflecting the causes 

of moral conflict for participants were combined into six broad themes (Appendix 12). 
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This process helped to reveal relationships between the codes and to refine the 

descriptors for each theme. For example, a theme of Truth & Trust emerged from 

codes which included breaching trust, giving false hope and telling the truth.  

 

Phase 4: Reviewing the themes 

Once the broad themes were defined, the next phase involved reviewing and refining 

each theme. Braun and Clarke (2006) advise that the data within a theme should be 

aligned and coherent, and that themes should be distinct from each other. The coded 

extracts for each theme were scrutinised to assess their congruence with the theme 

descriptor. Throughout the process of coding and recoding, and the evolution of the 

themes, cognisance was given to Flanagan’s (1954) advice about achieving a balance 

between the findings’ specificity and generality to ensure the themes sufficiently 

represent the participants’ experiences. Themes which are too broad lose specificity. 

Conversely, too many themes, or themes which are very narrow, may have little 

relevance outside the study context and can prevent the achievement of data 

saturation (Bott and Tourish, 2016).  

 

Therefore as the themes were identified, I made analytical choices about whether to 

coalesce them into broad themes, or alternatively divide them into more discrete sub-

themes if there was sufficient related data to do so. For example, a theme of 

Professional Role Vs Children’s Outcomes captured participants’ moral conflicts arising 

from the tension between their professional care-giving role and their concerns that 

their care was contributing to negative outcomes for children and families. Within this 

broad theme were two separate but related subthemes, one in which participants 

questioned if their care and intervention was The Right Thing for children, and the other 

which captured the tension between Truth-telling & Trust wherein participants strived to 

balance being truthful and realistic about a child’s prognosis and not giving false hope.   

 

This phase of the analysis resulted in the creation of a thematic map which graphically 

represented the causes of moral conflict for participants (Appendix 12). Several CIs 

were captured within more than one theme. I created a spreadsheet on which the 

colour-coded themes attributed to each CI were outlined. A hard copy of this 

spreadsheet was on the wall in my home-office and this visual representation 

contributed to my understanding of the themes and their interrelatedness (Appendix 

12). This spreadsheet was updated as the theme names evolved.  
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Phase 5: Defining and naming themes 

This phase focused on refining the names and descriptors of each theme to clearly 

articulate the answers they are providing to the research question. Braun and Clarke 

(2006) suggest that the stability of the theme can be tested by summarising the content 

in a few sentences. If this is not achievable, the theme may need further refinement. I 

read all the CIs within each theme in the context of its descriptor outlined in the NVivo 

codebook (Appendix 14). While some theme names were revised to clarify their 

meaning, for example, Use and Allocation of Resources, I felt confident that the themes 

were congruent with the theme descriptors. The thematic map was updated to reflect 

name changes (Appendix 12). In Chapters 4 and 5, which present the outcome of the 

thematic analysis, each theme and subtheme is prefaced with a brief definition which 

outlines their meaning and inclusion contexts.  

 

Phase 6: Producing the report 

The process described above refers to the analysis of the data in relation to RQ1: 

Causes of Moral Conflict. This inductive approach to generating the codes from the raw 

data, creating and refining themes and developing a thematic map was then conducted 

for each respective research question. As each question was analysed in separate 

‘runs’ through the data, a thematic map was created related to each of the four RQs. 

The integration of these themes into a meaningful whole occurred as the final aspect of 

Braun and Clarke’s (2006) framework. This involved presenting the themes (Chapters 

4 and 5), and then situating the themes in the context of the existing literature to 

demonstrate the implications of the findings (Chapter 6). It was important that this 

phase of the analysis uncovered the meaning of the emergent themes rather than 

being simply a descriptive narrative. Therefore I followed Braun and Clarke’s (2006) 

advice by asking myself what each theme meant and its contribution to the 

understanding of moral action.  

 

Data analysis was an iterative and non-linear process that took place over an eight 

month period. I revisited previous sessions of analysis to ensure consistency in the 

approach to the data and remained reflexive to the data in order to discern possible 

areas of bias or assumptions. Even when not actively analysing the data, I remained in 

virtual proximity to the data, as I found I was frequently contemplating it and 

questioning my thoughts. I kept a notebook with me at all times and recorded my 

impressions of this virtual analysis, and considered these thoughts in the context of the 

actual data during an analysis session.  
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3.5.4 Incident frequency and participation rate 

While Braun and Clarke (2006) suggest that there is not a specific frequency or amount 

of data which makes a theme viable, Flanagan (1954) advised that a theme is more 

likely to be relevant to a study if it is reported by several participants. In responding to 

this, Butterfield, Borgen, Amundson et al. (2005) proposed a number of mechanisms 

which support Flanagan’s claim and offer a means to demonstrate the credibility of CIT 

research. These mechanisms were included in this study and involved measuring the 

number of CIs which referred to a particular theme or subtheme (incident frequency), 

and the number of participants (participant frequency) and proportion of participants 

(participation rate) who identified the same theme or subtheme. A participation rate of 

25% was originally proposed by Borgen and Amundsen (1984) as a standard threshold 

of validity, and this level was subsequently endorsed by Butterfield, Borgen, Amundson 

et al. (2005). The qualitative findings in Chapters 4 and 5 are each preceded with a 

summary of these measures.   

 

3.6 Trustworthiness 

Trustworthiness refers to the efforts made by researchers to ensure the rigour of 

naturalistic research. Lincoln and Guba (1985) outlined four criteria against which 

trustworthiness may be judged:   

 Transferability: refers to how research findings fit or have meaning to people 

in areas beyond the study setting, with transferability being judged by 

the reader and not the researcher. 

 Credibility: achieved when a study produces descriptions of situations which 

are recognisable to those who have experienced that situation. 

 Dependability: measured by the extent to which readers can follow the 

researcher’s decision-making processes.  

 Confirmability: refers to the neutrality of the findings, or the extent to which 

the findings are derived from the respondents’ original data, and not 

shaped or influenced by researcher bias. 

 

In addition to the credibility measures proposed by Butterfield, Borgen, Amundson et al. 

(2005) and described above, several other strategies were adopted to meet these 

criteria and enhance trustworthiness. While naturalistic research does not presume to 

provide findings which are generalisable to the wider population, nevertheless the 

findings must resonate with readers to enable them to consider the applicability of the 

research to their contexts. To assist other HCPs with transferring the research findings 
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to their contexts, broad descriptions of the sample and study setting are provided, and 

participants’ own words are included  to substantiate the findings.  

 

The completed transcripts were sent to participants before analysis requesting that 

they review the content and amend if required.  Birt, Scott, Cavers et al. (2016) advise 

that participants should be offered a choice about engaging in validation processes, as 

re-reading their narratives may cause distress. Conversely it may be therapeutic as it 

might validate participants’ experiences. In this study, participants were advised 

verbally and in writing of the intention to conduct this optional validation procedure. 

They all agreed to receive their transcripts. While this process can enhance credibility, 

a limitation is that the transcripts may differ from participants’ current perspectives and 

their memory of what they revealed during the interviews (Sandelowski, 1993; Birt, 

Scott, Cavers et al., 2016). However, with the exception of two participants who 

suggested minor typographical changes, the remainder indicated their satisfaction with 

the content.  

 

I considered using a process of member-checking to further enhance credibility, by 

asking participants to review the findings and confirm if these accurately captured their 

experiences.  The merits of member-checking have been debated in the literature for 

many years (Koch and Harrington, 1998; Birt, Scott, Cavers et al., 2016), as individual 

participants may disagree with findings which are an aggregate of participants’ 

collective experiences. Participants had confirmed the accuracy of their transcripts, but 

as they were not privy to the analytical assumptions and the multiple rounds of data 

analysis which informed the findings, a methodological decision was made not to use 

member-checking as a further credibility mechanism.  

 

As a sole researcher, it was particularly important to be able to give assurances about 

the trustworthiness of the findings. A decision trail is a particular mechanism which 

enhances trustworthiness by articulating and justifying the methodological and 

analytical decisions which guided the research, and demonstrating how the findings 

originated from the raw data  (Lincoln and Guba, 1985). Therefore, for example, 

Chapter 3 provides clarification for the methodological choices I made. I also recorded 

memos and annotations within NVivo to explain my analytical assumptions and 

decisions. I discussed the various stages of the study with my supervisors and availed 

of the opportunity to be critically challenged about the process. NVivo also generates a 

contemporaneous audit trail of the analytical steps made during the analysis process, 
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such as descriptors of the codes, coding patterns and the creation of themes. (See 

Appendix 14 and 15 respectively for the NVivo codebook which provides a descriptor 

for each subtheme and theme and an excerpt of the log.) 

 

3.6.1 Researcher credibility & positionality 

An additional element of trustworthiness is the researcher’s own credibility which 

requires researchers to consider how the research may be affected by their own 

positionality, which refers to their position in relation to those being studied (Streubert 

and Carpenter, 2011). In order to understand how my relationship with participants and 

the research setting might have influenced the research and the findings, I needed to 

explore my positionality. Flanagan (1954) explicitly incorporates this requirement into 

his CIT procedures to enhance the utility and value of the findings.  

 

I am employed in the research setting but did not have a supervisory relationship with 

the participants. While I anticipated that participants might be hesitant in discussing 

their experiences with me, in fact they spoke with incredible honesty and frankness. I 

have worked in paediatric health care for over 25 years in a variety of roles, both at 

frontline and senior management level. This experience helped me to establish a 

rapport with participants and afforded me a level of understanding of the situations they 

described. Nevertheless, there is a risk that familiarity with the participants’ world may 

inhibit receptiveness or create assumptions about  the data and the social and cultural 

norms which exist in the research setting (Greene, 2014). Therefore, I was mindful to 

listen closely to participants’ responses and prompt where necessary to explore even 

seemingly unimportant comments rather than assuming that my experience conferred 

a shared understanding of their experiences. This was particularly important when 

participants themselves alluded to my shared understanding by saying ‘Sure, you know 

yourself’ or ‘You’ve been there’.  

 

As discussed in Section 3.4, I engaged in reflection throughout this study. This process 

of internal dialogue and self-evaluation, which occurred in real-time and retrospectively, 

was critical to enhance my openness to the data, and to also illuminate times when I 

could have influenced the participants, their narratives or the data analysis. For 

example, during some interviews, I was acutely aware when participants’ words 

resonated with my own experiences, and I gave myself a ‘mental shake’ to 

acknowledge these memories so that they did not distract me or bias my approach to 
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the interview. After the interviews, I reflected on my memories to understand my own 

perspective and feelings, and to ensure that my analysis was based on the participants’ 

narrative and not my own personal experiences. Appendix 13 includes excerpts from 

my research journal which illustrate this.  

 

3.7  Ethical Considerations  

Ethical approval was received from the Research Ethics Committee of the research 

setting (Appendix 2a), following which an exemption was granted by University College 

Dublin (Appendix 2b). The principles of beneficence, non-maleficence and autonomy 

were applied to this study to safeguard the welfare of participants.  

 

3.7.1 Beneficence and non-maleficence 

Underpinning the principles of beneficence and non-maleficence are assumptions that 

research will produce benefits and participants will not experience harm. While there 

were no direct benefits for participants in this study, the literature recognises that 

participants in qualitative research can find the interview process a positive experience 

which offers them a therapeutic and cathartic means of talking about their experiences 

(Rossetto, 2014; Wolgemuth, Erdil-Moody, Opsal et al., 2015). Several participants 

stated that they enjoyed the interview even though it was challenging, and valued the 

opportunity to talk through their experiences. One participant contacted me after the 

interview and described how reflecting on the interview had motivated her to address a 

residual moral conflict related to one of the CIs she had discussed, with a positive 

outcome ensuing for the patient.  

 

I was conscious of the sensitive and emotive nature of the research subject, which 

could have made participants uncomfortable about sharing their own personal 

experiences. The invitation letter emphasised that the purpose of the research was to 

explore nurses’ and doctors’ actions when they have been morally conflicted about an 

aspect of their practice, and their perceptions of the outcomes of those actions, and not 

to judge the morality of the actions themselves. In addition, when participants received 

their copy of their transcripts, they were advised that they could remove, add or amend 

any aspect of the interview if they wished. 

 

In anticipation that participants might recall upsetting incidents or issues, a Distress 

Protocol was developed to outline to response if participants became upset during the 
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interview (Appendix 16). This included measures such as temporarily suspending the 

interview, rescheduling the interview or cancelling the interview outright. It was not 

necessary to activate the protocol during this research. Participants may also have 

needed support beyond the research context, and therefore, support structures 

available within the organisation were detailed in study information leaflet (Appendix 4). 

Participants were advised not to describe critical incidents arising from episodes of 

care which were under internal review, external review or legal proceedings at that 

time, in order to avoid influencing or prejudicing these processes.  

 

A key assumption of beneficence is that participants’ identity and privacy will be 

safeguarded. Participants were assigned an alphanumeric code known only to me, 

which was used as a file name for their transcripts, audio-recordings and when 

including direct quotations in the findings. To avoid revealing the identities of 

colleagues, patients and the organisation, any names and identifying details which 

were revealed in the interviews were omitted from the transcripts. The specific clinical 

specialty of participants is not provided to the reader as this information could render 

some participants identifiable. While this could undermine the transferability of the 

findings, the need to safeguard participants is the primary concern.   

 

A Data Management Plan (DMP) (Appendix 17) was developed to outline the 

procedures in place for the storage, security and confidentiality of personal and 

research data in this study, and the measures taken to ensure compliance with 

organisational policies and Data Protection Regulations. This was revisited periodically 

during the study to ensure the appropriate protections remained in place. The 

application for institutional ethical approval in 2018 coincided with the change in 

legislation and practice brought about by the Data Protection Act 2018 (Government of 

Ireland, 2018a) which transposed the General Data Protection Regulation (European 

Council, 2016) into Irish law, and the Health Research Regulations 2018 (Government 

of Ireland, 2018b). The study, its data management procedures, the participant 

information leaflet and the consent form were all deemed to be compliant with the new 

regulations.  

 

3.7.2 Respect for autonomy 

A central tenet of human research is the principle of autonomy which implies that 

participants can make an informed decision to take part. Participation in this study was 
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entirely voluntary. This was reiterated in writing in the information leaflet, and verbally 

to participants before and after the interviews. Written consent was obtained once 

participants received written and verbal information about the study, and each received 

a copy of this consent (Appendix 7). Participants were informed they could withdraw 

from the study without prejudice up to the point at which their data was analysed. 

Thereafter, their data was aggregated with that of the other participants and it would 

not have been possible to disengage their data.  

 

I am a senior nursing manager in the research setting. While I did not have a 

supervisory relationship with participants, as a Registered Children’s Nurse, I have a 

legal and professional duty of care to the patients of the hospital. Therefore, if during 

an interview, it was revealed that a child was at risk and this risk was not previously 

escalated, I would be required to act on this. Participants were advised of this in the 

study information (Appendix 4). This situation did not arise. 

 

3.8 Summary 

This study used a qualitative approach incorporating Flanagan’s (1954) Critical Incident 

Technique to explore nurses’ and doctors’ experiences of taking action in response to a 

situation of moral conflict. The methodological decisions made during the research and 

the measures taken to address the challenges of CIT research are critically discussed 

in order to provide a clear decision trail. The analytical processes which led to the 

findings are clearly outlined as a means of contributing to the rigour of the research. 

The implications of my positionality as the researcher were considered, and the 

measures taken to prevent bias have been discussed. Ethical research practice 

confers a responsibility on researchers to protect participants’ welfare. The subject 

matter of this study was sensitive and emotive, and the measures taken to safeguard 

participants are outlined.    
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Chapter 4 FINDINGS: MORAL CONFLICT IN PAEDIATRIC HEALTH CARE 

4.1  Introduction 

The next two chapters will present the findings of this study which explored the moral 

actions of nurses and doctors in response to moral conflict in their practice in acute, 

tertiary paediatric health care. This chapter presents the profile of the research 

participants and the findings from the first research question which explored the causes 

of moral conflict for participants. Chapter 5 will then present the findings from Research 

Questions 2, 3 and 4, which explored the actions taken by participants, the factors 

enabling or hindering these actions and the outcomes of the actions. The situations 

which caused moral conflict are revealed within the Critical Incidents (CIs) described by 

the participants. Moral conflict represents the starting point of the conceptual 

framework for this study in which paediatric nurses and doctors, when exposed to a 

moral situation, must first recognise that a moral issue exists before subsequently 

taking a moral action (Jones, 1991) (Figure 4.1).  

 

Figure 4.1: Alignment of Research Question 1 with the Conceptual Framework 

 

 

The identification, extraction and analysis of the CIs have been described previously in 

Chapter 3. In this chapter the nature of the CIs and the moral conflicts experienced by 

participants will be described in detail. In the first instance the profile of the CIs will be 

presented to quantitatively depict the types and settings of the moral conflicts 

experienced by participants, to demonstrate the prevalence or not of the various moral 

issues, and to illustrate the co-occurrences of multiple themes of moral conflict within 

individual CIs. Following this, comprehensive written descriptions will be presented of 

the themes, and sub-themes where relevant, of moral conflict, and the relationships 

which exist between the various aspects of these conflicts. These descriptions will be 
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supported by the inclusion of selected demographic data of the participants and 

illustrative quotes drawn from their interview transcripts. The sample size of each 

professional group in this study precludes the statistical comparison of the themes and 

sub-themes attributed to their respective experiences, nor is this the focus of the study. 

Nevertheless, some comparisons will be drawn to illustrate the areas where nurses’ 

and doctors’ experiences converge or diverge in order to generate a deeper 

understanding of these experiences.  

 

4.2 Profile of participants 

Thirteen nurses and six doctors (n=19) participated in this study. All were Irish, and the 

majority of nurses were female (n=12), while there was an equal gender balance of 

doctors (3 male, 3 female). The majority of participants were aged 40-59 (n=15, 79%). 

The participants had an average of 23years post-qualification experience (range 7-38), 

and had worked in the organisation for an average of 16years (range 2-30). All 

participants had undertaken graduate level education, and 14 (74%) had received 

ethics training, the majority of which was at post-graduate level. In Ireland a specific 

professional nursing registration in the care of children is available, and all the nurses 

held this, with the majority of nurses (n=11) having at least one other professional 

nursing registration. Participants worked within 16 different departments or services, 

with the majority (n=14, 74%) working in Medical or Surgical settings and three 

participants (16%) having an education role. The remaining two participants (10%) 

worked in Nursing Administration. A more discrete breakdown of the clinical specialties 

of the participants is not presented as it may be possible for those familiar with these 

services to identify participants. There were no participants who worked exclusively in 

the Paediatric Intensive Care Unit (PICU), albeit that several incidents described by 

participants involved patients situations within PICU at some point during the CI. Table 

4.1 overleaf indicates the demographic profile of the participants. 
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Table 4.1: Demographic profile of participants (n=19) 

 

 

4.3 Profile of Critical Incidents 

In response to the broad opening question of  ‘Can you tell me about a situation or an 

event when you experienced moral conflict and were able to take some action in 

response to it?’, the 19 participants described 67 separate CIs (44 CIs from nurses and 

23 from doctors). Examples of CIs are presented in Appendix 10. Participants 

described a mean of 3.5 CIs per interview (range 1-7). Only one participant described a 

single CI during their interview. The doctors’ group described a slightly greater number 

of CIs per interview (mean=3.8, range 1-6) when compared to the nurses’ group 



(mean=3.4, range 2-7). The CIs were analysed to determine the clinical environment in 

which the event primarily occurred. The majority of CIs occurred within a 

Medical/Surgical inpatient setting (n=43, 64%), with over one

within the PICU environment (n=19, 28%) (Figure 4.2). The remaining CIs (n=5, 8%) 

occurred in an Outpatient (OPD) setting. 

 

Figure 4.2: Clinical setting of Critical Incidents (n=67)
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Figure 4.3: Clinical setting of CIs by participant group
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Figure 4.5: Thematic map of causes of moral conflict 

 

 

Detailed descriptions of the emergent themes will be given in Section 4.4 below. Firstly, 

a quantitative overview of the themes is presented in order to provide an insight into 

the profile and prevalence of the causes of moral conflicts. As discussed in Chapter 3, 

many of the CIs revealed more than one cause of moral conflict and were consequently 

coded to more than one theme (mean=1.7 themes, range 1-3). Two-thirds of the 67 CIs 

(n=45, 67%) were coded to two or more themes of moral conflict. Certain patterns 

emerged which revealed relationships between these co-occurrences of moral conflict. 

For example, Conflicts in Decision-Making and Professional Role Vs Children’s 

Outcomes co-occurred in over one-third of CIs (n=26, 39%). With the exception of one 

CI, Use & Allocation of Resources did not exist as an isolated theme but always co-

occurred with one or more other themes. The relationship between the themes will be 

explored in greater detail in the next part of this chapter. Of the 22 CIs (33%) which 

reflected a single theme of moral conflict, over half (n=12)  referred to situations where 

participants experienced moral conflict related to Professional Role Vs Children’s 

Outcomes, with the moral conflict of 9 CIs attributed to Conflicts in Decision-making 

and the remaining CI coded to Use and Allocation of Resources.   

 

Table 4.2 presents the themes and sub-themes of moral conflict, and their respective 

incident frequency, participant frequency and participation rate. All of the themes and 

categories achieved a participation rate which exceeded the 25% threshold proposed 

by Borgen and Amundsen (1984), indicating their validity, representativeness and 

importance to the research question. The themes of Professional Roles Vs Children’s 

Outcomes and Conflicts in Decision-Making had the highest participation rates (84% 



and 79% respectively) and were similarly reflected in a large proportion of the CIs (50 

and 46 CIs respectively).   

 

Table 4.2: Themes, sub-themes, and

Descriptor
Theme 

Category 
Professional Role Vs Children’s 
Outcomes 

Are we doing the right thing?

Truth-telling and trust 

 

Conflicts in Decision-Making 

Conflicting interests 

Reaching a crossroads 

 

Use & allocation of resources 

 

When explored further across the two professional groups, the causes of moral conflict 

had some similarities for both nurses and doctors. The theme of 

Children’s Outcomes was the most frequently identified cause of moral conflict for both 

professions (Figure 4.6). Doctors identified it as the leading cause of their moral 

conflicts, and it was experienced by

23 CIs.  This theme was experienced by 77% of nurses (n=10) and reported in 28 out 

of 44 nursing CIs.  

 

Figure 4.6: Participation rates of nurses and doctors in causes of moral conflict 
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4.5 Moral Conflict in Paediatric Health Care 

The first research question of this study aimed to identify and describe the causes of 

moral conflict for paediatric nurses and doctors.  The participants described numerous 

morally complex scenarios across the spectrum of paediatric health care which created 

moral conflict for them. Their experiences are reflected in the three themes of moral 

conflict and their constituent sub-themes which emerged from the data analysis and 

which are now described and discussed below. Direct quotes from participants are 

included to illustrate the relationship between the themes and the raw data. 

Conventions for the presentation of the direct quotes were defined and are presented 

in Appendix 18. 

 

4.5.1 Conflicts in decision-making 

Conflicts in Decision-Making were experienced by participants when: 

a) Attempting to balance the often conflicting interests of all parties during 

decision-making about children’s treatment, and/or  

b) Reaching a point in the children’s treatment trajectory at which a decision, 

whilst necessary, is impeded by uncertainty about a child’s prognosis 

and long-term outcomes.  

These conflicts are captured respectively within the subthemes of Conflicting Interests 

and Reaching a Crossroads.  

 

Conflicting interests 

A collaborative approach to decision-making between parents, the healthcare team 

and, where possible, the child, is a fundamental principle of paediatric health care. The 

subtheme of Conflicting interests captures the participants’ moral conflicts arising from 

situations when parties in this triadic relationship had conflicting interests, or when the 

interests of one party were compromised or sub-ordinate to those of another, during 

decision-making about a child’s treatment. Disagreements in decision-making occurred 

between HCPs and parents, or between HCPs themselves. Less frequently, 

participants described situations when parents disagreed between themselves about a 

treatment choice for their child, which created both a legal and a moral quandary for 

participants about how to proceed.  

 

Several participants stated that a child’s best interests should be at the core of clinical 

decision-making. However, they questioned whose interests were prioritised in these 
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situations, and were concerned that sometimes children’s interests were subordinate to 

those of their parents. This tension was articulated by a doctor who described how, 

during a healthcare team meeting, his consultant argued that ‘(child) is our patient first, 

and our duty of care must firstly be to him’ and that ‘what the parents wanted should 

not usurp what was in the child’s best interests’ (D4:CI1).  

Who were we looking after?  Did we really have that child's best interests?  
(---) Morally I didn't think it was the right thing and I still don't think what 
happened to that child was morally correct, at all, I don't think it was right.  
And it certainly wouldn't be for any of my family, but that dad felt it was the 
right thing for him...for him...(N3:CI5) 

 

He was dying. There was no hope of survival but his parents didn't see the 
same reality we saw. They saw a different child in that bed. (N5:CI5) 

 

Much of the decision-making in which these conflicts occurred was about life-altering 

situations such as initiating, continuing or withdrawing treatment. A common theme 

expressed by participants was that parents’ and society’s expectations of health care 

are creating an unsustainable assumption that curative or life-saving treatments are 

possible for all children. This led to some situations in which participants felt pressured 

to accede to parents’ wishes. 

But society is such that people are different, and there are people out there, 
and I’ve met them, they will do everything because they think it is the right 
thing to do everything possible for that child, even though the child has no 
chance. And it’s going to be uncomfortable and it’s going to be a problem. 
(D1:CI2) 

 

Participants spoke of their empathy for the choices parents had to make for their 

children and their desire to keep their children alive because ‘in fairness the dad was 

insisting that every minute this child was alive was better than not being alive’ (N3:CI5).  

Albeit that they spoke of the moral challenges of balancing the conflicting interests of 

parents and children, they acknowledged that these decisions were neither simple nor 

without consequence, irrespective of the parents’ eventual decision. Despite 

understanding the parents’ perspective, they struggled nevertheless with protecting the 

child’s interests as explained by this doctor, who discussed a clinical situation with his 

consultant:  

She actually agreed with me but she argued was it wrong to give the 
parents more time to say good bye when they obviously were not ready for 
this. Oh God, I was so conflicted. First do no harm. Beneficence clashing 
with nonmaleficence. I could see her point, I could see the parents’ 
point...but who was looking at the child’s point of view? (D6:CI3) 
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Reaching a Crossroads 

The subtheme of Reaching a Crossroads emerged from participants’ descriptions of a 

critical point in the child’s clinical trajectory at which decisions were taken to adopt 

either supportive care or an active approach to treatment5. The subtheme reflects the 

moral conflicts which emerged for participants when decision-making at this crossroads 

was confounded by uncertainty about the child’s prognosis, the complexity of the 

child’s condition and the long-term implications of a decision for both the child and 

family. Participants identified this crossroads or juncture as the time when critical 

decisions were made by families and HCPs which had far-reaching consequences for 

the child and the family.  

