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The COVID-19 pandemic has exacerbated nurses’ hospital working conditions. Early on, 

nurses were not provided with enough Personal Protective Equipment and throughout the health 

crisis, nurses did not have access to proper mental health supports and were overworked due to 

staffing shortages. In this thesis, I argue that these practical challenges and the government’s 

attempt to mask them with the “healthcare hero” discourse put nurses in a vulnerable position, 

exposing them to additional moral distress, thus, preventing them from ethically caring for their 

patients. To analyze and highlight the nurses’ challenges, I combine two theories of justice: the 

ethics of care and Fineman’s vulnerability theory. Relying on care ethics, which is a normative 

ethical theory, I emphasize that caring is a necessary moral practice and evaluate the requirements 

for ethical care by looking at various accounts of care ethics, namely those of Carol Gilligan, Joan 

Tronto and Nel Noddings. I use vulnerability theory as an alternative framework for the 

development of responsive nursing policies to minimize the effects of moral distress in nurses, 

increase resilience in them and in the healthcare system by considering nurses as vulnerable legal 

subjects.  
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Chapter 1 – Contextualization 

 

 

In this thesis, I argue that current institutional policies do not provide nurses1 with a safe work 

environment that has worsened during the COVID-19 pandemic and that the government’s 

healthcare hero discourse masks the challenges that nurses are facing. This profession requires 

nurses to be committed to caring for others in their most intimate moments. Nurses have to use 

their medical expertise as well as their interpersonal skills to gain trust from strangers with the 

hopes of providing a sense of security to patients. Nurses are the “backbone” (Salmond and 

Macdonald, 2021) of the healthcare system which suggests that without them, we would be in a 

much worse situation, unable to provide adequate care to those in need. This puts pressure on 

nurses to surpass themselves in their caring role which may eventually lead to exhaustion and 

moral distress. The pandemic has only amplified these problems as the hospitalization rates in 

Ontario have at times increased so much that some hospitals were sending patients to other 

provinces to receive medical care. As the pandemic situation has pushed nurses to their physical 

and mental limits, they have not been able to ease their moral distress2. 

I will demonstrate that nurses have not received meaningful support from hospitals and 

government. I will argue that current institutional policies are not protecting nurses as they try to 

ethically care for patients while dealing with an unprecedented number of serious hospitalizations. 

Rather than calling nurses “heroes” and expecting them to risk their own lives, the government 

and hospital management should treat nurses as vulnerable individuals to ensure they get the 

 
1 As with all social categories and descriptions, there can be great variability among the thoughts, feelings, actions, 

construals, values etc. of registered nurses. My use of the term “nurses” is a shorthand, recognising this variability 

and lack of a unified perspective among registered nurses.   
2 As we will see in Chapter 2, moral distress happens when nurses are unable to pursue the right course of action due 

to internal and external constraints (Jameton, 1984).  
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support required from hospital programs and policies. This disregard for nurses has left them 

feeling powerless and conflicted, which causes them additional moral distress and pushes a 

significant number of individuals to leave the nursing profession.  In an attempt to solve these 

issues, I propose using Fineman’s conception of vulnerability (Fineman, 2008) as a basis for 

developing new policies to ensure that nurses are provided with adequate support to cope with 

daily moral challenges during and after the pandemic. This thesis will focus on nurses who are 

employed in hospitals as this is where the big majority (58.5% in 2019) of nurses are hired in 

Canada (Canadian Nurses Association, 2019).  

In this first chapter, I clarify the current context by giving an overview of how the pandemic 

has made the nurses’ job more difficult. First, I will start by framing the workplace environment 

as enacted by the policies that determine the nurses’ actions. Second, I will highlight the practical 

challenges that nurses must overcome all while maintaining a high level of patient care. Finally, I 

will analyze how the public and government are responding to the present situation and examine 

whether their actions are beneficial to nurses.  

1.1 Policy and Support 

 

Current policies and procedures that nurses are bound to follow have a significant impact on 

the level of care they can provide to their patients as well as guides and informs nurses on how 

they should handle certain situations, whether they be personal or professional. In Ontario, the 

profession has been self-regulated by the College of Nurses of Ontario (CNO) since 1963 (College 

of Nurses of Ontario, 2020). As ethical dilemmas arise due to the introduction of technology or 

the changing healthcare system, the CNO provides nurses with procedures and steps to take when 

faced with a challenging situation. The CNO is an institution that directs the nursing profession 

from the moment an individual decides to enroll in a nursing program. It determines the number 



 

 

 

3 

and subjects of classes required and the hours necessary from placements. As such, by the time 

individuals end up working in hospitals, they are well aware of what the College expects of them. 

It is obvious that nurses make a commitment to care for patients, but the CNO takes it one step 

further by stating that nurses also “implicitly promise to provide safe, effective and ethical care” 

(College of Nurses of Ontario, 2019). While it is a privilege to care for individuals in their most 

vulnerable moments, it comes with a great responsibility and enormous pressure. Nurses have to 

not only respect the patient’s wishes, but also adhere to protocols and keep their emotions under 

control.  

To help, the CNO informs nurses that they must consider the following values before coming 

to a decision on how to proceed when faced with an ethical dilemma (College of Nurses of Ontario, 

2019): 

• Client well-being: ensuring the patient’s welfare, removing harm and facilitating well-

being 

• Client Choice: giving all necessary information to the patient so they can make an 

informed decision regarding treatment, consent or refusal of care 

• Privacy and confidentiality: the care provided should maintain privacy, that is, 

consensual access to the patient’s body and confidentiality by keeping personal 

information private 

• Respect for life: making reasonable efforts to maintain human life while also 

considering the patient’s quality of life 

• Maintaining commitments: keeping promises to patients, one’s-self, nursing colleagues 

as well as other team members, nursing profession and quality setting 

• Truthfulness: being honest with the patient about their illness or risks involved in 

treatments 

• Fairness: allocation of health care resources based on objective needs 

 

As nurses are confronted with constant ethical predicaments during the pandemic, they must 

always have these values in mind as well as ensuring that their personal values do not conflict. If 

we consider fairness, the CNO states that the nurse is responsible for determining who receives 

care and what type of care they receive. In normal situations, one might operate under the notion 
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that all patients should have equal attention. In crisis situations, the nurse may decide to give care 

to the person who needs it the most or to whomever would benefit most from it. While nurses 

consult with other team members to make these decisions, it is placing nurses in a vulnerable 

position where they have to use their skills to determine who gets immediate healthcare. Policies 

and regulations should always mandate that hospitals have enough unexpired supply and sanctions 

for institutions who do not comply so that nurses are not placed in this situation, in fact, the 

“Nurses’ employers have a reciprocal duty to protect and support them as well as to provide 

necessary and sufficient protective equipment and supplies that will ‘maximally minimize risk’ to 

nurses and other health-care providers” (Canadian Nurses Association, 2017). The threshold to 

where hospital switch from patient-centered care to a sort of utilitarian model of care should not 

be reached so easily because this change has a negative impact all around, on the patients, on the 

nurses and on the families.  

On the one hand, nurses are required to also maintain commitments by “making their concerns 

known” (College of Nurses of Ontario, 2019) and “advocate for a change when agency, 

manufacturer or government guidelines do not meet the infection control requirements regarding 

appropriate use and fit of personal protective equipment” (Canadian Nurses Association, 2017) 

such that, if there is a problem, management should be made aware. Interestingly, during the 

pandemic, nurses have been increasingly vocal about issues without getting the proper resolutions 

from their employer or government. On the other hand, as nurses call out their employer, that is, 

the hospital in which they work, they must do so anonymously out of fear. Some told news outlets 

that they are certain they would be fired for speaking up about the difficult working conditions3. 

 
3 Consider this example where the CBC agreed to keep the interviewees’ identity anonymous: “CBC News agreed to 

give four nurses anonymity so they could talk freely about the conditions at their hospitals. All of them said they'd 

face severe retribution from management for speaking out without permission. ‘I have no doubt I'd be fired’, said a 

Toronto nurse who's worked in the emergency department for more than 20 years.” (Beattie, 2021). 
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So, while officially, part of the job description is to voice concerns, it seems as though this action 

is not encouraged by the CNO or hospitals. In fact, Amie Archibald-Varley and Sara Fung, nurses 

in Ontario and co-hosts of the podcast the Gritty Nurse4 informed the Globe and Mail that “when 

you’re working as a nurse, you’re not really encouraged to speak up. That whole silencing starts 

with nursing school” (Renzetti, 2021). The nursing guidelines, directives, protocols, and mission 

statements project this image of perfection in the field, however, “for many nurses, there is not 

merely a gap between these aspirations and clinical reality, there is a Katherine Gorge5” 

(Darbyshire, 2011, p.4). There is a persistent culture that discourages nurses to call out the lack of 

mental health programs, anti-Black racism, and bullying (Lawrence S. Bloomberg Faculty of 

Nursing, 2021). Given this, it appears as though the CNO, hospitals and government are not totally 

aware of what happens on a daily basis, and this results in ineffective policy development. 

Moreover, administration places pressure on nurses to stay quiet on the matter in order to keep up 

appearances.  

Nevertheless, the CNO does acknowledge that the pandemic has brought on more intensity for 

nurses. Most notable, the standard of care that nurses provide “can evolve with the dynamic nature 

of the pandemic, including that resources may become scarce or absent” (College of Nurses of 

Ontario, 2021). This statement proves that the CNO is aware of the practical difficulties arising, 

but it is contradictory to what nurses are told from the beginning of their careers which is that they 

must provide “the best possible care” (College of Nurses of Ontario, 2019). These two messages 

 
4 Archibald-Varley and Fung created this program as an outlet and way to connect with colleagues. Since its first 

episode aired in December 2019, the co-hosts have addressed various issues within the nursing profession such as 

bullying and a lack of mental health support, especially during the pandemic. Episodes are published weekly and have 

become so popular that the co-hosts have been interviewed by various Canadian news outlets, including CTV News, 

CP24, and CBC News. See their website: https://www.grittynurse.com 
5 P. Darbyshire is a registered nurse and Consulting Ltd. in Adelaide, Australia who has published in many peer-

reviewed nursing journals. The Katherine Gorge is a narrow valley in Australia that is 12km long (Australian 

Landmarks, 2019). Here, it appears that Darbyshire is using the Gorge to illustrate the difference between what is 

portrayed of the nursing profession and what is happening in the field.  

https://www.grittynurse.com/
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can be confusing for nurses to comprehend and lead to increased moral distress. It is evident that 

most nurses always strive to give their patient the care they deserve, which is “the best possible 

care” but it is unclear how nurses are practically supposed to do this when it is also expected that 

the standard of care can “evolve” due to "the dynamic nature of the pandemic” (CNO, 2021). 

Legally, under the Occupational Health and Safety Act (OHSA), nurses are not bound to care for 

patients if they feel their health is at risk due to the lack of protection against an infectious disease 

(Ontario Nurses’ Association, 2021). These policies promote the legal duties that nurses are 

contractually obligated to perform. They are legally obligated to provide care for their patients, to 

complete their everyday usual tasks.  

Given this, some argue that nurses “signed up” to treat patients regardless of the global health 

situation, however this implied consent argument “is still unable to establish a duty to treat for 

healthcare workers in general” because they never imagined that they would have to work in a 

pandemic and to need to do so without the proper equipment to protect themselves (Malm et al., 

2008, p.8). Though hospitals cannot guarantee nurses complete safety because unpredictable 

circumstances may arise, hospital management and governmental institutions could have done 

more to mitigate the challenges that make this job harder than it should be.  

For example, staffing shortages could have been addressed by government action to speed up 

accreditation of internationally trained nurses residing in Ontario. Unfortunately, these individuals 

are not able to join the workforce fast enough because they wait long periods of time for their work 

permits and their licence from the CNO. For instance, a nurse from the US moved to Northern 

Ontario and signed up to get her credentials transferred over but realized that this cannot be 

completed until a work permit is granted by the federal government (Turner, 2021). In this case, 

the Canadian government and CNO, through their lengthy processes, have played a significant role 
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in the shortages because they make it difficult for internationally trained nurses to enter the 

workforce. Despite the staffing shortages, most nurses take their duty to care seriously, so it is not 

a surprise that many would place themselves in a risky situation to help their patients. They should 

not have to. This commitment to care even in risky circumstances may be helpful in the short term 

as patients would be cared for, but it ultimately leads to nursing shortages (when many nurses must 

isolate due to coronavirus exposure) and transmission of the virus from infected staff to patients. 

Patient care suffers as a result of the duty to care without prioritizing nurses’ safety. 

The degree to which nurses must provide the “best possible care”, however, is not obviously 

clear in these policies. As we have seen, especially during the pandemic, nurses often feel they 

have a moral obligation to go above and beyond their usual activities to ensure patient wellbeing.6 

Despite the challenges, nurses often do not hesitate to help their patients because they perceive 

themselves to have moral duty to provide the best possible care to those in need. They think it is 

the right thing to do (Fernandez et al., 2020). In British Columbia, nurses’ express feelings of guilt 

when they take time off for personal care or mental health days (Oveisi et al., 2021). While policies 

require nurses to limit the amount of time spent with patients “many found it difficult to deny 

patients’ request for emotional support.” (Oveisi et al., 2021, p.4). While we do not want nurses 

to ignore patient needs, as this goes against the fundamental obligations of the profession, policies 

should reflect the fact that this commitment to care does not eliminate nurses’ fears or concerns 

about safety, so it is up to hospital and governmental policy makers to support nurses in their 

struggles when they do come to work (Fernandez et al., 2020).  

 
6 In section 1.2 of this chapter, we will see how nurses are often completing supererogatory chores during their shifts 

and explore how the healthcare hero discourse makes it difficult to determine what is legally obligated and what is 

morally right but not obligatory.  
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Another aspect of health that policy must protect is nurses’ mental health. The CNO and 

hospital administrators encourage nurses to get help for mental health as they navigate through the 

pandemic. Nurses are given contact information to mental health crisis phone lines, emails, and 

chats. Sometimes they are also given details about group therapy sessions. Many hospitals also 

have Employee Assistance Programs (EAPs) which gives nurses access to limited mental health 

consultations with psychologists. Unfortunately, this is not enough. Throughout the pandemic, 

nurses have spoken up and shared that accessing the help is harder than it should be. The Canadian 

Nurses Association acknowledges that there is significant progress that needs to be made to 

develop a comprehensive mental health support program for nurses and health care workers. They 

suggest that “interventions should be initiated across all levels of the health-care system, including 

governments, regional health authorities, employers and units” (Canadian Nurses Association, 

2020). The current system is not stable enough to handle an increasing number of nurses who 

require mental health counselling services (Wu et al., 2020). In an opinion piece, Archibald-Varley 

and Fung from the Gritty Nurse podcast shared that EAPs are severely limited as they are not 

designed to diagnose mental health problems and are not beneficial during a mental health crisis. 

In some cases, these services are only available to full-time staff. Part-time or casual nurses are 

not offered these mental health benefits (Archibald-Varley & Fung, 2021). In some instances, the 

coverage received is only enough to cover one or two sessions with a psychologist (Yousif, 2021).  

Significant funding will be required to ensure easy and equitable access to mental health support 

for all nurses as they may be dealing with the psychological scars of the pandemic for years to 

come (Maben & Bridges, 2020).  

One thing is clear, the constantly changing policies are having a detrimental impact on nurses’ 

mental health and physical well-being. Research by Brophy et al. (2021), confirms that 
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inconsistent and unclear policies at all authority levels are creating confusion amongst nurses and 

patients. This leads to distrust in the healthcare system and in health care workers. Hospital 

administration and all levels of government must have clear communications to ensure that nurses 

are relayed the proper information and confident in the actions they take when caring for their 

patients while ensuring their own safety. The way things are currently running is ineffective and 

nurses are struggling with the lack of support. 

1.2 Nurses 

 

In this section, I detail additional ongoing concerns that nurses have to overcome in the 

workplace during the pandemic. On top of their usual task of caring for patients, nurses are now 

worried about keeping themselves safe. Nurses are pulled in every direction as patients heavily 

rely on them to be a physical source of comfort since visitor restrictions prevented family members 

from entering the hospital, at least in the early pandemic days. They are also overworked due to 

staff shortages, and this ultimately has a negative impact on patient care. When combined, these 

elements put an immense pressure on nurses and can be quite detrimental to their mental health.  

As the number of hospitalizations rise, more is asked from nurses caring for patients. Nurses 

are working longer hours and doubling down on their commitments not only to their patients but 

also the patients’ family. Nurses are going the extra mile, providing hope and comfort despite 

dealing with their own challenges. It is clear that since the beginning of the pandemic, we have 

seen that another aspect of caring must also be prioritized, namely nurses’ working conditions. For 

nurses to intentionally place all their focus on the patient, they must be reassured that their needs 

are being met. Unfortunately, since being thrown into this difficult situation, it seems as though 

their hardships have been ignored and requests put to the side. As we have seen in the previous 

section about policy, nurses have various rights that are protected by provincial legislation, but we 
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will explore how the pandemic situation has undermined those rights and placed nurses in an 

unsafe work environment.  They include: (i) Personal Protective Equipment, (ii) End of life 

discussions and the Lack of Mental Health Support and (iii) Staffing Shortages.  

i.Personal Protective Equipment 

 

Nurses have the right to work in a safe environment and this is ensured by providing them with 

resources to protect themselves. Early on in the pandemic, however, nurses were not supplied with 

adequate personal protective equipment, including gloves, masks, face shields, gowns and goggles 

(PPE). As a result, nurses have had to use their creativity and problem-solving abilities to find 

ways to protect themselves while caring for COVID infected patients that put their health at risk. 

At Toronto’s Michael Garron Hospital, for example, all staff, including patient care staff and 

nurses were only provided with two masks per shift to keep the hospital’s supply of PPE stocked 

for as long as possible (Russell, 2020). In response to this limit, health care workers, including 

nurses, were wearing masks from Halloween costumes and ski goggles in an attempt to protect 

themselves from the virus (CBS News, 2020). Rather than solely concentrating on the patient’s 

health, the nurse’s focus is split between caring for patients and figuring out how to stay safe and 

keep their families safe as well.7 Nurses do not share the same concerns regarding workplace risk 

of contracting COVID, the Registered Nurses’ Association of Ontario’s survey in 2021 

demonstrated that 30.1% of nurses are “moderately concerned” about work-related risks to their 

own health due to COVID-19 and 29.7% are “extremely concerned” (RNAO, 2021). 

ii.End-of-life Discussions and Lack of Mental Health Support 

 

 
7 This problem persists well into the pandemic. Morgan Hoffarth, president of the Registered Nurses’ Association of 

Ontario warned in December 2021 that “most [nurses in Ontario] still do not have the N95 masks needed to keep them 

and their colleagues safe” from the Omicron variant wave but did not give details about which hospitals are facing a 

shortage of N95s (RNAO, 2021). Still, in January 2022, during the same wave, some nurses Ontario were not provided 

with N95 masks to protect themselves from a more transmissible variant (Osman & Woolf, 2022).  
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Since nursing leads to not only physical but also mental exhaustion, it is only normal that 

nurses should have an outlet to release the stresses that come with the job. However, the pandemic 

has made it obvious that our current healthcare system is not giving the nurses the opportunity to 

decompress.  

