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This qualitative study aimed to identify situations occurring 
in community organizations that raised ethical questions 
linked to mental health and illness. What seemed specific 
to these eight community organizations was perceiving a 
conflict between humanistic values and a frame of reference 
viewed as not humanistic. Practitioners and managers 
did not have prejudices about mental illness but wished 
they were more knowledgeable about it. Finally, teams in 
community organizations took the time to discuss issues 
and solve problems with a clinical lens. 

Abstract
meaning of the lived experience of service users. This can have 
harmful effects “on those who are on the frontline, on the ground, 
battling against human suffering and vulnerability” (Beaulieu 
& Giasson, 2005), as well as on the relational quality inside the 
services and on the services delivered to the target population 
(Dallaire et al., 2008). There is documented stigmatization by 
human service workers, administrators, and volunteers, as by all 
healthcare professionals (Mental Health Commission of Canada, 
2011). Furthermore, community organizations often embrace the 
antipsychiatry movement and defend the “disadvantaged” against 
society (Dimon, 2001). For human service workers, administrators, 
and volunteers, being confronted on a daily basis with poverty, 
mental and physical illness, solitude, and violence can lead to 
empathy fatigue (Ruszniewski, 2008). 

Despite the fact that “autonomous community organizations 
are often searching, by their inner way of doing things and the 
condition of employment made to their employees, to achieve 
an ideal of democratic functioning” (Lamoureux, 1994), human 
service workers, administrators, and volunteers do not always 
have the opportunity to establish a dialogue and deliberate at 
critical times. “They risk to live a series of situations bearing 
suffering and […] also to adopt practices and behaviors closed 
to collaboration, at a point that can put in danger relationships 
between peers” (Lancman et al., 2007). They are also at risk of 
becoming increasingly cynical, to such an extent as to see evil as 
commonplace and to believe in ethically questionable behaviours 
despite their usual and natural character (Lancman et al., 2007). 
Ultimately, they can experience a feeling of loss of meaning in their 
work. That can be explained in part, and this is the hypothesis of 
the researchers of this study, by a lack of conceptual tools linked 
to ethics that are needed to establish a real process of deliberation. 

Bioethics, which were born in the 1960s, were traditionally limited 
to the field of life and human health, including major subjects such 
as abortion, euthanasia, genetic manipulations, and organ donation 
(Durand, 2005). In the 1980s, clinical ethics appeared to mitigate 
the decontextualized, formal, and abstract character of bioethics. 
Clinical ethics, as the name indicates, examine behaviours at the 
bedside of the sick. The emphasis is placed on the attitudes to 
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I ntro duc tion

In many industrialized countries, community organizations 
have grown quickly over the past 30 years (Jetté, 2008; 
Lachapelle, 2007; Rhéaume, 2007; Vaillancourt, 2002). Many 

of the clients of community organizations struggle with physical 
and mental health problems and live in poverty which makes 
them susceptible to being negatively judged and marginalized. 
It is a vulnerable population that can be perceived as “victims 
of society, the State, bureaucracies, even intolerance from other 
citizens” (Massé, 2004).  

Administrators, employees, and volunteers in community 
organizations interact with these vulnerable persons, often 
intimately. Even if their desire to help is based on a belief in 
solidarity, justice, love, perseverance, civility, respect, and 
tolerance, their intent is often tainted by a social representation 
of mental illness that is prejudicial (Galand & Salès-Wuillemin, 
2009). Their deliberations and decision-making could be based 
on false representations of mental illness without considering the 
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guides developed by the authors for the purpose of this study. The 
clarity and relevance of the themes and questions were validated 
by an external expert. The questions were mainly open-ended 
and covered the following: description of situations that raised 
ethical questions almost daily and were related to persons with 
mental illness; perception of the situation and of mental illness; 
feelings about this situation and their practice and consequences 
of this ethical question on the daily lived experience of the actors, 
their colleagues, and service users. The strategies used to manage 
these situations were also explored. The authors defined some 
concepts (for example, deontology, applied ethics) and provided 
illustrative examples to stimulate discussion. The three meetings 
were audiotaped and transcribed in full. Notes were taken and used 
to prepare subsequent meetings. The data analysis followed the 
method of Van Kaam adapted by Moustakas (1994), was organized 
using NVivo (version 9) and respected recognized qualitative 
research standards. 

Overall, the first step was to analyze each meeting of an 
organization. Then, an analysis covering all the organizations 
was done. Each group meeting transcript was coded by the first 
two authors independently and then discussed, using a coding 
guide based on the interview themes and staying close to the 
words of the participants. The across organization analysis aimed 
to describe the nature and the structure of the experiences. The 
third author reviewed the final analysis. This study was approved 
by the CSSS-IUGS Research Ethics Committee. 

Results

Context

Eight community organizations participated in the study, 
including 24 human service workers and six administrators. Five 
organizations had a specific mandate to help persons with mental 
health issues, one helped new immigrants to Quebec, one was 
specifically dedicated to youth, and one was exclusively for women.

The practical context of the community organizations had 
elements that influenced the themes addressed and the ethical 
questions raised. First of all, the following values were central 
in all organizations: 1) the importance of the relationship with 
the service user; 2) listening to the person; 3) availability of 
staff for their service users; 4) recognizing the person behind 
the psychiatric diagnosis; and 5) the importance of congruence 
between ostensible values and applied values. The mandates of 
the community organizations and the roles of the human service 
workers were sometimes fuzzy, with porous relational barriers. 
Also, many study participants indicated that collaboration with 
the healthcare system was difficult.