 

Underlying their conflict was a concern that sometimes all possible clinical information 

is not yet known about a child’s condition and their likely prognosis. This could be, for 

example, because the child’s condition has not fully manifested itself, or chromosomal 

analysis was incomplete at the time when a decision for a life-saving intervention must 

be made, but yet this information would have a significant bearing on the likely 

outcome for the child. Participants’ moral concerns in these situations were closely 

aligned with the subtheme of Truth-telling and Trust, described below. This prognostic 

uncertainty could lead to decisions which, with hindsight, were not correct for the child 

and family, but this could not have been known at the time when active intervention 

was initiated.  

We felt that the (intervention) was appropriate at the time, and as it turned 
out the genetics were so bad afterwards, it probably wasn’t, but it was too 
late. (D1:CI5) 

 

Conversely, the uncertainty and unpredictability of a child’s clinical trajectory meant 

that some children did survive against a seemingly insurmountable clinical picture.  

This created apprehension and guilt which led participants to question their decisions 

and assumptions, and those of others. 

                                                

5 Active Management refers to the initiation of treatments, interventions or technologies to 
sustain life, or cure or manage a child’s condition. In contrast, in the context of the situations 
described in this study, a supportive management approach is one in which the intention of 
treatment is not curative and acknowledges that a child will die from their condition or have a 
shortened life.  



78 

 

Was I wrong, could she have done well?  Maybe I am wrong.  (---)  Some 
kids defy the odds and do make an amazing recovery and discharge home 
from hospital, but I do see the other side of it too much. (N6:CI1) 

 

(Colleague) said ‘oh the prognosis is so bad, if we hadn’t done the 
tracheostomy6’. But, he was wrong because that baby, that girl, who’s now 
twelve or thirteen, she’s well able to talk and she has no tracheostomy 
(now). Ok, she’s in a wheelchair but she can use her arms, and she can 
talk and her (cognitive function) is good. (DI:CI5) 

 

An additional dimension to the concept of a crossroads was that a decision to actively 

manage a child with complex care needs often sets them on the pathway of significant 

and lifelong medical and technological intervention. Children may be discharged home 

dependent on technology for daily activities including breathing, nutrition and mobility. 

While homecare packages are provided by the state’s health service to support care in 

the home, parents provide a considerable amount of direct care. This may necessitate 

a parent staying with the child at all times, which has a significant physical, social, 

emotional and economic impact on parents and the wider family. Participants were 

particularly concerned about parents’ wellbeing in these situations.  

We are expecting a parent to do what nursing staff do as a job and we are 
trained to do it. And they get some training, yes they do, but it is lots of 
different things they have to do.  (...)  What about the parent who can't 
manage?  What is there for that parent?  And there are always those 
individuals that it is just far too much for them - who is looking after them?  
And are they able to say no? (N3) 

 

Participants questioned the feasibility of fully preparing parents for the enormity of 

going home with a child with complex care needs who was dependent on medical and 

technological intervention to stay alive. This created conflict for participants because 

they worried how parents would feel if they ever regretted their decision.  

Good God, if some parents knew the journey they would have gone on by 
going for more active management, would they still make the same 
decision. But how in the hell do you possibly explain that to them...can you 
honestly know what it’s like to take a child home with complex needs until 
you’ve actually done it? And it’s too late then. (D5:CI3) 

 

4.5.2 Professional role Vs children’s outcomes 

This theme captures the moral conflict arising from the tension between participants’ 

                                                

6 Tracheostomy: creation of an opening in the neck to place a tube in the child’s airway in order 
to bypass an obstruction in the upper airway. It may be temporary or permanent. 
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professional role of treating children and their concern that they were contributing to 

uncertain or negative outcomes for children and families. Their experiences are 

captured in the subthemes of Are we doing the right thing? and Truth-telling & trust. 

Are we doing the right thing? 

This subtheme reflects a recurring sentiment in the narratives, in which participants 

experienced moral conflict as they questioned if their care was actually the 'right thing 

to do', or if they were contributing to children's suffering and to long-term negative 

outcomes for children and families. The participants’ moral conflict was rooted in the 

tension between being party to care which they believed was causing suffering to a 

child, and their professional standards and values which are centred on helping and 

advocating for children and families. Several participants stated variations of the words, 

‘Are we doing the right thing?’, to question their role, and that of the wider healthcare 

team, in such cases.  They described the difficulty of reconciling their caring role with 

participating in care which they felt was morally questionable or not in children’s 

interests, particularly when ‘we knew in our heart of hearts that we weren’t doing a 

good favour for this kid.’ (D1:CI1). 

 

In particular, participants experienced moral conflict, and feelings of guilt and regret, 

when they were involved in delivering care which they felt exacerbated a child’s pain 

and suffering, but with little hope of a positive outcome.  

We had a very sick baby...who was extremely sick and it would have been 
very clear to a lot of us that this baby did need to have compassionate 
withdrawal of care.  (---)  I suppose from the point of view it was difficult 
each week to see this baby in ICU because you felt what are we doing?  
What are we doing?  It nearly felt like a form of torture keeping him alive, 
he was on maximum supports, he was on inotropes, he had a lot of 
different issues, he had a lot of surgical issues, he needed ENT surgery, 
there was so much that he needed. (N11:CI1) 

 

The moral conflicts related to their professional role and obligations were closely 

associated with those arising from the tensions in decision-making described above. 

The conflicting interests and expectations of the various actors in decision-making 

about a child’s treatment contributed to situations where some participants felt 

compelled to participate in care with which they clinically and morally disagreed.  

A child with a long history, multiple systems affected. It was a life limiting 
condition but the parents had never really accepted it. They wanted further 
surgery. In my opinion it wasn’t going to do this kid any good...it wasn’t 
going to improve his outcomes. Well, that’s what I felt anyway, based on 
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my experience. Anyway, they insisted, and insisted. I felt a bit cornered 
actually (D5:CI3) 

 

 

While decisions about the initiation of active management of children were largely 

made in the PICU, the participants’ experiences of moral conflict were not limited to this 

clinical setting. These children were usually long-term patients of the service, and 

either had prolonged hospitalisations or frequent admissions to inpatient units where 

participants continued to encounter them over time. Thus their conflict was 

underpinned by concerns about both the immediate implications of actively managing a 

child’s condition, and also the long-term implications for the child and family.   

Active management was instigated and that child lived for maybe seven 
years and never got out of a hospital situation, never got home.  And really 
the whole thing had such an impact on that family, and on the child, but 
definitely on the family where the mum suffered huge mental health 
problems, massive. They relocated about three times. The younger brother 
was very severely affected behaviourally by prolonged hospitalisation, and 
the family being split up and also being shipped out to aunts and 
grandparents in different counties, like nowhere near... He didn't really have 
a base for a long time, the sibling (---) I still feel that that would be such a 
trauma in their life forever and ever and ever.  (N5:CI2) 

 

But it seemed like (the parents’) whole life was this one little boy, you know, 
they did everything.  They couldn't...they had nothing else but this little boy 
that took up their whole life and they didn't really have a life.  And the two 
little girls that they had as well, the two siblings, they didn't get a look 
in...(N4:CI1) 

 

Truth-telling & trust 

This subtheme captures participants’ conflicts associated with trying to achieve a 

balance between being truthful and realistic with parents about their child’s diagnosis 

and prognosis, and avoiding breaching parents’ trust, overwhelming them or giving 

them false hope. For participants in this study, truth-telling was inextricably linked with 

earning and sustaining the trust of the child and family. This is captured in this doctor’s 

description of how, through honest dialogue with a family, he ‘had got (the mother) to 

trust me, so I just couldn’t break that trust’ (D6:CI1). However, participants 

acknowledged the tenuous nature of this trust.  

If there is any sliver of mistrust between the parent and the clinician, you 
won't get them on board and then they lose trust in the institution. And then 
actually you are on a highway to nowhere and then things really start to 
break down. (N5:CI2) 
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Participants acknowledged that communicating with parents required skill, experience 

and compassion, and they felt that some HCPs struggled to be direct with parents, 

which could result in parents being unclear about their child’s prognosis. A particular 

source of conflict for participants was trying to achieve a balance between sustaining 

parents’ hope about their child, and not giving false hope about the prognosis. 

This child is dying, not today or tomorrow but ultimately her prognosis is not 
good. And don’t get me wrong, her parents are amazing with her. She is 
their life. And God knows what they are going to do when she does 
die...because it is when and not if. But, to subject her to (surgical 
intervention), to prolong her suffering, to give false hope of some degree of 
recovery...I just couldn’t. (D6:CI3) 

 

At the end of the day we are advocates for the children but we are 
advocates for the parents too.  And things like looking after their mental 
wellbeing is just as important as looking after certain children.  They want to 
believe that (child) is going to get better even though statistically the 
chances are very unlikely, we have to give them that 1% that they are going 
to survive or that they are going to get well and support them. (N4:CI1) 

 

While a clear and unambiguous message from HCPs to parents is essential to maintain 

their trust and to prevent any misconceptions, participants felt that the magnitude of the 

message frequently overwhelmed parents. Consequently, participants wondered about 

both the parents’ comprehension of the message and their wellbeing, as articulated by 

this nurse describing the preparatory communication with a family of a child with 

complex healthcare needs who was being prepared for discharge home on a multitude 

of medical and technological devices.  

We say those words though, your life is going to change, this is life 
changing for the family and someone has to be at home with the child all 
the time.  So we try and really go heavy with blunt words. (...) So I feel that 
we, as much as we can, prepare them.  But as well when they start glazing 
over and you are like, okay they look a bit traumatised or pale and all you 
can do is stop talking because......(N6:CI2) 

 

Several participants described how truth-telling was undermined by the lack of robust 

research evidence to support some practices in paediatric health care, due to the 

methodological and ethical challenges of conducting research on children, and also the 

rapid pace of development of new and experimental interventions which have yet to be 

subjected to rigorous testing. Therefore, participants found their attempts to discuss the 

benefits and risks of a treatment approach and to manage parents’ expectations were 

hampered, or led to parents’ hopes being dashed.  
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I really felt (surgery) was not...it was not the right thing to do. It was...not 
quite experimental, but certainly was innovative. His parents had read 
about it online from a support group they are part of. (US Hospital) was 
trialling it for some children with this particular condition but really there was 
no hard evidence to support it. Also, I felt that this child’s own prognosis 
was so poor that to put him through surgery, a (general anaesthetic) and all 
of that, it was wrong. It was not going to extend his life...it may have 
improved his life but there were more risks than benefits. (D4:CI1) 

 

You end up sounding like the harbinger of doom when you paint the real 
picture for parents. They’ve just heard about this wonder treatment, this 
wonder procedure, this wonder drug, and then you go and burst their 
balloon by saying that actually, that is experimental, or it hasn’t been tested 
on children or...it just won’t work on your child. And God...that is awful, to 
be the one to take hope from a parent. (D5:CI3) 

 

Where evidence to support a particular treatment approach was scant or ambiguous, 

participants were faced with balancing the risks and benefits of both options. The 

unknown nature of these created a conflict for participants as they tried to support 

parents during decision-making: 

So there is real conflict because we don't have an evidence base for this 
and we can't say that this is better or worse.  It is a real question of first do 
no harm, you know, the non-maleficence and beneficence, they’re actually 
impossible to reconcile.  (D3:CI3) 

 

4.5.3 Use and allocation of resources 

This theme refers to the moral conflicts experienced by participants in situations where 

they perceived that the use and allocation of healthcare resources was inequitable, or 

when resources applied to one patient reduced or compromised the availability of a 

service to another. Several participants described their moral conflict arising from a 

sense that they were not providing holistic care to children due to a lack of resourcing 

of some services. For some participants, their concern when they felt that a colleague’s 

practice fell below the expected professional standards also manifested as a conflict 

about the fairness or equity of the service being received by a child. In these situations, 

participants experienced moral conflict arising from their concern that children under 

the care of these individuals were not receiving the care they deserved and 

consequently could be compromised by this.  

 

Participants’ narratives about lack of resources were not related to insufficient nurses 

or doctors. Where reference was made to the lack of a HCP or a service, it generally 
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referred to the availability of the wider healthcare team to support the holistic care of 

the child, e.g. psychology, counsellors. In fact, several participants specifically referred 

to the under-resourcing of psychology services for children, and their concern for the 

long term implications for children, particularly those with chronic and complex 

healthcare needs.  

We don’t have a psychologist attached to our service and getting a 
psychology appointment is...well, it’s like hen’s teeth because they are 
strapped. And that has always been a source of...of conflict for me because 
our children have such complex conditions which will impact on them for 
their whole life. It really bothers me that we fix the kids up physically but 
what about them? But there are so many other competing things and 
resources are constrained and the reality is that we don’t always...children 
don’t always get that whole package of care that they need. (D5:CI2). 

 

A recurring theme articulated by several nurses was the concept of ‘the next child’ 

(N12:CI1) and how delayed discharges, delayed decision-making or the provision of 

treatment which participants felt was inappropriate prevented another child from 

availing of hospital care.  A nurse manager described how one child’s prolonged 

hospital admission, which she felt arose from the mother’s non-engagement in his care 

and the absence of a defined treatment plan, resulted in a situation that ‘by him being 

here, there are lots of other babies that are waiting for operations and aren’t getting 

them’ (N1:CI2). However, participants were adamant that if a child required care, they 

should receive it, despite its cost or impact.  

I don't care if it is half a million (euros) if it’s the right thing to do.  Like 
(child’s name) at the moment, there is a massive financial expense there, 
but as long as I hear from the primary consultant that medically (child’s 
name) requires to be an in-patient in this hospital then spend the money to 
keep her and the team safe.  I have no problem with that. So it is not about 
penny pinching, but it is about that the money is being spent on the right 
thing. (N12:CI2) 

 

Balancing the needs of current and prospective patients was challenging for 

participants. A nurse described a situation where the PICU had 100% occupancy, but 

had received a call from a regional unit to accept a critically ill child. She was conflicted 

about accepting a patient into an already full and busy unit as she feared she would be 

unable to give ‘100% care’ (N13:CI1). However, following discussion with her manager 

she accepted that ‘...care may not be 100%, but how we will ethically...I suppose, 

justify it to ourselves, is that at least we gave intensive care to all the children in the 

country who need it’ (N13:CI2).  
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The use of crowd-funding by parents to raise money for children to undergo innovative 

or experimental treatment abroad was a concern for some participants. Crowd-funding 

involves raising money online from large numbers of people to fund a venture. 

Participants felt that there has been insufficient public and professional debate about 

crowd-funding and its implications for health care. Their moral conflict arose from a 

concern that such funding was often for treatment as a last resort which they felt was 

not always in the child’s best interests, particularly where conventional treatment had 

been deemed to be medically inappropriate or futile. Follow-on care would still need to 

be provided in Ireland, so participants were then involved in providing care with which 

they did not morally agree, and which impacted on the availability of hospital care to 

other children. This created ‘a dilemma for people...that you realise not everything 

works so are we doing something for the sake of doing it? Just because a parent has 

insisted that we do something’ (N3:CI4). This concern about balancing the needs of 

children with the expectations of their parents also featured within the theme of 

Conflicts in Decision-Making described above. 

 

4.6 Summary 

In this chapter the causes of moral conflict for participants in this study have been 

presented. Their experiences have been captured within three overarching themes of 

conflicts in decision-making, reconciling their professional role with the care children 

received and the use and allocation of resources. Most of the CIs described by 

participants had multiple causes of moral conflicts for participants, which reflects the 

complexity of the clinical contexts within which they practised. While their role in the 

care and treatment of the children described in the CIs generated moral conflict for 

most participants, the relationships and interactions with the children’s parents 

represented a particular source of moral conflict for participants.  It is important to 

understand the nature of the moral conflicts experienced by participants, in order to 

contextualise the moral actions they took, and the factors which influenced those 

actions, which are described in the next chapter.  
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Chapter 5 FINDINGS: MORAL ACTION, INFLUENCING FACTORS & OUTCOMES 

5.1  Introduction 

This chapter presents the findings of the remaining three research questions which 

explored the actions taken by participants in response to their experience of moral 

conflict (RQ2), the factors enabling or hindering these actions (RQ3), and the 

participants’ perspective of the outcomes of their actions (RQ4). Figure 5.1 illustrates 

how the findings of each respective research question are aligned with the conceptual 

framework which has guided this study.  

 

Figure 5.1: Alignment of Research Questions 2, 3 and 4 with the Conceptual Framework 

 

 

The findings of each research question will be presented consecutively. Similar to the 

presentation of the findings of RQ1 in Chapter 4, and in keeping with the 

methodological approach of presenting CIT findings, the quantitative profile of the 

themes to emerge in response to each research question will be outlined firstly. This 

includes the number of CIs which reflected an aspect of the theme (incident frequency), 

and the number and proportion of participants whose experiences are captured within 

each theme (participant frequency and participation rate respectively). The purpose of 

this approach is to establish the validity, representativeness and relevance of the 

themes. Following this, comprehensive written descriptions will be given of the themes 

arising from the research questions, and subthemes where relevant, supported by 

illustrative quotes drawn from participants’ interview transcripts. As outlined in Chapter 

4, the methodological approach of this study and the sample size of each professional 

group do not permit statistical comparison of the themes and sub-themes attributed to 

their respective experiences. However, where relevant, attention will be given to 
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situations where there is particular convergence or divergence between the narratives 

of nurses and doctors in order to achieve a deeper insight into these experiences.   

 

5.2 Findings related to RQ2: Moral Actions taken by participants  

The second research question of this study explored the actions taken by participants 

when they were faced with a situation which caused them moral conflict. Their actions 

were captured within three themes, related to 1) Questioning Decisions, 2) Seeking 

Alternative Approaches and 3) Advocating for the Child and Family (Figure 5.2).   

 

Figure 5.2: Thematic map of moral actions taken by participants 

 

5.2.1 Profile of Participants’ Moral Action 

Just over half of the CIs were coded to a single theme (n=35, 52%), with no theme 

having a particular dominance. As discussed in Chapter 3, co-occurrences of themes 

could manifest within individual CIs, and in the context of RQ2, this reflected situations 

where participants described several actions taken by them. Less than half of the 67 

CIs (n=32, 48%) were coded to two (n=20) or three (n=12) themes of moral action. 

There were no discernible relationships between these co-occurrences of moral action. 

However, those CIs in which participants described undertaking several actions, were 

frequently those which had also generated several causes of moral conflict for 

participants, as discussed in Chapter 4.  

 

All of the themes achieved a participation rate in excess of the 25% threshold proposed 

by Borgen and Amundsen (1984), indicating their validity and importance to the 

research question (Table 5.1). The theme of Seeking Alternative Approaches had the 



highest participation rate (95%) and was reflected in over half of the CIs (37 of the 67 

CIs), albeit that the incident frequency for all three themes showed little variance (54

57%, n=36-38). Table 5.1 presents

incident frequency, participant frequency and participation rate. 

 

Table 5.1: Themes and response

 

When explored further across the two professional groups, the actions taken by nurses 

and doctors did not show substantial divergence with the exception of the theme 

Advocating for the Child and 

experiences of 100% of nurses (n=13), 67% of doctors (n=4) described

were aligned with this theme. There was little variance in the participation rate of 

nurses across all three themes (92

(n=12-13). The theme of Seeking Alternative Approaches 

reported actions by doctors and was described by 100% (n=6) of this group. 

 

Figure 5.3: Participation rates of nurses and doctors in 
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highest participation rate (95%) and was reflected in over half of the CIs (37 of the 67 

CIs), albeit that the incident frequency for all three themes showed little variance (54

). Table 5.1 presents the themes of moral action, and their associated 

incident frequency, participant frequency and participation rate.  
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When explored further across the two professional groups, the actions taken by nurses 

and doctors did not show substantial divergence with the exception of the theme 
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5.2.2 Thematic analysis of participants’ moral action 

The three themes which capture the participants’ actions arising from the moral 

conflicts in which they were involved are described in detail below.  

 

1) Questioning Decisions 

This theme reflects the actions taken by participants in situations of moral conflict, to 

question the decisions, assumptions or opinions of their colleagues, and to a lesser 

extent, those of the parents. These actions involved directly challenging or questioning 

a decision about a child’s care with which they morally disagreed, or raising their 

concerns about decisions.  

Why are we even considering that (intervention)?  This child is going to die 
from this disease. I remember saying it at the time, he’s going to die. Why 
can't we just let this child go home and be at home and have some quality 
time with his family? (N3:CI5)     

 

Questioning of clinical decisions was primarily done through informal communication 

with colleagues, either directly to the clinician involved or within the contexts of an 

interprofessional team meeting at which treatment approaches were discussed. 

Participants largely described a non-adversarial approach to express their concern or 

uncertainty about a clinical decision, or to question the assumptions and perspectives 

of decision-makers in order to better understand the rationale for the decision. The 

need to maintain working relationships with their colleagues and avoid alienating them 

influenced this approach, particularly with clinical teams with whom participants 

frequently engaged.  

 

Several participants described asking the question ‘what are we doing here?’ or similar, 

as a rhetorical question to express their concerns. They recognised that they were not 

expecting a definitive answer, but described how this question was often a catalyst 

which stimulated discussion with colleagues, either individually or collectively within the 

team meeting. In some situations, participants specifically called for interprofessional 

team meetings to create a forum for discussion.  Expressing their concern in a team 

setting helped to avoid confrontation, but participants described how in many 

situations, it also helped to generate discussion within the team, or created a space in 

which other colleagues could similarly express their concerns. This is exemplified in 

this nurse’s account of how raising her concerns about the risk posed to a child by his 
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parents had revealed that other team members had harboured similar concerns but 

were reluctant to raise them. 

...there was nothing else to do except raise my concerns, call an MDT7, say 
it to the bigger group. Everybody felt the same as me, it was just the one 
person that said it.  Everybody was like, Jesus, yes, God knows what they 
will do to him. (N5:CI4) 

 

When engaging with parents, participants similarly adopted a non-confrontational role, 

as they sought to understand the parents’ perspective and share their own professional 

knowledge and experience about a child’s likely prognosis. For example, this involved 

explaining if they felt that a particular approach was not in a child’s interests: ‘...if the 

kid has multiple problems, you can actually say to (parents), ‘Listen, we don’t think it’s 

in the child’s best interests’ (D1:CI2). Participants felt that it was important that HCPs 

give honest and realistic information to parents to help them in their decision-making.  

 

Questioning decisions was perceived by participants to be an important aspect of their 

role. Several participants spoke of occasions when they or their colleagues created the 

opportunity to pause and ask ‘what’s the plan?’, and how this contributed to a re-

evaluation of a child’s care. They felt that this should be adopted as standard practice, 

particularly for children with uncertain prognoses who, in the absence of a diagnosis or 

a clear picture of how the disease trajectory would manifest, often went from one 

intervention to another without a coherent plan. Asking this question create a ‘pause’ or 

opportunity to periodically reflect and re-evaluate the treatment choices. While this may 

not change the treatment, nevertheless it would provoke discussion about a child’s 

care.  

I think that was what bothered me about this incident – there was no plan 
as such. It was continue on with the current treatment and escalate as 
needed but we weren’t stopping to think ‘But where are we going?’. And I 
think that is why I am so comfortable with the outcome now, it’s because 
there’s a plan. (D6:CI3) 

 

But to question it, even if you morally believe we are doing the right thing 
here, to actually be able to say is everybody in agreement that our 
approach with this child and this family is okay. (N12:CI1)  

 

                                                

7 ‘MDT’ – ‘multidisciplinary team meeting’ is the term used to describe an interprofessional team 

meeting in the research setting  
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Participants also described their endeavours to role model ethical behaviour to their 

colleagues and to cultivate an environment in which colleagues could question 

decisions and raise concerns. A doctor described an incident in which she was 

supporting her colleague through a morally challenging situation. The colleague had a 

previous negative experience of raising her concerns, but eventually escalated her 

worries albeit that the participant acknowledged ‘it took quite a bit of convincing (---) so 

I just kept saying to her you have to do something.’ (D2:CI5). 

 

In contrast to the largely non-confrontational approach described in the context of 

incidents about treatment decisions, participants described a more active approach if 

they perceived that any aspect of a child’s care was being compromised or if they had 

concerns about the clinical performance of a colleague. In these situations they raised 

the issue with the individual involved, but rapidly escalated it up through the 

management hierarchy. They recognised that this was likely to be an adversarial 

process but ‘the most important thing there is the patient, 100%. I don't care what 

happens or what people say’ (N7:CI2). For example, in a situation of delayed decision-

making, a nurse described how she approached every clinician involved in a child’s 

care and used every meeting or forum to agitate for a decision. She felt ‘as a manager I 

have tried every avenue...that I can’ (N1:CI2). A senior doctor described a situation 

where a colleague ‘didn’t seem able to work at the same standard as (the team)’ 

(D2:CI1). She raised it with the individual concerned who was not receptive, but when 

she escalated the issue to their senior colleague, he dismissed her concerns. As this 

‘just did not sit right with me’ (D2:CI1), she escalated her concerns further to their 

collective senior manager who did act on the information received.  

 

The questioning actions described by participants often arose as a reaction to an 

immediate incident when the circumstances provoked the participants to raise their 

concerns or when participants felt they had reached their threshold of tolerance for a 

particular situation. This concept of a threshold is discussed in greater detail in Section 

5.3.2 below. Questioning was largely used as a vehicle with which participants could 

raise their concerns about a situation. The focus was on raising the concern rather than 

identifying a particular alternative approach to the issue.  
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2) Seeking Alternative Approaches 

The theme of Seeking Alternative Approaches reflects the measures taken by 

participants to explore alternative treatment approaches or seek external guidance 

when faced with situations of moral conflict. In contrast to the questioning strategies 

described above, participants’ actions were focused on informing or influencing a 

definite change in the approach to care. While participants’ questioning strategies were 

often as a reaction to an immediate situation, participants described a more reflective 

and anticipatory approach when thinking of possible alternatives to a treatment and 

their implications.  

 

Participants conferred with their colleagues to understand their perspectives and to 

determine if there was an appetite for consideration of alternative approaches. These 

conversations were usually informal and offered a ‘temperature check’ with which 

participants could validate their concerns and also gauge if there would be collegial 

support for something they may propose. For example, a participant described a 

situation where he wanted to keep a child in hospital for an extra day to be seen by 

social workers as he was concerned about the family’s social circumstances. He had 

explained his rationale to the nurse in charge of the ward, and acquired her as an ally 

who subsequently defended his viewpoint.  

I spoke to the consultant and explained my concerns. He was conscious of 
patient flow, and getting children into the beds, especially with the electives 
coming in. The nurse in charge also gave her thoughts and supported my 
argument. Anyway, it took some persuading but eventually the consultant 
agreed to keep them in for one more day. It was the right thing to do. 
(D6:CI1)  

 

Similarly, a nurse discussed a child welfare decision with which she disagreed with her 

nursing and multi-professional colleagues, and found that their collective discomfort 

with the decision encouraged them to seek a formal review.   