Prior to COVID, families were present to provide emotional support and assist with aspects of 

care for patients during hospital stays. Due to visitation restrictions during the pandemic, however, 

nurses needed to make up for the absence of visitors. Throughout the pandemic, nurses have been 

challenged with tending to patients’ health while also providing them with extra moral support that 

would normally come from friends and family. While compensating for missing loved ones is a 

little more amenable during happy occasions, it is dreadful and weighting when the news is not so 

good (Armstrong, 2021). In normal times, there are social workers who are trained to discuss end 

of life or worsening matters with the patient and their family, but due to the number of deaths, 

social workers have not been able to meet the demand (Armstrong, 2021). As such, nurses have 

taken on the difficult task of leading these exchanges. At the Guelph General Hospital, Carla 

Schwartz, a staff RN, describes the time when she used her personal cellphone to FaceTime the 

patient’s family to say goodbye. Schwartz notes that this is always emotional for all and that on 

particularly draining days, it is not uncommon for nurses to “[sometimes] make it to the elevator 

before [crying] all the way down or sometimes [making] it to the car or sometimes [crying] in 

here” (Armstrong, 2021). Our nurses are burnt out and need to be cared for. They are not trained 

to be social workers and deal with these difficult conversations. This feeling of hopelessness and 

despair is greatly amplified as nurses are witness to human suffering on a daily basis. Nurses are 

at the front line of this pandemic, receiving patients who are severely ill and saying goodbye to 

those who pass away. Kendall Skuta, a nurse at Abbotsford Regional Hospital in British Columbia 



 

 

 

12 

shared the moment she witnessed a COVID-19 death on her Instagram account and then with CBC 

News, describing “the patient [going] into cardiac arrest and people running from all over the 

hospital to take turns doing CPR” (CBC News, 2021). After the patient died, the health care 

workers “stood there for a minute. Silent. Exhausted. Heartbroken. Lumps formed in [their] 

throats, tears filled [their] eyes” Skuta goes on to say, “The amount of death I've seen in the last 

year weighs on me every day” (CBC News, 2021). A similar experience is shared by a nurse at 

L’Hôpital Enfant-Jésus in Québec, where a nurse describes that she is used to providing end-of-

life care in the ICUs as patients who are admitted to this department have a low chance of 

surviving, but she says that “with COVID, providing this support and comfort without the families 

physically present to accompany the person in their last moments and that it is in fact us who hold 

a patient’s hand in their final moments, it is troubling8” (Bussière, 2020). As many nurses deal 

with the reality of being the sole source of physical and emotional comfort for their dying patients, 

they are confronted with the gravity of the situation and events that will, lead some to develop 

mental health problems. Nurses are also testifying about their experiences and reliving their 

difficult moments to give the public an accurate portrayal of the situation in hospitals.  

iii. Staffing Shortages 

 

Hospitals are responsible for providing nurses with a safe workplace and part of this duty 

includes ensuring adequate staff are present at all times while caring for the sick. While nurses 

worked under sometimes difficult conditions prior to the pandemic, since then the staff shortages 

have intensified the situation. As more intensive care units (ICUs) and COVID units accept 

patients, nurses are spread thin. To provide quality care to patients in the ICU, it is proven that the 

 
8 Translated from “Mais avec la COVID, de faire ces soins de confort là sans la famille aux côtés littéralement pour 

pouvoir accompagner la personne dans ses derniers moments et que finalement ce soit nous qui prennent la main du 

patient durant ses derniers moments, c’est troublant” (Bussière, 2020).  
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lower the nurse-to-patient ratio, the better the treatment and “has been linked to lower hospital-

related mortality and adverse events” (Milliken, 2016, p. 893). The opposite has also been 

demonstrated and it is clear that the higher the ratio the higher the mortality rate (Milliken, 2016). 

In the ICU, when treating critically ill patients, each patient requires a one-to-one nurse ratio 

(Lieberman, 2021). During this pandemic, nurses are being asked to care for more than one patient 

at a time. In a Vagina Monologues-style play about nurses presented by the Brooklyn Academy of 

Music in 2020, one actor recounts the story of a nurse in a COVID unit who was tasked with caring 

for two ICU patients instead of one and had to decide which one to attend to because they could 

not care for both adequately (Ensler, 2020). This is placing nurses in impossible situations, rushing 

from patient to patient and unable to provide quality care to any of them. As we will see in coming 

sections of this thesis, this creates additional moral distress. One temporary solution that many 

hospitals are using is recruiting retired nurses. Thankfully many retired nurses are eager to provide 

support to their colleagues, but it is not normal for hospitals to continually rely on retired 

professionals. There must be a change in the staffing strategy so that patients receive the care they 

deserve, and nurses are not overworked.  

Nurses are now commonly shifted from one department to another to fill in the schedule and 

provide help when there are staffing problems. While nurses are very educated in their field, for 

example surgical nursing, caring for COVID patients requires internal medicine knowledge (Jia et 

al., 2020). At Charles-Le Moyne Hospital, in Longeuil, Québec, to ensure adequate staff, the 

hospital is giving nurses and other professionals from other departments a “crash course in the 

specific needs of virus patients, such as managing intubation and oxygen flow” (Doolittle et al., 

2020). This does not replace years of practical training; however, it enables the hospital system to 

place nurses where they are needed (Doolittle et al., 2020). It is clear, that this is an enormous 
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amount of pressure on the nurse who has just learned how specific pieces of medical equipment 

work and is now expected to use it on patients who are gravely ill. They are learning new skills 

and completing new tasks such as telehealth consultations or even being asked to assume the role 

of safety officers (Pearce, 2020). Nurses are accomplishing these tasks at a fast pace in an 

emergency situation and are also expected to go above and beyond in their patient care while still 

adjusting in an intense work environment.  

These workplace demands take away a nurse’s control of the situation, rendering them 

vulnerable not only to the virus but to feelings of guilt, anxiety and burn out, which in turn impacts 

the level of care they are able to provide to patients. With their knowledge and experience a nurse’s 

“perceived control” is enhanced such that they have a stronger belief in their capacities to perform 

tasks (Nelson et al., 2021). They know their role and how to accomplish it, whether it be assessing 

symptoms, educating the patient, providing emotional and psychological support or advocating for 

the patient’s best interest. During the pandemic, all the uncertainty about the coronavirus, safety 

protocols and procedures “[increases] feelings of loss of control or vulnerability” (Galanis et al., 

2021, p.12). Research conducted by Iheduru-Anderson (2020) suggests that this loss of control led 

some nurses to feelings of helplessness as they were not to able control what was happening 

(Iheduru-Anderson, 2020). In an attempt to protect their own families, some rented RV trailers to 

put in their driveways, while others sent their kids to live with their grandparents to avoid 

potentially transmitting the virus.  

In this crisis, nurses have advocated and cared for their patients, linked them to their families, 

tried to find ways to protect themselves and made sure to do what is necessary to ensure their own 

families are safe. These draining assignments require immense physical and psychological effort. 

In fact, a study conducted on health care workers, including nurses, demonstrated that nurses who 
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have worked throughout the pandemic are more likely to consequently suffer from PTSD and other 

illnesses such as anxiety and depression (Greenberg, 2020). Research published in the Emerging 

Infectious Disease Journal demonstrates that one to two years after the SARS outbreak in 2003, 

levels of traumatic stress, burnout, depression, and anxiety remained relatively high in workers 

who treated SARS patients compared to those who did not (Maunder et al., 2006). Given this point 

of comparison with current research, it is not unreasonable to project that the long-term mental 

health effects of working during this pandemic will be experienced well after the pandemic ends. 

As result of this intense work, there is a greater chance that nurses may turn to substance misuse 

to cope with the additional stressors (Greenberg, 2020). Virtually all nurses, regardless of their 

career length, are negatively impacted by the lack of support and overwhelming number of 

hospitalizations. According to a survey published in March 2021 by the Registered Nurses’ 

Association of Ontario, early to mid-career nurses reported the highest stress levels (Registered 

Nurses’ Association of Ontario, 2021).  

To cope with their traumatic experiences, many nurses have gone from working full-time to 

part-time. Others have left the profession during the crisis because the government and hospital do 

not provide them with enough support (Beattie, 2021). Ontario experienced a nurse shortage during 

the fourth wave of the pandemic (August 2021) and understaffing has impacted how nurses do 

their job and how patients are treated. Nurses are reported to experience anxiety from the thought 

of going to work because they are fearful of the environment (Greenberg, 2020). According to a 

2021 survey by the Registered Nurses' Association of Ontario, it is possible that between the nurses 

who are set to retire and those who are “very likely” to leave the profession due to the stress 

brought upon by the pandemic that the healthcare industry could suffer from a 15.6% loss 

(Registered Nurses’ Association of Ontario, 2021). If this pandemic has shown us anything, it is 



 

 

 

16 

that our healthcare system relies heavily on nurses. Therefore, this loss would be devastating and 

the ripple effect on patient care irreparable. We will always need to rely on nurses to care for our 

most vulnerable, so it is crucial to ensure that they are also taken care of. 

1.3 Government & General Public Response 

 

While lauding nurses as “health care heroes”, the government’s response to the inadequacies 

within the healthcare system has been detrimental for creating meaningful change for nurses. Since 

March 2020 the media, government and public have praised nurses and other health care workers 

for their actions during the pandemic. These individuals are no longer just nurses, they are 

‘healthcare heroes’ who put their lives at risk to save patients. To support them, the government 

urges the general public to follow public health guidelines. The government has spent a significant 

amount of money developing commercials and advertisements to remind the public that nurses 

and other health care professionals deserve our cooperation and support. One commercial paid for 

by the Government of Ontario that is very poignant depicts a party scene in which individuals are 

enjoying themselves while the words “you may not see the harm here” come on the screen and 

then the scene abruptly changes to a hospital where the sentence “but we see it here” appears and 

the images and sounds of a health care worker holding a patient’s hand while they die and outside 

the room there is an exhausted worker with deep red crease marks on her face due to PPE. While 

this strategy has been successful in getting the public to adopt specific behaviours, the impact of 

the healthcare hero discourse about nurses warrants further analysis (Bright & Schau, 2021).  

This vocabulary is not new, as nurses have been portrayed as heroes throughout history. This 

image is that of a woman who is reliable, devoted and provides a sense of peace when they care 

for others. They are also seen as “angels – heroic, self-sacrificing and able to patiently and 

effectively minister care to all those in need” (McAllister et al., 2020, p. 199). As such it is 
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unsurprising that this language has emerged during the COVID-19 pandemic. These individuals 

who are dedicated to comforting, caring for and saving our loved ones are strained, working against 

all odds but effectively drowning under the immense pressure. This is certainly true of all nurses 

during the pandemic, but it is important to remember that these nurses have always put their lives 

at risk, advocated for their patients and will continue to do so once the crisis is over. Perhaps in 

these difficult times, it is reassuring to have ‘heroes’ who will help us fight this virus and keep us 

healthy, should we get infected. Heroes who will go to lengths, willing to sacrifice all that they 

have to care for us during our most difficult, vulnerable moments. When we think of heroes, 

images of an invincible individual going to battle come to mind and if we consider the very 

meaning of the word ‘hero’ we notice that the Merriam-Webster Dictionary has 3 possible 

definitions that exemplify this imagery (Merriam-Webster, 2021):  

1. “a mythological or legendary figure often of divine descent endowed with great 

strength or ability” 

2. “an illustrious warrior” 

3. “a person admired for achievements and noble qualities” 

 

Importantly, the goal of this discussion is not to take away from nurses, but rather to determine 

exactly what support they need from the government in order to encourage nurses’ extraordinary 

work. Labelling these individuals as heroes is not the most effective way to positively contribute 

to their work environment. Research published in the International Journal of Nursing Studies 

indicates that labeling nurses as heroes acts as “a tool employed to accomplish multiple aims 

[including] the preservation of existing power relationships that limit the ability of front-line nurses 

to determine the conditions of their work” (Mohammed et al., 2021, p.1).  

While nurses certainly have great strengths and qualities as demonstrated by their devotion to 

their patients, they are not “mythological” or “legendary figures”, they are humans. They have the 

same worries and emotions as others and are not invincible warriors. Nurses have contracted the 
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virus while caring for others and some have lost their lives. In fact, by the end of July 2020, health 

care workers, including nurses, made up almost 20% of COVID-19 cases (Brophy et al., 2021). 

By claiming that these individuals are more than human, we are effectively normalizing the risks 

and sacrifices they are making. We are allowing ourselves to be satisfied with the way these 

individuals are being overworked because they are ‘heroes’ and this is their job. Nurses signed up 

to care for others, but they did not anticipate having to accomplish this with limited governmental 

or institutional support. Government officials often glance over the dangerous working conditions 

but are quick to thank the nurses for their work by calling them heroes. This label has been used 

so often; it seems as though it is the reward that nurses get for working in such horrific conditions. 

Sure, they see lots of death, work increasingly long hours or learn how to use equipment in short 

amounts of time, but they are heroes after all, they should be grateful that their work is being 

recognized. This perspective is dangerous and certainly not effective in getting nurses the 

meaningful help they need.  

The healthcare hero discourse blurs the line between obligations and actions that are not 

obligatory but praiseworthy. Obligatory actions include day-to-day usual patient care. Anything 

extra that is done by nurses during the pandemic, such as using their cellphones to make calls for 

patients or being part of end-of-life conversations is supererogatory. While these actions are 

commendable, it is important to remember that nurses are not obliged to go this far in caring for 

others. The hero label “stifles meaningful, and much needed, discussion about under what 

obligations health care workers have to work” (Cox, 2020, p. 511). We know heroes will do 

whatever it takes to help others and by placing this label on nurses, government officials often 

forget that nurses are doing more than required and are placing unrealistic expectations on them to 

go above and beyond regular care. The lack of consideration about a nurse’s obligated tasks is 
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detrimental to the level of care they can provide. It places them in morally distressing situations 

where they are not able to complete simple work demands.  

On a national level, the Canadian Nurses Association is clear on the responsibilities of federal 

and provincial governments for preparedness. They assert that these governments must engage in 

truthful and comprehensive conversation, ensure sufficient supplies, adjust staffing levels, create 

evidence-based policies as well as provide financial support (CNA, 2021). The Canadian Federal 

Government is responsible for procuring medications and supplies, approving the use of medical 

devices and medications as well as providing funding to provinces in order to run provincial 

medicare. The provincial and territorial governments are responsible for the healthcare delivery, 

ensuring adequate supply of PPE and other resources, working and communicating with healthcare 

organizations to develop policies and guidelines (Public Health Agency of Canada, 2020). By 

focusing on the hero discourse, all levels of government are steering the conversation away from 

their inability to meet the responsibilities they have in the current state of our healthcare system.   

Members of the public are also showing support by posting signs in their front yards or coming 

together and clapping and banging pots from apartment windows and balconies to demonstrate 

their appreciation for nurses and health care workers. The public seem to mean well but they may 

not realize they are undermining the policy change. (Mohammed et al., 2021). There is nothing 

wrong with showing support, however, it takes away from the root of the problem. As heroes don’t 

usually need help, we are projecting this unrealistic image on these individuals despite their pleas 

for the public to follow health guidelines or their cries to the government for proper PPE. In order 

to guarantee that the public get an accurate representation of the situation, nurses have taken it 

upon themselves to post their thoughts on social media platforms. After difficult shifts, nurses have 

turned to Facebook and Instagram to share how their day went. These videos and written depict 
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individuals who are burnt out and in desperate need of help. It is from these messages that nurses 

are able to directly engage the public, connect with each other and even get attention from the 

government and news outlets. The public witnesses its ‘heroes’ in their most fragile state, crying, 

angry and saddened by their experiences. Nurses share their worries and concerns while also 

doubling down on their commitment to be there for patients. This has arguably fuelled the 

‘healthcare hero’ narrative that has taken over as these individuals are doing the impossible. 

Fortunately, in seeing these individuals struggle, community members have come together to offer 

support to nurses. Restaurants have donated meals to nursing staff, some have sewn masks for 

nurses while other have painted words of encouragement and support on sidewalks and rocks 

outside of healthcare facilities like the Guelph General Hospital.  

This, however, is unfortunately where the support from the government and public stop. If we 

consider financial compensation, nurses are not well paid for their work. Prior to the pandemic, in 

2019, the provincial government of Ontario passed Bill 124 which limits salary increases to a 

maximum of 1% for nurses9. The nursing profession was already undervalued before the global 

crisis. Since then, the government has attempted to remedy the situation. In April 2020, the 

Government of Ontario put in place a “pandemic pay” for nurses and other health care workers, 

providing an extra $4.00 an hour but only for a period of 16 weeks. As such, there has not been 

pandemic-related financial compensation for nurses since August 2020 despite the working 

conditions remaining equally intense (Paling, 2021). Nurses are working extensive hours because 

 
9 First responders and essential workers who are not impacted by this 1% ceiling include firefighters and police 

officers. Unlike nurses, they are not public sector workers, but municipal workers which exempts them from the 

conditions of Bill 124. To Cathryn Holy, the president of the Ontario Nurses Association (ONA), this suggests that 

the current conservative provincial government does not value nursing, as it is a female dominated profession (Xing, 

2022).   
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it is their duty to aid in this crisis by helping the sick get healthy, but they are barely getting any 

financial reward for the job.  

While nurses are sometimes rewarded by skipping the line at the grocery store, getting 

consumer discounts at local retail, and the like (Canadian Nurses Association, 2022), some nurses 

face hostility as well. For instance, in June 2020, a nurse who treats COVID-19 patients in the ICU 

at Guelph General Hospital was denied services from a local salon. When filling out the online 

pre-screening form, Paige Winton had to share her occupation. Upon discovering that she is a 

nurse who works in the COVID unit, the salon staff told her they cannot serve her unless she self-

isolates for 14 days, which is inconceivable since she has to go to work. Nurses are putting all of 

their efforts into caring for our communities but in some situations, those communities are working 

against them (Khan, 2020). A study conducted at the University of British Columbia suggests that 

the general public overestimates the risk that health care workers, including nurses, pose to 

members of the public by assuming health care personnel are likely carriers of the SARS-CoV-2 

virus (Taylor et al., 2020). Surprisingly, those who bang pots or cheer in support are not less likely 

to stigmatize health care workers, including nurses. Some go as far as suggesting that their rights 

should be restricted because they work in a medical environment (Taylor et al., 2020).  

Notably the stigmatization of nurses and health care workers and health care hero discourse 

from politicians is not a new phenomenon.10 The public and government are calling these 

individuals heroes, but when it comes to helping, their efforts fall short. Cheering from balconies 

or leaving kind messages are appreciated actions but are not a sustainable solution to this secondary 

 
10 This is a surprising tension; it seems as though there is a tendency to view nurses as both heroes and as vectors of 

disease causing them to be stigmatized. The stigmatization experienced in Guelph is consistent with other cases 

elsewhere in the world: in Mexico, nurses were denied the right to use public transport while in India some health care 

workers were asked to leave their rented homes (Bagcchi, 2020). The WHO even issued a statement that reads, in part 

“Some healthcare workers may unfortunately experience avoidance by their family or community owing to stigma or 

fear” (World Health Organization, 2020). The public cheers on the nurses from the safety of their homes, but some 

individuals would not want to be near a nurse or health care worker on the street. 
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crisis that arises from the pandemic. It is taking a pandemic for the government to realize that 

nurses are the backbone of the healthcare system and have always worked tirelessly behind closed 

doors (MacDonald et al., 2018). This health crisis has opened many of our eyes to what happens 

to these individuals, to their successes and struggles but even the government, are not providing 

nurses with the meaningful structural support they require to ethically do their jobs.  

In characterizing these individuals as heroes, the government and public are effectively 

expecting nurses to put themselves in a vulnerable position at work without considering their 

working conditions. The hero label is “forcing” nurses to go to work with this added level of 

pressure (Mohammed et al., 2021). The Canadian Nurses Association is clear on the fact that in 

some instances, “a nurse’s duty to care is therefore not absolute” (Wright et al., 2021). 

Nevertheless, discourse about nurses as being “healthcare heroes” places the responsibility on the 

nurses who already have several tasks to manage. Instead of the government hailing these heroes, 

they should do more by providing nurses with better mental health support and addressing staffing 

issues such that patients and nurses are treated with the respect they deserve. These individuals are 

essential to the fight against the coronavirus, but they need the public and the government’s help. 

The current level of support that the government and public are giving to nurses is simply an 

expression of admiration that may be forgotten once the pandemic ends. Concerning the lack of 

PPE, after the SARS outbreak, it was suggested that there always be N95, medical grade masks 

available should there be another pandemic. In 2007 the province of Ontario bought 55 million 

masks but a report by the province’s auditor general in 2017 revealed that more than 80% of those 

masks had already expired. It was then discovered that the Government of Ontario did not replace 

them, and officials refuse to be transparent about how many masks remain in the stockpile (Martell 

& Warburton, 2020). The public is trusting that nurses will be able to care for them and the nurses 
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are in turn placing their trust in a government that is supposed to ensure their safety on the job but 

in reality, they are dealing with a government that is dishonest with them. These workers have “a 

right to receive truthful and complete information so they can fulfil their duty to provide care” but 

it is clear that the government is not being transparent about the situation (Canadian Nurses 

Association, 2017).  Still, nurses are present, putting their lives at risk will continue to do so once 

the pandemic ends, so it is shocking that the government is not doing more to protect the “back 

bone” of the healthcare system.  

Heroes are invincible, but nurses are not, as such I think it is of utmost importance to 

comprehend the difference between 1) hailing nurses as “heroes” and 2) asserting that actions 

nurses are taking are heroic. The first claim carries the weight of what it means to be a hero whereas 

the second, more nuanced implies the important notion that nurses are humans. It places the 

emphasis on the human that is behind the mask caring for others. This person is a nurse who is 

doing their job as best they can, considering the unsafe working conditions. This individual is 

demonstrating the qualities associated with heroes, such as courage and unselfishness but is not a 

hero and thus not expected to exemplify these qualities should they choose not to. Claiming that 

the work is heroic also gives these individuals permission to not only demonstrate qualities that 

nurses must have to effectively care for patients, but also qualities and character traits that arise 

when humans are placed under high stress situations. When hospitalized, patients want to be 

treated by humans as such, we must make sure that nurses do not feel like they are supposed to be 

more than human when caring for others.  

Conclusion 

 

Governments should be doing more to uphold their obligation to provide a safe working 

environment by ensuring an adequate supply of PPE, developing a stronger mental health support 
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system and fixing staffing shortages. We should not normalize dangerous working conditions or 

expect nurses to perform supererogatory tasks because they are being called heroes. Nurses are 

getting recognition from the public through the banging of pots and pans, but they are still 

understaffed and under supported at work. Like Banksy’s artwork depicting a young boy playing 

with a nurse hero figurine while Batman and Spiderman are in the garbage bin, will nurses also be 

‘tossed’ aside or deemed replaceable when the headlines change? (Morris, 2020). The healthcare 

hero discourse encouraged by the government and public, coupled with the lack of clear direction 

and action from authorities and employers have made a nurse’s job even more difficult. As such, 

it is not possible for them to care for patients as they should. 

To capture the extent to which these issues place nurses in a vulnerable position and obstruct 

ethical care, we must examine how the additional moral distress, created by these problems and 

current policies pose a challenge to nurses. We must evaluate the elements required for ethical care 

and analyze the role that vulnerability theory has in mitigating the impact of moral distress.  

Chapter 2 – Literature Review 

 

In the previous chapter I described the policies that nurses must follow, their difficult 

working conditions and the government’s response to problem. This chapter of my thesis provides 

an in-depth overview of three concepts that are crucial to consider in the development of better 

policies for nurses. These concepts provide a basis for understanding how the government’s 

response impacts the nurses’ job as well as a foundation for more responsive policies. The first 

concept is moral distress, which describes the moral bind that nurses find themselves in. The 

second concepts are, care and vulnerability, both of which help highlight policy relevant ways to 

resolve nurses’ moral distress. In section 2.2 I will look at influential care ethics theorists to 

understand what is involved in ethical care. Fineman’s Vulnerability Theory is then offered as a 
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theoretical framework for inform policies that counter moral distress. Vulnerability Theory aims 

to restore nurses’ professional agency and autonomy by freeing up resources for caregivers in order 

to build resilience.  

2.1 Moral Distress in Nursing 

 

Nursing scholarship frequently employs the concept of moral distress in order to get a deeper 

awareness of the ethical dimension of distress (Rodney, 2017). Previously distress amongst health 

care workers was understood using psychological concepts like burnout and stress “which 

although relevant, were not sufficient” (Rodney, 2017, p. S7) to capture nurses’ lived experiences 

on the job (Fortier 2019; Carnevale 2013). Whether it be in emergency departments or abortion 

units (Wolf et al., 2016; Hanna 2005), nurses face moral distress. There has been much work done, 

especially since the beginning of the pandemic, to understand how nurses’ working conditions can 

impact their susceptibility to experiencing moral distress because crisis situations often can 

increase the severity and frequency of moral distress.  

Working in a healthcare setting is inherently moral as nurses are expected to act in the patient’s 

best interest by not only treating the ailment but also ensuring that the patient’s wishes are 

respected. Nurses are managing the medical aspect of care but also the human relational aspect in 

everyday interactions with patients and their families as well as maintaining their commitment to 

their professional ethical values and principles (Andersson et al., 2022; Sperling 2021). These 

factors coupled with the hospital system places an immense amount of pressure on nurses. In 

addition to care givers having to tend to patients, they also have to consider organizational 

workplace issues, concerns with limited resources and hospital stakeholders’ goals that impact 

policy development. As such, ethically challenging situations frequently arise in nurses’ 

professional lives, and this has certainly been the case during the pandemic.  
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The term “moral distress” was first used in nursing by American philosopher Andrew Jameton 

in his paper, Nursing Practice: The Ethical Issues (1984). Moral distress happens “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)11. This leads nurses to internalise feelings of failure 

as they are not able to do what is necessary to care for the patient. In developing this definition, 

Jameton made a clear distinction between personal and professional values such that nurses are 

confronted with their personal values in a work environment. In a later paper, Jameton further 

developed his account of moral distress by distinguishing between initial and reactive moral 

distress. The former is when people experience feelings of anger, anxiety, or guilt when they are 

faced with institutional obstacles while the latter is “the distress that people feel when they do not 

act upon their initial distress” (Jameton, 1993, p. 544).  From this, it is clear that moral distress is 

rooted in external constraints like hospital policies and staffing issues, as well as internal 

constraints such as self-doubt or the fear of losing one’s job. External constraints often involve a 

power imbalance between a nurse and hospital management (Jameton, 1993).   

When a nurse experiences moral distress, they already know what the morally right action is 

to take. This is unlike a moral dilemma where they may not know what to do. Moral distress arises 

when the nurse is unable to change or prevent the obstacles that are in the way of ethical care. 

Moral distress is experienced by nurses as diminishing their moral integrity. This is what 

differentiates it from compassion fatigue, post-traumatic stress disorder or even burnout (Epstein 

& Delgado, 2010). Since nurses are invested in patient care and betterment, being placed in a 

position where they cannot help the patient, engenders feeling of having moral failure (Austin, 

2007). Moral distress is often associated with psychological distress as nurses express feelings of 

 
11 More recently, Lisa Tessman has had added the language of “moral failure” to nursing ethics. This refers to the 

feeling of failure when one has to choose between two or more suboptimal choices.  
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depression, but it also has physical and emotional symptoms where some individuals experience 

sleep disturbances, palpitations, gastric troubles, and headaches while also trying to control 

emotions such as frustration, guilt, and anger (AACCN, 2022). It is possible for all nurses to 

experience moral distress, but it is mostly seen in nurses who treat critically ill patients. Though 

most of the research about moral distress has been situated within the nursing profession, it is also 

seen in other health care workers including doctors and medical students (Forde & Aasland, 2008; 

Lomis et al., 2009).   

Since Jameton established this term in the nursing literature, various accounts of moral distress 

have been developed. Corley (2002) expanded Jameton’s notion of moral distress by asserting that 

this phenomenon happens when a nurse knows what is right for the patient but that the course of 

action conflicts with what is best for the institution/organization, other health care providers or the 

patient’s family. In this case, when a nurse does their job by caring for the patients by means of 

treatment or intervention, they are in a safe internal environment but when the outside environment 

that is the institution (through its policies and procedures), does not agree with how the patient is 

being treated nurses are confronted with moral distress. Corley’s account of moral distress clearly 

demonstrates the opposing sides. On the one hand, there is a nurse who is in constant contact with 

the patient, who has most likely developed a relationship with them and is attentive to their medical 

needs while also paying attention to the details that make a patient’s hospitalization as comfortable 

as possible. On the other hand, there is a large institution that is developing policies without 

necessarily promoting a patient-centered approach. Hospital policies are designed as a sort of 

blanket where all situations that fall under a certain category must be dealt with in the same way. 

From this, it is clear that the conditions are in place for nurses to experience moral distress if they 

are expected to provide patient-centered care, but unable to do so because policies and institutional 
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problems prevent them from it. Corley et al. as well as other experts (Gutierrez 2005; Fogel 2007) 

note that moral distress is a major reason why nurses leave the profession. They can no longer be 

placed in a position where institutional or other factors prevent them from providing relief to their 

patients. Others note that nurses may also avoid close interaction with patients in an attempt to 

avoid having to agree with decisions they do not support.  

Peter and Liaschenko (2004) claim that the built-in closeness of the nurse-patient relationship 

is a contributing factor to moral distress and the reason why nurses are particularly susceptible to 

it. While a physical proximity to the patient is required in some cases, it may also cause nurses to 

turn away and become less responsive to patients’ needs. In ideal situations where “the ends and 

means of care are not in conflict” (Peter & Liaschenko, 2004, p. 220) and there are enough resources 

to share, then the proximity to patients “promotes an optimal nurse-patient relationship” (Peter & 

Liaschenko, 2004, p. 220). However, when nurses find themselves overworked and under 

resourced on the job, they are in a position where they are unable to help in the way they see fit. 

As a result of these difficult working conditions, and an emotional connection that forms with 

patients due to much time spent together, nurses may experience moral distress and have a 

“concomitant desire to leave” the patient’s bedside, resulting in poor care (Peter & Liaschenko, 2004, 

p. 221). This is reinforced with research conducted by Hamric et al. who assert that physicians 

may have a lower moral distress score because they have more freedom to remove or distance 

themselves both emotionally and physically from morally distressing situations simply by the 

nature of their work demands (Hamric et al., 2012).  

The hierarchical system within the hospital inherently positions nurses to be the individuals 

who are the most burdened by moral responsibilities compared to other health care workers 

whether it is due to their close relationships with the patients or through their work demands (Peter 
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& Liaschenko, 2004). Since closeness is a factor that may increase the likelihood of moral distress, 

it would be more than reasonable for hospitals to provide nurses with the consistent opportunity to 

distance themselves from their patients by ensuring that they are able to take breaks and assure 

them a space to decompress (Peter & Liaschenko, 2004). This account of moral distress focuses 

on the moral autonomy and moral agency of the nurse.  Peter and Liaschenko define moral agency 

as the capacity to reflect, recognise and act on moral responsibilities (Peter & Liaschenko, 2004). 

Since nurses experience moral distress, this implies that they indeed have the autonomy, that is the 

freedom and ability, to reflect and act on a moral concern. But nurses are sometimes unable to act 

because of institutional constraints which reduces their autonomy to act and respond to a moral 

concern. As such, in this view, “this apparently irresolvable contradiction is moral distress” (Peter 

& Liaschenko, 2004, p. 220) and is an outward attack on one’s ability to act freely when caring 

for a patient. 

The main method used to collect data about how nurses experience moral distress is the 

questionnaire. Most surveys are created with Jameton’s conceptualization of moral distress. Corley 

et al., (2001) was the first who developed a measurement tool, the moral distress scale (MDS), to 

examine moral distress levels in the nursing profession. This MDS was specifically intended for 

nurses who care for adults in hospitals (Corley et al., 2001, p. 256). The authors, note that this 

scale is “an attempt […] to improve understanding of nurses’ moral distress and its consequences, 

by developing an instrument to measure the degree to which moral distress is an element of nurses’ 

professional experience” (Corley et al., 2001, p.252). Thus, it focuses on specific clinical situations 

that nurses may encounter on the job (Hamric et al.,2012). They are asked to read a series of items 

and score it if it applies to them, (1) little/almost never to (7) great. The higher the score, the greater 
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the level of moral distress. The following is an example of statements that nurses evaluated (Corley 

et al., 2001, p. 254): 

- Work in a situation where the number of staff is so low that care is inadequate 

- Follow the family's wishes to continue life support even though it is not in the best interest 

of the patient 

- Work with ‘unsafe’ levels of nurse staffing 

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

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

 

These scenarios reflect the situations that critical nurses are still confronted with today, 

especially in instances where they are vulnerable. In total there are 32 items on the scale that 

describe a nurse’s professional experience that are separated into 3 categories: Individual 

responsibility, Not in patient’s best interest, and Deception. This MDS has been used to determine 

where and when nurses experience moral distress. One important limitation from this scale is that 

it is very specific to critical care nurses (Hamric et al., 2012) and does not consider how MD can 

arise from various situations in the work environment the different types of situations and 

environment (Tian et al.,2021). In 2005, Corley et al. modified their original scale to incorporate 

6 additional items to better reflect situations that can lead to moral distress (Tian et al.,2021). This 

MDS, with the new statements, “has […] been extensively implemented in empirical studies” 

(Tian et al., 2021, p. 7). The MDS by Corley et al. has been a starting point to assess and evaluate 

moral distress in other environments. For example, Fruet et al. (2017) modified the MDS to use in 

hemato-oncology in the Brazilian context.  

Since Corley’s MDS, Hamric et al. (2012) have developed a revised moral distress scale 

(MDS-R) which addresses moral distress as it impacts all health care professionals. This revised 

version of the MDS is broader in its inclusion criteria. The MDS-R is also much shorter than the 

original, comprising of only 21 items and therefore, easier to complete and assess. The statements 

were scored from 0 to 4 (Hamric et al., 2012). To broaden the use of this scale Hamric et al. (2012) 
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created six versions of the scale. Three versions of the scale “focus on providers who practice in 

adult settings: nurses, physicians, and other health care professionals; the remaining three versions 

focus on these same provider groups in pediatric settings” (Hamric et al., 2012, p. 3). There have 

also been vocabulary and wording changes to ensure consistency between scales. A major change 

from the MDS scale is that the MDS-R not only evaluates items in terms of their frequency but 

also their intensity.  

Before making changes at the structural level, hospital management needs to be aware of how 

intensely and frequently their nurses are suffering from moral distress. Data collected from the 

MDS or MDS-R, specifically from the items in the test, will demonstrate which areas of nursing 

are particularly challenging during the pandemic. With this information, steps can be made to 

address key areas where nurses are more impacted by moral distress and target specific solutions 

to reduce the additional vulnerability that nurses are exposed to. Going forward, hospitals should 

regularly ask nurses to fill in one of these tests so they can evaluate the levels of moral distress on 

the field. Hospitals need to be more reactive in minimizing moral distress and including nurses in 

the process, by inviting them to express their concerns through the survey, is a way to give nurses 

a voice and a means to keep hospitals accountable, should they need to.  

 Given that nurses will experience moral distress at work, it is important to understand what 

constitutes ethical care, that is what they should be providing to patients. Once we know what 

ethical care looks like, we can develop policy that promotes it and minimizes the negative impacts 

of moral distress in nursing. 

2.2 Care 

 

In essence, it is the nurse’s responsibility to provide “good care.” Gastmans et al. (1998) 

describe this as the goal of nursing practice. To do this, nurses must consider and be mindful of all 
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aspects of their patient including their relational, social, physical, psychological, spiritual, and 

moral dimensions (Goethals et al., 2013). Care ethics (or the ethics of care) is a normative ethical 

theory that places an emphasis on moral elements that are required for interpersonal human 

relationships. Although care ethics need not be associated with feminist ethics, many care theorists 

are feminists and focus on gendered roles, for example motherhood and other forms of caregiving. 

In an ethical system based on care, the focus is on needs, rather than rights (Gilligan, 1982). 

Though the concept of care was developed by considering how women and men act differently in 

various situations, it is most often described as a practice whereby people can make decisions by 

being empathetic towards another. I am looking at care ethics as a means of understanding what 

nurses are responsible for insofar as they are responsible for caring in a moral way.  