...staff on the ward, we weren't happy with that decision that was made 
because we really felt (home) wasn't a place of safety. The social worker as 
well wasn't happy either.  It reminded her of the Victoria Climbie case and 
we all were not happy with it (...) we wrote a letter to the HSE describing 
our concerns and I suppose describing why we weren't happy with the 
decision.  (N8:CI1) 

 

Participants described how they tried to create an environment or an opportunity where 

they could generate a discussion with the healthcare team about alternative 

approaches to care. This was achieved, for example, by ensuring that all disciplines 
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were represented at meetings, encouraging junior staff to offer their opinions, role-

modelling effective facilitation skills to support inclusion during meetings, and being 

familiar with the current research and debates in their field. Participants recognised that 

the collective contribution of the wider healthcare team offered the opportunity to see a 

situation from multiple perspectives and to consider alternative treatment options. They 

also felt that it was important that the team were unified in the information that they 

presented to parents, and that a rationale for the recommended treatment was 

provided to parents.  

Then the parents came in, and it was explained to them what we were 
deliberating. (---)The parents were told that it wasn’t that (surgery) was out 
ruled, but that more evidence was needed to support putting the child 
through (anaesthetic) etc. (D4:CI1) 

 

Seeking advice from outside the clinical team was a strategy employed by some 

participants when they were concerned about the ethics of a treatment approach or felt 

that they were at an impasse with their colleagues or with parents. For example, 

several nurses and doctors sought advice or second opinions from other specialists 

within the organisation and colleagues nationally and internationally.  Some doctors 

also referred clinical decisions to the hospital’s Ethics Committee, usually when they 

perceived that intractable conflict with parents was likely. Nurses did not describe this 

approach of referring to the Ethics Committee and in fact, when asked if they had 

sought advice from the Committee, several nurses expressed surprise that this was an 

avenue open to them. The Ethics Committee in the research setting is principally a 

Research Ethics Committee but will convene extraordinary meetings to review clinical 

situations. However, this did not appear to be widely known.  

 

Where relevant to particular CIs, participants were asked if they would refuse to carry 

out a particular intervention with which they morally disagreed. This provoked some 

reflection during the interviews which illustrated that this was a question for which a 

binary response of refuse or not refuse is possibly too simplistic. They largely indicated 

that they would not refuse outright to do a procedure, albeit that this could result in 

them engaging in a procedure which caused them moral conflict. They rationalised that 

refusing to provide the care may simply result in a colleague being placed in an equally 

conflicted position. This dilemma is illustrated by this doctor who had initially refused to 

perform an extensive surgery, but had sought a second opinion on behalf of the 

parents which had led to a less invasive procedure being performed. 
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Well, I suppose I did (refuse) in this situation. I wasn’t going to do the 
extensive surgery the parents wanted. So I was refusing I guess. But it is a 
sticky wicket. And if push came to shove, would I do it? And if you don’t do 
it, are you just kicking the can down the road and just passing the book to 
some other poor sod who now has to take it on. (D5:CI3) 

 

Instead participants endeavoured to identify different approaches to treatment which 

would be clinically appropriate for the child, morally acceptable to themselves, and also 

acceptable to the parents.  

It was good to know that there was another approach...an approach that 
was focused on what’s right for this wee girl. (D6:CI3) 

 

3) Advocating for the Child and Family 

This third theme captures the actions undertaken by participants to advocate for and 

ensure the centrality of the child and family’s interests during decision-making, to 

enable their voices to be heard throughout and to ensure they had equitable access to 

safe and effective care. Their advocacy role involved the questioning strategies and 

efforts to find alternative treatment approaches described in the themes above. 

However, it extended beyond these to include ways in which participants endeavoured 

to ensure that the interests of children and their families underpinned the decisions 

being made. The participants’ advocacy role also encompassed deliberate actions to 

support parents (and children where age and cognition allowed) to articulate their voice 

and perspectives. Thus advocacy emerged both as an action and as an underpinning 

belief or philosophy which participants saw as an integral element of their professional 

role.  

At the end of the day we are advocates for the children but we are 
advocates for the parents too. (N4:CI1) 

 

In order to ensure the interests of children and their families were considered during 

decision-making, participants encouraged their colleagues to consider not just a child’s 

clinical outcomes, but also their psychosocial needs and the long-term social and 

support implications for the child and family following discharge home. 

As a staff member that patient is gone, they go home, they get discharged 
to the community and we do not see them until they come back into the 
hospital.  But a parent doesn't ever let go of that, they are there 24/7 for the 
most part. They never get a break. (N3:CI1) 
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While this may not change the outcome of a situation, participants felt that it was 

important to have provoked the conversation. They also acknowledged that there were 

times when the interests of the child and family conflicted, and while they recognised 

the unenviable position of the parents, they described how they sought to represent the 

child’s interests in these situations. 

So I said what I thought, that this surgery was not going to provide curative 
benefit to the child, that it would not prolong his life, that it may give him 
some comfort but how much was unknown. (D4:CI1) 

 

Engaging with parents with open and honest communication was seen as critical to 

empower parents in their decision-making. Albeit that this communication was difficult, 

participants described their role as one of facilitating these conversations, giving 

information, answering questions, exploring what parents’ wanted, ensuring they 

comprehended the information and had the opportunity to articulate their position.   

But you have to have these conversations with the parents. You have to 
say it...even if what you have to say is not what they want you to hear. 
False promises and false hopes would be much harder to live with I think. 
You have to ask the questions, the difficult questions like, what are we 
doing here, what is the plan for this child, are we doing the right thing. But it 
is so hard to ask those questions. You have to be prepared to answer 
them. (D5:CI3) 

 

And parents, absolutely it is their child, nobody is going to make them do 
anything they don't want to do, but sometimes it is making sure that they 
have the full picture and they are able to make decisions with the full 
picture (N11:CI5) 

 

There were occasions when participants felt that they should support parents’ 

decisions, even if they disagreed with them and were likely to experience moral conflict 

themselves. They empathised with the parents and considered how the parents’ own 

moral wellbeing might be affected.  

You have to kind of go with the (parent’s) view really because (they) are the 
ones that have to live with the decision in the longer term’ (D3:CI4).  

 

Participants acknowledged that creating the environment within which parents could 

articulate their needs and expectations was only one aspect of enabling their voice to 

be heard. They also recognised that some parents may not know what to ask or how to 

ask it. In these situations they spoke of giving the parents the words or alternatively, 

and with their approval, asking the questions on their behalf during clinical rounds or 

team meetings. The majority of the narratives related to supporting and enabling 
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parents during clinical decision-making, rather than the child. This may be because 

most of the CIs involved infants, pre-schoolers or children with significant cognitive 

delay who would not have the capacity to participate in decision-making about their 

care.  

 

An additional dimension to participants’ advocacy role was their response to situations 

where they perceived that resource constraints limited a child’s access to a service or 

intervention. They actively campaigned to make the resource available. If they felt that 

a service was needed for a group of patients, they completed business cases for the 

organisation or the Health Service Executive. In individual cases participants also drew 

on collegial relationships with other HCPs and called in favours.  

I went down to the (Psychology Department) and pleaded my case for a 
consultation. She said they couldn’t facilitate it because they were busy. I 
begged...and I don’t beg! (Laughs) I think that surprised her actually 
because she just stared at me. And she asked me why this child, why now? 
And my answer...every child should have this, but right here, right now, this 
child needs it and we can help one child. We may not be able to do this for 
everyone but we can do it for this child. (D5:CI2) 

 

Several participants also spoke of their responsibility to advocate for the interests of the 

‘the next child’ and they described how they had urged colleagues to consider their 

duty of care to those children who were awaiting hospital admission. While they did not 

support discharging a child before he/she was ready, they challenged situations where 

they perceived that delayed decision-making or prolonged active intervention 

negatively impacted on the opportunity for other children to access the hospital. 

 

5.2.3 Summary 

The findings of RQ2 did not reveal a list of distinct or sequential actions taken by 

participants, but rather patterns of behaviours which collectively involved 1) questioning 

decisions, 2) seeking alternative approaches to treatment and 3) upholding and 

advocating for the child and family to be central to decision-making and care delivery. 

While participants described their actions in the contexts of specific CIs, these actions 

were repeated across incidents, illustrating patterns of activities which were frequently 

used during situations of moral conflict. The actions chosen by participants depended 

on the contexts and immediacy of the particular situation, but were primarily limited to 

local level within the team or clinical service. Those factors which influenced the 
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participants’ actions were revealed in response to RQ3 and will now be discussed in 

Section 5.3. 

 

5.3 Findings related to RQ3: Enablers and barriers to participants’ actions 

Research Question 3 of this study asked participants to consider the factors which had 

enabled or hindered their actions and their capacity to act in response to the moral 

conflict. They were also asked to consider the ‘wish-list’ enablers which would have 

further supported them during the CIs. The participants’ descriptions of the enablers 

and barriers to their moral actions were captured within two overarching themes, 

related to 1) Environment of Care Factors and 2) Personal Factors, both of which were 

comprised of two additional but related sub-themes (Figure 5.4).   

Figure 5.4: Thematic map of enablers and barriers to moral action 

 

 

5.3.1 Profile of the enablers and barriers to moral action 

Participants described the co-occurrence of both environment of care and personal 

factors in the majority of CIs (n=36, 54%). Of the remaining CIs which were coded to a 

single theme, 19 (28%) were coded to Personal Factors and 12 (18%) were coded to 

Environment of Care Factors. Table 5.2 presents the themes of the enablers and 

barriers to moral action, and their respective incident frequencies, participant 

frequencies and participation rate. The participation rate  for all themes and sub-

themes (79-100%)  exceeded Borgen and Amundsen’s (1984) threshold of validity.  

 



Table 5.2: Themes and response

 

When explored further across the two professional groups, 

both Environment of Care Factors

groups, and there was little divergence 

constituent subthemes (Figure 5.3). 

 

Figure 5.5: Participation rates of nurses and doctors in causes of moral conflict
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5.3.2   Thematic analysis of the enablers and barriers to moral action 

The enablers and barriers to participants’ moral actions were captured within two 

themes and their constituent subthemes which are described below. Within each 

subtheme, those items which the participants felt would have helped them in their CIs, 

or would help other colleagues in similar situations, are also described.  

 

1) The environment of care 

The environment of care refers to the setting and contexts within which the participants 

practise and deliver care, and this theme captures the factors associated with this 

environment which influenced their actions and/or their capacity to act. The 

participants’ experiences are reflected in the subthemes of Professional Relationships 

and Uncertainty & Expectations. 

 

1a) Professional Relationships 

This subtheme of professional relationships captures the contexts and dynamics of 

participants’ professional relationships which enabled or hindered their choice of moral 

action and their ability to raise their concerns or propose alternative treatment 

approaches. The participants’ experiences were influenced by their perceptions of their 

colleagues’ receptiveness to their concerns, either individually or within the context of 

the wider healthcare team. Their narratives primarily focussed on their relationships 

with colleagues rather than their interactions with parents, despite the particular moral 

conflicts associated with supporting parents’ decision-making described in Chapter 4.  

 

In the main, the participants’ professional backgrounds did not give rise to particular 

differences in either their perceptions of the causes of moral conflict, nor in the actions 

which they took. Both nurses and doctors in this study frequently displayed an 

understanding of the conflict experienced by their colleagues and a respect for the 

differing perspectives of each profession in these situations. Positive and supportive 

professional relationships between members of the healthcare team were universally 

recognised as a factor which enabled participants to confidently raise their concerns. 

When participants were confident that their colleagues would be receptive to their 

concerns, they did not describe any hesitation in raising these or questioning a 

decision. Within this environment, participants also described being receptive to having 

their own perspective challenged.   
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You need a good team around you who will also ask those 
questions...who’ll ask them of the situation...but who’ll also ask them of you. 
Like (named nurse specialist), she just gives you an eye, just a look and it 
speaks volumes...it’s a mime for ‘Really? And why are you doing that?’. So 
I find my team are a good barometer for things, a good sense check for 
when you’re getting near the line. (D5:CI3) 

 

Participants described a workplace environment with a variable appetite for discussing 

the morally challenging situations they had encountered in their practice, and the 

experiences across both professional groups were similar. The need to maintain 

working relationships with colleagues beyond the contexts of the specific situation 

influenced the approach taken by participants. Adversarial or confrontational 

engagement was avoided or used minimally, particularly in situations where 

longstanding working relationships would continue after the specific event.  

 

Both nurses and doctors described situations where their colleagues welcomed their 

efforts to question decisions and to explore alternative approaches to treatment. When 

discussion ensued and senior colleagues took time to explain their motivation and 

rationale for a decision, the participants described how this often generated a broader 

perspective of a situation. In some instances, this insight actually assuaged their moral 

conflict and influenced their decision not to escalate the issue. The positive influence of 

this ethical leadership was highly valued by participants.  

The fact that she had that conversation with me, I learned from it. And the 
fact that she gave me a reason why and brought in the ethical dilemma, I 
learned from it and I haven’t forgotten it. Whereas if she had just said, it’s 
not safe to do this now, we’ll make sure it’s done tomorrow’, I probably 
wouldn’t remember it now. (N13:CI2) 

 

But my consultant helped me. That voice of experience, and her wisdom. 
She wasn’t afraid to challenge me but she challenged me in a way that 
forced me to think differently. So that helped. (D6:CI3) 

 

In contrast, some participants described their struggles to have their professional voice 

heard, despite having specific knowledge and expertise to contribute. A nurse 

described a situation where she felt that the consultant dismissed her professional 

opinion that a phased discharge home of a child with complex healthcare needs was 

necessary to support and sustain the family’s transition to home and prevent 

readmission. She persisted and while the situation eventually resolved and the phased 

discharge was implemented, there was a frustration that ‘it has been a battle. And you 

are there going, why should it be a battle’ (N11:CI3). Being intimidated or fearing 
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ridicule could also contribute to remaining silent and not raising one’s concerns, 

particularly if one is a junior or inexperienced team member.  

A junior nurse or even a student, are you going to put your head above the 
parapet and put the question as to why are we doing this? (N3) 

 

Some participants described how they considered the possibility of a backlash when 

contributing their opinion to a discussion, as illustrated by this doctor’s apprehension 

when asked his opinion by a senior colleague during a team meeting: 

Before the parents came in there was a real polarity in the room as to how 
we should proceed. Two of the consultant surgeons had completely 
opposing views. (......) It got really heated. Then they both looked around 
the room and asked the assembled doctors, nurses, social workers etc 
what we thought. Actually the question was ‘And what side are you on?”. 
Well, how do you answer that? I must say my first thought was not actually 
for the child, but which of these two consultants was the lesser evil if I had 
to piss one off. (D4:CI1) 

 

Indeed, there were times when some participants were rebuked for raising concern. 

Albeit that this occurred in a minority of CIs, it was usually by people in hierarchical 

positions to participants and primarily occurred in the context of directly challenging a 

senior colleague’s decision or raising a concern about the professional practice of 

another HCP.  A doctor felt ostracised by some colleagues after raising concerns about 

another colleague’s practice, including one who ‘refuses to speak to me...dagger looks, 

will go out of his way to just storm past’ (N2:CI2). Similarly, when a nurse raised 

concerns to the consultant about a junior doctor’s standard of practice:  

I was...reprimanded for my actions by both the consultant and my assistant 
director of nursing. (---) That the way I behaved as a nurse wasn't 
reasonable or acceptable...and the consultant chastised me basically for 
commenting on his registrar's ability and medical practice. (N10:CI2) 

 

Some participants described how team meetings were used in their service as an 

effective forum for open discussion, with equal and valued contributions from all 

parties. One participant in a service caring for children about whom life-altering 

decisions were frequently required, described their standard of practice of routine 

interprofessional team meetings to support collective decision-making, because they 

‘won't do anything without an MDT because I think we have made mistakes in the past 

and we have all felt bad about them.’ (N5:CI1). The underpinning principle, drawn from 

their previous experience, is to support all team members and family members to bring 

their perspectives to the decision-making. Within this environment these participants 
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felt their capacity to raise their concerns and propose an alternative treatment was 

enhanced.   

 

However, while interprofessional team meetings were recognised as crucial forums at 

which children’s treatment plans could be discussed, their format was heavily 

influenced by the dynamics and relationships between the contributors. There was no 

formal institutional guidance to underpin team meetings, leading on occasion to ad hoc 

meetings in which decision-making was not perceived to be inclusive of all 

perspectives in the conversation. On these occasions, this variability hindered 

participants wishing to raise concerns because they were unsure of the likely response. 

I think what we need is a consistent approach to addressing these difficult 
situations. MDTs are case and point. Depending on who is leading the 
MDT, and who is attending the MDT, you can have different outcomes, 
actually the emphasis at the meeting can be different, which then 
influences the outcomes. And depending on how the meeting is going, you 
may not feel that you can say something which will...you know...which is 
going to rock the boat. (D4:CI1) 

 

Participants felt their experience in team meetings would have been enhanced if there 

was a process to ensure all stakeholders in decisions were identified and present at the 

meeting, and were afforded the opportunity to contribute their perspective. It was also 

felt that effective facilitation skills were necessary for chairs of meetings. Participants 

concluded that clarity and consistency within interprofessional team meetings would 

help to instil confidence in the decision-making process, and give assurances that 

decision-making was patient-centred, inclusive, fair and consistent.   

But if there was more of a formula to how they are run...so here are the 
surgeons concerns, here are the ICU’s concerns, here are nurses 
concerns, here are the social workers concerns and here is what the 
parents want. But it is a little ad hoc. Some (MDTs) are great but it 
shouldn’t be down to the ability of the Chair. Then there is consistency and 
at least we can stand over the decisions. (D4:CI1) 

 

1b) Uncertainty and Expectations 

This subtheme reflects how the prognostic uncertainty of many children’s conditions, 

coupled with the expectations of families, HCPs and the organisation influenced the 

actions that participants took. Prognostic uncertainty was a cause of moral conflict but 

also a factor which impeded participants’ moral agency. The unknown, unpredictable 

and individual trajectory of a child’s disease frequently led to the initiation of active 

interventions arising from a sense of caution. While participants may have questioned 
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particular clinical decisions, they reflected that the uncertainty hindered their capacity to 

recommend a particular course of action.  

Sometimes it is just so, so hard to make decisions because it is all so 
inexact. You can have some children who defy all the odds and every 
challenge that is thrown at them and then there are more kids who just 
don’t make, it even though you could never predict it. (D6:CI3) 

 

Multiple and sometimes competing expectations of health care also influenced 

participants’ actions. Several participants referred to parents’ expectations that all 

possible interventions could and should be done for their children.  

Her mum is desperate, this mum is absolutely desperate, she knew that 
when her child went to theatre that there was a very strong change she 
would die on the table.  But all parents want to take that chance, give me a 
1% chance and a parent will take it. (N3:CI1) 

 

While parents’ expectations and decisions caused conflict for participants, they also 

acknowledged that parents need to feel they have done everything for their child and 

ultimately have to live with their decisions. Consequently, there were times when they 

supported a parent’s decision, even though they may have disagreed with it because 

‘you can't make parents do what they don't want to do, it is their child and you can only 

guide them and ultimately the decision is with them’ (N11:CI5).   

 

Participants felt that HCPs need to honestly discuss the limitations of modern medicine 

to be able to support parents’ expectations. It was also felt that HCPs need to critically 

examine their own expectations, in order to engage in dialogue which supports families 

to make very difficult decisions. It was acknowledged that the lack of robust research 

evidence also impeded decision-making, particularly in the context of the emerging 

interventions and technologies which characterise modern paediatric health care. An 

interesting perspective raised in several interviews was that clinicians in the past were 

more likely to broach the topic of treatment options and outcomes with families at an 

earlier stage. Several retired clinicians were mentioned by name in this context and the 

consensus was that they balanced compassion and realism, coupled with a willingness 

to have the difficult conversations. However, the timeframe of these clinicians’ practice 

was conceded by participants who acknowledged that the evolution of health care and 

the significant strides in what is now possible have dramatically changed contemporary 

expectations of parents and HCPs. This temporal shift in expectations was raised by 

several participants. Those participants with previous experience of caring for children 

with certain conditions at a time when there were no treatments available felt this 
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experience was something which gave them a greater insight and acceptance of the 

fallibility and limitations of health care.  

You have to remember as well, like I came from a place where we didn't 
treat children with hypoplastic left heart, we made a diagnosis, we wrapped 
those babies up, we had a little room on the side of (infant ward), we 
wrapped those babies in blankets, we put mammy and daddy into that 
room and we basically carried out whatever wishes they wanted.  Or else 
they made a decision to go home, got them home and they said goodbye to 
their loved one.  The new nurses don't ever remember that, they have no 
memory of that.  I do and I am not 100 years old.  We were doing that in the 
early 2000s, so it is not 100 years' ago, but nobody talks about that 
anymore.  So I can pull on that from my experience. (N12:CI1) 

 

Participants felt strongly that there is a need for both professional and public debate 

about the expectations and limitations of health care. There was an impression that the 

reluctance to have this debate due to its sensitivities actually hindered open and 

meaningful communication between HCPs and families, and contributed to the 

‘expectations that we can fix everything with medicine’ (N3:CI1). Participants also 

described how the flipside of the expectations of medical intervention creates an 

equally conflicting situation in which parents may feel unable to voice that they want to 

withdraw treatment on their child. Meaningful conversations with parents are impeded 

in these situations, and participants questioned if HCPs actually ‘ever give parents a 

chance to say, no I don't want to do that, no that is not for me’ (N3:CI1). Furthermore, 

professional and societal expectations and norms can inhibit parents from making such 

decisions.  

I think (mother) is very brave because I think she is saying what maybe 
other mothers feel and can't say because they would think what kind of a 
mother am I to wish my child isn't here...like that is the most unmotherly 
thing you can say and I think it is the bravest thing she can say.  She 
doesn’t want her child to suffer any more. But I don’t know if a lot of people 
would understand that unless you are in it. (N5:CI3) 

 

Participants also described how organisational expectations manifested in its 

conservative culture and unwillingness to risk reputational damage by having treatment 

decisions debated in the courts or the media. This risk aversion influenced how 

participants engaged with parents in decision-making.  

It was a hard one, but we were kind of forced into (doing the surgery) even 
though we all felt that it was the wrong thing to do but we felt by the 
institution...the institution felt that they weren’t prepared to take the publicity 
or the actual flak for making the decision. (D1:CI2) 
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Participants were not deterred from raising concerns with parents, colleagues and 

organisational management about proceeding with a particular treatment approach. 

However, if there was a risk that the situation would be brought to the media or to the 

courts, they felt that the organisation erred on the side of caution and recommended 

that the treatment would proceed. This led to situations where participants described 

feeling compelled to participate in interventions with which they morally disagreed.  

Parents wanted their child actively managed and the clinicians didn't think 
that was the right thing to do, we’d had a terrible prognosis.  But the 
institution did not want to grasp that nettle, go to court and make a big hoo-
ha with PR and the news maybe, so they didn't. So they kicked the ball 
around for a couple of months.  Meanwhile a nurse is minding that child 
every day and every night (---). Everybody said it, everybody said I find this 
terrible looking after this child, I am really struggling. (N5:CI5) 

 

The opportunity to have meaningful debate about a clinical situation was therefore 

hindered. These participants referred to the high profile cases of Alfie Evans and 

Charlie Gard in the UK, and the public vilification of some HCPs in those cases.  While 

it was acknowledged that such situations were in the minority, it was felt that there was 

a strong likelihood of them increasing as paediatric health care becomes more clinically 

and technologically advanced. They were also concerned that institutional risk aversion 

to reputational damage inhibited clinical decision-making, communication with parents 

and ethical debate.  

We are conservative in that we don’t want to draw a public or media 
backlash. This goes back to what we were saying about balancing a child’s 
interests with the parents’ interests. I think we do acquiesce to parents 
sometimes because we’re afraid of the...of the possible backlash...the 
social media commentary, the fact that you can have people’s names put 
out there in social media, and saying God knows what, but we don’t have 
right to reply. To some extent I think parents wield a threat over us, and I 
have had that, where they’ll say, this will be all over Facebook, or all over 
Joe Duffy8 if you don’t do X or Y for my child. And that is not how we should 
be making clinical decisions. (N5:CI3) 

 

 

 

                                                

8 Broadcaster on daytime radio show 
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2) Personal Factors 

The personal factors which influenced participants’ actions are captured within the 

subthemes of Knowledge and Experience and Beliefs and Attributes which are 

described below.  

 

2a) Knowledge and Experience 

This subtheme relates to ways in which participants’ prior experiences of moral 

conflicts and the knowledge acquired over many years of paediatric practice influenced 

their responses to moral conflicts. Most participants (n=18) had more than 10 years of 

acute paediatric experience which they felt conferred them with a repertoire of 

knowledge that informed both their understanding of a situation and their recognition of 

the moral conflict therein. A nurse described her reaction to an emerging clinical 

situation with a child which mirrored a previous incident which she had also described 

in her interview. 

Then that child had two or three surgeries so I was thinking, oh no this is 
going to be like the little girl, oh no, this is going to be like that (N6:CI2) 

 

Their experience and knowledge enabled participants to have an insight into a child’s 

condition and likely outcome, and several participants described knowing intuitively that 

something was wrong in a situation.  

Now I knew, because I put my hands on that child, that he was very 
unstable, so I kind of had a gut instinct he wasn't going to be doing well, 
that kid. (---) experience tells you, you know the kids who are going to have 
a good outcome and are not. (N5:CI3) 

 

While this knowledge compelled them to act and conferred a self-confidence which 

enabled them to raise their concerns, participants also recognised that a lack of 

experience or knowledge could impede moral action.  

I had a good few years of working in tertiary paediatrics, dealing with 
complexity, in both Ireland and the US, and I knew what I was talking 
about. If I wasn’t so sure of myself I would have probably kept quiet...well, 
quieter, I suppose. (D4:CI1) 

 

Several participants described how their longevity had earned them their colleagues’ 

trust and respect and consequently their challenges to a decision were listened to. 

However, participants also reflected that their sense of what constituted a moral conflict 

had changed somewhat over time. In their earlier career, they acknowledged that they 
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may not have had the knowledge or experience to understand the broader context of a 

situation, for example, facilitating parents’ decisions even when HCPs felt that further 

intervention was not medically appropriate. Experience helped them to consider the 

perspectives of the multiple actors in a situation rather than adopting a unilateral view. 

Having experience and knowledge also enabled participants to propose alternative 

treatment approaches and guided them in their conversations with families.  

I suggested that this child should have a palliative care referral because 
they had not previously been involved, even though it had been suggested 
before. But the whole palliative care approach might help the parents come 
to terms with what was going to happen but it might also give them some 
time. So that’s what happened. We asked the parents if we could involve 
palliative care and they actually said yes. I was worried that they were 
feeling pressured into accepting the referral so I spoke with them a good bit 
about it. I had worked in palliative care before for six months so I could 
speak to them about it. (D6:CI3) 

 

Both nurses and doctors described a sense of responsibility to be positive role-models 

for colleagues based on their experience, seniority and position. This in turn created an 

imperative to act as an advocate for children and families, and to display ethically 

sound practice to their junior colleagues. This was particularly described by nurses in 

managerial roles at ward or organisational level who felt that strong ethical leadership 

was essential to instil patient-centred values in HCPs and to create an environment in 

which moral debate could occur. Several participants described how they had learned 

from observing their senior colleagues, and they felt strongly that sharing one’s own 

experience of moral conflict offers a valuable opportunity for critical discussion.   

I still think we have a responsibility though, given the experience that we 
have (---) to teach (staff) about ethics, to teach them about dilemmas, to 
teach them about asking that question even if you are not in doubt but 
facilitating (the question). (N12:CI2) 

 

While the majority of participants had undertaken ethics education at undergraduate or 

post-graduate level (N=14, 74%), they did not describe using an ethical framework to 

inform their decision-making or their actions. However, several participants cited the 

positive influence of the ethics education on their insight into a situation and how they 

responded to it.   

(Ethics) module gave me a whole new slant on it, and I suppose, the 
vocabulary and (---) last year I would have been seen as giving out the 
whole time, whereas now I’m using a different language (N1:CI1) 
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Participants recognised that all parties in decision-making have vested interests and 

described how access to objective ethical advice could have helped them during their 

particular situations. Ethical advice which was independent of the clinical team and the 

parents was identified as an item which could support HCPs and parents in clinical 

decision-making and also ensure that the child’s voice remained central. They 

recognised that ‘You can’t make these massive clinical decisions without having some 

kind of sounding board.’ (D5). Two particular approaches proposed were hospital-

based clinical ethicists who were not aligned to one particular service, and a specific 

Ethics Committee to consider ethically challenging clinical situations.  Participants 

recommended that these resources should be available to all healthcare disciplines, 

with clear referral pathways to ensure these approaches functioned effectively.  

 

2b) Beliefs and attributes 

This subtheme reflects the personal beliefs and attributes which participants described 

within themselves and which influenced both their actions and their compulsion to act. 

Participants did not describe an avoidance of raising concerns or taking action when 

faced with moral conflict. Nor did they describe delegating what they perceived to be 

their responsibility to act in a situation to another colleague. While they may have been 

anxious raising their concerns, underpinning their practice was an abiding belief in their 

role as advocates for the child. This was a particular motivating factor to act when they 

felt that a child’s best interests were not being served.  

I am a nurse at the end of the day and if I see someone who wasn't well 
anywhere I am going to see if I can do something (N7:C12) 

 

I don’t wear my heart on my sleeve, but these kids matter to me. So damn 
right, I’ll fight for them. But I suppose sometimes when I’m fighting for them, 
it probably looks like I’m fighting with people. But it’s about the child...it’s 
always about the child. (D5:CI2) 

 

Several participants described how they reached a point or threshold of tolerance of 

moral conflict in their CIs, at which they were compelled to act.  

At one point (---) there was mention of a tracheostomy if they couldn’t 
extubate her and for me that was it...that was the line. I couldn’t do it...I 
couldn’t agree to it...I couldn’t support it. This child is dying, not today or 
tomorrow but ultimately her prognosis is not good. (D6:CI1) 

 

Participants described how this point was highly individual and influenced by their own 

experiences and the contexts of the situation. However, they could articulate a feeling 
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or a sense that they had reached a rubicon of sorts. They spoke of needing to have 

insight into one’s own threshold but also conceded that ‘it’s really difficult to know 

where to draw the line sometimes’ (D3:CI1). Several participants emphasised the 

importance of understanding the perspective of other stakeholders precisely because 

of the variability of people’s perceptions of moral conflict.  

Everybody has different morals. My morals might be different than...the 
patient in the bed or the parent.  What I believe is morally right or wrong 
may not be what they believe in.  That’s where the challenge lies because 
we are both backed up against a brick wall.  I have my beliefs, they have 
their beliefs.  What do we need to do to be on the same (page)? (N3:CI7) 

 

You have to know where your own line is. What line will you not cross? And 
does that line change, depending on the situation. There’s no SOP for that. 
And that’s a difficulty with ethics and ethical conflict. Like, my line of what’s 
right and wrong may be different to someone else’s, so something could 
cause me huge conflict but it may not for someone else. And then, do I 
have a right to impose my line on someone else. It would make your head 
spin. (D5:CI3)   

 

Participants recognised that self-confidence was an important factor which influenced 

one’s capacity to take action in response to a moral conflict, and they felt that 

experience and knowledge helped to confer this confidence. Self-confidence was also 

reinforced by a sense that they were doing the right thing in a particular situation. The 

participants acknowledged that a lack of confidence arising from inexperience could 

inhibit junior staff from either raising their concerns or taking moral action. Several 

participants stressed the importance of creating opportunities to discuss patient 

situations and raise one’s concerns in a safe environment in order to build confidence 

and support ethical discussion. The value of collegial support to enable moral 

discussion was raised by several participants, particularly those who had felt isolated in 

any way during incidents in their own careers.  

Like me making that decision about the child and his parents, that really 
weighed heavy on me but I had to do that on my own, I felt, I had to come 
to that decision on my own.  (N5:CI4) 

 

I think people need to be encouraged to be able to speak up and seek help 
when they need help.  And if what you feel is morally right is being 
challenged (---) to be able to talk to somebody about it, if that is what you 
need to do. (N3:CI7)  

 

Tenacity and perseverance were also recognised as being important attributes to 

sustain participants when they challenged situations, particularly in scenarios where 
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they anticipated or experienced backlash. Participants recognised this attribute in 

themselves: ‘but I’m not one of these people that goes, do you know what, I’ve tried 

everything, time to just let it go’ (N1:CI2). Similarly, a nurse described how she 

persisted in raising her concerns about a child which eventually led to a re-evaluation 

of her care.  

But I was listened to.  Initially no, but (I was) a bit like a dog with a bone, 
can we just look to see can we do something different.  And I think you 
need to be very strong as a nurse to be able to stand up for that. (N3:CI7)  

 

However, participants recognised that tenacity could be misconstrued as 

argumentative, particularly if they were raising difficult or uncomfortable questions. In 

these situations, the belief that they were doing the right thing in the interests of the 

child or family sustained participants and gave them confidence to persist.  

The doctors think I’m just being picky – I’m not, I’m being an advocate for 
the patient. (N1:CI1) 

I really didn’t want (the consultant) to think I was being awkward or 
argumentative, but it was the right thing to do. (D6:CI1)  

 

5.3.3 Summary 

Examination of the findings of RQ3 revealed numerous factors which influenced 

participants’ decision-making and their actions in situations of moral conflict, including 

the quality of interprofessional communication, colleagues’ receptiveness to one’s 

concerns, organisational culture, and balancing people’s expectations of health care 

with the uncertainty associated with so much of paediatric health care. In addition, their 

knowledge, experience and personal attributes also informed the courses of action they 

chose. Participants’ reflections revealed items which they felt could have further 

enhanced their capacity to take moral action.  
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5.4 Findings related to RQ4: Participants’ perceptions of the outcomes of 
their actions 

RQ4 explored participants’ perceptions of the outcomes of their actions, which they 

described in terms of how the actions influenced the situation and also the personal 

and professional impact on themselves. Their experiences are captured with the 

themes of Influencing the Outcome and Influencing Self (Figure 5.6). 

 

Figure 5.6: Thematic map of the outcomes of participants’ actions 

 

 

 5.4.1 Profile of the outcomes of participants’ actions 

The themes for RQ4 represent the reflections of all participants (n=19) as evidenced by 

the 100% participation rate (Table 5.3), which far exceeds Borgen and Amundsen’s 

(1984) 25% validity threshold. The incident frequency was not calculated for the theme 

of Influencing Self as, when discussing the influence of the CI and their moral action, 

participants varied between referring to individual CIs and speaking collectively about 

several CIs. 

 

Table 5.3: Themes and response frequencies related to outcomes of participants’ actions 
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5.4.2 Thematic analysis of the outcomes of participants’ actions 

The two themes which captured participants’ perceptions of the outcomes of their 

moral actions are described below.  

 

1) Influencing the Outcome 

This theme captures the participants’ reflections about whether or not their actions 

during the CIs had influenced or impacted on the outcome of the situation. Participants 

described three dimensions to these outcomes: influence on the decision-making 

process, changes in the child’s treatment journey and the maintenance of professional 

relationships with families and colleagues.  

 

Through raising concerns or proposing alternative approaches, participants were able 

to influence the decisions of parents or colleagues, or initiate alternative treatment 

approaches themselves. Nurses and junior doctors were more likely to describe 

situations where they influenced decision-making rather than directly changing a child’s 

treatment plan themselves. They attributed this to the scope of their roles and the 

hierarchy of clinical decision-making in which parents have ultimate legislative authority 

and the medical consultant has ultimate clinical accountability for a child’s care. 

However, they described situations where their engagement and communication with 

parents, or their calls for a re-evaluation of treatment plans, directly influenced the 

decision-making process and led to improved collaboration between HCPs and 

parents. The outcome of this decision-making often led to a more defined and planned 

treatment approach. 

The team agreed that the calling of the meeting prompted them to 
collectively look at addressing what was in the best interests of this patient. 
(N12:CI1) 

 

In situations where participants felt that their actions led directly to a change in 

treatment approach, this manifested in several ways, for example, the provision of an 

alternative intervention, the initiation of palliative care, reversal of a child protection 

decision or the provision of a resource to a child. When a change in treatment ensued, 

it was rarely an either/or situation in which a child was placed on an active 

management or a supportive care trajectory. Instead, a hybrid treatment plan often 

evolved, particularly for children with complex healthcare needs and uncertain 

prognoses. For example, a doctor described a situation in which ‘palliative care are 
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now involved and...well, she is still for active management and still for ICU but the 

conversation is changing’ (D6:CI3). 

 

When situations involved complex decision-making and multiple stakeholders, 

including children, parents, colleagues within their own profession, the wider healthcare 

team and the organisation, participants did not describe the aftermath in a binary sense 

of ‘did’ or ‘did not influence the outcome’. In these complex situations, the participants 

recognised that their roles and actions were elements of a wider interplay and 

consequently, they did not attribute the end outcome to their actions alone.  

 

A particular dimension against which participants measured the outcomes of a CI was 

the extent to which professional relationships were maintained with colleagues and 

parents. These relationships extended beyond the parameters of the particular CI, and 

it was important that they would continue to do so without residual conflict tarnishing 

future engagement or undermining parents’ trust. This was a particular consideration in 

cases where children and families were likely to be frequent service-users, for 

example, those with ongoing complex care needs. A successful outcome was one in 

which shared decision-making had occurred between parents and clinicians and a 

mutually acceptable patient-centred treatment plan had been devised. Participants did 

not describe a situation where relationships with parents were permanently fractured. 

However, they conceded that to protect these relationships and to support parents 

when they were faced with unenviable choices, there were times when they acceded to 

parents’ wishes for a particular intervention, despite the additional moral conflict this 

created for participants themselves. It was important to participants that they supported 

parents because they felt that ‘you can’t force parents into a decision either because 

ultimately they have to live with it’ (D6:CI3).   

 

There were situations however in which participants’ relationships with their colleagues 

were negatively impacted. While in many cases, they continued to work with these 

colleagues, there was a sense that professional trust had to be regained. Only one 

participant described a situation where the relationship was so fractured that she 

indicated that ‘we can manage through avoidance type behaviour’ (D2:CI3). However, 

she acknowledged the limitations of this approach in the context of fostering effective 

communication and collaboration. A common theme in situations where tensions 

remained was that underlying conflicts were unresolved at the time. For example, this 

nurse described how, although a conflict involving her medical colleague had resolved 
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with a positive outcome for the child, an underlying feeling of discontent remained 

because the interpersonal conflict with her colleague was not resolved.  

I never got an apology, and I think I deserved one.  But it was always very 
unresolved and I always wondered whether I should have......I always came 
away with very mixed feelings about it. (N7:CI2) 

 

Conversely, where interprofessional conflict was identified and addressed, it largely 

resulted in improved relationships and respect.  

We actually ended up shaking hands and it was a much more positive 
experience. (N10:CI4) 

 

2) Influencing Self 

The participants’ reflections revealed how their experiences influenced them as 

individuals, by reaffirming or challenging their values and beliefs and contributing to 

their personal and professional learning. Participants described both recent and older 

CIs. Irrespective of their recency, the clarity of their descriptions and recall of the CIs, 

and the contextual information they provided, revealed the extent to which the events 

chosen by participants continue to resonate with them. Several participants described 

how their experience of moral conflict, and of taking action during it, reaffirmed their 

values of advocating for children and families, and confirmed the importance of 

remaining true to one’s personal and professional values.  

It has been good to talk about these incidents. They have influenced me, 
they still do. I suppose they are a reminder to me about keeping the child 
front and centre. It’s quite simple really. (D5) 

 

While some had experienced repercussions, they were unanimous they would still ‘fight 

the good battles...so, I haven’t given up’ (D2), even if doing so resulted in personal or 

professional backlash. In fact, raising a concern or challenging a decision were 

recognised as means of militating against moral conflict in a situation, and giving a 

degree of reassurance and validation to participants.  

I think the thing for me as a nurse is if I hadn’t put my hand up and said, 
'why are we doing this?', I would have felt worse about that, the fact that I 
hadn't voiced my own concerns that we were doing something that I feel 
morally isn't the right thing to be doing.  But at least by saying it I felt I have 
been listened to, I’ve been heard and somebody else has provided the 
reasons why we are doing it. (N3) 
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However, there remained a residual guilt when their efforts had not helped a child, 

family or colleague as they would have wished. For example, one doctor described an 

incident in which a child underwent surgery at the parents’ behest despite medical 

opposition to it. His emotions were palpable during the interview, and even in the 

audio-recording, as he described how ‘that really wrenched me’ and ‘really, that really 

upset me’ (D1:CI1) because he felt that the surgery was not in the child’s interests. 

Similarly a nurse described how she ‘just (felt) like I’m letting everyone down, I’m letting 

(child) down, I’m letting the staff down’ (N1:CI2), when she failed to resolve or influence 

a situation of delayed decision-making which resulted in a child’s prolonged 

hospitalisation. However in situations where, following engagement and collaboration 

with parents, a decision was made to provide treatment in accordance with parents’ 

wishes even if HCPs disagreed with its merits, some participants described an 

acceptance and understanding of the parents’ perspective which appeared to mitigate 

this guilt somewhat.  

 

In addition to reaffirming their values, several participants also referred to their values 

and assumptions being challenged. This predominantly occurred when they were 

exposed to an alternative viewpoint, either by another colleague or parents, which then 

made them re-evaluate their own stance and contributed to new learning. In these 

situations, participants recognised that their new perspective did not compromise their 

values but gave them greater insight and understanding. This participant described his 

learning during a situation when his original approach of rejecting a proposed 

intervention was challenged by his senior consultant who asked him to consider the 

broader circumstances and implications of the situation. Through this newly acquired 

insight, he was able to identify an alternative approach.  

So the consultant asked me what would I do? And then it clicked...if the 
decision was entirely mine, would I be so willing to say ‘No, enough’. (---) It 
is easy to say ‘We shouldn’t do that’ until you carry the responsibility for 
that decision. The moral high ground is all very well until you have to make 
a call. (---) But actually, even thinking of it now, I can say that my own 
narrow vision hindered me. But those carefully worded questions from 
(consultant) just threw my assumptions in the air. And I got it. I got why we 
were doing this. And I got how we could help. So my own assumptions had 
hindered me.  (D6:CI3) 

 

Participants valued the learning they acquired from the situations in which they were 

involved. Even in situations in which they felt that their efforts had not been successful 

in changing an outcome for a child or family, nevertheless their learning and 
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experience was perceived to be a positive outcome. It was important to them that their 

experiences could be used as an opportunity to educate their colleagues. 

I think it is good to show more junior colleagues the conflict that you might 
have when making a decision, the thought processes you go through and 
how you weigh things up. (D5) 

 

Some participants who held educational roles also spoke of how they already 

incorporated their experiences into their teaching, such as this nurse who describes the 

key message from her experience that she shares with new staff.  

If you are ever in doubt, no matter who is in the room and no matter what, if 
you have a feeling that that child isn't being looked after or there could be 
better help for that child or you could do more for the child, you must (raise 
it) (N9:CI1) 

 

5.4.3 Summary 

The participants’ experiences of moral conflict and the actions they took continued to 

resonate with them, long after the events themselves. In some situations their actions 

directly generated a change to clinical decision-making or the child’s treatment journey. 

Maintaining professional and collaborative relationships with parents and colleagues 

was an important outcome for participants. While some situations validated and 

reaffirmed participants’ values and motivated them to exert their moral agency, they 

conceded that there were also times when their values were challenged. Re-evaluating 

their own assumptions offered them an alternative lens with which to view situations 

from a broader perspective and contributed to their learning.  

 

5.5 Conclusion  

Chapter 5 has presented the findings of the latter three questions of this study which 

explored the moral actions which participants took in response to those situations of 

conflict described in Chapter 4, and the factors and contexts which enabled or hindered 

their actions or their capacity to act. In addition, participants were also asked to 

consider the outcomes of their actions. RQ2 explored the participants’ actions in 

response to moral conflict. The findings were captured collectively in three overarching 

themes which reflected how participants questioned decisions, looked to identify 

alternative treatment approaches and endeavoured to advocate for children’s and 

families’ interests. The urgency and contexts of each incident influenced the choice of 

actions taken by participants. Most actions occurred locally within the clinical team or 

unit, although some participants did look to organisational, national and sometimes 
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international sources for guidance and advice. Examination of the findings of RQ3 

revealed that the ways in which participants exerted their moral agency were heavily 

influenced by numerous factors related to their own knowledge, experience and 

attributes. In addition, participants’ moral actions were also shaped by the wider 

environment of care which exerted its influence through professional relationships, 

public and professional expectations, prognostic uncertainty and the organisational 

culture. Participants’ reflections revealed items which they felt could have further 

enhanced their capacity to take moral action. When describing the outcomes of the CIs 

in response to RQ4, the participants’ narratives revealed that their experiences 

continued to influence their current practice. They also conceded that they had been 

challenged to scrutinise their own perspectives and assumptions, and described the 

resultant learning. It was important to participants that there should be a space for 

critical discussion of such incidents and a sharing of one’s experiences, in order to 

allow junior colleagues to learn from these complex situations. Exerting their moral 

agency appeared to help mediate the conflicts they experienced and motivated them to 

continue to raise and address their moral concerns. These findings and their 

implications, along with the findings of Chapter 4, will be critically discussed in Chapter 

6 in the context of the current literature, and final conclusions will be drawn along with 

recommendations for healthcare practice, education and further research.  
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Chapter 6 DISCUSSION AND CONCLUSIONS 

6.1 Introduction  

The aim of this research was to explore the moral agency of nurses and doctors in an 

acute, tertiary, paediatric hospital in response to moral conflicts they encountered in 

their practice, to identify the factors which enabled or inhibited their actions, and to 

uncover thier perceptions of the outcomes of their actions. The findings from the 

study’s four research questions (RQ) have been presented in Chapters 4 and 5. In this 

chapter, these findings will be critically discussed in the context of the literature 

presented in Chapter 2 and other relevant literature. Following this, the conceptual 

framework used for this study will be reprised, and the implications of the findings for 

theory will be discussed. Conclusions will be drawn from the findings and their 

implications for healthcare practice and education will be considered, as well as 

recommendations for future areas of research. The chapter will also include a 

discussion of the limitations of the research, the proposed dissemination strategy and 

my reflections on both my experience as a researcher and the use of CIT as a research 

methodology. The chapter will conclude by outlining the contribution of this study to the 

evidence base underpinning moral conflict and moral action in paediatric healthcare.  

 

6.2 Moral Action in Paediatric Healthcare 

Nineteen nurses and doctors described 67 CIs in which they provided compelling 

accounts of moral conflicts they experienced. Over half of the CIs related to children 

less than five years. This patient cohort, which includes infants of extreme prematurity 

and children born with life-threatening or life-limiting conditions, is at a high risk of 

moral issues due to the complex and life-altering decisions required in their early years 

of life. This trend is similarly reflected in studies which show that the highest proportion 

of referrals to ethics consultation services in paediatric hospitals involve this age group 

(Henriksen-Hellyer, Schiltz, Moon et al., 2015; Leland, Wocial, Drury et al., 2020).  

 

The participants reflected on these situations which gave rise to moral conflict (RQ1), 

the actions they took in response to the moral conflict (RQ2), the factors which enabled 

or impeded their actions and capacity to act (RQ3), and their perceptions of the 

outcomes of the situation (RQ4). Figure 6.1 overleaf illustrates how the resultant 

themes and subthemes align with the conceptual framework which underpinned this 

study. The findings of each RQ will be discussed separately in this section, consistent 

with their presentation in Chapters 4 and 5. Following this, the conceptual framework 

will be discussed in greater detail and the implications for theory will be considered. 
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Figure 6.1: Moral action and the associated enablers, barriers and outcomes 

 

 

6.2.1 RQ1: Moral conflict in paediatric healthcare  

Before moral action occurs, one must first recognise that a moral issue exists (Jones, 

1991). In order to distinguish between events which were morally challenging and not 

just upsetting for participants, the information leaflet (Appendix 4) described moral 

conflict based on Hare’s (1978) premise that it occurs when a clash of values or 

principles gives rise to seemingly “conflicting duties” (p. 3). Most CIs included multiple 

themes of moral conflict, revealing the complexity and interrelatedness of the moral 

issues experienced by participants. Their moral conflicts emerged from Conflicts in 

Decision-Making, the tension between their Professional Role Vs Children’s Outcomes 

and the Use and Allocation of Resources. 

 

Conflicts in decision-making 

The findings were dominated by moral conflicts associated with clinical decision-

making in the context of life-sustaining treatment for children with life-limiting or life-

threatening conditions. Decision-making in paediatric healthcare is underpinned by the 

premise that treatment decisions should be made in children’s best interests and that 

HCPs, parents and where possible, children, should collaborate to ideally reach 

consensus about a child’s treatment journey (Larcher, Craig, Bhogal et al., 2015). 

Participants recognised that parents frequently faced untenable choices and 

understood their need for more time with their child and more time to make decisions, 

but felt that children’s interests were sometimes subordinate to those of their parents. 
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However, the initiation or continuation of active management frequently positioned 

children on a trajectory of greater medical and technological intervention with uncertain 

outcomes. Decision-making in these high-consequence situations was further 

complicated by prognostic uncertainty, particularly if all possible diagnostic data was 

not yet available at the point at which a decision must be made, described as a 

‘crossroads’ by participants. The tension between respecting parents’ autonomy and 

decision-making, the incomplete clinical information which impedes informed decision-

making and HCPs’ own professional role as advocates for the child and family feature 

widely in the neonatal and paediatric literature (Carnevale, Farrell, Cremer et al., 2012; 

Molloy, Evans and Coughlin, 2015; Green, Darbyshire, Adams et al., 2016; Thorne, 

Konikoff, Brown et al., 2018; Burton, Caswell, Porter et al., 2020).   

 

Professional role Vs children’s outcomes 

This tension was exacerbated when participants felt the wrong decision was made and 

they wondered if they were doing ‘the right thing’ by providing burdensome care which 

had little hope of improving children’s quality of life. Bearing witness or contributing to 

iatrogenic pain and suffering has been likened to inflicting torture on children (Green, 

Darbyshire, Adams et al., 2016; Ford and Austin, 2018). Some participants in this study 

also used this analogy. While they conceded that they did not intentionally inflict pain 

on children, they nevertheless experienced significant conflict as they tried to reconcile 

their professional caring role with the pain children experienced. This mirrors what 

other research has brought to light about the tensions experienced by paediatric HCPs 

when delivering care which they feel places an onerous burden on the child (see for 

example, Carnevale, Farrell, Cremer et al., 2012; Ford and Austin, 2018; Thorne, 

Konikoff, Brown et al., 2018).   

 

The determination of if or when treatment should be continued or withdrawn remains a 

contested topic in paediatrics (Wilkinson and Savulescu, 2018). Some clinical 

indicators may guide decision-making, such as known disease trajectories or objective 

diagnostics. As many conditions and diseases in infants and children do not manifest in 

a timely or predictable way, uncertainty about children’s likely outcomes and responses 

to treatment will continue to challenge decision-making. Decision-making is further 

confounded by a dearth of robust research on many aspects of paediatric health care 

due to ethical and methodological challenges of conducting research with children 

(Joseph, Craig, Tong et al., 2016), and also the range of rare diseases and congenital 

conditions which affect children. For example, of the approximately 6000 known rare 
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diseases, 70% have an exclusively paediatric onset (Wakap, Lambert, Olry et al., 

2020), and an estimated 30% of children with a rare disease will die before their fifth 

birthday (National Institute for Health Research, 2020).  

 

Within this environment of uncertainty, incomplete information and life-altering 

decision-making, the findings show that participants experienced moral conflict as they 

endeavoured to foster parents’ trust by giving compassionate but truthful information 

whilst simultaneously avoiding false hope. False hope was perceived to be the 

antithesis of a trusting relationship with parents. This was further confounded not only 

by their experience of the impacts on parents and families caring for a child with 

significant and long-term care needs, but also a sense of impotence from being unable 

to impart this knowledge fully to parents because of its magnitude. The literature 

increasingly reveals that parents value honest clinical information which is imbued with 

some hope. In a meta-synthesis of empirical research of parents’ information needs 

when making end-of-life decisions, Xafis, Wilkinson and Sullivan (2015) found that 

preserving parents’ hope even when the news may be catastrophic fosters parents’ 

trust in HCPs and allows parents to believe that HCPs had not given up on their child. 

However, HCPs and parents may have different expectations of hope. HCPs may view 

hope in terms of a child’s likely recovery or quality of life. In contrast for example, Lotz, 

Daxer, Jox et al. (2017) found that bereaved parents valued efforts to maintain hope, 

which in turn helped to retain their hope and optimism for the time they had left with 

their child. While informed consent is predicated on the provision of information to 

support parents’ decision-making, it is also important that HCPs communicate 

meaningfully with parents to understand the factors and beliefs which motivate and 

sustain their decision-making.  