2.2.1 Carol Gilligan 

 

In her book, In a Different Voice (1982), developmental psychologist Carol Gilligan 

reinterprets Lawrence Kohlberg’s findings of his study about the Heinz Dilemma to demonstrate 

that the dominant view of morality in the 20th century was androcentric. Kohlberg, inspired by 

Piaget, created this moral development scale to measure moral reasoning levels in individuals 

when presented with hypothetical moral dilemmas and categorised “the ways people [justified] 

moral reasoning” (Reiter, 1996, p.35).   

To understand how morality changes over time Kohlberg interviewed eighty-four boys and 

tracked their development over a period of 20 years and his work greatly influenced the 

psychological study of moral reasoning (Gilligan, 1982). Kohlberg’s published work received 

uptake despite not having any female subjects because his “empirical findings were consistent with 

statements of philosophers and psychologists from Aristotle to Freud” who argued that women’s 

moral reasoning was deficient compared to that of men (Kittay, 2011, p.113). This view “already 
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had a certain currency in the West” (Manning, 1992, p.33) and at the time of publication of 

Gilligan’s work in 1982, “human development was viewed through men’s development” (Torres 

and Garcia, 2019). Gilligan explains that “those groups not included in [Kohlberg’s] original 

sample rarely reach his higher stages” on his scale (Gilligan, 1982, p. 18). The individuals who 

were scored on the lower end were women, which lead Gilligan to believe that his research and 

scale could not be fairly universally applied (Gilligan, 1982).  

Kohlberg’s  measurement scale consists of three levels, each with two stages of moral 

development, that goes from a self-centered reflection of fairness, level 1, the Pre-Conventional 

level (Stage 1: avoiding punishment; Stage 2: individualistic, instrumental morality) to level 2, the 

Conventional level, where a view of fairness is conceived through social conventions and 

agreements (Stage 3: interpersonally normative morality; Stage 4: social system morality) and 

level 3, the Post-Conventional level, where fairness is determined by using social contracts and 

universal ethical principles (Stage 5: human rights and social welfare morality; Stage 6: morality 

of universalizable, reversible, and prescriptive general ethical principles) (Gilligan, 1982). Each 

individual goes through these stages sequentially as they age and cannot regress once they have 

reached a certain level.  

To understand Kohlberg’s scale and provide an alternate conclusion about women’s moral 

development, Gilligan analyzes the interviews of two eleven-year-old children, Amy (F) and Jake 

(M) who participated in Kohlberg’s study and responded to the following moral dilemma, 

originally devised by Kohlberg: A man named Heinz debates on whether he should steal a drug 

that he cannot afford to save his wife’s life. The pharmacist is not willing to lower the price of the 

drug or propose a payment plan and without it, Heinz’s wife will die. Kohlberg then asked the 

children “should the man steal the drug?”. This question, along with the dilemma, allows the 
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deconstruction of each child’s thought process and their reasoning behind their answer. Gilligan 

uses their answers to compare where each child lands on Kohlberg’s scale and with this, 

distinguishes between two moral voices.  

Jake used deductive reasoning and understood the difference between morality and law to 

come up with his answer. Jake put the emphasis on justice and responsibility. He viewed the 

dilemma like a mathematical problem between property and life. This dilemma is solved as if it 

were a math problem (Gilligan, 1982). Certain actions are right, others are wrong regardless of the 

outcome, but he also seems to differentiate between law and morality.  Since laws are man-made, 

they may be subject to errors, so while technically he shouldn’t steal, in this case, because his wife 

will die, Heinz should steal the drug because it is the right thing to do. This places Jake’s level of 

moral development as a mix between stages three and four but given his attentiveness to the 

difference between law and morality, Kohlberg argues that this represents moral maturity 

(Gilligan, 1982).  

Amy, however, comes up with her response by considering the relationships between people 

and the importance of communication between th’em. When asked if Heinz should steal the drug, 

her response is unsure, as she claims that the wife should not die, but if Heinz were to steal the 

drug, then he could go to jail, and the wife would not have anyone to care for her. She also suggests 

that there may be another way, other than stealing, to get the medication such as asking for a loan 

or borrowing money. Amy’s response considers long terms scenarios and how each person would 

be impacted by Heinz’s decision (Gilligan, 1982). Since Amy’s answer is not derived from logic 

but is achieved through evaluating relationships and emphasising the need for communication, on 

Kohlberg’s scale, her level of morality would be a mix between stages two and three. Based on 
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this and further supported by the “androcentric point of view” of psychologists and philosophers12 

(Tong, 1993, p.81), Gilligan argues that on Kohlberg’s scale, women “who possess the very traits 

considered by society to be ‘good’ in women (e.g., their care for others) will be penalised by 

Kohlberg’s model and deemed as deficient in moral reasoning and development” (Lim, 2017, 

p.23).  

In Gilligan’s view, Jake’s decision-making process is referred to as a justice-based morality 

since rules and abstract principles are applied when resolving issues. This type of reasoning 

considers that our world is composed of individual autonomous people who simply interact with 

others when needed and that acting justly means avoiding inequality. Often times, this type of 

morality is associated with males because they have a need to separate themselves from their 

mothers as they grow (Gilligan, 1982).  

Gilligan strongly criticizes Kohlberg’s conclusion and comes up with a different interpretation 

of the results suggesting that Amy (and others like her) demonstrates moral maturity in applying 

an alternative ethic, an ethic of care, which focuses on interpersonal relationships. She contends 

that Kohlberg’s scale of moral development is flawed because it does not consider the caring 

perspective and because all the participants were male, suggesting that his theory of moral 

development “has adopted the male form of life as a norm” (Kakoki & Huttunen, 2010, p.18). 

Gilligan argues that Amy’s level of moral development is not inferior to Jake’s because her 

response is guided by a ‘different voice’, that is the ‘voice of care’. This care-based morality places 

and emphasis on responsibility, relationships, universality, and concern for others. This approach 

 
12 A woman’s deficiency in moral reasoning was a view that was supported by other academics at the time.  

Schopenhauer, for instance, argued that this deficiency explains why women have more sympathy than men. Freud 

also agreed with this and offered an explanation about how women have weak superegos (Manning, 1992). In fact, 

“Gilligan represents her work as a response to the Freudian notion that men have a well-developed moral sense 

whereas women do not” (Tong, 1993, p.81).  
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suggests that the right action is the one that avoids violence and helps those in need, and it is thus 

related to real life experiences, rather than abstract concepts (Tronto, 1987).  Gilligan suggests that 

Amy’s thinking process (and by extension that of many women) stems from her upbringing as 

girls are often brought up to take responsibility for how others are feeling (Gilligan, 1982).  

Using the abortion decision study as a concrete example of care-based decision making, 

Gilligan alters Kohlberg’s Stages of Moral Development where she maintains the three levels put 

forward by Kohlberg but adds transitional phases. The first Preconventional Morality level, as 

Kohlberg also describes it, is when an individual is focused on their own survival. Next, is the first 

transitional phase, added by Gilligan, where one realizes they have a responsibility to others and 

that the actions guided by the first stage reflect a selfishness that is needed to stay alive. Following 

Kohlberg’s second Conventional Morality level, the person realizes that they are an active 

participant in society, and they find ways to care for others without necessarily caring for 

themselves. In Gilligan’s second transitional phase, a tension arises between fulfilling one’s own 

needs versus the needs of others. Finally, when one reaches the third level of Postconventional 

Morality, as determined by Kohlberg, their actions are guided by the principle of non-violence. 

They understand the benefits of balancing their needs and that of the others, which leads them to 

a universal ethic of care. Unlike Kohlberg’s original scale, Gilligan’s addition of transitional 

phases “enhances both others and self” by placing care as the central activity (Gilligan, 1982, p. 

74).   

Gilligan considers Amy’s reasoning to come from a ‘different’ voice whereas Kohlberg views 

it as being a ‘female’, ineffective voice. Gilligan asserts that Amy’s voice is not a ‘female or 

feminine’ voice because she argues that the caring perspective is not “biologically determined or 

socially constructed” (Gilligan,1982, p. xix). To suggest either would remove one’s ‘voice’ such 
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that their decision-making process would be pre-determined by biological factors or societal 

pressures as opposed to being one’s own choices. Gilligan “highlight[s] a distinction between two 

modes of thought and [focuses on] a problem of interpretation rather than [representing] a 

generalization about either sex” (Gilligan, 1982, p. 2). Gilligan does not attribute this to gender 

differences, but rather but a different kind of moral reasoning that includes one’s ability to care for 

others and the importance of relationships. She is clearly making a distinction between an ethic of 

care and one of justice (Tronto, 1987). In fact, the debate surrounding these two methods of 

thinking is still ongoing, especially in healthcare where it may be challenging to strike a balance 

between the patient-centered care model and the medical care model.   

Gilligan’s research and moral development scale has been criticized on the grounds of 

claiming that her controversial claims are not novel and or that she misinterprets Kohlberg (Tong, 

1993). One of the most persistent criticisms is that Gilligan’s account of care ethics reinforces 

women’s traditional role of caring for others and sexist gender norms, which makes it seem like 

Gilligan is developing a feminine ethic of care, rather than a universal non-gendered one (Held, 

2014). Claiming that women are more apt to consider relationships and feelings towards others, 

suggests that women are better at caring than men, despite Gilligan’s assertions she does not 

consider her account of care ethics to be gendered. Still, the way in which she presents her research 

by making general claims such as “women’s experience” (Gilligan, 1982, p. 62), “women’s 

construction of the problem” (Gilligan, 1982, p. 73) and “women’s moral judgement” (Gilligan, 

1982, p.149) have led some to consider her work as solely being about women and girls. Davis 

(1992) claims that “the critics have been unanimous in their reading of her work as advocating a 

female morality” (Davis, 1992, p. 223). The attribution of care ethics to women demonstrates a 

“biologically determinist notion of women’s nature” (Heyes, 1997, p. 146). It appears Gilligan’s 
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general language has inadvertently projected this notion of a dichotomy between men and 

women’s moral reasoning even if she never outwardly claimed that the “different voice” should 

be a female voice.    

The general sweeping statements about women have also led others to argue that Gilligan’s 

research findings are not representative of all women and that she made false generalizations by 

not disclosing the economic class, sexual orientation, ethnicity, or race of the women in her study. 

By using the term “women” Gilligan is effectively ignoring or disregarding cultural, historical, or 

political differences in her sample (Heyes, 1997). Even in her later work Joining the Resistance: 

Psychology, Politics, Girls and Women (1990) Gilligan fails to clearly identify the race, ethnicity 

or economic and social status of the girls she is interviewing. In fact, this demographic information 

is only briefly mentioned in a footnote which suggest a very limited interest in evaluating how a 

woman’s race, social class or ethnicity may impact their moral judgements (Heyes, 1997). Tong 

(1993) writes that “[ignoring] the sometimes selectivity and even exclusivity of care […] within 

women’s ranks [turns] care itself into a questionable approach to morality” (Tong, 1993, p. 89). 

Before generalizing that care is a feminist act it would be beneficial to know “who cares about 

whom and why”( Tong, 1993, p. 89). Only once this is established can we fully acknowledge the 

work that goes into care.  

While it would have been beneficial for Gilligan to explicitly acknowledge intersecting 

identities in her studies right away in her book, the fact that she does not can give us points to build 

on going forward.  Considering these criticisms, she “admitted in other writings, her original work 

fails to acknowledge intersecting identities beyond sex that influence moral development” (Torres 

and Garcia, 2019, p. 374). In fact, in the foreword of Race-ing Moral Formation: African American 

Perspectives on Care and Justice (2004), Gilligan confirms that the women she interviewed for 



 

 

 

39 

the abortion study were White and African women. Her goal for In a Different Voice (1982) was 

to “[introduce] an ethics of care to capture a view of the human condition that starts from a premise 

of connectedness rather than from an assumption of separateness” (Gilligan and Ward, 2004,p. x). 

With this in mind, we can see that Gilligan’s work can be improved by adding precision regarding 

who she interviews for her studies. If these problems are addressed, then Gilligan’s claims that we 

need an ethic of care will be reinforced. Despite the criticisms, I think she clearly demonstrates the 

importance and the need to consider relational aspects in morality as well as its importance in 

making decisions because when choices are made, they aren’t done in a vacuum and so the impact 

of those decisions cannot be completely evaluated by using only logic.  

Gilligan’s work sets the foundation for the ethics of care. Her account of care ethics focuses 

on the need for responsiveness and care in relationships. Gilligan’s research reinforced the need to 

consider contextual factors by emphasizing the importance of relationships in the decision-making 

process. Thus, Gilligan established that when one fails to use logic or a justice-based approach 

when making decisions, it is not because they lack in moral judgement, but because they are using 

a ‘different voice’ that is just as effective.  

2.2.2 Joan Tronto 

 

Joan Tronto’s book Moral Boundaries: A Political Argument for an Ethics of Care brings in 

a political dimension to care. She argues that using care ethics as a political and moral framework 

will bring more justice to society. In this text, Tronto distinguishes boundaries that reinforce the 

devaluation of care as a political concept and “preserve and perpetuate the positions of the 

powerful” (Tronto, 1993, p. 92) by validating the notion that women have different moral 

capacities than men. The first boundary is the difference between morality and politics. The second 

is the universalism boundary. The third is the boundary between private and public spaces.  In 
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identifying and understanding the problems with these moral boundaries, Tronto is effectively 

arguing that we can learn from such barriers and “re-draw” them to develop an account of care 

ethics that is inclusive.  Since Tronto views care as a practice she claims that an ethic of care should 

be combined with current moral frameworks to make up for the changes in diversity in the world.   

Joan Tronto and Bernice Fisher have developed a clear definition of care that “[shifts] our 

understanding of care from an ethic of interpersonal relationships to a useful tool for analyzing 

public policies and social practices” (Keller, 2009, p. 70). Tronto and Fisher argue: 

On the most general level, we suggest that caring be viewed as a species activity 

that includes everything that we do to maintain, continue, and repair our ‘world’ so 

that we can live in it as well as possible. That world includes our bodies, our selves, 

and our environment, all of which we seek to interweave in a complex, life-

sustaining web. (Tronto, 1993, p. 102) 

 

With this definition Tronto and Fisher do not restrict care as a human interaction with others, 

rather, it can be applied to caring for objects, animals or the environment. Adding to this particular 

definition of caring, Tronto and Fisher further distinguish care by introducing phases of care.  

Phases of Care 

Tronto and Fisher have developed a practical account of care ethics in which, individuals must 

practice five phases of care that each correspond with ethical principles that are central to care. 

The use of the term ‘phase’ suggests that a “temporal ordering, such that the phases are gone 

through in sequence, though of course, as [Tronto] makes plain, they overlap in part” (Edwards, 

2009, p. 235). The first phase is ‘caring about’ which is noticing one’s needs, such that if we fail 

to do so, an ethic of care would consider this failure to be a form of moral evil or moral failing 

(Tronto, 1993). This account is for everyone but has a great significance in the healthcare context 

because nurses are by their profession obligated to provide a minimum level of good care to their 

patients. This phase is associated with attentiveness because to notice that another person needs 
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help, Tronto claims that one needs to suspend their goals, concerns, and ambitions (Tronto, 1993). 

I agree with this statement, however, one can only fully attend to another’s needs if their own have 

been met. With the pandemic, the nurses’ needs aren’t met, so it is unreasonable to expect them to 

be attentive to what patients need. 

The second phase, ‘taking care of’ has to do with responsibility and makes it central in 

morality. This concept, especially within an ethic of care requires one to constantly evaluate 

whether they are meeting their responsibilities. Accepting the responsibility to care for someone 

suggests that one is willing to respond to the need of another. Responsibility differs from 

obligation. The latter is embedded within formal or legal ties while the former goes beyond this 

and is about understanding why one does or does not act in a certain situation (Tronto, 1993). 

One’s responsibility to another depends on various factors. Tronto argues that if we are to consider 

responsibility within policy, we should opt for a more flexible account of responsibility rather than 

a narrow focus on legal obligations. This is especially important as we see nurses perform 

supererogatory actions during the pandemic. They are not obligated but feel a certain responsibility 

towards the patient. It is crucial that the difference between these actions is reflected in policy so 

that nurses get the recognition they deserve.  

The third phase of care, ‘care-giving’ corresponds with competence. Tronto distinguishes 

between ‘taking care of’ something, without being concerned of the outcome and performing 

caregiving actions which results in a positive situation (Tronto, 1993). The question of competence 

is of great importance because it addresses the possibility of those acting in bad faith. When 

resources available are insufficient, one is not able to provide good care. If one is to be praised for 

trying their best to care for another, despite a lack of knowledge or available resources, then good 

care cannot be achieved (Tronto, 1993). This is clearly seen with the current staffing shortages in 
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various hospitals as nurses are overworked and sometimes asked to learn how to use a ventilator 

in a very short amount of time or are shifted from one department to another to fill the schedule.  

The final fourth phase is ‘care receiving’ which is linked with responsiveness. Tronto argues 

that when one needs care, they are vulnerable, and that throughout our lifetime, we all go through 

various stages of vulnerability. If policies are written in such a way as to assume that we are always 

autonomous, then it ignores or misses the challenges of our lives which are an important part of 

who we are as humans (Tronto, 1993). Since there is the possibility of abuse within the 

asymmetrical nurse-patient relationship, nurses must be conscious of the level of each patient’s 

vulnerability to act appropriately by acknowledging one’s difficulties. This reflects the attitude 

that government and hospital management should have towards their workers. Nurses must be 

heard, and their frustrations acknowledged to move forward in a meaningful way.   

To provide good care, these phases must come together because care requires more than a 

willingness to do good. However, more recently, in her book Caring Democracy Markets, 

Equality, and Justice (2013) Tronto added another phase of care ‘caring with’ that is related to the 

ethical principles of trust, and solidarity (Tronto, 2013). This phase is seen when individuals learn 

to expect the previous four phases of care within the act of caring. It is then added on top of the 

“‘feed-back loop’ that works among the four phases” (Tronto, 2013, p.6).  When this new, fifth 

phase is reached, individuals realise they can trust that others will care for them and this will also 

generate a feeling of solidarity amongst the population as people realise that it is better to care for 

and with other people, rather than doing so alone (Tronto, 2013). To successfully practice ‘caring 

with’ Tronto notes that individuals must not only view politics as an “election contest” but as a 

real means to collectively change and ameliorate the future (Tronto, 2013).  To create a true caring 
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democracy, as is Tronto’s goal, individuals must come together and place care at the centre of their 

actions.  