 

Allocation of resources 

Some dissonance with the literature emerged regarding the association between moral 

conflict and the availability of resources. Increased workload due to inadequate staffing 

levels has been cited as a cause of moral distress for paediatric HCPs (Trotochaud, 

Coleman, Krawiecki et al., 2015; Dryden-Palmer, Moore, McNeill et al., 2020). Despite 

the well-documented national and international recruitment challenges within 

paediatrics, nursing and medical shortages did not feature in this study. While this may 

be an issue for HCPs in this organisation, perhaps the research questions did not make 

participants recall CIs related to nursing or medical staffing shortages. However, moral 

conflict did arise from a fear that children’s holistic care was compromised by shortages 
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of other professions, especially psychology. Children with complex care needs require 

a wrap-around interprofessional service providing both physical and psychosocial care  

(Brenner, O'Shea, McHugh et al., 2018). The population of children with complex care 

needs is increasing, but health systems have not kept pace with this trend and 

consequently resources remain prioritised towards a medical model of care with limited 

capacity to address children’s wider psychosocial needs (Wolfe, Thompson, Gill et al., 

2013; Blair, Rigby and Alexander, 2019). In Ireland, the ongoing reconfiguration of 

paediatric healthcare services under the Model of Care for Paediatrics (Health Service 

Executive, 2017) offers HCPs the opportunity to influence service-planning for these 

children and lobby for a service consistent with best practice standards (Brenner, 

O'Shea, McHugh et al., 2018).  

 

Several nurses referred to the ‘next child’ to represent their conflict when delayed 

decision-making, inappropriate care or crowd-funded treatments restricted another 

child’s access to hospital care. These issues of distributive justice did not feature in the 

doctors’ narratives, perhaps due to the nursing role in relation to patient-flow within the 

organisation. In its guidance on decision-making about life-sustaining treatment, the 

Royal College of Paediatrics and Child Health advise that decisions should be 

motivated by children’s best interests and not by questions of resources (Larcher, 

Craig, Bhogal et al., 2015). However, as health care becomes an increasingly 

resource-limited commodity, and albeit that one’s principal duty of care is to the child 

currently receiving care, it is likely that increasing consideration will need to be given to 

the interests of other service-users and their access to health care. While crowd-

funding was not identified as a contributor to moral conflict in the literature review in 

Chapter 2, it influenced the experiences of some participants in this study. As its use 

increases, so too will its moral implications, including funding of experimental and 

untested treatments, impact on healthcare resources and perceived obligations to 

proceed with treatment even if one subsequently changes one’s mind (Dressler and 

Kelly, 2018).  

 

Moral conflict also arose for participants when a colleague’s practice fell below the 

expected professional standard. Working with colleagues who are not providing 

competent care is cited as a contributor to moral distress by PICU and NICU nurses 

(Sauerland, Marotta, Peinemann et al., 2015) and the wider paediatric healthcare team 

(Trotochaud, Coleman, Krawiecki et al., 2015). This was an infrequent finding in this 
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study, which may reflect the selection bias of the participants rather than suggesting 

that this scenario does not arise in the research setting. 

 

Summary 

The moral conflicts described in this study were predominantly high-consequence 

situations involving life-altering decisions, which created decisional-conflicts with 

parents and colleagues and, at times, led to participants delivering care which they felt 

was morally questionable. This is largely consistent with the existing literature 

discussed in Chapter 2, which originates primarily from high-intensity areas, such as 

PICU and NICU, that are characterised by complex decision-making. None of the 

participants in this study worked exclusively in intensive care settings, yet they 

described similar moral conflicts. This demonstrates how complex decision-making has 

far-reaching implications for many HCPs, and not just those directly involved in the 

initial stages when interventions are first being considered. In contrast to a recurring 

theme in the literature, increased workload due to resource constraints did not 

influence participants’ moral experiences in this study. Instead, it is likely that their 

seniority and experience gave them an awareness of the implications of resource 

allocation within the wider healthcare system when they experienced moral conflict 

because children’s access to care was restricted due to resource constraints or the 

provision of prolonged or inappropriate care to another child.  

 

6.2.2 RQ2: Moral actions  

The focus of RQ2 was to reveal those actions which participants took when faced with 

a moral conflict. They described these actions not as a list of defined or sequential 

activities, but rather as patterns of behaviours and activities which collectively are 

reflected in the three themes of Questioning Decisions, Seeking Alternative 

Approaches to Treatment and Advocating for the Child and Family.  

 

Questioning decisions 

The participants used several strategies to raise their moral concerns. These included 

directly questioning or challenging decision-makers, having informal conversations with 

colleagues, prompting discussions and reviews of treatment plans by asking  ‘What are 

we doing here?,’ or convening team meetings to discuss patient cases. The end-goal of 

these approaches was not necessarily to achieve a definitive answer about a child’s 

treatment plan. Instead they sought to create a space or opportunity within which a 
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conversation could take place with colleagues and with parents, in order to understand 

the rationale, assumptions and motivations of the various parties. Thus questioning 

emerged as an information-seeking action. This suggests that while the clinical 

scenarios may have given rise to moral conflict for participants, they were unsure of all 

the moral issues at play, and recognised the need to acquire more insight and 

stimulate similar enquiry amongst their colleagues. Traudt, Liaschenko and Peden-

McAlpine (2016) similarly reported that seeking information and challenging 

assumptions were important characteristics of the moral agency of the ICU nurses in 

their study. Deliberation with colleagues is frequently used by HCPs confronted with 

morally challenging situations as a means of engaging in discussion about the moral 

issues, clarifying or challenging decisions and treatment goals, and supporting 

collaborative decision-making (Pavlish, Brown-Saltzman, Hersh et al., 2011; Varcoe, 

Pauly, Storch et al., 2012; Pavlish, Brown-Saltzman, So et al., 2015; Thorne, Konikoff, 

Brown et al., 2018; Aitamaa, Suhonen, Puukka et al., 2019).  

 

Participants’ efforts to create the opportunity or space for conversations with 

colleagues or parents, suggest an absence of organisational structures to facilitate 

regular interprofessional and family communication about complex and morally 

challenging situations. Yet, the literature offers substantial evidence that early, regular 

and collaborative reviews of patients’ treatment plans and goals can help to minimise 

decisional conflict between HCPs and families (Pavlish, Brown-Saltzman, So et al., 

2015; Lotz, Daxer, Jox et al., 2017; Hein, Knochel, Zaimovic et al., 2020). Several 

participants proposed that a ‘pause’ or periodic review should be standard practice to 

reflect on and re-evaluate a child’s care, particularly in situations where children with an 

unknown prognosis or disease trajectory may lack a defined plan of care. The concept 

of a ‘pause’ can be likened to huddles (Glymph, Olenick, Barbera et al., 2015), safety 

briefings (Ryan, Ward, Vaughan et al., 2019) or safety pauses (Health Service 

Executive, 2013), all of which are used in health care to provide a brief ‘time-out’ for 

HCPs to collaboratively identify and mitigate issues which could adversely affect safe 

patient care. The literature offers evidence that facilitating these conversations creates 

opportunities for healthcare teams to collectively and periodically review their patients, 

and possibly anticipate and address burgeoning moral issues before they escalate to 

causing conflict. For example, Wocial, Ackerman, Leland et al. (2017) described a 

weekly interprofessional review of treatment goals for children with extended length-of-

stay (LOS) in PICU. This forum reduced HCPs’ moral distress scores, improved 

communication between HCPs and with parents, and significantly reduced patients’ 
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LOS when compared to control data preceding its introduction. The approach taken by 

participants in this study to ask a rhetorical question in order to generate discussion 

about children’s treatment plans, could be addressed by regular interprofessional 

reviews which are responsive to changing needs and expectations, and which enable 

critical engagement with the moral issues.  

 

Seeking alternative approaches 

The participants’ second pattern of actions focused on influencing a different approach 

to care by, for example, identifying alternative treatments or seeking external advice. 

The participants reflected on and planned their words and actions, and their approach 

aimed to achieve a clinically and morally acceptable outcome for all parties involved. 

This involved actions which were focused on fostering collaboration and meaningful 

communication amongst the healthcare team and with families. Participants felt 

strongly that they should role-model effective ethical behaviours, particularly to junior 

colleagues, by creating an environment in which challenging situations could be 

discussed and difficult questions asked. There was a consensus that in these situations 

of complex decision-making, a whole-team approach was necessary to generate a 

holistic insight into the options available for a child and family. Interprofessional 

engagement when determining treatment options is particularly relevant in the context 

of children with complex care needs and uncertain prognoses. The multi-system nature 

of these children’s conditions generally necessitates the involvement of multiple 

specialist teams. It is not uncommon for a child to be under the care of at least 

neonatology, neurology, respirology and airways teams and all of their respective 

HCPs. In these situations, continuity of care and consensus on treatment approaches 

can be challenging to sustain. Without effective strategies to achieve consensus, 

inconsistent management plans and decisional conflict between HCPs and with 

parents can ensue (Wocial, Ackerman, Leland et al., 2017; Hirschfeld, Barone, 

Johnson et al., 2019). 

 

External advice was sought by the participants from colleagues nationally and 

internationally when they or their teams disagreed on, or did not know, the most 

appropriate approach to take. This is consistent with good ethical decision-making 

(Larcher, Craig, Bhogal et al., 2015). Many HCPs in the research setting have worked 

in tertiary paediatric centres abroad, particularly in the UK, US, Canada and Australia. 

This creates a network of relationships which offers access to information on current 

issues and developments in paediatrics, which otherwise may not be so readily 
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available. Treatments options and service delivery in different countries are influenced 

by their respective healthcare models and socio-political contexts (Paris, Ahluwalia, 

Cummings et al., 2017). Therefore second opinions should be one aspect of an overall 

approach of collaborative engagement with parents, and the child where possible, and 

any alternative approach to treatment must take into account the individual contexts of 

the child.  

 

In the absence of a clinical ethicist resource in the research setting, requests for ethics 

consultations are referred to the Ethics Committee. Ethics consultations can support 

decision-making by helping those involved to understand the multiple and sometimes 

competing perspectives of all stakeholders (Larcher, Craig, Bhogal et al., 2015). While 

some doctors in this study had sought guidance from the Committee, no nurses did, 

nor did they know that they could. This may be attributable to the lack of a formal 

referral pathway to clarify who may refer a case and under what circumstances. 

However, this experience is not unique. Despite being the single largest healthcare 

profession with well-documented moral distress due to their proximity to morally 

challenging clinical situations, requesting ethical consultations is an infrequent nursing 

response to ethical challenges (Pavlish, Brown-Saltzman, Hersh et al., 2011; Varcoe, 

Pauly, Storch et al., 2012; Aitamaa, Suhonen, Puukka et al., 2019). This may reflect a 

lack of confidence within the profession to escalate issues to ethics committees, or 

organisational and hierarchical structures may discourage nurses from this approach. It 

is noteworthy that, despite the complexity of clinical decision-making in the research 

setting, the committee sees little clinical ethics activity and primarily focuses on 

research ethics. Several authors have similarly described the paradox that despite the 

prevalence of ethical issues in paediatric hospitals, the volume of ethical consultations 

is low, frequently reported at approximately one per month or less (Kesselheim, 

Johnson and Joffe, 2010; Thomas, Ford, Weise et al., 2015; McDougall and Notini, 

2016). An explanation offered by Carter, Brockman, Garrett et al. (2018) is that ethical 

challenges are discussed in other informal forums within paediatric hospitals and 

largely resolved locally. Indeed, the findings of this study support this claim as they 

show that the participants endeavoured to resolve conflicts through communication 

with the healthcare team and with parents. These findings are particularly timely as the 

ethics committee of the research setting and its counterparts in the Dublin paediatric 

hospitals will shortly be amalgamating as part of a wider merger of paediatric hospital 

services in Ireland. This creates an opportunity to review these existing structures and 

consider what is required to establish this cross-site committee and other clinical ethics 
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supports, and develop referral pathways which promote use of this forum by all 

professions.  

 

Refusal to participate in care was not seen as a solution to morally challenging 

situations, even though participants conceded this exposed them to providing care with 

which they may have morally disagreed. Their responses were motivated by concerns, 

similar to nurses in Ford and Austin’s (2018) study, that they would be simply passing 

the burden or responsibility to another colleague. Instead these situations prompted 

participants to continue engaging with families and colleagues to review patients’ care 

and consider all possible approaches to care. However, it wasn’t clear from the findings 

whether participants were protecting their colleagues from morally challenging 

situations or whether they wished to avoid the conflict of ‘passing the book’ (D5:CI3). 

As will be discussed in Section 6.2.3 below, a desire to maintain harmonious working 

relationships with colleagues influenced how participants approached the CIs, but this 

could create a situation where they do not have respite from morally challenging 

situations.    

 

Advocating for the child and family 

The concept of advocacy was a prevailing theme in the findings. It represented the 

series of deliberate actions through which participants endeavoured to involve and 

support parents throughout the decision-making process and to ensure the interests of 

the child and family were kept central to this process. Advocating for children and 

families also involved lobbying locally and nationally for access to services where these 

were absent or limited.  

 

The findings revealed participants’ actions to support parents’ engagement in decision-

making, such as communicating openly and honestly, acknowledging where 

information was not yet available, answering questions, providing time, giving parents 

the words to support their engagement and asking questions on their behalf. These 

actions are closely aligned with those identified by parents as being supportive and 

empowering. Parents want to be partners in decision-making and want to receive 

honest communication even if it is uncertain or upsetting, and they value efforts to pitch 

information at their level of readiness and understanding (McGraw, Truog, Solomon et 

al., 2012; Lotz, Daxer, Jox et al., 2017; Mooney-Doyle, dos Santos, Szylit et al., 2017; 

Hein, Knochel, Zaimovic et al., 2020). However, parents’ preferences for their level of 

involvement in decision-making can vary and are influenced by the nature of the child’s 
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condition, the magnitude of the decision and their own personal circumstances 

(McGraw, Truog, Solomon et al., 2012; October, Fisher, Feudtner et al., 2014; Hein, 

Knochel, Zaimovic et al., 2020). Consequently, decision-making in paediatric 

healthcare is not a ‘one size fits all’ and must be adapted to the nuances of each 

individual situation. This was recognised by participants in the multiplicity of 

approaches they described to enable the parents’ involvement.  

 

Where they disagreed with proposed treatments, participants tried to represent 

children’s best interests in discussions with parents and with the healthcare team, and 

felt strongly that this should be the primary consideration in decision-making. It was this 

belief that generated conflict when they perceived that parents’ wishes for further 

intervention supplanted children’s interests. Paradoxically, participants also actively 

tried to encourage their colleagues to consider the child and family’s wider health and 

social care needs, rather than focusing on the child’s clinical outcomes alone as a 

determinant in decision-making. While this conflicts with the prevailing ethico-legal 

standard that the child’s best interests should be the primary consideration in decision-

making, it can be explained by the participants’ experiences of moral conflict arising 

from their knowledge of the long-term impact on families of decisions about life-

sustaining treatment for children. These findings that nurses and doctors are influenced 

by both children’s and parents’ interests in high-consequence decision-making, have 

been similarly reported in the literature (Lotz, Jox, Meurer et al., 2016; Birchley, 

Gooberman-Hill, Deans et al., 2017). In contrast, when asked what factors influence 

their decision-making, parents describe being motivated by their child’s best interests 

and welfare, and argue that these should be prioritised and privileged above their own 

(October, Fisher, Feudtner et al., 2014; Birchley, Gooberman-Hill, Deans et al., 2017). 

While HCPs’ primary concern must be children’s best interests, paediatric HCPs also 

have a duty of care to parents and families (Larcher, Craig, Bhogal et al., 2015). The 

concern identified by participants is that the magnitude of decisions is so great that it 

impedes parents’ insight into the situation, and consequently hinders decision-making. 

All parties involved in decision-making are performing an advocacy role which is 

influenced by their own morals, values and beliefs, and their particular relationship with 

the child and family. Parents exert their advocacy role through their knowledge of their 

child and their own family contexts. HCPs exert this role through their professional lens, 

informed by experience and clinical judgement, but need to critically reflect on their 

own subjectivities and how these may influence their approach to families.  Participants 

alluded to this subjectivity when they conceded that not only had their perceptions of 
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moral conflicts changed over their career as their experience developed, but also over 

the course of CIs when, following discussion with colleagues, they gained a different 

understanding of a situation. Effective advocacy requires paediatric HCPs to try to 

understand the parents’ perspective and gain an insight into their values and 

perceptions of their role as parents and the motivations for their decisions. This may 

help to avoid or reduce decisional-conflict, particularly in high-consequence situations.  

 

Summary 

While the number of research studies which have explored HCPs’ actions when faced 

with a moral conflict remains small, nevertheless the actions taken by participants in 

this study broadly align with the existing evidence. As many of the moral issues in this 

study were caused by decisional conflicts, it is unsurprising that participants favoured 

strategies aimed at facilitating negotiation and consensus between the healthcare team 

and with parents. The evidence from the literature shows that early and collaborative 

engagement with moral issues can help to reduce or prevent decisional conflict. This 

study revealed that participants understood this, but also showed that they needed to 

create the space or opportunity for this engagement to occur. During decisional 

conflicts, the participants’ perspectives were informed by the interests and wellbeing of 

children and their parents and families. While this is similarly reported in other studies 

of paediatric HCPs’ experiences of decision-making, research into the parents’ 

experiences reveal differing, and potentially conflicting, perspectives of best interests.  

 

 6.2.3 RQ3: Enablers and barriers of moral action  

The findings of RQ3 revealed that the participants’ moral agency was enabled or 

hindered by external factors associated with the Environment of Care within which they 

practised, and also internal Personal factors. Within the environment of care, the 

subthemes of participants’ Professional Relationships with colleagues and the 

Uncertainty and Expectations which exist in paediatric healthcare were key influences 

on their capacity to take moral action. These subthemes are discussed separately 

below. The participants’ knowledge and experience and their beliefs and attributes 

emerged as Personal Factors which also influenced their moral agency, and these are 

discussed collectively. While the participants’ responses to RQs 1 and 2 were largely 

consistent with the existing research, some notable differences emerged between the 

literature and their experiences of exerting their moral agency. These differences are 

discussed in the subsections below.  
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Professional Relationships 

Positive professional relationships with colleagues, and a desire to preserve these 

relationships by avoiding confrontation, were key factors influencing how participants 

approached moral conflicts. Their professional background was not a particular 

influence on either their perspectives of the causes of moral conflict or their actions. 

This contrasts with the literature which frequently positions nurses and doctors as 

adversaries in moral conflicts (Prentice, Janvier, Gillam et al., 2016), with a limited 

insight into each other’s experiences (Carnevale, Farrell, Cremer et al., 2012; Pye, 

2013; Boss, Geller and Donohue, 2015). All participants had extensive experience in 

paediatric practice, which they felt conferred legitimacy to their concerns and fostered 

receptiveness amongst their colleagues, and instilled confidence to persevere if this 

receptiveness was not initially forthcoming. Nevertheless, while there was mostly 

collegial receptiveness to engaging in discussion about morally conflicting situations, 

there were occasions when participants found it difficult to have their perspective heard 

or were rebuked. This was mainly associated with decision-making hierarchies in which 

senior nurses or doctors were not receptive to the concerns being expressed, rather 

than interprofessional differences or specifically nurse-doctor relational dynamics. 

Hierarchical privilege within and across healthcare professions can exacerbate 

conditions of moral conflict and limit collaboration between colleagues in addressing 

these situations (Boss, Geller and Donohue, 2015; Wall, Austin and Garros, 2016; 

Thorne, Konikoff, Brown et al., 2018). Close working relationships with colleagues 

helped to generate mutual respect and trust, and participants endeavoured to maintain 

these relationships even in situations where their moral perspectives were not aligned. 

Mutual respect has been identified as a necessary condition for collaborative 

engagement and moral resilience in health care (Pavlish, Brown-Saltzman, Jakel et al., 

2014; Sala Defilippis, Curtis and Gallagher, 2020), and may explain why nurse-doctor 

conflict did not feature strongly in the findings.  

 

That is not to say that conflict did not occur in this organisation as several participants 

alluded to anticipating repercussions when questioning decisions, and described 

colleagues’ reluctance to act when faced with comparable situations. While participants 

felt that personal attributes such as tenacity and perseverance enabled their moral 

agency, they also recognised that they could be construed as being argumentative or 

difficult by colleagues, echoing a concern expressed by HCPs elsewhere (Wall, Austin 

and Garros, 2016; Morley, Bradbury-Jones and Ives, 2020). The findings of this study 

show that the risks of repercussions or being labelled did not impede the participants’ 
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agency or undermine their motivation to act. Underpinning their actions was a firm 

belief in their professional responsibility and accountability to advocate for children and 

families, which motivated them to act despite the potential risks. This finding 

contradicts representations in the literature of nurses in particular, but also junior 

doctors, as powerless to act or influence a situation (for example Pye, 2013; Boss, 

Geller and Donohue, 2015). However, working within organisational and team 

dynamics which, if they do not facilitate critical discussion of moral issues, could cause 

HCPs to moderate and mute their responses and actions if they fear being labelled as 

difficult (Wall, Austin and Garros, 2016), or lack experience or knowledge to articulate 

their perspectives (Ford and Austin, 2018; Morley, Bradbury-Jones and Ives, 2020). 

Participants recognised how these dynamics influence engagement and 

communication and this led, for example, to their call for institutional guidance to create 

a structured approach for interprofessional team meetings which was less likely to be 

influenced by team dynamics, particularly in situations of complex decision-making. 

Effective team behaviours and the competence of the chair of the meeting are critical in 

enabling collaborative communication and contributions from all team members 

(Walter, Schall, DeWitt et al., 2019). While institutional guidance will outline the 

structure and process of team meetings, Boss, Hirschfeld, Silvana et al. (2020) argue 

that communications training is also necessary to improve paediatric HCPs’ 

competency at engaging in or leading these meetings, echoing a call made by 

participants in this study. 

 

The efforts to avoid confrontation in order to maintain harmonious collegial 

relationships offer a cautionary note. Avoidance of addressing ethical issues has been 

attributed to a fear of jeopardising relationships with colleagues (Pavlish, Brown-

Saltzman, Fine et al., 2015) and patients and families (Morley, Bradbury-Jones and 

Ives, 2020), until the point at which a crisis such as a patient’s deterioration forces 

engagement with the issue. This resonates with the concept of a threshold which arose 

for many participants as the point during the CIs at which they felt compelled to act. 

The participants’ description of a threshold aligns with Jones’ (1991) premise that the 

characteristics of a moral issue, collectively defined as “moral intensity” (p.372), 

influence one’s actions. These characteristics relate to the magnitude of the issue and 

its consequences, the likelihood of it occurring and the extent to which one is likely to 

be affected by it. Participants conceded that this threshold was highly individual to all 

parties involved, and was influenced both by one’s own experiences and the contexts 

of the situation. This finding suggests that participants may have had feelings of 
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disquiet or concern prior to the point at which they acted, but did not actually act on 

these feelings until their own moral integrity was at risk of being breached. Could 

participants have intervened earlier in a responsive and anticipatory way before 

situations escalated to moral conflict? The call for periodic ‘pauses’ in a child’s care to 

re-evaluate decisions and treatment plans could reflect an acknowledgement that this 

forum could support discussion of moral issues in a timely and responsive way, without 

undermining relationships with colleagues and families.  

 

Uncertainty and expectations 

Prognostic uncertainty and the sometimes conflicting expectations of HCPs, parents 

and the organisation were a particular influence on participants’ responses to the moral 

conflicts they encountered. Difficulties in accurate prognostication are frequently cited 

as impediments to shared decision-making from the perspective of paediatric and 

neonatal HCPs (Carnevale, Farrell, Cremer et al., 2012; Green, Darbyshire, Adams et 

al., 2016) and parents (Lotz, Daxer, Jox et al., 2017; Verberne, Kars, Schouten-van 

Meeteren et al., 2019). Given the nature of paediatric health care and the increasing 

survivorship of children with heretofore untreatable conditions, prognostic uncertainty 

will remain a feature of decision-making. Therefore it is critical that open and realistic 

communication occurs between HCPs and parents in order to apprise parents of this 

uncertainty and to understand their expectations and goals of care (Xafis, Wilkinson 

and Sullivan, 2015; Cass, Barclay, Gerada et al., 2020).  

 

However, the expectations of parents and colleagues complicated conversations about 

treatment options. Medical and technological advancements have cultivated societal, 

parental and HCPs’ expectations of what healthcare interventions can achieve (du Pré 

and Brierley, 2018; Cass, Barclay, Gerada et al., 2020). Meanwhile, participants also 

expressed concerns that HCPs’ expectations can be a coercive influence on parents 

who may feel they have to accede to continued interventions for their child. Either of 

these scenarios impedes open and collaborative communication between HCPs and 

parents, and may exacerbate moral conflicts. While it is acknowledged that clarifying 

and understanding the goals and expectations of all parties is necessary to avoid 

ambiguity and decisional conflict (Xafis, Wilkinson and Sullivan, 2015), the complexity 

of these conversations can impede meaningful communication. For example, in a study 

of conflict in a British paediatric hospital, communication breakdown, disagreements 

about treatment and unrealistic expectations were the principal causes of conflict 

(Forbat, Sayer, McNamee et al., 2016). Meanwhile, a US study of communication 
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between paediatric HCPs found that inadequate communication skills contributed to an 

avoidance of “complex conversations and big picture concerns”, especially if conflict 

was anticipated (Hirschfeld, Barone, Johnson et al., 2019, p. e546). Instead HCPs 

reverted to non-contentious conversations about children’s daily care. Parents in Lotz, 

Daxer, Jox et al.’s (2017) study of advanced care-planning similarly recognised these 

communication challenges and recommended training to help HCPs deliver clear and 

sensitive information whilst simultaneously recognising and responding to the needs of 

parents and families, and their stage of dealing with their child’s condition.  While 

communications training is included on undergraduate healthcare curricula, the findings 

of this current study support an argument for paediatric HCPs to receive advanced 

communications skills training to support them in effectively navigating these difficult 

conversations with parents and colleagues. 

 

The findings revealed participants’ perception that collaborative decision-making was 

hindered by the organisation’s aversion to media or online commentary about ethically 

challenging cases, which led to participants providing care or acceding to parents’ 

request for treatment with which they morally disagreed. While social media offers 

parents a mechanism to seek information, create support networks and fundraise to 

access treatments, this study revealed examples where parents threatened to use 

social media as a vehicle to influence decision-making. There is evidence that fear of 

reputational damage influences healthcare decision-making. For example, Grant, 

White, Martin et al. (2019, p. 379) found that a fear of “being in the papers” influenced 

allied health professionals’ decisions about resource allocation. Such risk aversion is 

not unfounded as negative online commentary can cause reputational damage and 

erode public trust (Moore and Lantos, 2020). The impact of social media on HCPs’ 

moral experiences is increasingly being considered in discussion papers (for example 

Gallagher, 2017; du Pré and Brierley, 2018) but as yet it has received little research 

attention. In a study of the psychological impact of working in PICU, a small number of 

respondents referred to the distress caused by commentary in the media, including 

social media, and identified the need for further research in this area (Jones, Colville, 

Ramnarayan et al., 2020). 
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Once families bring their story to a digital platform, it is impossible to limit how this 

information is used. This manifested, for example, during the case of Charlie Gard9 in 

which the British courts upheld the decision by a children’s hospital to refuse 

experimental treatment for a child with a life-limiting condition. The ensuing online 

debate featured discussions about the subjugation of the parents’ rights, and the 

autocracy of HCPs and healthcare systems. However, subsequent analysis of this 

activity on Twitter (Das 2017, cited by Gallagher (2017)) and Facebook (Das, 2018), 

found that groups used deliberate strategies to promote populist and ideological 

opinions and misrepresent the law and clinical evidence. While the organisation’s 

aversion to reputational damage is understandable when considered in this context, it 

does hinder meaningful discussion about expectations of health care. Acceding to 

parental requests for treatment which has questionable benefits for the child, out of a 

fear of online or media backlash is not an appropriate justification for clinical care, as 

alluded to by several participants. Open communication and engagement with parents 

and using all opportunities to come to a mutually acceptable decision should not be 

sacrificed out of a fear of what might be said online. This is important as it is perhaps 

inevitable that a clinical situation will arise in Irish paediatric health care which will invite 

media scrutiny similar to the Charlie Gard case and other cases internationally.  

 

Personal Factors 

The findings revealed that participants’ knowledge and experience, and their beliefs 

and attributes influenced their engagement with the moral conflicts they encountered. 

Some of these have been discussed above in the context of participants’ professional 

relationships. These nurses and doctors all had extensive experience in tertiary 

paediatrics, with most exceeding ten years in the field. This experience and exposure 

to moral conflicts equipped them with an extensive repertoire of knowledge and 

insights which guided their actions and influenced how their perceptions of moral 

conflicts had evolved over their careers. However, they conceded that junior colleagues 

may feel unprepared in these situations. Being junior has been identified as a barrier to 

moral agency as HCPs may not have the experience to articulate or respond to their 

own moral concerns or know how to contribute to ethical discussions  (Ford and Austin, 

2018; Morley, Bradbury-Jones and Ives, 2020). Mentoring by experienced HCPs may 

offer a means of supporting junior colleagues to develop skills and strategies. This was 

                                                

9 UK High Court of Justice. (2017). GOSH v Gard. Retrieved from: https ://www.judiciary.gov.uk/wp-
content/uploads/2017/07/gosh-v-gard-24072 017.pdf (Accessed 22nd January 2020) 
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acknowledged by participants in this study who spoke of a responsibility to role-model 

ethical leadership and share their learning with their colleagues.  

 

There is evidence that repeated exposure to moral conflicts can result in HCPs 

adopting self-protecting strategies to distance or compartmentalise the emotional effect 

of these situations, thereby disengaging from addressing issues (Boss, Geller and 

Donohue, 2015; Thorne, Konikoff, Brown et al., 2018). This did not feature in the 

participants’ narratives. This may be because the focus of this study was on situations 

in which participants took some form of moral action. Thus their continued involvement 

in the situation and the sense of purpose this created may have nullified the need to 

create an emotional distance. Traudt, Liaschenko and Peden-McAlpine (2016) propose 

that having a sense of accountability for one’s practice and a commitment to advocate 

on behalf of patients can enable moral agency. The findings of this study support this 

as the participants described their strong sense of moral agency by which they felt a 

professional responsibility to speak up and address their moral concerns. 

 

While most participants had completed post-graduate ethics education and described 

its influence on their conversations and insights about moral conflicts, the education did 

not appear to be action-guiding. There was no reference to using ethical decision-

making frameworks or evidence that the education equipped them with strategies to 

address complex moral issues. Instead, participants relied on the toolkit of approaches 

that they had acquired through experience. This may explain why participants felt 

strongly about HCPs sharing their own experiences with colleagues, especially junior 

colleagues, both as a means of highlighting moral issues and sharing learning about 

how these issues might be approached. In a systematic review of ethics interventions 

for healthcare students and professionals, Stolt, Leino-Kilpi, Ruokonen et al. (2017) 

found didactic, lecture-style ethics education had little impact on HCPs’ ethical 

competence, but collaborative groups in which HCPs could reflect and discuss their 

perspectives may be more effective. ‘Bottom-up’ approaches to ethics support, such as 

ethics reflection groups, are centred around reflection and discussion of real-world 

ethical issues from clinical practice as a means of promoting learning and shared 

understanding of interprofessional and patients’ perspectives (Rasoal, Skovdahl, 

Gifford et al., 2017). The participants’ narratives also revealed a need for ‘top-down’ 

approaches in which specialist ethical advice and recommendations are provided by 

clinical ethicists and ethics committees. Given the increasing complexity and advances 



135 

 

in paediatric health care, a suite of ethics supports and interventions are needed to 

support HCPs with the inevitable moral challenges which will arise.  

 

It is noteworthy that while many of the values and attributes which influenced 

participants’ moral actions, such as professionalism, advocacy, accountability and 

respect, are cornerstones of professional codes of ethical conduct, these codes 

themselves did not emerge as action-guiding influences on participants’ moral 

decision-making. This may be because the codes of ethical conduct for nurses and 

doctors in Ireland (Nursing & Midwifery Board of Ireland, 2014) (Irish Medical Council, 

2019) are principle-based documents which outline broad deontological rules of 

professional practice, which Carnevale (2013) argues offer little guidance on how one 

should approach moral issues. In contrast, for example, the Codes of Professional 

Conduct and Ethics for health and social care professionals in Ireland offer an action-

guiding ‘Suggested Procedure for Decision-Making’ (CORU, 2019) to support 

accountable, ethical and patient-centred decision-making. This finding points to the 

importance of aligning ethical education and training strategies with codes of conduct 

to raise awareness of the professional contexts of moral decision-making. 

 

While some participants in the study alluded to families’ ethnic backgrounds or religious 

affiliations, they did not refer to these or their own ethnicity or religion as influences on 

their perceptions of the moral conflicts they experienced, their actions, or their 

understanding of the parents’ perspectives and expectations. The participants’ ethnicity 

or religious background was not asked during the interviews. They were all Irish and, 

while most had undertaken their training in Ireland, several participants had worked 

abroad, particularly in the UK, USA, Canada and Australia. The research setting itself 

is a non-denominational organisation with an ethos of caring for children of all faiths or 

no faith, and has a multicultural workforce providing care to children and families from 

all over Ireland. On reflection, it is a limitation of this study that this area was not 

probed during the interviews. It is possible that participants may have avoided 

discussing culture or religion for fear of making or revealing assumptions about parents 

and their wishes. Indeed, guidance on intercultural care for the Irish healthcare 

services cautions HCPs from making assumptions and to instead engage in dialogue 

with patients and families to ensure patient-centred decision-making (Health Service 

Executive, 2009). The absence of reference to culture or religion is unusual, when one 

considers that approaches to care, communication and decision-making can be shaped 
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and influenced by culture, religion and socio-political contexts (Wiener, McConnell, 

Latella et al., 2013; Katz and Webb, 2016; Paris, Ahluwalia, Cummings et al., 2017).  

 

Summary 

In contrast to much of the existing literature which has focused on the barriers to HCPs’ 

moral agency, this study also examined the factors which enable participants to take 

moral action. The narratives revealed factors internal to participants and also externally 

within their environment of care which helped or hindered their moral agency. Unlike 

studies which show that HCPs may disengage from moral conflicts, the participants in 

this study demonstrated a strong sense of moral agency which motivated them and 

instilled courage to act. Working within positive and respectful professional 

relationships, and having knowledge, experience and confidence emerged as key 

enablers of moral action in this study. The conventional representation in the literature 

of nurses and doctors as adversaries in moral conflicts was not a particular feature in 

this study. In fact, the findings show that participants took steps to avoid becoming 

adversaries. Where professional barriers existed, these related to hierarchical 

structures, irrespective of the profession. While the literature largely presents the 

effects of hierarchical privilege in the context of nurses, this study provides evidence of 

similar constraints to doctors’ moral agency. All the participants in this study were 

experienced, but their concerns for the moral wellbeing of their junior colleagues were 

not unfounded, and support evidence from the literature that being junior or 

inexperienced are barriers to moral agency. The uncertainty which characterises 

complex decision-making in paediatrics, and the multiple expectations of stakeholders, 

challenged effective communication and collaboration, similar to other research 

conducted within children’s health care. A novel finding is the impact of social media on 

individuals’ moral experiences and the organisation’s approach to decision-making. 

While this echoes the critical discussions which are taking place in the literature, it is a 

topic which thus far has received little empirical scrutiny.  

 

6.2.4 RQ4: Outcomes of moral actions 

Much of the existing research focuses on the outcomes of moral conflicts or moral 

distress for HCPs, particularly in situations where HCPs are constrained from acting in 

a way which is consistent with their own values. With this in mind, RQ4 focused on the 

participants’ perceptions of the outcomes of situations when they were able to take 

moral actions. Their responses captured how their actions influenced the outcomes for 
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the child and family and their own professional relationships, and also how they 

themselves were influenced both personally and professionally.  

 

Influencing the outcome 

The findings revealed how the participants’ actions influenced decisions and treatment 

plans for children, primarily by creating the catalyst for a re-evaluation of a child’s 

treatment journey or by fostering greater collaborative and inclusive decision-making. 

Similar to other studies (Pavlish, Brown-Saltzman, Hersh et al., 2011; Traudt, 

Liaschenko and Peden-McAlpine, 2016), these outcomes were rarely presented as 

unequivocal solutions to the clinical scenarios, particularly in situations involving 

complex decision-making where so many other factors influenced the outcomes and 

not just participants’ actions. The participants also recognised that the extent to which 

they could influence the outcomes of a situation was influenced by their role and level 

of accountability in the decision-making process. Instead they described the outcomes 

in terms of how communication was improved, that there was greater clarity about 

treatment approaches and that compromises were sought which were acceptable to 

the parties involved. An important measure against which participants judged the 

outcomes of their actions was the preservation of their relationships with colleagues 

and parents. Positive relationships with colleagues and parents were largely sustained, 

which was attributed to avoiding confrontation and aiming for collaborative decision-

making. As discussed in Section 6.2.3 above, it is important that HCPs consider if this 

non-adversarial approach actually creates an impediment to communicating about and 

broaching moral issues (Pavlish, Brown-Saltzman, Fine et al., 2015). While this study 

explored scenarios where participants exercised their moral agency, could more timely 

and responsive intercessions have helped to prevent conflicts from escalating?  

 

In the minority of situations where tensions between colleagues had not been resolved, 

a sense of unspoken grievance persisted which negatively impacted on the relationship 

with the colleague involved. The participants in this study did not elaborate on the 

implications of their unresolved grievance with their colleagues, or offer judgements on 

how this impacted on patient care. However, it is known that unresolved conflict with 

colleagues or parents undermines the provision of safe quality care, as it impedes 

communication and team performance, erodes parents’ trust, and causes people to 

focus on the conflict itself and its repercussions, distracting them from patients’ care 

needs (Institute of Medicine, 2001; Forbat, Teuten and Barclay, 2015; Cullati, 

Bochatay, Maître et al., 2019; Hirschfeld, Barone, Johnson et al., 2019).  
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There were no situations in which the relationship with parents became irrevocably 

fractured. This was important to participants because many of these children and 

families were likely to be frequent and long-term attendees of the hospital. Thus in 

order to preserve these relationships and support parents in their decision-making, 

there were times that participants acceded to requests for interventions which they may 

have morally questioned or felt compelled to perform by the organisation’s aversion to 

possible media coverage of the situation. Currently in Ireland, if relationships between 

parents and HCPs break down to the point that parents would look to transfer 

children’s care, they may be able to access some specialist hospital services in one of 

three centres. However, this is not possible if patients are within national services 

which are only delivered on one site. This becomes even more relevant with the 

impending centralisation of tertiary and quaternary paediatric services under the 

auspices of a single national children’s hospital, due to open in 2023. Intractable 

decisional-conflict did not arise in this study, but the findings highlight the importance of 

establishing structures which support collaborative decision-making between parents 

and HCPs and raising awareness of the implications of decisional-conflict.  

 

Influencing self 

The participants’ described how their experiences impacted on them personally and 

professionally, and contributed to their learning. Feelings of guilt and regret resulted 

from providing care which contravened their own moral values, particularly if they were 

unable to change a child’s outcomes or felt they had let a child or family down. This is 

consistent with the prevailing theme in the literature that providing interventions with 

which they morally disagree can undermine HCPs’ moral integrity (see for example: 

Carnevale, Farrell, Cremer et al., 2012; Green, Darbyshire, Adams et al., 2016; 

Thorne, Konikoff, Brown et al., 2018; Burton, Caswell, Porter et al., 2020). This has 

implications for the moral wellbeing of HCPs with regular exposure to these situations. 

As discussed in Chapter 2, the concept of moral distress is ubiquitous in the literature 

yet suffers from significant conceptual ambiguity. While the purpose of this study was 

not to explore moral distress and indeed, participants did not use the term, the findings 

reflect this ambiguity. Jameton’s (1984) original conceptualisation of moral distress was 

the response evoked when constrained from doing what one felt was the morally right 

course of action. Participants in this study had taken moral actions which they believed 

to be correct but continued to experience guilt and regret, in some cases long after the 

event itself. Under Jameton’s (1991) condition of constrained action, the participants’ 
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experiences were not moral distress. However, more recent debates argue that the 

definition of moral distress should extend beyond constrained action to reflect the 

multiplicity of morally stressful situations encountered in contemporary health care 

(Fourie, 2015). Morley, Bradbury-Jones and Ives (2020) proposed redefining moral 

distress as the experience of a moral event and psychological distress, with a causal 

relation between both. Under this conceptualisation, participants in this study 

experienced moral distress. Extending the definition and understanding of moral 

distress can help to legitimise the psychological response which HCPs experience 

during and following the breadth of morally challenging situations they encounter, and 

can help inform interventions to support HCPs.  

 

However, recent arguments emerging in the literature propose that enabling moral 

agency and cultivating moral resilience may offer HCPs opportunities to reframe how 

they experience some of these situations (Rushton, 2016), and may provide an 

‘antidote’ to moral distress (Traudt, Liaschenko and Peden-McAlpine, 2016, p. 201). 

Several authors have revealed that the ability to act in accordance with one’s values 

and principles can assist with developing moral resilience (Rathert, May and Chung, 

2016; Holtz, Heinze and Rushton, 2018). These contentions are supported by the 

findings of this study in which participants demonstrated strong moral agency in their 

efforts to advocate for the interests of children and families and create conversations 

where assumptions and decisions could be questioned. They acknowledged that 

raising their concerns had validated and assuaged their conflict somewhat, and there 

was a consensus that staying silent would have exacerbated their conflict. There was 

no evidence that repeated exposure to morally challenging situations had led to their 

“moral character (being) traded for situational acceptance” (Lachman, 2016, p. 122). In 

fact, their experiences reaffirmed their values and beliefs, and also their commitment to 

raising moral concerns, even in situations where this may be professionally difficult.  

 

Sala Defilippis, Curtis and Gallagher’s (2019) conceptualisation of moral resilience is 

one in which HCPs are open to compromises without compromising themselves, and 

whilst they may provide care with which they don’t agree, they can recover if their 

essential moral values or integrity have not been compromised. Aspects of the findings 

of this study support this premise. When participants reached a compromise with 

parents to provide care, even if they personally disagreed with it, their conflict and guilt 

was assuaged somewhat because of the different understanding and perspectives they 

acquired through discussion with parents. There may also be a protective element to 
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exercising one’s moral agency by making a conscious choice to engage in care. 

Emerging quantitative evidence of the mediating effects of engaging with parents is 

offered by Buckley, Christian, Gaiteiro et al. (2019), who found that PICU nurses who 

scored high on attitudes to parent engagement also had high levels of personal 

accomplishment and lower levels of burnout. Further research is required to examine 

HCPs’ perspectives on how meaningful engagement and collaboration with families 

might help to develop moral resilience. The finding that participants rarely described 

the outcomes of CIs in a binary sense of resolved or unresolved is also important here. 

It supports the need for compromises because finding a clear-cut solution is unlikely in 

situations of complex decision-making. When multiple moral issues exist, adopting an 

either/or solution-focus creates the risk that relieving one person’s moral conflict will 

perpetuate the problem by generating conflict for someone else.  

 

It must be acknowledged that this study focused on occasions when participants took 

moral actions. By their own admission, their experience, self-confidence and collegial 

trust generated a level of coping and self-efficacy that enabled their moral agency. It is 

possible that participants presented positive portrayals of themselves or their actions 

due to a bias or ego effect (Breunig and Christoffersen, 2016). However, they also 

described situations in which their own assumptions and beliefs were challenged by 

others or through their own reflection, and displayed their willingness to gain new 

perspectives. This is a critical element in the development of moral resilience which 

requires HCPs to reflect on their own values, beliefs, emotional responses and 

motivations, and consider how these influence their responses to situations and also 

where they diverge from the other parties (Rushton, 2016). This is not solely an 

individual responsibility however. Organisations have a responsibility to create an 

ethical climate within which HCPs can critically engage with moral issues, explore their 

own moral position, understand the perspectives and motivations of others, and have 

access to ethical guidance to facilitate this process.  

 

A recurring theme in the narratives was the participants’ learning during the CIs. This 

learning occurred experientially from exposure to morally challenging situations, from 

the role-modelling and ethical leadership of their colleagues, and also the 

transformative experience of having their own assumptions challenged. This learning 

shaped how they approached subsequent events. There was consensus that HCPs 

have a responsibility to share their experiences of moral conflicts and the thought 

processes that influence their perception of situations and their actions. The evidence 
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that lecture-based ethics education provides a limited enduring impact on ethical 

competence (Stolt, Leino-Kilpi, Ruokonen et al., 2017), supports the call for the 

integration of practice-based situational learning. However, it may be difficult for HCPs 

to elucidate their tacit knowledge without the provision of opportunities to engage in 

reflection. Forums such as Ethical Review Groups or Moral Case Deliberation offer 

opportunities for facilitated dialogue about morally challenging situations, with a focus 

on the processes and approaches to situations rather than their outcomes. These have 

been shown to facilitate shared learning and enhance HCPs’ understanding of the 

values, motivations and strategies of colleagues, both within and across professional 

boundaries, leading to improved collaboration and responsiveness to morally 

challenging situations (Lillemoen and Pedersen, 2015; Haan, van Gurp, Naber et al., 

2018; Bruun, Huniche, Stenager et al., 2019). It is important that a multi-professional 

gaze is applied to moral conflicts in practice, education or reflective settings, because 

paediatric health care is interprofessional and collaborative, and scrutiny of a single 

profession is insufficient to reflect its complexity and interrelatedness.  

 

Summary 

With much of the existing research focusing on the causes and outcomes of moral 

conflicts, the outcomes of HCPs’ moral actions have received less research scrutiny. In 

this study, participants evaluated the outcomes of their actions by the extent to which 

communication and collaboration improved, decisional consensus was achieved and 

professional relationships were preserved. This reflects their awareness of the well-

documented risks of unresolved or intractable decisional-conflict in paediatric health 

care. The residual emotions of guilt and regret which participants experienced, even in 

situations where they felt they had exerted moral agency, challenge the conventional 

understanding of moral distress which pervades the literature, and supports the 

arguments of authors calling for its definition to be extended to reflect the breadth of 

moral challenges in contemporary health care. An important finding of this study was 

that exerting one’s moral agency offered a means of mediating the participants’ 

distress and their conflicts, and actually reaffirmed not only their own professional 

values but also their commitment to addressing moral concerns. Thus, this finding 

builds on emerging evidence that enabling HCPs’ moral agency may be a means of 

developing their moral resilience and enhancing their capacity to manage morally 

challenging situations. Participants displayed an openness to discussing the learning 

they acquired during these situations, including times when they had been challenged 

to re-evaluate their own perspectives and assumptions. It is important to harness and 
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share this learning across the healthcare team, as this has been shown to enable 

constructive collaboration and engagement with moral issues in practice. 

 

6.3 Conceptual Framework and the Implications for Theory 

The conceptual framework underpinning this study was informed by Jones’ (1991) 

Issue-Contingent Model of Ethical Decision-Making. Jones drew from social 

psychology to explain ethical decision-making by individuals within organisations. It 

was selected as the scaffold for the conceptual framework of this study, because it 

represents the process of moral decision-making which nurses and doctors navigate 

when faced with a moral issue, and concludes with their engagement in moral action. 

However, in the context of this study, it has two limitations. 

 

Jones proposed that the organisational factors of group dynamics, socialisation 

processes between actors, and hierarchical structures, can challenge one’s intent to 

take action and the subsequent actions. Critiques of the model have long highlighted 

an insufficient focus on the broader contexts within which ethical decision-making 

occurs and how these may guide or limit moral action (Kelley and Elm, 2003; Okkonen 

and Takala, 2019). The model does not address how moral agency can be enabled 

and whether factors internal to HCPs influence their moral agency. Identifying and 

understanding barriers to moral action undoubtedly contributes to our insights on the 

challenges that paediatric nurses and doctors face in clinical practice, and offer 

opportunities for the development of mitigating strategies. As the focus of this study 

was on occasions when participants were able to take moral action, it was also 

important to uncover factors which enabled and supported their moral agency. Despite 

the innate human characteristic of being more readily influenced by negative situations 

(Baumeister, Bratslavsky, Finkenauer et al., 2001), there is an increasing recognition 

that learning also exists in situations where team dynamics, responsive adaptations, 

and other factors contribute to positive outcomes or experiences. This is the premise 

underlying contemporary approaches to patient safety and risk management such as 

‘positive deviance’ (Lawton, Taylor, Clay-Williams et al., 2014) and ‘learning from 

excellence’ (Kelly, Blake and Plunkett, 2016). With this in mind, the conceptual 

framework for this study was adapted by substituting ‘Organisational Factors’ with the 

broader concepts of ‘Enablers and Barriers’, from which RQ3 was derived. Participants 

did indeed articulate the factors internal to them and externally within the environment 

of care which supported their moral agency and helped sustain their moral integrity, as 

well as the factors which impeded them, as discussed in Section 6.2.3.  
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A second limitation is the absence of the influence of reflection and previous 

experience on people’s interpretation and response to subsequent moral events. This 

was not featured in Jones’ model which was originally developed for “understanding 

single-event moral decision-making” (p. 380). While the causes of moral conflicts and 

moral distress have been studied across numerous healthcare settings, there remains 

a dearth of research examining HCPs’ reflections on these situations. HCPs’ 

perspectives on a moral issue and their resultant actions are influenced by their own 

values, beliefs, experience and the professional, organisational and socio-cultural 

contexts within which they practise. However, these are not static and change over 

time, as identified in this and other studies (Ford and Austin, 2018; Morley, Bradbury-

Jones and Ives, 2020), or are influenced by reflection and exposure to alternative 

perspectives (Haan, van Gurp, Naber et al., 2018; Bruun, Huniche, Stenager et al., 

2019). It is important to examine if and how HCPs’ changing perspectives influence 

their moral agency. This may also contribute insights into factors which support the 

development of moral resilience. To address this limitation of Jones’ model, two 

additional components of ‘Outcomes’ and ‘Reflection’ were added to the conceptual 

framework and underpinned RQ4 which revealed how the participants’ experiences of 

moral conflicts continued to influence them long after the events themselves.  

 

This study has demonstrated the strengths and limitations of Jones’ (1991) model. The 

findings support its adaptation to include Enablers and Barriers, Outcomes and 

Reflection to facilitate a broader understanding of the experiences and actions of HCPs 

faced with moral conflicts in their practice (Figure 6.2). This has relevance for future 

researchers who may choose to base their work on Jones’ model to explore how 

HCPs’ moral agency can be enabled.  

Figure 6.2: Adapted model of moral decision-making and moral action 
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6.4  Conclusions and Implications of the Study  

Almost a decade ago, Hamric (2012) called for more research into ways of promoting 

HCPs’ moral agency and preserving their moral integrity. Since then, the literature 

continues to be dominated by research on the causes and implications of moral conflict 

and moral distress. This study responds to the calls of Hamric and others by exploring 

how paediatric nurses and doctors acted in situations of moral conflict and the enablers 

and barriers of their moral agency. Albeit a small study with nineteen participants, the 

CIT approach and the rich narratives it generated allow several conclusions to be 

drawn which have implications for the professions of nursing and medicine, other 

healthcare professions and also for organisations. For the purposes of this thesis, the 

primary focus of these conclusions will be on the participants’ moral agency during the 

episodes of high consequence decision-making about children’s treatment which 

dominated the narratives. Other aspects of their experiences which are relevant to 

paediatric health care will also be considered at the end of this section.  

 

An important finding is the participants’ strong sense of moral agency which was 

grounded in their belief that they were professionally accountable and responsible for 

raising their moral concerns and advocating for children and families. This belief 

enabled and empowered them to exert their moral agency, despite the professional 

risks this may create. These findings challenge a dominant narrative in the literature, 

particularly the nursing literature, of HCPs’ powerlessness to influence treatment 

decisions or change the outcomes of moral conflicts. This narrative is perpetuated by a 

dominant research focus on the causes and implications of moral conflicts, with less 

attention given to exploring how HCPs may be supported to exert moral agency. It 

must be acknowledged that the participants in this study were very experienced, which 

they conceded equipped them with skills, knowledge and confidence to use their “moral 

voice” (Rathert, May and Chung, 2016, p. 42). Furthermore, working within positive and 

respectful professional relationships also offered a supportive environment within which 

they could raise their moral concerns with colleagues. This invites questions about the 

challenges to the moral wellbeing of HCPs who are inexperienced or who lack ethical 

competence or confidence, or those working within environments which do not 

encourage critical engagement with moral issues. These concerns were acknowledged 

by participants in this study who described occasions in which the hierarchical privilege 

of senior nursing or medical colleagues impeded their moral agency, even if it did not 

prevent their engagement with moral issues.  

 



145 

 

The findings offer a challenge to the conventional understanding of moral action which 

typically describes an individual’s actions which are consistent with their moral values 

and convictions (Lützén and Ewalds-Kvist, 2012). In this study, the moral actions 

chosen by participants sometimes resulted in their acquiescence to providing care with 

which they morally disagreed, because they felt it was unfair on colleagues to refuse to 

do it, or alternatively because they wanted to support parents during particularly 

challenging decision-making. Consequently, while participants’ moral actions were 

sometimes not aligned with their own values and beliefs, their actions were consciously 

undertaken and thus demonstrate that the participants were exerting their moral 

agency by making ‘moral judgements and (acting) upon them’ (McCarthy and 

Gastmans, 2015, p. 142). This has relevance for future research into the actions and 

responses of HCPs to moral conflicts, and supports the need to adopt a broad 

perspective rather than exploring only those actions deemed to be morally right.  

 

The participants’ experiences suggest that exerting one’s moral agency can be self-

perpetuating, as it reaffirmed their values and their commitment to raising their 

concerns, and helped to assuage some of the conflict they experienced. Thus, this 

study contributes to the emerging evidence that moral agency can help to mediate the 

negative implications of morally challenging situations that HCPs encounter and plays 

a role in developing HCPs’ moral resilience. Rushton (2016) advises that moral 

resilience is still a “concept under construction” (p. 112) and further research is needed 

to understand its relationship with moral agency and how experience, knowledge and 

the contexts of the moral event may influence this.  