Though practical, Tronto’s account of care ethics has been criticized because her work is not 

completely original (Edwards, 2009, p. 237) but perhaps a more important critique is that her 

definition of care is deemed to be too general. Held (2006) argues that by defining caring as an 

“activity” to “maintain, continue, and repair our ‘world’ so that we can live in it as well as possible” 

almost any activity can be considered as caring. This would include economic activities like house 

construction and retail sales, basically any activity that fixes or preserves our world (Held, 2006, 

p. 32). Moreover, the vagueness in this definition loses the “distinctive features of caring labor” 

(Held, 2006, p. 32). This is because many of these economic activities do not require one to be 

emotionally involved in them nor does it require the caregiver to be attentive to the needs of the 

cared-for (Held, 2006). Given this, and perhaps also the ordering of the phases of care, some fear 

that this account of care ethics removes the emotional aspect of care as “Tronto’s account looks 

excessively rationalized” (Edwards 2009, p. 237). It appears as though Tronto may be neglecting 

to consider the natural or instinctual aspect of care that is present in humans and by providing such 

a broad definition academics are concerned that this definition does not actually tell us what care 

is supposed to be.  

Nevertheless, I think the broadness of this definition allows care to be applied in many 

contexts. Tronto’s goal with her account of care ethics is to promote caring needs as “consistent 

with democratic commitments to justice, equality, and freedom for all” (Tronto, 2013, p.23). This 

general definition allows for this as all types of care are included. Moreover, Tronto does not deny 

that the definition is broad but highlights that the broadness of this definition “does not preclude 

the use of a more particular way of thinking of care in a particular setting” (Tronto, 2013, p. 23). 
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If care is to be at the centre of democratic societies, then it only makes sense to have a more general 

definition to ensure that needs are met for everyone. Importantly, just because this account of care 

can be applied to activities that do not necessarily require emotional investments that doesn’t mean 

that care is not inherently relational. Moreover, Tronto’s account is accompanied with specific 

phases to explain how one should perform care such that caring role is not lost or ambiguous. With 

these phases, this version of care indicates how we should assess care and gives us a “general 

account of the place and meaning of care in human life” (Tronto, 2013, p. 21). It is then up to us 

to figure out what care means in various contexts.  

In healthcare, the needs of the patients are central, which makes it crucial that nurses are 

attentive, competent, responsible, responsive to receiving care as well as respectful, trustworthy 

and stand in solidarity. Tronto’s is one of the few cases where theorists have a clear definition of 

care. With this contribution to the care ethics literature, as we will see in the next chapter, Tronto 

is making it possible to place care at the center of nursing policy. This account of care ethics gives 

policymakers specific goals that need to be achieved through policy as the phases of care are 

providing us with clear guidelines about what the caring relationship is supposed to embody from 

a personal and institutional standpoint. If policy can successfully allow these phases to be acted 

upon in hospitals, it will benefit the nurses and by extension the care that patients receive.  

2.2.3 Nel Noddings 

 

In her book Caring: A Feminine Approach to Ethics and Moral Education, Nel Noddings 

applies care ethics to an educational context. For Noddings, caring should be the foundation of 

education, as such, much of her examples are about the teacher-student relationship. Contrary to 

Tronto’s practical approach to care, Noddings’s account of care ethics focuses on relational aspects 

of care though she does lay out characteristics required for good care (Slote, 2007). Noddings 
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develops an ethics that is based on caring, which makes in inherently feminine because it arises 

from a feminine experience for instance, that of motherhood. It emphasizes relatedness, 

responsibility, and receptivity, but notes that men may also accept this view.  In this sense, 

Noddings’s work builds on Gilligan’s who offered that men and women have and rely on different 

psychologies when making moral choices. Unlike Gilligan however, Noddings claims that an 

ethics of care “is ultimately better than an ethics of justice” (Tong, 1993, p. 110).  

Care, for Noddings “expresses our earliest memories of being cared for and our growing 

store of memories of both caring and being cared for” which makes it “universally accessible” 

(Noddings, 1984, p. 5). She defines caring as “stepping out of one’s own personal frame of 

reference into the others. When we care, we consider the other’s point of view, his objective needs, 

and what he expects of us” (Noddings, 1984, p. 24). Similar to Tronto, Noddings argues that good 

care happens when “[One’s] attention [and] mental engrossment is on the cared-for, not on 

[oneself]” (Noddings, 1984, p.24). It is again made clear, that to participate in good care, the 

caregiver cannot be distracted by their own concerns, they must be totally focused and attentive to 

the receiver of care.   

Noddings further distinguishes two modes of caring: caring for and caring about. The first 

caring for, is characterized by specific face-to-face encounters where one is directly caring for 

another and is the preferred mode. When one cares for another, they are “unselfishly” devoted, 

concerned, and dedicated to them (Slote, 2007). Caring about is more general as it introduces care 

to the public realm. She claims that it is easy for people to care about something or someone 

without necessarily loving it. This mode of caring is “second” to caring for and “involves a benign 

neglect” whereby “one assents with just so much enthusiasm. One acknowledges. One affirms. 

One contributes five dollars and goes on to other things” (Noddings, 1984, p.112). Caring for refers 
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to an “actuality” while caring about “refers to a verbal commitment to the possibility of caring” 

(Noddings, 1984, p.18). Caring about is impersonal and done at a distance where the impact of 

this care is not as tangible as when one cares for. There appears to be a lack of genuine desire to 

care for others, it seems as though when one cares about, it is to appease tensions or to make one 

feel good about their action without necessarily providing meaningful care to others. 

Noddings explains two types of care: natural care and ethical care. The former happens when 

one is not torn between an obligation to care and a desire to care. It is the ideal sort of caring 

because the one-caring not only ought to care but wants to. Noddings considers a mother wanting 

to care for her child as a prime example for natural care. It happens when one has “the memory of 

caring and being cared for” (Noddings, 1984, p. 1). Ethical care is characterised by a difference 

between one’s obligation and desire to help. It is when one ought to help (is morally obligated to) 

but does not want to. Noddings is clear that one’s moral obligation to care for another is 

automatically created by another’s needs. However, each person can decide whether they want to 

respond to that moral demand. This is an important point because Noddings places limits on one’s 

obligation to care for another.  

Noddings’s account of care ethics maintains that the caring commitment that one has towards 

others “is limited and delimited by relation” (Noddings, 1984, p. 86). By this, Noddings means to 

convey the idea that it is impossible to care for everyone and that we have less of an obligation to 

care for those who are more distant to us because they are not able to complete the care by 

responding to it (Noddings, 1984, p. 86). To illustrate this point Noddings writes that we are not 

obligated to care for starving children in Africa, but we may choose to do so if we want to. The 

difference here is that caring for these children is a choice and not an obligation (Noddings, 1984, 

p. 86). Interestingly, later in her book Starting at Home: Caring and Social Policy (2002), 
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Noddings slightly revised this claim by putting a greater importance on caring about, stating that 

it “supplies an important motive for justice and generates much of its content” but still maintains 

that we cannot care for everyone, especially those who are further away from us (Noddings, 2002, 

p.3).  

For Noddings there are two parties within a caring relationship: the “one-caring” (she) and 

the “cared-for” (he), the pronouns associated with each is to “maintain balance and avoid confusion 

[…but] when the actual persons are substituted for ‘one-caring’ and ‘cared-for’ in the basic 

relation, they may be both male, both female, female-male, or male-female” (Noddings, 1984, 

p.4). Since Noddings believes that human encounters are a fact of human existence, she contends 

that her account of care ethics must centre around reciprocity whereby both parties must contribute 

to the caring relation. Here “reciprocity” is defined as a return of caring from the cared-for to the 

one-caring. Even when the care is not mutual, for example between a mother and her child, 

“Noddings thinks that caring needs to be completed in some kind of acknowledgement or 

acceptance of caring on the part of the one (s) cared for” (Slote, 2007, p. 11). This acknowledgment 

does not have to be a form of gratitude, it can be as simple as asking follow-up questions, smiling, 

or nodding (Noddings, 2012). While Noddings does recognise the asymmetry in wider community 

relations, such as physician-patient, teacher-student, or lawyer-client, she maintains that “both 

parties contribute to the establishment and maintenance of caring” (Noddings, 2012, p. 772). For 

Noddings, care “is always a dyad between one more powerful caregiver and a weaker care 

receiver” (Tronto, 2013, p. 21). Noddings’s account “focuses nearly exclusively on unequal 

relationships” (Tong, 1993, p. 123) such that if the cared-for does not demonstrate that the care 

has been received, there is no caring relation, thus, no possibility for care.  
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An important criticism of Noddings’ account is that her notion of reciprocity is misleading. 

For Noddings, reciprocity, that is perhaps a smile, is enough solidify and confirm a caring 

relationship. Reciprocity is a very important part of the caring relationship and Noddings makes 

sure to remind the reader of this constantly. That said, Card (1990) suggests that Noddings 

confuses receptivity with reciprocity. The latter “in the ordinary sense, refers to doing to or for 

another something that is either equivalent in value or in some sense, ‘the same thing’ that the 

other did to or for oneself” (Card, 1990, p. 106). It is essentially returning the favour by acting in 

such a way that is comparable to the original action. Given this, it would be troublesome to claim 

that reciprocity is what completes the caring relationship because patients, for example, are not 

able to, nor do they strictly reciprocate the care they receive. Rather, Card contends that receptivity 

is a better term because it “compliments, or completes, others’ behavior but reciprocates it only if 

equivalent in value” (Card, 1990, p. 106).  

Noddings, however, is clear in the very beginning of her book that she recognizes but rejects 

the traditional notion of reciprocity as a form of “contract” or “repayment” (Noddings, 1984). The 

limits that come with the traditional conception of reciprocity as outlined by Card, specifically 

concerning the equal value condition for the reciprocity would mean that only a limited number of 

caring relationships could be completed. Rather for Noddings, reciprocity is not a contract where 

the cared-for needs to respond in such a way that needs to be of same value, but it is an action 

makes care ethical. It is the difference between caring for and caring about. By framing reciprocity 

in such a way, Noddings uses this principle to encourage the care giver to continue providing care. 

In a published response to this objection, Noddings notes that “the strength of this analysis is that 

it helps to explain the fatigue and demoralization of caregivers” (Noddings, 1990, p. 123). Given 

this, Noddings rejects any hypothetical questions about reciprocity like “can one ethically care for 
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someone who is unconscious?” because her account of care ethics practical and concrete. She 

resists answering these types of questions, even referring to them as “moral play-thinking” 

(Noddings, 1984, p. 105). Reciprocity is not to be measured by determining the value to be 

received in return because for Noddings, caring “cannot be completely constructed by rule or 

definition” (Noddings, 1984, p. 107). Care is context-dependent such that, what is right in one 

situation cannot be said to be right in another and the same goes for wrong actions, as well. Thus, 

the acknowledgement received by the one-caring will vary depending on the care that is provided, 

and the people involved. I would like to add to this by mentioning that the response of care should 

be one that is genuine as to further encourage care givers. If care is not felt by the cared-for, they 

may still respond to be courteous and polite which would technically contribute to the caring 

relationship, but it would be better if the cared-for truly felt that the one-caring in invested in 

providing good care. If the cared-for simply pretends to be genuine then this will be felt by the 

one-caring which would be harmful to overall care because “the one-caring may eventually realize 

her irrelevance and withdraw” (Noddings, 2013, p. 77). Thus, through reciprocity, Noddings does 

have a notion of give and take in her ethics of care, however it is not in the strict sense that the 

cared-for must return or repay the one-caring in equal value. This contrast between Noddings’s 

explanation of her position regarding reciprocity and her objector’s account of it indicates that this 

objection fails to challenge her view, insofar as they misunderstand what she intends by 

reciprocity.  

Noddings’s research is crucial in creating a policy framework that places vulnerability as the 

core issue that needs to be resolved. Her insights on the two modes of caring will allow us to 

compare how the nurses care for their patients and how the healthcare institutions and governments 

concern themselves with their employees. Noddings’s account of the relationship of reciprocity 
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that takes places during good care is informative and indicates how a caring relationship should be 

evaluated as such.  

2.3 Vulnerability 

 

The concept of vulnerability is an important and inherent part of the human condition 

(Fineman, 2008). Vulnerability may also be situational as it arises from various external sources 

such as a cultural, biological, social, or political environment (Rogers et al., 2012). One is 

vulnerable when they are either physically, emotionally, or psychologically exposed and 

threatened by one of those sources (Rogers et al., 2012). When one is vulnerable, they may 

experience feelings of powerlessness and a lack of agency. Thus, when considering vulnerability 

in policy changes, it is important to not only think about the way in which one can predict or avoid 

harm, but also to build resilience and restore one’s agency and autonomy (Rogers et al., 2012). 

2.3.1 Vulnerability in Healthcare 

 

Within the healthcare setting, the vulnerable person is often as the patient. Vulnerability is 

often discussed from the patient’s perspective as they are the one who is asking for help. Healthcare 

facilities promote this power imbalance by placing nurses in a position of control over the patient. 

The asymmetrical power relationship between the patient and the nurse must be maintained to  

ensure that nurses retain a sense of control on the job. Generally, nurses are standing, wearing a 

uniform and able to act as they see fit regarding a patient’s case or their own well-being.  

Conversely, patients are laying down or sitting, wearing a hospital gown that emphasises their 

vulnerability and unable to have a meaningful control over their environment (Zielinski, 2011). 

The hospital buildings and medical routines can be intimidating which enhances a patient’s 

vulnerability in a new environment (Boldt, 2019). This asymmetry makes nurses responsible to 

ensure a proper caring relationship because presumption of authority is automatically given to 
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them, by virtue of their profession. To ethically navigate this challenging relationship, where 

nurses must show flexibility by adapting to the patient’s needs, they must “develop situation-

specific attention and personal presence” (Delmar, 2012, p. 242). The responsibility entrusted to 

nurses can only be enacted if the nurse’s needs are met. If a nurse’s needs take precedence over a 

patient’s during a consultation, this will result in poor, and perhaps unethical care. It is important 

to recognize and address situations in which care providers may also be vulnerable.  

As seen in Chapter 1, it is evident that during the pandemic few resources have been put in 

place to maintain a healthy level of dependency between the nurse and the patient. Nurses now 

have little control over their work schedules, are unable to adequately protect themselves and more 

importantly, are not in a position where they can be fully present to uphold a decent level of care. 

As the patient keeps depending on the nurse for care, the nurse is struggling to give in this 

relationship because of the challenges. A nurse’s power comes from their medical knowledge and 

their ability to act upon this (Kettunen et al., 2002). As nurses’ needs are not met and they are, in 

some cases, not able to put their theoretical knowledge to practice, they are rendered vulnerable, 

eliminating the asymmetrical relationship. 

2.3.2 Martha Fineman’s Vulnerability Theory 

 

To ensure the asymmetrical relationship with patients is upheld such that nurses can practice 

attentiveness, responsibility, competence and receive responsiveness, I propose the application of 

Fineman’s vulnerability theory to the nursing profession. This theory posits that we are all 

inherently vulnerable and is based on the understanding that we are all born defenseless and 

constantly fear danger. As such, governments and social institutions should take this into 

consideration when updating policies (Fineman, 2010).  
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Fineman developed this theory as an alternative to current theories of social justice who are 

focused on achieving formal equality, that is the view that equality arises from “the sameness of 

treatment” (Kohn, 2014, p. 6). Formal equality approaches are ineffective because they only 

consider certain populations to be vulnerable. Fineman specifies that the present legal subject is 

one who is independent, autonomous, liberty seeking and wants freedom from state interference 

(Fineman, 2020).  This liberal subject a “fully-functioning adult,” able to make choices and 

“unrestrained” by the state (Fineman, 2020, p. 54). It then follows that this autonomous, 

independent subject is the being around which law is created because to be legitimate, these laws 

must be generally applicable (Fineman, 2021). It is for this reason that when one is unable to 

accomplish certain tasks our system tries to identify what stops a person from completing their 

tasks and what about them is different, like their demographic differences (race, age, sex etc.) or 

differences in capability. Then policy is built surrounding that difference to bring them back to the 

level of the liberal subject (Fineman, 2021). 

 Fineman notes two flaws in this method of designing policy. First, the way in which the 

differences in the population have led to policies designed to compensate harms resulting from 

exclusion, marginalization, and discrimination (Fineman, 2021). That is, historically, from the 

perspective of vulnerability some institutions have highlighted or exacerbated advantages for a 

certain group rather than another all while protecting groups who already in an advantageous 

position (Fineman, 2008). The second flaw is that the liberal subject model overgeneralises group 

members. In other words, it treats all individuals in one group as equally vulnerable when this is 

not always the case. As Fineman writes, the traditional equal protection views of society “include 

some individuals who are relatively privileged notwithstanding their membership in these identity 

groups” (Fineman, 2008, p.4). Just because two people are part of the same group, does not mean 
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they have access to the same resources. The liberal subject model overlooks the nuances in 

people’s lives.  

Rather, Fineman sees vulnerability theory as an alternative way to draw up laws and as a 

way to enhance substantive equality, which happens when everyone is equally advantaged or 

disadvantaged by laws or policies (Kohn, 2014). Only when vulnerability is placed at “the center 

of our theorizing, it becomes clear that there is a collective or social injury that inevitably arises 

from a state unresponsive to the universal and constant human condition of vulnerability and 

dependency” (Fineman, 2020, p. 54). If human vulnerability is at the heart of policy, we will be 

able to consider a more fundamental difference that is not observed or reflected in law or policy 

and that is, the quality of one’s environment that allows them to build resilience (Fineman, 2021).  

We all experience harms differently because we all have different sets of resources, whether 

they be physical, emotional, or psychological that allow us to overcome hazards (in this case, the 

COVID-19 pandemic). These resources allow one to build resilience which is the ability to 

“bounce back” from something harmful. Everyone is vulnerable, but those with more resources to 

build resilience, such as others’ support, will be best able to build resilience quicker. No one is 

born resilient, rather it is acquired overtime through lived experiences and one’s access to said 

resources (Fineman, 2021). The goal of governments and social institutions is to provide and free 

up resources to its caregivers when needed to build resilience. According to Fineman, a strong 

government isn’t evaluated based on its ability to prevent disaster, but its ability to provide tools 

to its citizens to recover from it (Fineman, 2010).  