 

The actions taken by the participants in this study were focused on creating a space for 

critical engagement with moral issues, and cultivating collaborative decision-making 

through negotiation and consensus between HCPs themselves and also with parents. 

Their desire to preserve positive relationships with colleagues and parents was a 

particular influence on their actions. It is important however, that meaningful 

collaboration is not sacrificed for fear of jeopardising relationships. This could actually 

create a “culture of avoidance” in which issues are not addressed in a timely way 

(Pavlish, Brown-Saltzman, Fine et al., 2015, p. 160), leading to an escalation of 

decisional-conflicts and intensifying HCPs’ moral conflict. Collaboration was enabled by 

the participants’ efforts to engage in discussion about moral conflicts and to hear the 

perspectives of others. This suggests that they recognised their perspectives and 

understanding of the situation may not have been complete or correct, which was 
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exemplified in their openness to re-evaluating their own assumptions and acceptance 

of alternative moral perspectives. The findings offer evidence of the benefits of 

engagement with colleagues and parents in moral issues as it allowed participants to 

see beyond their own professional sphere and consider other disciplinary perspectives 

by removing what Bruun, Huniche, Stenager et al. (2019) describe as their 

“professional blinkers” (p. 8). This approach offers an explanation for why the findings 

of this study contradict the conventional adversarial depiction of nurses and doctors. 

Johnstone and Hutchinson (2015) argue that when HCPs have an “assumed rightness” 

(p. 8) about their moral assumptions and actions, there is less opportunity or openness 

to engage in meaningful discussion. In contrast, Traudt, Liaschenko and Peden-

McAlpine (2016) argue that having insight into the limitations of one’s knowledge and a 

receptiveness to the perspectives of others are important attributes of moral agency.  

 

While individual moral agency is undoubtedly important, ethical practice should not rely 

solely on individual HCPs having capacity and confidence to address moral issues. 

Organisations have a critical role in establishing an ethical climate within which HCPs 

of all levels of experience and ethical competence can safely raise their moral concerns 

(Wall, Austin and Garros, 2016). The participants recognised this, and through their 

calls for periodic re-evaluation of treatment plans, access to ethics guidance, and 

opportunities for shared learning, they advocated for a change in how the organisation 

enables ethical practice. There is evidence from this study which is supported by the 

literature, that organisations need to consider a suite of interventions to support the 

ethical dimensions of HCPs’ practice, for example, access to specialist ethics advice, 

regular shared learning and reflection sessions, debriefing after challenging cases, 

mentorship of junior colleagues and role-modelling of ethical leadership by experienced 

staff. However, establishing these structures is insufficient without an organisational 

commitment to facilitate and promote attendance by HCPs and to create a culture 

which supports and normalises interprofessional engagement with moral issues.  

 

Parents were frequently the protagonists of the participants’ experiences in this study, 

both in terms of their decisional-conflicts and participants’ efforts to support parents 

through the complex decision-making which characterised these situations. Each 

situation is unique and HCPs need to be able to adapt their communication to the 

needs of parents and their readiness to be involved. Furthermore, as HCPs’ and 

parents’ expectations and interpretations of children’s best interests may differ 

(Birchley, Gooberman-Hill, Deans et al., 2017), meaningful engagement with morally 
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challenging situations requires paediatric HCPs to understand parents’ values, 

perspectives and motivations. Similarly when navigating through these complex 

situations, HCPs must be cognisant of their own subjectivities and values, and consider 

how these influence their understanding and approaches to situations.  

 

Social media influenced the participants’ experiences, both in terms of parental threats 

to use digital platforms to influence decision-making and the organisation’s risk 

aversion to public commentary. However, given the ubiquity of social media and its 

instant access to information, it is important that HCPs and organisations find ways to 

adapt to this environment. This involves understanding why parents communicate on 

digital platforms. In their study of parents’ motivation for mobilising social media 

campaigns, Moore and Lantos (2019) concluded that parents were motivated by a 

desire to change a clinical decision, to have their voices heard and promote discussion, 

and to feel that they had done everything possible for their child. Understanding 

parents’ motivations is important to promote proactive and effective communication, 

and to avoid situations where parents feel they have no other recourse. Healthcare 

organisations’ traditional response to negative social media commentary is to decline to 

comment. Moore and Lantos (2020) propose an alternative approach of “non-

adversarial engagement” (p. 284) in which organisations offer a position which is 

informed by legal, ethical and clinical perspectives. This form of engagement does not 

involve the organisation directly joining the conversation about individual children or 

families, but may offer a means of encouraging public debate about highly contentious 

issues in which factual information is contributed to the debate.  

 

This study also revealed some other interesting findings which help to illuminate 

emerging trends in the landscape of paediatric health care that will undoubtedly 

influence HCPs’ moral practice. As discussed above, complex decision-making 

scenarios dominated the narratives, similar to the literature. However, less evident in 

the literature are the day-to-day moral challenges which HCPs experience or the nature 

of moral conflicts in the community despite the increasing numbers of children with 

complex care needs being cared for in this sector. Bollig, Schmidt, Rosland et al. 

(2015) proposed the analogy of an iceberg to argue that the impact and visibility of “big 

ethical problems” (p. 815) garners more attention in practice and research, while the 

day-to-day ethical problems which occur more frequently but with less impact lie 

beneath the surface and are thus exposed to less scrutiny. Exploring moral agency in 

these day-to-day situations may offer a means of developing HCPs’ ethical 
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competence and preparing them for high-consequence situations by embedding 

engagement with moral issues into practice. Also as children with complex care needs 

increasingly receive care in the community and in their homes which was previously 

provided in hospital, there is a need to extend the research gaze beyond hospital 

boundaries to examine the moral experiences of community-based HCPs. An 

additional trend identified by participants in this study is crowd-funding, which is 

becoming increasingly prevalent in paediatric health care in Ireland and internationally. 

While it offers advantages to families, particularly in relation to accessing treatments in 

other jurisdictions, its impact on service-delivery and individual decision-making 

remains poorly understood and offers multiple opportunities for further research.  

 

When designing the conceptual framework for this study, Jones’ (1991) model of Issue-

Contingent Ethical Decision-Making was extended to address areas which receive little 

research attention: the enablers of moral action and not only the barriers, and the 

influence of prior experience and learning on moral agency. As discussed in Section 

6.3 above, the findings of this study support the inclusion of these elements. This 

revised model responds to calls for a shift in research focus from the causes and 

effects of moral conflicts, to instead considering how HCPs’ moral agency can be 

enabled and exploring its relationship with moral resilience (Rushton, 2017). The 

findings of this research have implications for healthcare organisations, individual 

HCPs and education providers, which are discussed below under the headings of 

practice and education.  

 

6.4.1 Implications for healthcare practice and education 

Implications for practice 

This study found that the nurses’ and doctors’ levels of experience, and the 

professional relationships within which they work, influence their capacity and 

confidence to take moral action. It is important to consider how junior HCPs can be 

supported and developed to raise their moral concerns. HCPs in senior roles must be 

cognisant of how their leadership and communication styles enable or hinder the 

voices of team-members and the consequences for effective interprofessional 

engagement with moral issues.   

 

There is strong evidence from this study, which is supported by research elsewhere 

(Lotz, Daxer, Jox et al., 2017; Hein, Knochel, Zaimovic et al., 2020), that early and 
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regular evaluation of children’s treatment plans could help to reduce or prevent 

decisional conflict. This could be achieved through regular interprofessional meetings 

as standard practice for children with complex care needs or uncertain prognoses, or 

who are under the care of multiple healthcare teams. These meetings would involve 

engagement of the family, the child where possible and the wider healthcare team in 

finding a common ground between their expectations, and ensuring that decision-

making remains patient-centred. The development of institutional guidance for these 

meetings would help to foster inclusivity and reduce the influence of individual 

dynamics on the conduct and outcomes of these meetings.  

 

Similar to the literature, ethics consultations were infrequently used in this study. 

Rather than ethics consultations being used a last resort or when decision-makers are 

at an impasse, an organisational approach is required to encourage their use as a 

resource for objective and independent advice. Normalising the use of ethics 

consultations, particularly in situations where contentious decision-making is 

foreseeable, may help to prevent decisional conflict by encouraging HCPs to explore 

risk factors and indicators of moral conflict. This resource should be accessible to all 

disciplines with clear referral criteria and pathways to avoid situations where HCPs are 

hesitant to make a referral out of fear of jeopardising their professional relationships.  

 

As social media becomes increasingly ubiquitous, organisations need to consider how 

they engage with and respond to the online community. There is a need for healthcare 

organisations to develop communication strategies and guidance to support proactive 

engagement with social media in a way that stimulates meaningful social debate whilst 

protecting the privacy and interests of children, families and HCPs. 

 

Implications for education 

The findings of this study offer several suggestions for educational interventions to 

support and develop the ethical dimensions of HCPs’ practice. Using examples of 

actual moral conflicts in ethics education at undergraduate and post-graduate level can 

help HCPs to integrate and apply their theoretical knowledge and explore ways of 

responding to these situations. Participants also strongly advocated for the 

establishment of forums which allow for shared learning from challenging situations. 

These could be in the form of facilitated Ethics Reflection Groups for example, which 

offer HCPs a safe space to discuss moral issues and actions, and develop self-
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awareness by critically reflecting on and challenging their own values and motivations 

in these situations. While HCPs’ moral values and perspectives are influenced by their 

own professional background and knowledge base, they work within complex 

healthcare teams. It therefore follows that education and training opportunities should 

be interprofessional to enable HCPs to understand other disciplinary perspectives and 

contributions, and to encourage openness to collaborative engagement (Bruun, 

Huniche, Stenager et al., 2019).  

 

The findings highlight the importance of addressing the learning and development 

needs of junior HCPs. Mentoring by experienced HCPs may offer a means of 

supporting junior colleagues to develop skills and strategies to respond to their moral 

concerns and engage in effective communication with colleagues and parents. 

Experienced HCPs should be aware of how they role-model ethical leadership, and 

harness the learning from their experiences by elucidating the thought processes and 

values which influence their moral agency. Advanced communication skills training is 

recommended to support HCPs of all levels of experience to navigate complex 

conversations with parents, children and colleagues about life-altering decisions and to 

recognise and respond to early signs of conflict. An organisational commitment is 

required to adequately resource these measures to ensure HCPs can meaningfully 

interact with them, and to create a culture within which timely and responsive 

engagement with moral issues is embedded in clinical practice.  

 

6.4.2 Recommendations for further research 

The findings of this study have revealed opportunities for further research into moral 

conflict and moral action within paediatric health care: 

 While it is important to study the causes and effects of moral conflicts, research 

attention must extend to explore how moral agency can be enabled and its 

relationship with moral resilience in HCPs from all disciplines. In view of the 

finding that participants’ perceptions of moral issues developed over time and 

influenced their approaches to situations, further research could explore if and 

how HCPs’ level of experience and career stage influence their moral agency. 

The extensions to Jones’ (1991) model of Ethical Decision-Making, which were 

developed for this study and are supported by its findings, offer a framework to 

invite HCPs to reflect on how their recognition and responses to moral issues 

have evolved. Additionally, a quantitative approach incorporating CIT, similar to 

that used by Pavlish, Brown-Saltzman, Hersh et al. (2011), offers benefits to 
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explore and compare the relationship between level of experience and moral 

agency amongst HCPs at different career stages.  

 The existing research focuses primarily on high-consequence moral events. 

There is a need to uncover how moral agency can be enabled beyond these 

settings, firstly within the day-to-day moral challenges HCPs encounter and 

secondly beyond hospital boundaries to the moral experiences of community 

HCPs caring for children with complex care needs and uncertain prognoses. 

Understanding their experiences can shed light on strategies which may help to 

create an ethically supportive environment for them. 

 A particular source of moral conflict was the decisional-conflicts between the 

healthcare team and with parents about treatment approaches for children. 

While these conflicts were resolved or compromises were reached, the learning 

rarely extended beyond the team. There is a need for further research into the 

‘the epidemiology of conflict’ (Wilkinson, 2017, p. 1) to understand how 

disagreements are resolved in order to offer insights and guidance to HCPs.  

 To date, there has been little research attention on the emerging trends of 

social media commentary and crowd-funding. This offers numerous research 

opportunities to explore and understand the implication these have for the moral 

experiences of HCPs and the wider contexts of decision-making and resource 

allocation.  

 

6.5 Reflections on the Study  

I maintained a reflective journal throughout this study to catalogue my thoughts, 

assumptions and learning. Initially it was difficult to be sufficiently introspective about 

the issues which arose, and my early attempts of reflection were quite descriptive. Now 

when I read over this journal I can see how I challenged myself and my assumptions as 

the study progressed. I have conducted previous research primarily as a co-

investigator, alongside team members with whom one can debate the various choices 

and obstacles in a project. As a solo researcher, the process of reflection was 

particularly useful for questioning and justifying decisions, considering how findings 

diverged or converged with the literature, and exploring my positionality to the 

participants and their narratives. Several of the outcomes of this reflection have been 

outlined in Chapter 3.  
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CIT was an effective methodology to elicit participants’ experiences of moral agency. 

This approach invited participants to describe several examples of moral conflict and 

the associated moral actions, offering greater opportunity to explore these situations, 

rather than focusing on single events. The methodological literature pertaining to CIT 

was invaluable for enhancing credibility by offering guidance on strategies to overcome 

biases and improving recall of CIs. For example, Bott and Tourish’s (2016) advice to 

send a pre-interview guide was highlighted by several participants as something which 

helped stimulate their recollections.  

 

As I write this thesis, it is important to acknowledge that the national and international 

health systems are being challenged on an unparalleled scale due to the COVID-19 

Pandemic. These challenges are presenting unprecedented clinical and moral 

questions about how significantly constrained healthcare resources should be 

allocated.  When the full extent of the effects of the pandemic become known, it is 

possible that our conceptualisations of moral conflict and moral distress will be 

reframed. However, it is important that the likely scale of moral conflict which will 

emerge during and following the pandemic, does not diminish or undermine HCPs’ pre-

existing experiences of moral conflict as described in this and previous studies. 

 

6.6 Limitations of the Study  

A number of limitations exist related to the research approach, the setting and the 

sample.  

 Narrative research has some limitations as it relies on participants’ capacity to 

reflect on, and verbalise, their experiences (Grove and Gray, 2019). While it is 

not possible to confirm the extent to which the strategies outlined in Chapter 3 

succeeded in reducing recall bias, participants spoke with clarity and provided 

contextual information which offers assurance about the accuracy and 

relevance of their narratives. 

 This research was conducted in one organisation which enhanced its feasibility, 

but precluded the exploration of HCPs’ experiences of moral conflict in different 

organisational contexts. Thus their experiences, and consequently the findings, 

may not be typical of HCPs practising elsewhere, which may undermine the 

transferability of the findings.  

 Participants were recruited from a multiplicity of specialities. At the outset of the 

study, when planning and defining the study population, it was acknowledged 
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that not focusing the recruitment to a core group of specialties might limit the 

generation of common themes across participants’ experiences. However, this 

transpired to be strength of this study because, despite exploring the topic 

across multiple specialities, common experiences emerged for participants, 

irrespective of their clinical contexts.   

 It could be argued that the sensitivity of the research topic, and the disclosure 

required of participants, led to a sample that was more likely to be open, willing 

to talk and interested in the topic, and excluded those who may feel 

uncomfortable discussing their experiences. A limitation of self-selection as a 

recruitment strategy is that those who did not opt to take part may have had 

different experiences or perspectives which are no less valid, and which might 

either contradict or substantiate the findings of the study. For example, the 

participants conceded that junior colleagues may have very different 

experiences. It is not possible to circumvent this limitation, as a fundamental 

principle of ethical research is voluntary participation. However, steps were 

taken to enhance participation by giving assurances of anonymity and outlining 

the measures to protect participants’ identities in the information leaflet.  

 

6.7 Dissemination Strategy  

Dissemination of findings is a credibility mechanism which enables HCPs elsewhere to 

critically appraise a study’s value and its relevance to their practice (Streubert and 

Carpenter, 2011). It is proposed to disseminate the outputs of this research in several 

ways. The summarised findings will be submitted for presentation at an international 

interprofessional conference and will be prepared for publication in an interprofessional 

journal. As that paper(s) evolves, a decision will be made whether the target audience 

will be paediatric HCPs or the wider healthcare community, as the findings refer to 

issues which are not limited to the paediatric arena. A critical discussion of the use of 

CIT as a qualitative methodology will be submitted to a journal focusing on qualitative 

research, as previously published papers offered similar methodological guidance as I 

conducted this study.  

 

6.8 Final Reflections  

This study makes a valuable contribution to the healthcare literature on moral agency 

by looking beyond the prevailing research focus on the causes and implications of 

moral conflict. The findings challenge notions of powerlessness and ‘them and us’ 
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representations of nurses and doctors, and reveal an alternative perspective that 

experienced and knowledgeable HCPs working within positive and respectful 

professional relationships can meaningfully engage with the moral issues they 

encounter. The study also builds on current arguments by offering evidence that moral 

agency appears to provide a mediating effect against the negative implications of moral 

conflicts and contributes to moral resilience in HCPs. However, the findings also draw 

attention to the conditions which impede moral agency such as being inexperienced, 

hierarchical decision-making structures and apprehension about jeopardising 

professional relationships. The strength of the study lies in its qualitative methodology 

and multiprofessional sample which created the opportunity for these very experienced 

nurses and doctors to share rich descriptions of their experiences and to critically 

reflect during the interviews which added an additional depth to their narratives. As 

paediatric healthcare will continue to be characterised by increasing medical and 

technological advancements, and influenced by wider socio-cultural factors, it is 

unlikely that the situations which generate moral conflict for HCPs will ever be 

eliminated. The findings offer insights for how organisations can establish a supportive 

ethical climate to nurture the ethical competence of HCPs and enable them to 

positively engage with parents, children and colleagues to try to achieve outcomes 

which are acceptable to all parties. By enabling HCPs’ moral agency, the question ‘Are 

we doing the right thing?’ can move from being evidence of the profound moral conflict 

that HCPs can experience, to instead becoming a stimulus for proactive and 

constructive engagement with moral issues so that: 

 

 

 

 

 

  

Somebody has to ask that question.  And the answer...there may not be 
an answer to that, but as long as we are asking the questions, I think 
we are doing the right thing for the family, we are doing the right thing 
for the child and we are doing the right thing for the next child who may 
need our services. (N12) 
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Appendices 

Appendix 1: Letter requesting access to research site 

 *********** 

 *********** 

 *********** 

 PHONE 

 E-MAIL  

 xxth of June 2018 

Re: Request for Access - Study Title: Moral Action in Paediatric Healthcare 

 

Dear {Clinical Director / Director of Nursing} 

I am currently undertaking a Doctorate in Governance in the Institute of Public Administration 
and University College Dublin. In part fulfilment of this programme I am undertaking a 
doctoral dissertation.  

 

My research topic relates to moral action in healthcare. More specifically, I wish to explore 
the situations which give rise to moral conflict for doctors and nurses in the paediatric acute 
care arena, the actions they take in response to this conflict, and the factors which enable or 
impede their capacity to take moral action. My interest in this area stems from a recognition 
of the gap in the current knowledge in this area, and a desire to contribute to the 
development of supports and/or processes which help to enable moral action and preserve 
moral resilience amongst healthcare professionals.  

 

To conduct this study I propose interviewing approximately ten to twelve nurses and eight to 
ten doctors in {named hospital} about their experiences. These interviews will last 
approximately 40-60 minutes and it is my intention to conduct these during participants’ 
working hours. Prospective participants will self-select to participate in response to a poster 
about the study which will be placed in staff tea rooms. I am writing to you to seek your 
permission to: 

 access {named hospital} to conduct this study 
 recruit nurses and doctors to participate in the study 
 allow participants to be released from their rostered duty to participate in the 

interview.   
 

Prior to conducting this study I will be seeking ethical approval from {named organisation’s} 
Ethics Committee. I assure you that the anonymity and confidentiality of the participants will 
be protected at all times. Furthermore, any future publication of the research findings will not 
identify the participants or the organisation in any way. Participants will be advised not to 
refer to episodes of care which are currently under internal review, external review or legal 
proceedings. 

Page 1 of 2 
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I would be most grateful for your permission to conduct this research. I enclose a copy of the 
research proposal and a copy of the Data Management Plan for this study which outlines the 
precautions which will be taken in relation to the storage, management, security and 
confidentiality of personal and research data. Should you require any additional information, 
please do not hesitate to contact me.  

 

Yours sincerely, 

 

______________________ 

 

******* ********* 

 

 

Carol Hilliard, 

Nursing Practice Development Coordinator,  

{Hospital Name & Address} 

{xxxxx.xxxxxxxx@xxxxx.ie } 

01-xxx xxxx 

086-xxx xxxx 
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Appendix 2a: Ethical Approval from Research Site 
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Appendix 2b: Ethical Exemption for University 
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Appendix 3: Participant Recruitment Poster 

 

 
 



171 

 

Appendix 4: Participant Information Leaflet 
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Appendix 5: Semi-Structured Interview Guide 

 

Study Title: Moral Action in Paediatric Healthcare 

 
 

Page 1 of 2 
 
Introduction 

 Introduction, confirm identity, clarify the purpose of the study.  
 Statement about voluntary participation, confidentiality and anonymity.  
 Signing of consent form 

 
 
Demographic data 
Data collecting tool will be used to facilitate the collecting of demographics (see below): 

Item Detail 

1. Profession Nurse         Doctor    2. Gender Male         Female    

3. Role   Staff nurse                                                 

  Clinical Nurse Manager (or equivalent)     

  Clinical Nurse Specialist / Advanced 

Nurse Practitioner                                          

  Administration                                                                                    

 Senior House Officer      

 Registrar                           

 Consultant                        

4. Age group 21-29yrs       30-39yrs       40-49yrs      50-59yrs        60yrs+   

5. Professional 
experience 

Length of time: 

in your profession                         _____ yrs  

employed in {hospital name}         _____ yrs 

employed in current role               _____ yrs 

6. Highest academic 
qualification 

 

____________ 

6. Ethics 
training 

Have you received any form of Ethics training in your career?  

Yes      No            If yes, please give details: 
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Page 2 of 2 

Interview Guide  

 Opening question: Can you describe a situation or an event when you experienced 
moral conflict and took some action in response to it 
 

RQ General Aims 
of the Study 

(Flanagan 1954) 

Primary Question(s) Secondary or Prompt 
Questions 

(to be asked if not already 
addressed) 

RQ1 Causes of 
Moral Conflict 

 Describe in detail what 
happened 

 

 What led to the situation or 
event – why did it happen, 
do you think? 
 

 What was the cause / source 
of your moral conflict? 
(Prompt: What bothered 
you about this situation) 

 
RQ2 Actions taken 

by HCPs 
 How did you act / react?  
 

 What did you do / how did 
you respond? 

 
RQ3 Enabling / 

Impeding 
factors 

 What helped you take this 
action? 
 

 What did or could have 
impeded you from taking 
this action?     
       

 If you had a Wish List, 
what would have helped 
during this situation? 

 

 Do you think your previous 
experience influenced you in 
this situation?  

 
 
 
 Your wish list could include 

people, structures, 
processes, information etc. 

RQ4 Outcomes  What were the outcomes 
of this situation? 
 

 When you reflect on this 
situation, how do you feel 
now and would you 
change anything about 
your role in this situation? 

 

 Outcomes for you, the child, 
the family and your 
colleagues  
 

 Has this event influenced 
your practice now?  
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Appendix 6: Pre-Interview Guide 

 

Study Title: Moral Action in Paediatric Healthcare 

You have agreed to participate in an interview for a research study which aims to explore 
healthcare professionals’ (specifically nurses and doctors) experiences of situations which 
gave rise to a moral conflict, and to look at the nurses’ and doctors’ actions or responses to 
the situation.  

In order to help you recall and reflect on your experiences, I have included some broad 
trigger questions below.  Please consider these, and we will explore your experiences in 
more detail during the interview.  

What is Moral Conflict: Moral conflict arises from situations or events where there is a 
clash of values or principles which give rise to seeming ‘conflicting duties’ (Hare, 1978:3)10.  

Situations which cause moral conflict have been described in the literature to include, for 
example, when healthcare professionals feel that: 

 The right decision was made, but they still feel regret or conflict 
 A decision was made but they believe it was the wrong decision 
 They are not sure if the decision that was made was right or wrong 

 

Trigger questions 
1. Think about a previous situation when you experienced moral conflict in your practice and 
you took action or made a response because you felt that was the right thing to do.  

 What was the cause of your moral conflict? 
 What action did you take? 
 Were there factors which helped you or impeded you from taking this action? 

 
 
What if I change my mind? 
If, after reading the questions above, you change your mind and decide not to participate in 
this study, you may do so without any prejudice.  
 

What do I need to do now? 

If you are happy to participate, we will confirm the following date, time and venue for the 

interview: 

Date xx / xx / 20xx Time xx:xx Venue Xxxxx xxxxxx 

Carol Hilliard, Role Title, {Hospital Name & Address} 
xxxxx.xxxxxxxx@xxxxx.ie   01-xxx xxxx  086 xxx xxxx 

 

  

                                                

10 HARE, R. M. 1978. Moral Conflicts. The Tanner Lecture on Human Conflicts. Utah State University, Logan, 
Utah. 
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Appendix 7: Consent Form 

 

                     {Hospital Logo}                            

Study Title: Moral Action in Paediatric Healthcare 

 

 

1 I confirm that I have read and understood the information leaflet for this 
study. I have had the opportunity to consider the information, and have 
asked and received answers to any questions asked. 

 

2 I understand that my participation in this study is voluntary.   

3 I am free to withdraw, without giving a reason, and without prejudice or 
sanction, up until the point at which my interview will be included in the 
data analysis. 

 

4 I understand that the researcher, Carol Hilliard, will hold all information 
and data securely and in confidence, and that I cannot be identified as a 
participant in the study.  

 

5 I give the researcher permission to hold relevant personal data. 

I understand that this information will be retained specifically for the 
purpose of this study and will be deleted on completion of the study.  

 

 

6 I understand that my interview will audio-recorded and I consent to this.  

7 I understand that a transcription service may be used and I consent to 
the audio file of my interview being shared for the purpose of 
transcribing. 

 

 

I consent to taking part in this study  

 

_________________        ____________                _______________ 

Participant        Date                                 Signature      

 

_________________        ____________                _______________ 

Researcher        Date                                 Signature      

                                                           

One copy for participant, one copy retained by the researcher 

Please  if Yes 
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Appendix 8: Transcription Confidentiality Agreement 
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Appendix 9: NVivo Interface 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Coding system: Displays 
theme/subtheme titles 
and indicates the number 
of files (participants) and 
the number of references 
(CIs) attributed to each 
theme. 
 

Coding Stripes function: 
displays each theme 
relevant to the part of the 
transcript being viewed.  
 

Full transcript is visible to 
allow the coded text to be 
viewed in context 
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Appendix 10: Examples of Critical Incidents extracted from the Interview Transcripts 

 

Example 1: N5:CI4 

 {We had} a family that were very intelligent, very articulate, very clued in, very on 

social media, very on trend with Charlie Gard and I would have heard all about that 

from this mum.  And they could not say that they were not able or did not want to look 

after their child, they couldn't say those words, but their behaviour just reinforced that 

time and time and time again.  So they neglected him and didn't visit, but they would 

say, 'I will be in tomorrow, we will be in next week, we will be in next month, oh this has 

happened, I am sick,' or something, every excuse you could imagine.  But actually 

there was massive chunks of time where nobody visited that child and months were 

going by.  And they would say one thing to you, 'oh please do that surgery, we want 

him home as soon as possible, we are going to be there for training on day one and we 

would like it even quicker than the normal person if that is possible because we are so 

committed to this.'  And their actions were just the complete opposite.  

So then who was advocating for that child?  So it came to a head, for me personally, 

and then I kind of said I am pulling the plug, I am just pressing the big red button and I 

am saying that I don't trust them.  And they had done things that would have led me to 

believe that maybe...maybe with them is not the best thing for him, by some of their 

actions. I didn't actually trust them anymore.  And I didn't trust that they would do right 

by him and that is very uncomfortable actually.  So in terms of escalating it then I went 

to the social worker and I rang patient advocacy and I said... Tusla were already 

involved but there was nothing else to do except raise my concerns, call an MDT 

{multi-disciplinary team meeting}, say it to the bigger group. Everybody felt the same as 

me, it was just the one person that said it.  Everybody was like, Jesus, yes, God knows 

what they will do to him.  Oh really, okay. 

R: So everybody was on point? 

P: Yeah, but nobody had said it.  It was the white elephant in the room.  But I felt the 

weight of that really because I had to say it to my colleague that I worked closely with.  

I knew it was going to be a frigging mess because we were going to have to confront 

the parents.  I was dragging her into it, and she is relatively junior in the post, she was 

fantastic and said, 'you are right, you have to, if that is the way you feel.'  The 

consultant wants a quiet life and whatever, don't rock any boat, and here is me setting 

off a bomb. So I said to him, 'you can go to court now and raise our concerns and say 

we have really big concerns about this child's welfare and safety if he goes home to the 
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care of his parents.  Or you can probably go to the coroner in a year and say we let him 

home because... And he said, ‘okay, I am with you’.   

R: But you had to bring it to that level of conversation? 

P: Yeah, but then it went to the bigger group and they decided, no we will give them 

another chance.  So nobody was really willing, even though everybody was saying it 

actually and the other thing is if there isn't anywhere for those children, if they aren't 

with a family they have nowhere in Ireland for them. 

R: They stay here? {i.e. in hospital} 

P: And I really struggle with that because in ethics, the bit that I learned, that you 

should never let the social circumstances influence your decision about a child.  And I 

can really see that that is valid.  A child is an entity in its own right, but actually 

practically they are nothing without their family, I really feel, that is probably me 

personally, I don't feel that they are anything without their family.  So when I was 

making that decision about that child it was killing me because of that, because I am 

separating him from his family and there is no family in Ireland for him.  So how can I 

do that?  That is crucifying him for his whole life.  Then his whole life now is mapped 

out because of that decision that I am making, so I thought, on my own.  

And now with life experience I have friends who have very damaged lives because of 

their childhood so I can see how fundamental it is to all of us, our existence and our 

being and I really struggled with making that decision for him.   So at the end of the day 

I didn't actually think that he would be safe with them so that is what made me stand up 

and say, okay, enough, I am calling it.  So if there were services available, like other 

families that would do fostering or a better adoption service or a better foster service I 

think maybe even more of those decisions might be made but the fact that there is 

nothing, there is no services available for those children.  It is kind of the best of a bad 

lot sometimes. 

R: And do you think that was where people were coming at around the table?  Almost 

better the devil you know. 

P: Oh yes.  Anyhow he went home with them just recently so it is early days but they 

are doing well.  So maybe I am wrong, you know.  I don't think so, but maybe.  I hope I 

am. 
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Example 2: D4:CI1 

One of the patients in our service was an infant with a very complex history, multiple 

co-morbidities and a very poor prognosis. Despite this he actually survived longer than 

anyone one of us thought. He has subsequently died. However my experience 

happened around 3 years ago when there was talk about him going for surgery that I 

really felt was not...it was not the right thing to do. It was...not quite experimental, but 

certainly was innovative. His parents had read about it online from a support group they 

are part of. {Hospital in US} was trialling it for some children with this particular 

condition but really there was no hard evidence to support it. Also, I felt that this child’s 

own prognosis was so poor that to put him through surgery, a GA and all of that, it was 

wrong. It was not going to extend his life...it may have improved his life but there were 

more risks than benefits.  

Anyway a MDT was held and we {healthcare team} met first and then the parents 

attended. Before the parents came in there was a real polarity in the room as to how 

we should proceed. Two of the consultant surgeons had completely opposing views. 

One felt that we should try the surgery, and that even if it didn’t improve things, then at 

least the parents could be reassured that they had tried everything. The other surgeon 

was really vocal and said ‘{child’s name} is our patient first, and our duty of care must 

firstly be to him’. He argued that what the parents wanted should not usurp what was in 

the child’s best interests. It got really heated.  

Then they both looked around the room and asked the assembled doctors, nurses, 

social workers etc what we thought. Actually the question was ‘And what side are you 

on?”. Well, how do you answer that? I must say my first thought was not actually for the 

child, but which of these two consultants was the lesser evil if I had to piss one off. I 

was the most senior NCHD {non-consultant hospital doctor} in the room and I felt that 

everyone was looking at me to respond first. I was actually angry at that because I had 

had a conversation with some of the nursing team beforehand and they didn’t agree 

with this surgery. But they were sitting mute in the room. So I said what I thought, that 

this surgery was not going to provide curative benefit to the child, that it would not 

prolong his life, that it may give him some comfort but how much was unknown. I said 

that I felt until more evidence about this procedure came up, we shouldn’t do it, but that 

we should continue to link with {hospital in US} so that we were at the frontline of 

finding out information hot off the press.  

I could have said a lot more to support my argument, like the actual ethics of doing this 

procedure on this child, but I felt that actually arguing from a research evidence point of 
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view would probably be better received. I guess...I suppose if I used the ethics 

argument, it would actually sound like I was criticising the ethics of the guy who wanted 

to do the surgery. It’s amazing how much thought goes through your head in a split 

second and how you can work out the likely reaction to what you might say. And....well, 

you can imagine how my little speech was received. I got glares from one surgeon and 

nods of approval from the other. This wasn’t me trying to win points with either of them 

though and...I...I knew I had to make them see that. Now in fairness, both of them are 

skilled, experienced men who do really think about what they were doing. I think they 

both had really taken this little kid to their hearts and were actually really thinking about 

him, albeit with different outcomes in their thinking.  

Then the nurses spoke up and agreed with what I had said. They also said how the 

parents weren’t in agreement with eachother about the surgery, that the father wanted 

it but the mother didn’t. That actually threw a curve ball in the room, because nobody 

would take on a highly innovative surgery unless both parents were on board. So then 

the parents came in, and it was explained to them what we were deliberating. In 

fairness {Consultant surgeon} went through both arguments really well, and actually 

you would be hard pressed to know which side he came down on. He was actually in 

favour of the surgery. The jigs and the reels of it was that the surgery did not go ahead. 

The parents were told that it wasn’t that it was out ruled, but that more evidence was 

needed to support putting the child through a GA etc. So I suppose they had still had 

hope. As it happened he never had the surgery because in time, he became too unwell 

to even contemplate it and he eventually died.  

 

 

 
 

  



183 

 

Appendix 11: Phases of thematic data analysis 

 

This appendix presents extracts from the original transcripts and the NVivo programme to 

illustrate the phases of thematic data analysis (Braun and Clarke 2006) as applied to the 

analysis of RQ1: Causes of Moral Conflict.  

 

Phase 1: Familiarisation with the data 

 

 
 

Figure 11.1 Excerpt of a hard copy transcript, showing my initial impressions and 
annotations. 

 

Phase 2: Generating initial codes 

 

 
 

Figure 11.2 Process of coding an extract of data to the code ‘Child’s best interests’ 
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Figure 11.3 Coding stripes to illustrates all codes attributed to sections of the original 
transcript 

 

 

 

 

 
 

Figure 11.4 List of initial codes generated for RQ1: Causes of Moral Conflict 
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Table 11:1 Initial codes created for each Research Question 

RQI  - Causes of Moral Conflict: 386 extracts coded to 34 initial codes 

1. A chance for parents to say no 2. Institution's fear of reputational damage 

3. Allocation of resources 4. Insufficient research evidence 

5. Availability of resources for 'next patient' 6. Not being an advocate 

7. Backlash (real or potential) 8. Parent's expectations 

9. Best interests of the parents & family 10. Parents' wishes Vs child's interests 

11. Breaching trust 12. Patient safety 

13. Child's best interests 14. Professional communication 

15. Clinical decision-making 16. Professional integrity 

17. Communication with parents 18. Prognostic uncertainty 

19. Conflicting interests 20. Resources not available 

21. Contributing to suffering 22. Respect for voice 

23. Crossroads or Junction 24. Standards of Professional practice 

25. Crowd-funding 26. Telling the truth 

27. Futile measures 28. To take hope 

29. Giving (false) hope 30. Voice not heard 

31. Implications for the child 32. What are we doing 

33. Implications for the family 34. Witnessing suffering 

 
RQ2 – Actions taken by HCPs:  166 extracts coded to 36 initial codes 

1. Told the true facts of the situation 2. Explored or devised alternative approach 

3. Supported junior colleague 4. Engaged with parents 

5. Sought HR advice 6. Engaged & discussed with child 

7. Sought help for child and-or family 8. Discussed concerns with colleague 

9. Sought 2nd opinion 10. Did procedure - right thing to do at the time 

11. Role modelled ethical behaviour 12. Did not want to do procedure 

13. Refused to apologise 14. Convinced colleague to escalate issue 

15. Referred to Ethics Committee 16. Contributed to & influenced Ethics Committee 
decision 

17. Raised concerns to MDT 18. Challenged the decision of the manager 

19. Raised concerns to manager 20. Challenged opinions or decisions 

21. Raised concerns about treatment approach 22. Called for MDT meeting 
23. Raised concern with individual involved 24. Avoid false hope 

25. Pushed-agitated for a decision 26. Argued that patient safety was paramount 

27. Made a decision to not engage 28. Advocated for family 

29. Made a decision not to escalate it 30. Advocated for child 
31. Looked for independent review 32. Advised parents against treatment 

33. Intervened in a child's care 34. Advised organisation against procedure 

35. Influenced treatment approach 36. Acceded to parents' wishes 
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RQ3 - Factors influencing moral action: 231 extracts coded to 61 initial codes 

1. Accepting the information you have now 2. Managing expectations 

3. Already on treatment journey 4. MDT Communication 
5. Belief in role as advocate 6. Needing to be the patient's voice 

7. Belief that there was no point 8. Not enough knowledge 

9. Commitment to the child 10. Not having a binary perspective 

11. Concern for both the child AND family 12. Not thinking of bigger picture /next patient 

13. Concern for the patient 14. Objective evidence 

15. Confidence 16. Own assumptions 

17. Culture of the team 18. Parental expectations 

19. Culture of the team 20. Personal philosophy of 'patient comes first' 

21. Difficult to articulate the 'intangible' nursing 
contribution 

22. Position as role model for colleagues 

23. Disagreements between parents 24. Positive interprofessional relationships 

25. Ethics education 26. Previous experience of similar issue 

27. Focus on the child's best interests 28. Prognostic uncertainty 

29. Generational expectations 30. Reluctance of others to have difficult 
conversations 

31. HCPs expectations of healthcare 32. Respect for voice 

33. Healthcare relationships 34. Responsibility to be a role model 

35. Hierarchical professional relationships 36. Right thing to do for this patient 

37. Imperative to act 38. Risk of backlash 

39. Inexperience 40. Risk of being perceived as obstructive or 
argumentative 

41. Informal communication outside the MDT 42. Risk of breaching trust 

43. Institutional conservatism 44. Sense of doing the right thing 

45. Interprofessional relationships 46. Solo Vs Collective voice 

47. Intuition 48. Supportive managers 
49. Knowing how to escalate a concern 50. Talking to colleagues 

51. Knowing that one is right 52. Tenacity 

53. Knowing your bottom line 54. Thinking of the next patient 

55. Knowledge & experience 56. Too big to take on 
57. Lack of confidence 58. Urgency of the treatment 

59. Lack of evidence or research 60. Whose perspective 

61. Leadership from colleagues or MDT  

 
 

 

RQ4 - Outcomes: 224 extracts coded to 48 initial codes 

1. Unable to influence the outcome 2. Actions were validated by colleagues 

3. Sense that the right thing was done 4. Able to influence the outcome 

5. Sense of letting the patient down 6. Should still escalate regardless of the outcome 

7. Sense of injustice 8. Uses as an example for junior colleagues or 
during training 

9. Sense of being vindicated 10. Useful to demonstrate moral conflict to junior 
colleagues 

11. Satisfaction 12. Still fight the good fight 
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13. Residual uncertainty - were child's interests 
served 

14. Speaking up helps to assuage the moral conflict 

15. Residual guilt and worry 16. Saw the value in a collective voice 

17. Regret that she didn't say more 18. Reinforced personal philosophy of primacy of 
the patient 

19. Questioning if the right thing was done 20. Recognising the importance of the next patient 

21. Put in place supports for the child and or 
parents 

22. Realisation that decisions are made for the 
parent over the child 

23. Professional relationships were maintained 24. Real world of decision-making 

25. Ostracised 26. Questioning if his action was 'passing the book' 

27. Influenced colleagues' opinions or perspectives 28. Professional responsibility to escalate concerns 

29. Had to engage in something with which you 
morally disagreed 

30. Own assumptions were challenged 

31. Had own assumptions challenged 32. Learned to disagree professionally 

33. Guilt that her actions may cause a child 
protection investigation 

34. Learned the value of effective MDT 
communication 

35. Guilt at not being able to do enough 36. Interview helped to process the event 

37. Guilt about the outcome for the child 38. Influenced how I manage MDT meetings 

39. Guilt about the impact or outcome for the family 40. Increased motivation to advocate for a child 

41. Concerns not acknowledged 42. Has influenced how HCP articulates concerns 

43. Concern about the parents - will they feel guilty 44. Feeling of having contributed meaningfully to 
the situation 

45. Collaborative communication and engagement 46. Awareness of need to be a role model 
47. Backlash from other healthcare colleagues 48. Acceptance that we did the best we could 

  
 
 

 

Phase 3: Searching for themes 

 

 

 
 

Figure 11.5 Combining of codes into themes. Example shows the constituent codes of the 
theme ‘Truth-telling & Trust’. 
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Phase 4: Reviewing the themes 

 

 

 
 

 

Figure 11.6 Reviewing and refining the themes to ensure coherence and distinctiveness of 
the themes, and congruence between the coded data and the theme descriptor.   

 

 
 

 

Figure 11.7 Initial thematic map of the causes of moral conflict (RQ1) 
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Figure 11.8 Spreadsheet of CIs and their associated themes and subthemes (RQs I-4) 

 

Phase 5: Defining and naming themes 

 

 

 
 

Figure 11.9 Three overarching themes which reflect RQ1: the causes of moral conflict 
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Figure 11.10 Excerpt from NVivo Codebook for RQ1 

 

 

 

 

 
 

 

11.11 Revised thematic map for RQI: Causes of Moral Conflict 
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Appendix 12: Health Care Ethics Domains and Topics  

(Foglia, Fox, Chanko et al. 2012, p. 105) 
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Appendix 13: Excerpts from Reflective Journal 

 
Excerpt 1: Post supervision meeting and discussion about coding framework for RQ1  

 
 
 
Excerpt 2: Section of reflection following the pilot interview (15/10/18) 
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Excerpt 3: Section of reflection following interview with doctor (December 2018) 
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Appendix 14: Excerpt of NVivo Coding Framework 
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Appendix 15: Excerpt of NVivo Project Log 

 

 

 

 

  

Chronological list 
of events related 
to data analysis 
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Appendix 16: Distress Protocol 

Study Title: Moral Action in Paediatric Healthcare 

Purpose of a Distress Protocol 
This study aims to explore healthcare professionals’ experiences of situations which gave rise to a 
moral conflict, and to look at the nurses’ and doctors’ actions or responses to the situation. 
 
The area of interest to this study can be a sensitive topic to discuss, and there is a chance that 
participants may find it distressing to recall incidents during which they experienced moral conflict. 
The purpose of this Distress Protocol is to outline the responsibilities and the actions of the Principal 
Investigator in the event a participant becomes distressed during the interview (Figure 1). 
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Appendix 17: Data Management Plan  

DATA MANAGEMENT PLAN, Version 9, Updated 1st September, 2020 

Applicable legislation and 
regulations 

 General Data Protection Regulation 2016 
 Data Protection Act 2018 
 Health Research Regulations 2018  

Education & Training 
undertaken re: 

 Data Management  
 Information Governance 
 Research Integrity 

 Data Management Plan (DMP) for PhD Students 15/2/18 
 Good Clinical Practice (GCP) Training 24/9/18 
 Introduction to NVivo 12 Day 1– Setting up your qualitative 

database 27/2/19 
 NVivo Underway Day 2– Analysing your data 28/2/19 
 Research Integrity: Human Subjects Protections 2/3/19 
 Research Integrity: Conflict of Interest 2/3/19 
 Research Integrity: Intellectual Property 2/3/19 
 Research Integrity: Concise (Core Course) 1/6/19 
 The Fundamentals of GDPR 17/7/19 
 Good Information Practices 8/7/20 

1. Data types: Description of the Data 

Type of Data The data generated by this study includes: 

 Personal data: names, signatures, contact details (telephone number and 
email address) and general demographics of the participants 

 Interview data: data about critical incidents, i.e. incidents specific to the 
experience of participants. This data is coded and participants are not 
readily identifiable from the data.  

 Data arising from analysis process: This data is the original transcripts from 
which excerpts have been extracted and coded, whilst retaining the 
alphanumeric code which allows the researcher to cross-check it with 
the original data. 

 Field notes: hand-written notes generated by the researcher during and 
after each interview, and during the process of data analysis 

 Reflective Journal Entries: This data relates to the researcher’s personal 
reflections on the interviews, the research process, the analytical 
assumptions being made 

Format of data  Personal data: Demographic details are stored on an Excel spreadsheet and 
an NVivo database with each participant given an alpha-numeric code. The 
key to this code is stored on a separate MS Word document which is 
password protected and accessible only by the Principal Investigator (PI).  

Hard copy originals of the signed consent forms have been generated for each 
participant.  

 Interview data: This consists of digital recordings which were recorded on to 
a digital voice recorder in the first instance. Following each interview, the 
recording was downloaded to a computer and backed-up onto an external 
hard-drive. The original recording was then be deleted from the digital 
recording device.  

Each recording was transcribed manually on to separate MS Word documents.  

 Field notes: Hand-written notes contained within a note book.  

 Reflective Journal: Hand-written notes contained in a note book. 
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Methodology for 
collection data 

Interviews were digitally recorded, and each recording was then transcribed.  

2. How will confidentiality be assured 

Means of assuring 
confidentiality 

 All participants were assigned an alpha-numeric code. In order to identify 
the discipline of each participant, this code reflects their profession, i.e.: 

  Doctor: D1, D2, D3 etc, and Nurse: N1, N2, N3 etc 

 All recordings and transcriptions were filed under the code for the relevant 
participant. 

 All direct quotes used in the dissertation are attributed to the participant’s 
respective code.  

 When transcribing the interviews, names of colleagues, patients or families 
were deleted to ensure they are not identifiable. 

 A detailed breakdown of the clinical specialty of the participants is not 
provided in the demographic profile in Chapter 3, as to do so may result in 
some participants from particular specialties being identifiable. 

 The transcriptionist signed a confidentiality agreement. The recordings sent 
to her via secure online server had all demographic data removed. 
Following completion of her contracted engagement and in line with the 
confidentiality agreement, she deleted all information about the study from 
her systems, and confirmed via email that this has been completed.  

Managing data 
protection breach 

Any data protection breaches will be managed in line with organisation 
procedures within the research setting.  The breach will be reported and all 
necessary steps taken to manage it, and to inform the necessary parties.  
As of 1st September 2020, there has not been a data breach.  

3. Data Storage and Security 

Storage of data Research data is stored securely as follows: 

 Paper-based data: e.g. signed consent forms, researcher’s hand-written 
field notes, are stored in a locked cabinet in the PI’s home office, which 
is also lockable.  

 Digital Audio-Recordings: the recordings were downloaded immediately 
after each interview to a password protected, encrypted computer 
which is for the exclusive use of the PI. Once the recordings were 
downloaded they were backed up on a password-protected external 
hard-drive which was stored in a lockable cabinet in the PI’s home 
office. Following this, the recording was deleted permanently from the 
digital recording device.  

 Electronic Data: Participants’ contact details and demographics data are 
stored on a password protected, encrypted computer which is for the 
PI’s exclusive use. Transcripts and analysed data are stored on a 
password protected and encrypted laptop for the exclusive use of the PI. 
This data is also backed-up on a password-protected external hard-drive 
which is stored in a lockable cabinet in the PI’s home office. 

A ‘clean-desk’ policy has been adopted by the PI to ensure that no research 
data is left unattended at any time.  
All usernames and passwords follow best practice: 

 Contain symbols, numbers and mixed-case letters 
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 Do not contain sequential numbers  

 Do not include words which can be linked to the PI, the study or the 
participants. 

How is data be 
backed up 

All data is backed up on a password-protected external hard-drive which is 
stored in a lockable cabinet in the PI’s home office. 
 
Back-up of data was performed following each interview and completion of 
each transcript. Additionally, back-up is done at all times the data was accessed 
for the purposes of analysis.  

Will collected data 
be leaving the site 
of origin 

Yes. Following each interview, the digital voice recorder was brought to the PI’s 
home and the recording was downloaded to the PIs personal laptop 
immediately following each interview. The laptop is password protected and is 
encrypted. This laptop did not leave the PIs home.  
 
Some recordings of the interviews were uploaded to a secure server for access 
by the transcriptionist. The demographic data at the start of the interviews was 
removed from recordings which were uploaded.  In turn, the transcriptionist 
returned the transcripts via the secure server, and deleted all files from her 
system (confirming by email that this was done).  
 
A sample of de-identified and coded transcripts were sent by encrypted email 
to the PI’s doctoral supervisors, Prof. Rowland Stout and Dr. Dearbhla Casey, to 
enable them to assess the methodological rigour of the interview process, the 
quality of the data and the extent to which the findings have been derived 
from the raw data. 

How long will data 
be kept 

In line with the organisational policy of the PI’s employer and the research 
setting, data will be retained for 5 years following completion of the study. 
 

4. Destruction of Data 

How will data be 
destroyed 

Paper based data will be shredded. 
Electronic data will be deleted from the PC, Laptop and the external hard-drive 
and the recycle bin of all devices will also be emptied permanently.  

Who is responsible 
for the destruction 
of the data 

Carol Hilliard, the PI, is responsible for the destruction of the data following the 
required timeframe.  

5. Data Sharing and Re-Use 

Who will have 
access to the data 

The PI will have overall responsibility for the data. 

The doctoral supervisors for this project, Prof. Rowland Stout and Dr. Dearbhla 
Casey, had access to a sample of the de-identified and coded transcripts in 
order to assess the methodological rigour of the interview process, the quality 
of the data and the extent to which the findings have been derived from the 
raw data. 

The supervisors also see extracts of the data analysis process to review how 
codes and themes were derived from the original data. This data is de-
identified and coded in order to render any individuals non-identifiable. 
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Are there ethical 
and privacy issues 
that may prohibit 
sharing the data? 

In line with data protection legislation and regulation and also the 
organisational policy within the research setting, data cannot be shared with 
other researchers without the explicit consent of the original participants, who 
must have information about the proposed subsequent use of their data. This 
protection is particularly required if the data is sensitive or is likely to reveal 
the identity of participants to a third party.  

The data may include descriptions of care and treatment given to a child and 
family, and there is a small chance that a patient may be recognisable to 
another researcher if they were to view the full transcript of an interview.  

Children’s healthcare in Ireland is a small arena, and it is possible that other 
researchers within this field may recognise participants and the organisation if 
they were to view the full transcripts of the interviews, albeit that the 
transcripts have been de-identified and coded.  

Sharing of data In line with regulations and legislation, and the REC requirements of the 
research setting, data cannot be used for a purpose other than the reason it 
was collected without the explicit consent of the participants.  The consent 
form did not request the participants’ consent for secondary use of the data, 
nor were participants asked if they consented to being contacted by future 
researchers. Therefore, sharing of data is not permissible.   

6. Review of Data Management Plan 

Responsibility for 
DMP 

Carol Hilliard, 
Principal Investigator,  
DGov Student: Institute of Public Administration and University College Dublin. 

Compliance with 
the DMP 

Academic supervisors are responsible for ensuring that the PI complies with 
the requirements of the DMP. 
The Research Ethics Committee of the research setting has oversight 
procedures to ensure the requirements of the DMP are met.  

Frequency of 
review of DMP 

The DMP is reviewed quarterly during the course of the study and at the following 
time-points: 

 Following completion of data collection 
 Following completion of the write-up of the thesis 
 At the point of preparing conference presentations and/or journal 

publications 
 At the end of the defined retention period of 5 years 
 At any point where a question or issue related to data management, 

retention or destruction arises.  
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Appendix 18: Conventions for the presentation of direct quotes from participants 

 

Conventions were defined for the presentation of the interview data.  

 

 Participant Code Alpha-numeric codes were assigned to each 

participant and each of their CIs. 

N or D used to denote a nurse or doctor respectively 

CI used to denote a critical incident 

Example N3:C12 refers to the second CI described by 

the third nurse to participate in the study.  

D6:CI1 refers to the first CI described by the 

sixth doctor in the study. 

Note When a statement refers to more than one CI, 

the participant’s code (N or D) and sequential 

number are used, e.g. N3. 

 Words in bold font Indicate the participants’ own emphasis. 

 Three periods (…) Indicate a short pause in the participant’s 

narrative 

 Six periods (......) Indicate a longer pause. 

 Text within round 

brackets (abc) 

Indicates a clarification of terms used by the 

participants or a substitution of a de-identifier 

for names, roles, etc which may be 

identifiable.  

Participants’ non-verbal actions are also 

described within round brackets (e.g. smiles). 

 3 hyphens within 

round brackets (---) 

Indicates where superfluous text was removed 

from a quote to provide clarity 

 

 