Concerning the vulnerability theory, Fineman notes that it enables us to view individuals as 

“vulnerable subjects” which is a “more accurate and complete universal figure to place at the heart 

of social policy” (Fineman, 2008, p. 11). This theory was designed to be at the centre of policy 
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development and could be applied to enable policy makers to determine where to allocate 

resources. In healthcare, patients are often seen as the vulnerable individuals, but during the 

pandemic it is evident that nurses are also vulnerable subjects. By considering them as such, the 

government would be more proactive in helping so that our nurses can be in the best possible 

position to care for patients battling COVID-19. For Fineman, it is the state than has given 

institutions the power to distribute resilience to certain populations, as such, they are responsible 

for how those institutions operate (Kohn, 2014). Currently, “in research ethics and medical ethics, 

vulnerability is regarded as a state that ought to be overcome” (Boldt, 2019, p. 7), as if humans are 

not supposed to be vulnerable in the first place because this state of being hinders one autonomy 

and independence. With the vulnerability theory however, we take a new perspective and consider 

vulnerability as an inherent aspect of human nature, such that instead of trying to eliminate it, we 

should, through policy, strive to minimize its effects (Boldt, 2019).  

The Importance of Resilience in Healthcare 

Resilience is studied in various fields including sociology, genetics, and psychology. At its 

core, resilience is one’s ability to positively adapt to changes and rebound from shock or adverse 

events. There are three main approaches to researching resilience. The first is viewing resilience 

as a personality trait that one develops after experiencing a trauma. Proponents of this view 

consider resilience to be “a personality trait that inoculates individuals against the impact of 

adversity or traumatic events” (Hu et al., 2015, p. 18). The next is the outcome-oriented approach 

which suggests that resilience is a behavioural outcome that helps individuals bounce back from 

adversity. The final is the process-oriented perspective where resilience is a dynamic process 

where individuals can continuously adapt and recover from major events.   
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During the COVID-19 pandemic, resilience has been tested at the individual level. Nurses 

have had to rely on their colleagues and their social support system including friends and family 

for de-stressing which builds one’s mental capacity and increasing mental and physical health. 

Whether it is practicing good hygiene, mindfulness and taking breaks at work these are ways for 

individuals to build resilience. These activities are crucial because research demonstrates that 

“increasing resilience could lower moral distress, raise work-place engagement, and decrease 

turnover. Ultimately, improving resilience and reducing moral distress may greatly improve 

patient outcomes” (Clark et al., 2021, p. 443).  In recent years, the personality trait has become 

less popular as resilience has been seen as a trait that can be learned and developed. Hospital 

management and governments would benefit from creating environments that promote it because 

resilient individuals often experience lower levels of PTSD and higher job satisfaction. Moreover, 

it is important to foster group resilience in medical or nursing teams by increasing communication 

and collaboration within units (Thapa et al., 2021). The vulnerability theory encourages systemic 

reform because it applies to all individuals, not only certain groups deemed to be “vulnerable”. 

This is a great advantage of this theory because policy makers, or those in charge, will also be 

subjected to following such laws, decreasing the potential for “unreasonably paternalistic laws” 

(Kohn, 2014, p.10).  

2.3.3 Limitations to Fineman’s Theory of Vulnerability 

 

In her text Vulnerability Theory and the Role of Government (2014), Nina Kohn exposes the 

limits of Fineman’s vulnerability theory by examining it through the lens of old-age policy. Kohn 

identifies two drawbacks to vulnerability theory: its insufficient prescriptive value and its 

paternalistic nature.  
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First, Kohn argues that Fineman’s vulnerability theory has limited prescriptive value. While 

Fineman argues that her theory moves away from identity-based policy that targets a specific group 

of people, Kohn argues that in practice, Fineman’s theory does exactly the opposite. With the old-

age policy, Kohn demonstrates that if the goal of policy is to protect the elderly, then the 

government should create laws that do this by giving the government more power. Members of 

the public would be protected by these laws as soon as they reach the age, making this group of 

people different than the rest, by virtue of age (Kohn, 2014). Vulnerability cannot be considered 

an innate quality because then it “will simply devolve into identity-based ones” (Kohn, 2014, p. 

27). It is theoretically possible to evaluate everyone’s levels of vulnerability, but this would be 

very difficult to implement, especially since one’s vulnerability is context dependent. So, to 

facilitate this, governments would revert to identifying people based on their groups. As we saw 

earlier in the chapter, Fineman wants to avoid policies that result from singling out certain 

populations because this leads to increased discrimination and overgeneralizations.  

Moreover, Kohn argues that vulnerability theory does not tell the government how to allocate 

their financial or material resources. Though governments and policy makers could distribute 

resources by prioritizing different levels of vulnerability, “as a practical matter, unless each 

individual was subjected to a personalized vulnerability assessment, a person’s level of 

vulnerability would necessarily have to be determined based on his or her group identity” (Kohn, 

2014, p.13) Kohn points out that Fineman’s version of the vulnerability theory makes it difficult 

for policymakers to allocate resources or to determine where those resources should be utilized 

because placing vulnerability on a continuum would not be practical (Kohn, 2014). 

The second limitation that Kohn identifies is the paternalistic nature of vulnerability theory. 

Continuing with the old-age policy, Kohn notes that an individual’s autonomy is considered 
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second to or barely equal to safety and security. For Fineman, one can only be autonomous if they 

are safe which eliminates a tension between the two. This clear distinction for Kohn means that 

the application of this account of vulnerability theory “does not favor laws or policies that carefully 

balance tradeoffs between autonomy on the one hand and safety and security on the other” (Kohn 

2014, p. 14). As a result, the policies would be mostly developed to promote a conception of safety 

and security without considering the importance of autonomy and human dignity. This would 

make them counterproductive because according to Kohn, Fineman fails to recognise that human 

autonomy may also encourage safety and security. In protecting a certain population from 

vulnerability through policy, it is important to not stigmatize or constrain individuals by restricting 

their autonomy (Kohn, 2014).  

Nevertheless, Kohn concedes that to use vulnerability in policy to address concerns, we must 

move beyond Fineman’s conception of vulnerability theory by increasing its specificity. For this 

to work, vulnerability “must be defined in relation to the particular threat being addressed” (Kohn 

2014, p. 23). By taking Fineman’s theory a step further in arguing that vulnerability must also be 

related to a specific concern, policies implemented to increase resilience and, in this case, reduce 

moral distress, may be more targeted and thus more accurate in achieving this goal. 

Despite these limitations, Fineman’s vulnerability theory is valuable as it would support 

government or institutional efforts to build resilience in the population. In this case, it would give 

the government and hospitals a certain push and authority to spend more funds on PPE 

procurement, mental health programs and staffing because “the theory can prioritize the 

distribution of resources by focusing on specific institutional relationships”, for example between 

a nurse and their patient (Rich, 2018, p. 26).  
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Overall, Fineman’s conception of vulnerability should be used as a basis for nursing policy 

as it acknowledges the challenges of the profession. This would increase resilience and minimize 

the effects of moral distress, by accepting that nurses, despite being the individuals who are usually 

in control, are also vulnerable subjects. Nevertheless, to effectively apply Fineman’s account of 

vulnerability and develop adequate policies, hospital institutions must be clear and precise about 

the goals they want to achieve with such modifications. Kohn’s additions to Fineman’s theory 

provide us with a practical way of ensuring that systemic changes are effective in bettering the 

nurse’s workplace and by extension, patient care. 

Conclusion 

 

This chapter showed that the impacts of moral distress on health care workers, whether it be 

the physical or psychological manifestations that arise from it, have detrimental consequences on 

nurses and by extension on patient care. This is because moral distress prevents them from being 

fully invested in the wellbeing of their patients. During the pandemic nurses have been increasingly 

put in morally compromising situations. Jameton first argued that moral distress happens when 

nurses know the right action to take concerning the patient, but there are internal or external 

constraints that make it impossible to act accordingly. Later, Corley added emphasis on the 

potential for conflict between the benefits for the patient and the hospital institution. The Moral 

Distress Scale evaluates the level of moral distress in nurses which is important for institutions to 

reduce the negative effects of it, as much as possible to ensure proper, ethical patient care.  

I used care ethics as a guide to explain what the caring relationship should be. Gilligan first 

described a morality of care as an alternate way to solve problems. In Kohlberg’s experiment, Jake 

focused on logic and rules, while Amy considered relationships which, by Kohlberg’s metric, 

placed her on a lower of the stages of moral development. Against Kohlberg’s interpretation, 
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Gilligan argues that Amy employed this “different voice” that emphasises a concern for others. 

Tronto’s account of care ethics then provides us with phases of care that are associated with moral 

elements. This practical account is necessary to identify exactly where there is a breakdown in the 

caring relationship, specifically during the pandemic. The moral elements give us an idea of the 

mental state that nurses must be in to ethically do their jobs. Finally, Noddings’s distinction 

between the two types of caring, ‘caring about’ and ‘caring for,’ makes it clear how nurses are 

caring while hospital institutions and governments are simply using empty words to demonstrate 

a commitment to care and increased support but do not follow through. If nurses are to ethically 

care for patients, their employers must care for them such that they are able to be fully attentive in 

their caring roles.  

Fineman’s vulnerability theory considers vulnerability to be a part of the human condition, 

and this has policy implications, namely that governments and institutions must allow for all to 

have equal access to healthcare and other social services. Fineman argues that a strong government 

is one that provides its citizens with resources to build resilience when faced with hazards, like the 

pandemic. Within the healthcare context, patients are usually considered to be vulnerable, but it is 

clear now that nurses are also vulnerable subjects. While Kohn argues that Fineman’s theory is not 

specific enough and risks being too paternalistic when used to implement policy, she asserts that 

if a target is chosen and intentions are clear, then Fineman’s concept of vulnerability could be 

useful as a basis for policy development.   

In the final chapter, I will argue that vulnerability theory informed policies can decrease the 

stress that nurses feel from the problems outlined in Chapter 1: PPE shortages, not enough mental 

health support and staffing issues. Moreover, I will argue that vulnerability theory can guide 
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policymakers to design policies that build resilience and reduce the effects of moral distress on 

nurses.  

Chapter 3 – Recommendations  

 

In the previous chapter, we saw how moral distress greatly impacts nurses’ professional 

performance. We also determined how various accounts of care ethics, despite their differences, 

helps specify what is required for ethical care both by nurses and for nurses. Vulnerability Theory 

(VT) was shown to be helpful when developing nursing and healthcare policy as it considers 

vulnerability inherent to the human condition, thereby allowing policymakers to better anticipate 

nurses’ needs. The CNO acknowledges added sources of moral distress for nurses during the 

pandemic and encourages nurses to attend to their mental health needs. They remind nurses that 

“you can’t take care of others if you don’t take care of yourself” (CNO). The toxic work 

environment within nursing teams and silencing culture in hospitals discussed by Archibald-

Varley and Fung (Renzetti, 2021) do not encourage nurses to get help and discuss their problems 

with others. As we have seen thus far, current policies are not designed to enable nurses to care for 

themselves or to feel that they ought to attend to their self-care. 

This chapter applies vulnerability theory to nursing and healthcare policy. First, I will consider 

how the application of vulnerability theory could improve communication between nurses, 

management, and government in order to come up with solutions to challenges faced by nurses. In 

the next section, I will then review how this theory could help alleviate the burden felt by nurses 

by considering the three problems raised in Chapter 1: lack of PPE, limited mental health support, 

and staffing shortages. I will explain how vulnerability theory gives nurses and hospital 

management the tools to maintain, build and promote resilience towards ethical care and 

demonstrate how the use of VT in policy development is coherent with two accounts of care ethics 
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elaborated in Chapter 2-- Tronto’s phases of care, and Noddings’s reciprocity and forms of caring. 

While Gilligan’s work set the foundation for care ethics, Tronto’s and Noddings’s accounts are 

more practical and easier to achieve through policy changes. In section 3.5, I will address a 

potential objection to the application of the vulnerability theory to nursing and healthcare policy 

which is that VT requires the government to distribute its resources by placing nurses’ needs before 

the patients’.  

Vulnerability theory provides theoretical resources for policymakers to evaluate the level and 

types of vulnerability that nurses are facing and promote policies that respond to that vulnerability 

by increasing resilience. The stress on the healthcare system during the pandemic has shown that 

the system needs policies that consider the vulnerability of nurses as essential health care providers 

to encourage funding restructuring to avoid a decline in the quality of patient care in the years to 

come.  

3.1 Application of Vulnerability Theory to Nursing Policy  

 

According to vulnerability theory, policies are supposed to maximize people’s resilience 

towards hazards. “Resilience” is not understood in the current usage to denote personal strength, 

acquired through individual practice of mindfulness meditation or other modes of stress 

management. Instead, resilience refers to “continuously monitoring, evaluating, updating, and 

reforming its institutions [… by] assuring the equality of opportunity, treatment, and access to 

resources that would allow individuals to be resilient” (Cooper, 2015, p. 1362). The state must be 

more involved in the healthcare system to organize it in such a way as to build resilience, that is, 

to ensure the “healthcare [system’s] ability to remain stable during and after crises” (Juvet et al., 

2021, p. 2). Resilience thereby requires that nurses and other health care workers’ working 

conditions cannot be overlooked. To do this effectively, governmental institutions and hospital 



 

 

 

62 

management must look at the current systems and acknowledge where the system is lacking 

support and where it is not. Applying vulnerability to figure out which parts of the healthcare 

system work and which do not will allow, policymakers to adjust resources to increase or decrease 

the level of vulnerability in relation to resilience. As Fineman sees it, the concept of vulnerability 

allows for a more responsive state to “examine hidden assumptions and biases folded into legal, 

social and cultural practices” (Fineman, 2010, p. 28). The situation of nurses described so far, both 

before and especially during the pandemic, suggests that government and healthcare institutions 

would have to acknowledge that the current healthcare system is not equipping nurses with the 

proper resources to help them deal with increasing moral distress. To address the deficiencies in 

the current healthcare system, government officials and hospital management would have to and 

benefit from open lines of communications with nurses since adequately addressing moral distress 

“requires identification of social and organizational issues, and questions of accountability and 

responsibility” (Epstein & Delgado, 2010, p. 2). Governments, hospital management, and health 

services must “follow the lead of nurses who are investing in their own personal resilience 

strategies by providing appropriate system level interventions and support mechanisms” (Henshall 

et al., 2020, p. 1). By using the coping mechanisms that nurses are employing to build their 

personal resilience and limit their moral distress at work, like taking breaks and implementing a 

structural strategy that incorporates these resilience building actions, Henshall et al. are suggesting 

this will not only improve individual resilience, but, in the long run, that of the healthcare system 

(Henshall et al., 2020). The VT framework allows this to happen. Nurses can no longer be placed 

in a position where institutional or other factors prevent them from providing care to their patients 

and potentially leaving the workforce.  



 

 

 

63 

My addition to vulnerability theory is that it gives hospitals and government the chance to 

engage in participatory politics which can lead to more structured and meaningful changes in the 

healthcare system. Participatory politics is a form of democracy that allows individuals to become 

involved in political choices by including “a broad range of activities through which people 

develop and express their opinions on the world and how it is governed, and try to take part in and 

shape the decisions that affect their lives.” (Khasnabis et al., 2010) 13. By getting first-hand 

accounts of the situation from the nurses, policy developers would get a clear idea of exactly what 

is required to promote resilience. As it stands, it seems as though the lines of communication are 

not very clear between nurses, the government, and policymakers. Throughout the pandemic, 

nurses working in Ontario have expressed dissatisfaction with their hospital administrators and the 

provincial government. In fact, “some [nurses] were critical of their own employers or supervisors” 

(Brophy, 2021) while others “are worried about […] their employers’ seeming disregard for their 

health and safety concerns” (Possamai, 2020, p. 9). The restructuring of nursing and healthcare 

policy will undeniably require the government and hospital management to confront the problems 

and pave a way forward that genuinely considers what nurses have to say about their working 

conditions.  

The addition of this participatory aspect to VT gives health care workers and nurses the ability 

to discuss with management and government to share their concerns in a meaningful context. 

Cooperation includes informing nurses of changing healthcare policies before the public such that 

they may prepare for the changes. Assistance may be in the form of financial compensation, or 

increased funding to mental health programs. 

 

 
13 Further discussion of participatory politics, like political models of civic participation, is beyond the scope of this 

thesis.  
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3.2 Addressing the Lack of PPE 

 

Addressing PPE shortages with vulnerability theory is only useful insofar as it reduces the 

chances of contracting COVID-19 at work during the early phases of the pandemic when PPE 

stock was low as this will likely have lasting effects on nurses’ health, both physical and 

psychological. If we apply vulnerability theory to policy relating to PPE, governments would be 

morally bound to ensuring that protective equipment is always available and should be distributed 

where it is most needed to build resilience towards effective care. Lack of PPE results in additional 

moral distress because this external constraint prevents nurses from spending more time with 

patients. To conserve PPE supply during the shortage, in March 2020, Ontario Health released 

guidelines indicating that nurses should alter their method of delivering care. For example, 

“caregivers should cluster their tasks to reduce the number of times they need to enter the room” 

(Ontario Health, 2020, p. 9) and “consider other changes to minimize the use of PPE, e.g. moving 

infusion pumps outside patient rooms so alarms can be addressed without donning PPE […]” 

(Ontario Health, 2020, p. 9)14. The PPE supply shortage creates additional moral distress because 

nurses are not able to perform tasks in the usual manner, yet they are still expected to provide 

excellent care. In addition to this, it is also possible that PPE shortages may cause “problematic 

interactions” (Lake et al., 2022, p. 807) between nurses, like nurses reportedly fighting over PPE 

or even stealing PPE from locked cupboards, which contributes to moral distress (Zarzour, 2020).  

Limited PPE, then, can incite other problems that takes nurses’ attention away from patient care.   

 
14 The Centers for Disease Control and Prevention (CDC) in the US issued similar directives. They indicated that 

nurses and other health care workers should cluster their care so other “nursing colleagues may remain outside the 

[patient’s] room” (Steuart et al., 2020, p. 296). They also suggest that nurses and other health care staff should call 

patients via hospital phones, patient cell phones, video chats or hospital-provided iPads to check in with patients, 

respond to requests and provide plan-of-care updates, among other tasks “instead of revisiting [the patient’s] bedside” 

(Steuart et al., 2020, p. 296). 
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 Vulnerability theory creates this moral requirement because instead of prioritizing autonomy, 

as is the norm in liberal theory, it places an emphasis on “the value of equality, thereby enabling a 

reconceptualization of state responsibility” (Mackenzie et al., 2014, p.36). Vulnerability theory 

dictates that political and social structure should mitigate the effects of vulnerability, so they do 

not fall disproportionally on certain members of society. In healthcare settings, PPE supply 

shortages are disproportionally impacting nurses which in turn disadvantages patients. Fineman’s 

account of VT highlights an obligation that was less attended to by liberal theories of the subject 

because it considers vulnerability and dependence as inherent to the human condition. 

This emphasis is useful for upending the harms of the “healthcare hero”. Vulnerability theory 

reminds us that the inherent vulnerability in the human condition “is valuable because it unsettles 

the contrast [with current social policy that identifies certain groups as more vulnerable than 

others], […] between the vulnerable ‘others’ who must be protected and all other citizens who are 

represented as somehow invulnerable” (Mackenzie et al., 2014, p.37). Importantly, vulnerability 

is constant while dependence is not. This is clearly seen in the hospital setting, especially during 

the pandemic. On the one hand, patients are seen as the “vulnerable others”, though their 

dependency on nurses and the healthcare system is only contingent on their need for care. On the 

other hand, the government and hospital institutions are portraying nurses as “invulnerable” with 

their healthcare hero discourse. It is undeniable that nurses have power over their patients. They 

have professional knowledge, a greater authority in the healthcare system, access to confidential 

demographic information as well as patient’s bodies while conducting physical exams (CNO, 

2020), however, nurses’ own vulnerabilities cannot be ignored in this context. Regardless of the 

situation, they should always have access to PPE, but as we have seen, the Ontario provincial 

government has neglected to keep up with this right of safety in the workplace. Moreover, the 
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healthcare system is constantly vulnerable due to fewer financial investments which leads nurses 

to leaving the profession. 

Basic PPE requirements should be a standard for nurses regardless of whether there is a 

pandemic. The Canadian Nursing Association15 (CNA) claims that “it is the employer’s duty to 

protect and support them as well as to provide necessary and sufficient protective equipment and 

supplies that will ‘maximally minimize risk’ to nurses and other health-care providers” (CNA, 

2022), but it is obvious that hospitals have not been able to do this, at least in the beginning of the 

pandemic and during the early days of the Omicron wave. VT would make it so that policies are 

clear on the matter and ensure that hospitals follow guidelines laid out by the CNA because this 

association focuses on nurses. While the hospital, as an employer would have to ensure enough 

PPE is available it seems like, given the situation in which nurses found themselves, the 

government should step in to distribute the equipment. In Ontario, the former Deputy Minister and 

Deputy Minister of Health and Long-Term Care confirmed that the PPE distribution, as a response 

to the pandemic was “led by hospitals16” because this is what was done “in 2003 (with SARS)” 

(The Canadian Press, 2021). In July 2020, British Columbia’s provincial government “centralized 

the purchasing of PPE” (Woodward, 2020) and distributed it as soon as they realized they were 

running out of PPE. Instead of each health authority purchasing PPE, “the province brought 

everyone together under the direction of PHSA (the provincial health services authority)” 

(Woodward, 2020) and was successful as the province was always reviewing their PPE stocks. 

 
15 While the CNA represents nurses in the country, it also influences policy by participating in federal and provincial 

discussions and roundtables. They do not have the final say about which policies are acted upon.  Through surveys, 

focus groups and workshops the CNA gathers information about what really happens in hospitals and long-term care 

(CNA, 2022).  
16 Early in the pandemic, Robin Simons, director of procurement and supply chain at Hamilton Health Sciences (HHS) 

had to directly contact PPE suppliers, vendors, and manufacturers to try and secure one million N95 masks. The 

organization who normally supplied HHS with PPE was facing a shortage of materials “so HHS had to get it 

themselves” (Hamilton Health Sciences, 2022).  
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This example demonstrates that a more responsive state is beneficial to resource allocation and 

saves hospitals from having to contact manufacturers directly.   

By using VT to develop better policies relating to PPE, nurses’ psychological resilience would 

be increased by providing them with a physical barrier that protects them from COVID-19. The 

proper PPE would help nurses feel safer in the workplace and lessen their worries about bringing 

the virus home. I will now highlight how the ethics of care theories of Tronto and Noddings in the 

following sections, informs that proper supplies of PPE are essential for nurses to provide ethical 

care to their patients. 

Tronto’s phases of care are crucial for demonstrating that even before care can be provided, 

nurses’ needs must be addressed because worrying about their personal risk takes their attention 

away from the patient’s care. Tronto writes that the phases of care must be acted upon in a sort of 

‘feedback loop’ such that caring is continuously happening (Tronto, 2013, p.6). If any one of these 

phases is not accomplished, then the circle is broken, and ethical care is no longer possible. With 

these phases and elements of care in mind, nurses are to respond to patients’ discomfort by making 

their hospitalization more pleasant. Right away, it is apparent that the lack of PPE at the beginning 

of the pandemic made it difficult for nurses to practice the first phase, ‘caring about’. This phase 

is associated with attentiveness and requires nurses to notice the need of a patient. At first glance, 

it seems obvious that nurses would notice their patients need to be tended to, but without the means 

to properly protect themselves, nurses may be busy worrying about their own health rather than 

being completely focused on the patient. If a nurse does not notice a patient in distress or in need 

of care because they are too worried about their own safety, this would be considered “a moral 

failing […] and perhaps a professional failing also” (Edwards, 2009, p. 235). Importantly, in the 

case of PPE, it would not be the nurses’ fault if their attentiveness towards patients is not as sharp 
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but regardless of this, the result would still be the same, that is, patient needs may be overlooked 

and nurses placing themselves in unsafe situations. Preparedness for adversity, like having 

adequate PPE during the pandemic, reduces stress by lessening the worry of becoming infected at 

work (Odom-Forren, 2020). Nurses who were given “priority access to PPE” had high levels of 

resilience “leading to better mental health […] and quality results in their work” (Sierra-Garcia et 

al., 2022, p.12). PPE can be lifesaving for nurses as it acts like a barrier between themselves and 

the coronavirus and other viral and bacterial contaminants (US Food & Drug, 2022). Thus, when 

nurses are equipped with PPE, they reduce their risks of catching the virus, increasing feelings of 

protection and safety which allows them to focus on the patients. If VT is applied to nursing policy 

such that PPE is always available, then it would not be unreasonable to expect nurses to be fully 

concentrated on identifying the needs of those around them.  

Moreover, without suitable PPE, nurses will have difficulties completing the third phase of 

care, ‘caregiving’ which is associated with competence, the ethical element of care by which one 

is capable of caring for others. This phase is characterized by the “ ‘hands on’ work of responding 

to people’s needs” (Edwards, 2009, p. 235). These are the physical actions that nurses take when 

caring for patients including preventing falls, helping with hygiene care, or even providing 

emotional support by spending time with the patient. If the vulnerability theory ensures that nurses 

can access PPE through its proper distribution, then the fears of catching COVID during these 

interactions would be greatly reduced. If the lack of PPE can be seen as a physical and 

psychological barrier to ethical care, then its widespread availability would be a force for 

developing resilience, promoting patient as well as nurses’ well-being and physical safety. In this 

instance, the VT would not only be applied to consider nurses as ‘vulnerable subjects’ but patients 

as well. Thus, the caregiver and care-receiver are both vulnerable in this situation and it is obvious 
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that PPE is one of the steps to build resilience in the nursing profession which would then improve 

the patient’s experience.  

Noddings’s notion of “natural care” is useful for identifying the type of care the 

government and hospitals should be striving to promote as well as the changes that need to be 

made to ensure nurses are able to accomplish this form of care. For Noddings, the best kind of care 

is natural care, which happens when individuals do not feel forced or obligated to care but do so 

because they want to. While nurses have a professional duty to care, “nurses generally become 

nurses because of their desire to help people regain and maintain optimal health” (Jackson et 

al.,2020, p.2).  This desire suggests that some semblance of natural care seems to be present when 

they join the profession, but the PPE situation in the early days has certainly made it more difficult 

for nurses to maintain the same natural enthusiasm when taking care of patients. To foster natural 

care amongst nurses the government and hospitals should, at the very least, make sure that nurses 

are safe at work. As current policies dictate the distribution of PPE amongst and within hospitals, 

they directly impact how nurses provide care to their patients.  

If policies designed to build resilience would require PPE stockpiles would be consistently 

checked and maintained. Jo et al. (2021) demonstrated that when nurses know they are at risk of 

becoming ill on the job because of a lack of safety precautions, in this case, a lack of PPE, their 

levels of resilience are lower since “knowing that one can become ill through practicing one’s 

profession can result in a feeling of vulnerability” (Jo et al., 2021, p. 652). Shortages in PPE may 

“[elevate] [perceptions] of COVID-19 risk” which has a severe negative impact on mental health 

(Gilleen et al., 2021, p. 11). Conversely, when nurses are in a work environment where they feel 

safe and when there are adequate resources, the perception of risk lowers which “translates into 

greater nursing satisfaction and better patient care” (Zolot, 2017, p.14). They should not have to 
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wonder whether they will be safe. If nurses are protected in their working environment, then they 

would be more likely to care for their patients, that is, to fully dedicate themselves to face-to-face 

interactions with patients and provide dedicated care more akin to Noddings’s sense of natural 

care. This preferred mode of caring is crucial to patient-centred care and essential for building 

trusting relationships. The fear of becoming infected by the coronavirus and potentially sharing it 

with others is “leading to frequent absenteeism and eventual turnover” (Labrague and de los 

Santos, 2020, p. 396) despite the nurses’ commitment to their patients.   

3.3 Providing Additional Mental Health Support 

 

Nurses must be considered as vulnerable individuals so that problems in the system and 

negative attitudes are exposed to create a safer and more cohesive culture within the nursing 

profession. The government needs to be aware of these issues and actively willing to make changes 

to solve them. In consultation with the CNO and CNA, they must be clear about which tasks are 

to be performed by nurses and which ones are supererogatory. The lack of clarity about this 

brought upon by the healthcare hero discourse places nurses in a morally distressing situation 

because their inner constraints (feelings of self-doubt, anxiety and the pressure to perform) seem 

to be only dealt with at a surface level rather than addressing the root of the problem.  

 If nurses are placed in a position where they are asked or compelled to perform supererogatory 

actions for the benefit of the patient, they must, if we apply vulnerability theory, be provided with 

the mental health support required to minimize the potential for additional moral distress and build 

resilience such that they can better handle the negative effects of MD and other mental health 

disorders. This will strengthen nurses’ mental and emotional resilience, allowing them to be fully 

present with their patients. We know that when nurses are struggling with their mental health, 

particularly with anxiety from working pressure, ethical issues, or workloads, they may become 
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withdrawn, “less adaptable to changes in their work environment and even less susceptible to 

patient needs” (Ayuso-Murillo, et al.,2020, p.7). We’ve learned from previous outbreaks such as 

SARS (2003) and Ebola (2014) that when nurses are consistently exposed to higher work demands, 

risks of infection or intense emotional events in the short term, this “[leads] to errors and decreased 

employability among healthcare professionals [whereas] long-term effects include, burnout, 

depressions and anxiety disorders” (Rieckert, et al.,2021, p.2). As such, it is obviously in the best 

interest of the government to further develop the infrastructure for mental health programs in our 

healthcare system by investing in them so that nurses have the possibility to learn new strategies 

to cope during mental health crises since this will only improve nurses’ well-being and patient 

care.  

Tronto’s phases of care inform us that much work needs to be done concerning mental health 

supports for nurses as they progress through the phases and provide care. When nurses are 

distracted by their fractured mental state, they are not able to be totally attentive to their patient’s 

needs as Tronto requires for ethical care, specifically in the very first phase, caring about. 

Moreover, if we want nurses to practise patient-centred care, then they must also be reassured that, 

should they face a mental health crisis, their employer will provide them with the necessary means 

to get help. Nurses must be given the tools to cope with anxiety and depression and other mental 

illnesses that stem from moral distress, so that their effects are minimized. If current employee 

assistance programs are not revamped to deal with an influx of nurses requiring mental health 

support, the situation will worsen, and nurses will be challenged with placing their focus on 

patients while they are dealing with moral distress or other mental health problems. Governmental 

funding is essential to building these programs to enhance psychological resilience and promote 

attentiveness in nurses which lead to better care. That being said, the new programs would have to 
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consider nurses as vulnerable individual subjects and not “in the abstract or as statistics” (Hossain 

and Clatty, 2020, p. 29). To use VT to its full potential in policy, hospital institutions will have to 

predict and embrace each nurses’ moral distress as what it means to be a human doing 

extraordinary work. Only then, will they be able to enhance mental health support programs in a 

meaningful way that increases moral resilience and reduces the impact of moral distress. As this 

is implemented, nurses will be able to place their full attention on patients because they will be 

assured that they can also receive help should they need it.  

If nurses learn how to cope with their emotions and, deal with their moral distress in a more 

positive and constructive way, better attitudes in the workplace will likely transpire as well as 

better patient care and all-around wellbeing. Based on testimony shared by Varley in Chapter 1, it 

is clear that the current employee assistant programs and mental health supports offered to nurses 

in Ontario are not built in such a way that effectively addresses the various psychological distress 

that nurses experience on the job. The long waiting lists and lack of diversity in therapy programs, 

and limited access for part-time nurses limits the reach of mental health supports.  

If vulnerability theory was applied to nursing policy, it would consider the psychological 

challenges that nurses face daily. To increase moral resilience further financial investments are 

going to be required to restructure these mental health support programs to fit the needs that are 

unique to the nursing profession. An example of this includes more funding towards employee 

therapy sessions because the current employer-provided mental health benefits are only enough to 

cover one or two sessions with professionals for those who work full-time (Flanagan, 2021). 

Mental health challenges for nurses are not new and should be addressed at the structural level 

such that all nurses and healthcare workers are supported so they can care for their patients.  
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If policies, through vulnerability theory, were implemented to provide nurses with more 

financial coverage for therapy sessions, this would promote better care. Moral distress, that can 

lead to emotional and psychological distress should not be considered an exception in nurses. With 

the vulnerability theory as a basis for policy development these problems could be seen as a normal 

reaction to the stressors experienced in the workplace. This would then suggest that all nurses are 

subject to, and at a higher risk of suffering from various kinds of distress. If this is normalized 

within the nursing workforce, then it will hopefully lead to practical changes in our healthcare 

system.  

Another way that VT could improve care when considering mental health is that it would 

encourage nurses to be more present when responding to another’s need. We know that when 

nurses suffer from moral distress some turn to negative coping techniques to try and deal with it 

and the adverse effects that manifest themselves like depression, burnout, and anxiety. These 

techniques include “distancing and escape-avoidance strategies towards patients” (Unruh 2010, p. 

254). When nurses are actively avoiding patients in an attempt to manage the negative impact of 

moral distress on their mental health, they are effectively passing their responsibilities on to a 

colleague instead of responding to them. Here the breakdown in ethical care happens at Tronto’s 

second phase of care, ‘caring for’ because the nurse is not willing to be responsible for the patient’s 

needs due to their psychological distress. As a result, patients receive inappropriate and inadequate 

care (Unruh, 2010). The impact of moral distress is detrimental to ethical patient care and steps 

need to be taken to ensure that nurses have the resources to deal with moral distress in a way that 

empowers them individually and as a collective. Educating nurses on the impact of moral distress 

by presenting it as a normal vulnerability in humans, especially within the nursing profession, 
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along with coping mechanisms will ensure that they are prepared to deal with their distress and 

limit its impact in the workplace, specifically during interactions with patients.  

Noddings’s preferred mode of caring, ‘caring-for,’ recounts the important of being present 

during face-to-face interactions and natural care, emphasizes the desire that one should have when 

caring for patients. For the caring relationship to be successful, Noddings notes that both patient 

and nurse have to realize that they are equally important in the creation and sustainability of this 

relationship. The nurse assures the relationship by caring while the patient ensures this relationship 

is completed by accepting the care and acknowledging it through a smile, nod or follow-up 

question (Noddings, 2012).  Within the nursing practice, the preferred mode of care is ‘caring-for’. 

It is the nurses’ job to be aware of patient needs and tend to them face-to-face in a positive ethical 

manner. Unfortunately, when nurses are dealing with mental health crises, it is difficult for them 

to assume this role as they may be distancing themselves from the situation. This evidently poses 

a problem for care because if the one-caring is unable to care-for and provide the best possible 

care because of their mental health challenges reciprocity is not going to happen, and the caring 

relation will break down. For Noddings, the cared-for, in this case, the patient, is responsible to 

reciprocate as “a form of recognition” (Lussier, 2020, p. 139). This is important because if the 

nurse does not receive this acknowledgement of care, “then that relationship may not be considered 

as an ethical caring relationship” (Eken, 2017, p.16).  It is thus vital that nurses have the resources 

to control the negative impact that their mental health may be having on their work. If a nurse’s 

mental health prevents them from doing their job properly, then patients may not genuinely 

reciprocate, causing a vicious circle whereby nurses’ mental health worsens, which, in turn, 

impacts their ability to work. Ultimately, reciprocity is part of the relationship because it is meant 

to ameliorate the moral well-being of nurses.  
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In the present situation, nurses are caring because they are obligated to, though they want to 

care, the limited mental health support makes it very difficult for some to maintain this 

commitment as strongly as they did before, because the pandemic has negatively impacted their 

mental health (Zaida, 2022).  Governments and hospital institutions could use VT in policy as a 

way to foster the possibility for natural care in as many situations as possible. This would shift the 

type of care to one where nurses not only ought to care, by virtue of their profession and another’s 

needs but also want to respond to patient needs because they are in the right mental space to do so. 

I think that this is only possible if nurses’ mental health is doing well because this form of caring, 

though superior to ethical care “may require considerable physical and mental effort in responding 

to needs” (Noddings, 2002, p.2).  In this particular case, the goal of achieving natural care is clear 

and VT would give hospitals and governments a path to reach this desired goal. Since this type of 

care is mentally taxing, it is only reasonable to assume this effort is weighing on all nurses, 

especially during the pandemic. To meaningfully address this problem within the nursing 

profession, we must consider the mental struggle that nurses experience as a part of the human 

condition. Once this is accepted, then a secondary goal is made clear and that is to find ways to 

reduce one’s mental load and give them spaces where they can reflect on and learn coping skills. 

If this is done at the systemic level, then the entire nursing workforce will benefit from a more 

robust moral and psychological resilience.  

Overall, we have seen that proper mental health is crucial to providing ethical care to patients. 

When nurses are worried or distracted by their thoughts or dealing with traumas, their attention is 

not focused on the present moment when they are dealing with patients. Their ongoing concerns 

about where to get help diverts their attention from patient care to self-care and they may use 

negative coping techniques that inadvertently reduce their responsibility to respond to patients’ 
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needs. This would be a major breakdown in Tronto’s phases of care that prevent ethical care from 

happening.  Finally, the mental health challenges that nurses’ face may be an obstacle to natural 

care, as Noddings defines it, because this mode of care requires immense psychological effort. If 

mental health problems, due to moral distress are de-stigmatized in the nursing profession and 

considered to be normal then policymakers could develop stronger programs to help nurses address 

their needs. Governments and hospitals will come to realize that investing in mental health 

structural changes is beneficial to the nurses, but will also lead to better, more ethical patient care.  

3.4 Fixing Staffing Shortages 

 

Applying VT to nursing policy would ensure that human resources are equitably distributed, 

and nurses are not overworked. Nurses would be required to undergo the proper training before 

being asked to work outside of their area of expertise. The staffing strategy would be reworked 

allowing the nurses to take advantage of frequent breaks. This would undoubtedly make the job a 

little easier and perhaps keep more nurses from leaving the profession. Staffing shortages have 

plagued the nursing profession for years and now that the negative impact is more obvious than 

ever, it is time to reconsider policy development and use VT to promote fair and useful strategies 

to fix this issue. Though the provincial government praised themselves in April 2021 for having 

added 350 new spots and thus freeing up 700-1000 beds, they did not ensure that hospitals have 

adequate staffing to care for the increase in patients (Merali, 2021). While new spots for patients 

is, of course, a good step towards caring for the population during this health crisis, it must be 

complemented with more nursing supports17. Otherwise, an unsustainable workload for nurses 

lead to other problems and prevent nurses from providing high-level quality care.  

 
17 Shortages are also caused by nursing staff who isolate because they have either been exposed to or tested positive 

for COVID-19. In March 2020, the Government of Ontario established that individuals who tested positive for 

COVID-19 should isolate for 10 days. At the time of writing, two years later, the same government advises those who 

test positive and have symptoms to isolate for 5 days. The provincial government only paid nurses and health care 
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Tronto’s elements of attentiveness and competence are an important aspect of delivering care 

and we see that with the staffing shortages, nurses are not able to convincingly complete these 

moral elements. If we consider Tronto’s account of what is required to ethically care for others, 

vulnerability theory will ameliorate the situation and enable nurses to be attentive and competent. 

The current staff shortages make it difficult for nurses to provide quality care. When one nurse is 

responsible for many patients, their attention is divided as they have to juggle different medical 

cases and needs. When nurses are overworked, they may miss some needs or may not be as sharp 

when recognizing a need. This becomes a safety issue, not only for the patients, but also for the 

nurses who may injure themselves on the job as a result of inattention from being spread too thin 

(Merali, 2021). If nurses are not properly trained to work in COVID units or use certain medical 

devices, their attention will be on how to properly use them, rather than fully committing to 

developing a strong relationship with their patient. In turn, this may lead to moral distress since 

the nurses are not able to provide the best ethical care due to issues beyond their control. Knowing 

that this is the case, policies surrounding working hours, overtime and minimum nurse to patient 

ratios should reflect the serious vulnerabilities in the form of internal and external constraints that 

arise when appropriate staffing quotas are not met. 

If we use vulnerability theory to guide nursing policy about training and staffing numbers, 

nurses will have the human resources needed to care for the increase in patients because this would 

directly reduce the risk of moral distress amongst workers and directly improve patient care. This 

would increase psychological resilience as nurses would not be burdened by an overload of 

 
workers during the isolation period for the first wave of the pandemic (Bennett, 2021). In January 2021, “nurses in 

some Ontario hospitals are not being paid when they are told to go home to isolate because of COVID-19 exposure. 

If the nurses test positive, they do get paid. But if they test negative, they must still stay home for 14 days without 

receiving their paycheque, hospital administrators in Hamilton and Niagara said” (Bennett, 2021).   
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patients and they would feel satisfied with the level of care they can provide to the patients under 

their care.  

If we look at the third phase of care, ‘care-giving,’ one must be knowledgeable and competent 

when assigned to various tasks. Fineman’s vulnerability theory would address problems that stem 

from staffing shortages by strategically training and scheduling nurses such that they will be able 

to use equipment and not feel pressured to learn in a very short amount of time. As it stands, due 

to the high number of hospitalizations, nurses are being called from other departments to help in 

ICUs or COVID units, even if they have never done this before. In some cases, they were learning 

new skills and completing new tasks such as telehealth consultations or even being asked to assume 

the role of safety officers (Pearce, 2020). Redeploying nurses to areas in which they are not 

specialized, in an attempt to mitigate the damages from staffing shortages is a sure way to expose 

nurses to moral distress and possibly reduce their confidence. If nurses are not competent, in the 

sense that they did not receive proper training, then ethical care is not possible because they may 

not know how to react in certain situations or how to use certain devices to monitor or keep patients 

alive. Nurses should be well trained in the technical aspects of the job and feel confident doing 

this kind of work. They have a right to get proper training but during the pandemic this has been 

overlooked due to the number of hospitalizations and low staff. This undermines quality care. If 

nurses do not know what to do, then they are not being used to their full potential. Again, if VT is 

applied here, the possibility for moral distress would have to be considered when forming policies 

about competence and training. Perhaps, as soon as the pandemic started, all nurses should have 

gone through mandatory training on how to use a ventilator that way, should they be reassigned, 

they would know how to use it on patients. Ultimately, the staffing shortage is the first problem 

that needs to be resolved here because if there were enough nurses to begin with, some may not 
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have been redeployed to areas beyond their specialty, but if reassignments are necessary, nurses 

should, at the very least, receive adequate training before facing patients.   

Noddings’s requirement for reciprocity in ethical care highlights the importance of having 

adequate staff such that nurses can spend quality time with patients to build a trusting relationship. 

If there are not enough nurses to care for patients, then each nurse cannot reasonably accomplish 

their caring duties equitably amongst all patients. This means that they cannot possibly be the one-

caring for all patients who require medical assistance, thus causing a breakdown in ethical care. 

Because of the shortages, nurses have to perform a sort of ‘internal triaging’ once the patients have 

been admitted to hospitals. They assess which individuals require immediate care and leave the 

others while they tend to the most serious cases. Exacerbated by the shortages, this leaves nurses 

feeling “exploited”, “undervalued” and “discouraged” (Stewart, 2022). As a result, this external 

constraint is having real internal impacts on nurses by causing them to doubt themselves and 

question their line of work, simply because they cannot properly do the job they were hired for, 

that is, to provide ethical care to patients. This clearly leads to moral distress in the nursing 

workforce as they are unable to do the right thing due to limited human resources.  

If we were to use VT to frame policy about staffing shortages, then hospital managers would 

do the necessary to ensure that human resources are efficiently distributed such that nurses are not 

overworked. In addition to this, if there are more nursing staff, then they may spend more time 

with their patients which may result in genuine reciprocity from the receiver of care. As seen in 

Chapter 2, for reciprocity to happen, the patient needs to acknowledge the caring work that the 

nurses are accomplishing by asking more question, or through behavioural signals like nodding. 

While it is easy to nod one’s head during an exchange, if the ‘cared-for’ has not had the opportunity 

to build a trusting relationship with the ‘one-caring’, that is the nurse, their behavioural cues may 
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be automatic and potentially misleading. If superficial reciprocity is received, then I am not 

convinced that the caring relationship can be completed and thus ethical, in a positive manner. The 

goal of nursing is to provide patients with a positive experience in the hospital despite their medical 

problems but if the ‘cared-for’ does not fully trust the one-caring and simply reciprocates to be 

polite, I am not certain that this could be defined as “the best possible care” which is what nurses 

are told to provide every day. The question of reciprocity regarding staffing shortages is perhaps 

shadowed by the lack of possible engrossment from the ‘one-caring’ which is the foundation of 

reciprocity. If nurses are not able to be “fully engrossed” then meaningful reciprocity cannot be 

expected. Given the shortages, nurses are potentially speeding up their encounters with patients so 

they may tend to all of them. It is clear that a lack of nursing staff has a detrimental impact on 

nurses and patient care, and this must be at the forefront of policy development to avoid them in 

the future, or at the very least, mitigate their impacts.  

Using VT to resolve staffing shortages in the nursing workforce would also build individual 

resilience by allowing for flexibility in the workplace, specifically surrounding scheduling. If there 

are enough nurses to ensure that each one gets to take their breaks and avoid working very long 

shifts this increases wellness and resilience (Raderstorf et al., 2020).  Addressing the staffing 

shortages would further build resilience as nurses would not feel like they have to sacrifice the 

quality of care they are giving to patients. Also, keeping the same core nursing staff, whenever 

possible, would strengthen social support through solidarity and feelings of belonging which 

increases psychological resilience amongst nurses (Kilinç et al., 2021; Wang et al., 2018).  

Ultimately, the pandemic has undermined nurses’ right to safety in the workplace and this has 

a clear negative effect on the nurses and on patient care. Commonly each one of these problems 

takes away the nurses’ attention from their patients which is detrimental to care. When nurses are 
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having to figure out how to stay safe or how to use medical devices amid a health crisis, they 

cannot be fully engrossed in care. As their rights have been overlooked, nurses are left to question 

how they are able to provide ethical care and whether they want to stay in this line of work.  

3.5 Objection: Vulnerability Theory is Nurse-Centred  

 

Using vulnerability theory to develop healthcare and nursing policy would present many 

advantages in mitigating the factors that may increase the risk of moral distress and creating an 

environment that is resilience building. Nevertheless, a possible objection is that VT demands 

resources be allocated in ways that place nurses rather than patients as the focus group who will 

primarily benefit from policy and resource allocation changes. The current funding model is a 

“patient-based” one that, according to the Government of Ontario, “reflects the needs of the 

patients served by each hospital and its surrounding community” (Government of Ontario - 

MOHLTC, 2018). Under this Health System Funding Reform (HSFR), first introduced in 2012, 

hospitals are compensated based on the number of patients they look after, the services delivered, 

the evidence-based quality of those services and the needs of the broader community (Government 

of Ontario - MOHLTC, 2018).  

The Government of Ontario highlights two main benefits of the patient-based model. The first 

benefit is that this funding reform will promote patient-centred care because it focuses on 

individuals and “ensures that funding is tied more directly to the quality care that is needed and 

will be provided” (Government of Ontario- MOHLTC, 2018). The funds go towards improving 

the quality of services offered. The second benefit is that this financial distribution strategy is 

supposed to encourage “smarter use of limited resources, which will drive a sustainable health care 

system based on quality” (Government of Ontario- MOHLTC, 2018). Overall, this spending model 

was designed to promote “cost-effective best practices that result in better patient outcomes” 
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(Cancer Care Ontario, 2014, p. 57). Despite the government’s claims that this model promotes 

patient-centred care, the pandemic has exposed the major flaw in this HSFR which is that it does 

not consider nurses even though without them, quality, ethical care would not possible. Patient 

care has never been more in jeopardy than it is now, and this is because nurses are not working in 

a safe environment.  

The first main benefit of the patient-based model isn’t completely achieved because the HSFR 

disregards the important fact that nurses are the individuals responsible for delivering quality care 

for patients. Quality, ethical care happens by building trust with patients through communication, 

attentiveness, and reciprocity. PPE shortages in the beginning of the pandemic, the limited mental 

health support and the staffing shortages create an unsafe work environment for nurses and make 

it difficult for them to provide quality care. Nurses were worried about contracting COVID-19, 

dealing with mental health crises, or learning how to use new medical equipment which distracted 

them from patient care. The second benefit of the patient-based model also isn’t reached. In the 

early days of the pandemic, PPE was locked up and rationed despite the negative impact it had on 

nurses. More pressing is the way the hospital is dealing with the staffing shortage. It is fair to say 

that the HSFR has failed to address the limited nursing workforce because this problem has been 

going on for a long time in Ontario. Staffing numbers are severely low and there is no sign of 

improvement as the pandemic has worsened the situation, leading many to leave the nursing 

profession. Asking retired nurses to come back and redeploying nurses throughout the hospital, 

weakening other departments in the process is anything but sustainable and certainly does not help 

in bettering patient outcomes.  

The patient-based distribution model clearly isn’t working. Instead of focusing on patients, the 

government needs to distribute funds by thinking of nurses first by using VT as a basis for their 
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policy development. Nurses are the ones mainly deliver the quality care and spend most time with 

patients. Prioritizing nurses by ensuring a safe work environment with reasonable financial 

compensation is crucial to retaining nurses. The government would have to primarily ensure that 

the money goes towards building resilience and fixing problems that hinder nurses’ ability to 

provide quality care.  

While it may seem counterintuitive to focus on the nurses’ wellbeing first, since the goal is to 

make hospitalizations a better experience for the patients, given the current state of our healthcare 

system and the position that nurses find themselves in, the way in which a VT informed policy 

says we should help is justified as it builds resilience in nurses and in the healthcare system. In 

turn, this would have a positive effect on patient care and on the patients themselves. Nonetheless, 

resource distribution based on nurses’ needs rather than patients’ is not objectionable. The 

pandemic has demonstrated that if nurses are not given the tools to build resilience and a safe 

working environment, they will not be able to provide ethical care to patients. Overall, I maintain 

that applying vulnerability theory to healthcare, specifically to nursing policy development, is the 

solution to creating meaningful structural changes in nursing.  

Conclusion  

 

All structural changes made through policy would first have to consider the impact on nurses 

while also evaluating how such policies would affect their ability to provide health care before 

being implemented. When it comes to institutional changes nurses, must be considered as 

vulnerable individuals, and thus placed at the center of policy decisions. The patient-based model 

that has been in place for ten years does not create a sustainable healthcare system because it does 

not incentivize nurses to stay. The government needs to invest in nurses because without them, 
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quality care is not achievable. Using VT to address nursing policy would build resilience amongst 

nurses and combat moral distress.   

These three problems place nurses in a vulnerable position where their health, safety and 

integrity are unfairly tested. The lack of PPE in the early pandemic days prevented nurses from 

spending time with patients and turned their attention towards self-protection. Moreover, the 

limited mental health programs created an obstacle to ethical care. Nurses were not provided with 

the resources to debrief and release the psychological burden that has been in the way of fully 

dedicating themselves to patient care. Finally, the staffing shortages reduce the workforce and 

leave nurses overworked and unable to adequately care for the increasing patient load. They are 

redeployed to new units without sufficient training which only adds to stressful situations. This is 

detrimental to patient care and needs to be resolved. If the vulnerabilities that arise with these 

problems and moral distress were considered when making or adjusting policy, then they could be 

mitigated at the structural level, ensuring that all nurses benefit from the reforms and have the 

possibility to work on increasing their resilience. 

All things considered, we have seen how policy informed by vulnerability theory offers a 

framework for responsive policies that can address PPE shortages, limited mental health support, 

and staffing issues by considering nurses’ working conditions as a primary focus. I demonstrated 

that using vulnerability theory to guide policy positively impacts care by examining how Tronto’s 

and Noddings’s accounts of care are not opposed to VT. In every instance, nurses would be 

empowered and given the resources to provide ethical care to patients as their needs are addressed. 

While VT does alter the government’s way of distributing funds to hospitals by considering nurses 

as vulnerable individuals, perhaps this is exactly what our healthcare system needs to avoid its 

collapse.  
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Chapter 4 – Conclusion  

 

This thesis aimed to demonstrate that current hospital policies are not sufficiently protecting 

nurses in the workplace. The COVID-19 pandemic has exacerbated pre-existing problems and the 

government’s pandemic healthcare hero discourse has been problematic and detrimental to the 

process of making positive changes at the structural level. I offered a better solution to the problem 

by proposing the application of Fineman’s Vulnerability Theory to the health policies that govern 

the nursing profession to ensure that policies are more responsive to nurses’ needs.  

In Chapter 1, I examined how the pandemic situation has impacted many aspects of the 

nursing profession and how the current policies are not designed to promote resilience. Nurses are 

tasked with continuously provide the best care possible while also being told that the quality of 

care may change due to the pandemic. Nurses are told that it is their responsibility to speak up if 

they feel unsafe or require more help, however, this is discouraged by the CNO and hospital 

administrators. Moreover, the lack of clarity and mixed messages only make the situation more 

difficult for nurses as they are also dealing with practical challenges in the workplace.  

In the early pandemic days and during the beginning of the omicron wave, nurses did not 

have access to proper PPE. They had to find creative methods to protect themselves by using 

objects that are not meant to be used as protection. They are still taking on extra tasks for the 

betterment of their patients but do not have the proper psychological support to keep them going. 

They are understaffed and many nurses are leaving the profession, not because they do not care 

about their patients, but for self-protection. Some nurses are being told to take on more than the 

appropriate ratio of patients or are redeployed without receiving adequate training. The situation 

is critical and needs to be dealt with if we want our nurses to provide ethical patient care and 

mitigate the impacts of moral distress caused by these problems. The government’s solution is to 
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mask all these challenges by hailing nurses as healthcare heroes. They are deflecting the 

conversation from the much-needed structural changes and financial support to praising nurses for 

performing supererogatory actions.  

In Chapter 2, I considered how these problems place nurses in morally distressing 

situations and how this impacts their ability to care for patients. Since external and internal 

constraints prevent nurses from doing what they think is right for the patient, they often feel 

trapped as they are not able to pursue the proper course of action (Epstein and Delgado, 2010).  

I also examined three accounts of care ethics to understand what needs to be included for 

care to be deemed ethical. Gilligan went against the dominant views of her time by claiming that 

a woman’s level of moral development is not less than that of a man’s, but rather it is “different”. 

Gilligan demonstrated, with her criticisms of Kohlberg’s moral development scale that women 

tend to reflect on how relationships will be impacted by any decision. Tronto suggests that to care 

for others effectively and ethically, one must go through the phases of care. Since each phase of 

care is associated with a moral element, this version of an ethic of care provides a clear practical 

application to ethical care. Noddings’s account emphasizes the need for some give and take to be 

part of caring such that patients have the chance to acknowledge the care their receive. In addition 

to this, with Noddings’s work the importance of genuine care, that is caring for, is prioritized as 

opposed to simply caring about, at a distance.  

I described how Fineman’s Vulnerability Theory is a theoretical framework that would 

enable useful policy changes for nurses because it considers them to be “vulnerable subjects” rather 

than independent, autonomous ones. This shift in perspective allows for more responsive policies 

when it comes to protecting nurses in the workplace.  
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In Chapter 3, I demonstrated that re-evaluating policies by considering nurses as 

“vulnerable subjects” would give them the tools to build resilience. Fineman’s Vulnerability 

Theory allows the government and hospital management to recognize the problems in the 

healthcare system and address them in a meaningful way to minimize the negative effects of moral 

distress. By using aspects of care ethics to describe an ideal ethical way to care for patients, 

policymakers can ensure that new policies not only promote resilience amongst nurses but also 

lead to better care for patients. The COVID-19 pandemic has made it so clear: there is no doubt 

that our healthcare system needs to be a priority for the government. Financial investments and 

structural changes are required to ensure that nurses are not overworked. They must be in the best 

position possible to care for our most vulnerable.  
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