Most of the ethical questions raised revolved around concern for 
the person’s well-being (values of caring, hospitality, beneficence), 
that conflicted with other values such as: equity; solidarity with 
colleagues; non-maleficence; respect for rules or mandates of 
the organization; ethical and deontological codes of professional 
bodies; respect for confidentiality and possible violations; good 
professional distance; and respect for freedom. Other ethical 
questions were also raised regarding the helping relationship, 

adopt, the information to be given, and the kind of dialogue to 
be established within the relationship between the health care 
professional and the sick person (Durand, 2005). There are also 
public health ethics centered on sets of laws, regulations, and 
behaviours addressing the entire population. In the context of 
community organizations, it is possible that ethics based on the 
bioethical model, clinical ethics, and public health ethics may not 
be the best approach. One of the purposes of this study was to 
explore an ethic that would be appropriate to community-based 
organizations. More specifically, the objectives of this study were: 1) 
to identify the main situations that triggered ethical questions and 
the lived experience of staff with their attendant representations 
of mental illness when facing these situations; 2) to describe the 
strategies used in these situations. A secondary objective was to 
assess participants appreciation of reflective group discussions. 

 
M etho ds

This research was an exploratory qualitative study inspired by 
phenomenology (Husserl, 1982) and principles of participatory 
action research (Larivière et al., 2014) in a context of lived ethics. 
According to Anadon and Savoie-Zajc (2007), participatory action 
research is characterized by its application to solving problems that 
arise from community actors’ concerns, establishes a dialectical 
relationship between knowledge and action, includes the active 
and democratic participation of every actor by facilitating their 
expression in a public space, and reduces any kind of hierarchical 
relationship between researchers and participants, thus fostering a 
relationship based on equality. Group discussions were conducted 
in this study because they stimulate reflective thinking (Quintin, 
2008), and problems can be solved by peers and better learning 
can occur (Watts, 2006). 

The protocol, including the research questions, was initially 
developed with the consultation of the head of an association of 
community organizations in the targeted geographic region who 
also collaborated to link the researchers to local community groups. 
The human service workers and administrators were recruited on 
a voluntary basis. Each participating community organization was 
met with separately in three group meetings led by the authors. 
The purpose of the first meeting was to describe the mandates of 
the community organization and the context of practice, identify 
the main situations that triggered ethical questions, discuss the 
different lived experiences and representations of mental illness 
when facing these situations, and describe the effects of these 
situations on their lived experience as human service workers or 
administrators and the strategies used when facing these situations. 
The second meeting, which was held approximately two months 
after the first, consisted of looking at the participants’ experience 
since the first meeting and discussing new situations that triggered 
ethical questions. Finally, the third meeting brought together all 
the participating community organizations to present and validate 
the results, especially strategies used for resolving ethical conflicts 
linked to mental illness. In addition, participants appreciated the 
use of reflective group discussions to address ethical questions 
and discomforts. 

To capture the narratives about the participants’ practices and 
ethical problems they encountered, the meetings were supported by 
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such as where one sets limits in one’s commitment and the concern 
about creating and preserving an alliance at all costs. Finally, 
questions were raised that implied a conflict of allegiance, that 
is, the gap between personal values and those of the organization 
as well as between personal values and those of the service user.

The ethical issues raised by living through delicate situations 
in their practice made the participants feel various negative 
feelings, such as a decrease in empathy, frustration, suffering, 
powerlessness, and tiredness. They worried about the acting out 
of service users, the onus of bearing sensitive information alone, 
the responsibility for life or death when facing suicidal states, and 
guilt if a service user became disorganized and they had to face 
behaviours perceived as dangerous and that could compromise 
their personal safety. In some cases, they also mentioned feeling 
both useless and used when service users had recurring demands 
or did not improve, regardless of solutions and advice offered. 
Finally, with respect to situations related to mental illness and 
relational issues, the participants sometimes felt incompetent 
and insecure due to a perceived lack of knowledge about mental 
health (Figure 1). 

Figure 1:. Main ethical issues raised

Confl ic t  of  values

The values of a warm reception, hospitality, and beneficence 
often appeared to conflict with equity. Human service workers 
questioned if their actions did not induce exclusion, create a 
precedent, or penalize other service users. For example, when 
a service user offered some help to the community organization 
and could be paid for it, the human service workers wondered: “to 
give money like that, is it worth $10, am I exploiting the person? I 
don’t know”. The question was also raised when service users gave 
a voluntary monetary contribution for the services they received. 
“There’s no question that the person can come back [even if she 
doesn’t make a contribution], we will not refuse her here in our warm 
reception. We welcome every person who asks for help”. Another 
context that triggered this type of conflict was when a service user 
frequently arrived late for the group session. “She disrupted my 
workshops a lot. And it disturbed the other participants … She always 

had a good reason and, according to her, we had to accept that. We 
owed that to her because we valued caring and open-heartedness”. 

When community organizations offered time-limited interventions, 
the participants raised the issue of who to prioritize. “When the 
program ends, I think that is where there is the discomfort… saying 
‘Yes, she still needs our services, I’d like to continue with this person.’ 
But I also have my director’s viewpoint telling me: ‘I have a long 
waiting list, we must accept new individuals and there is nobody in 
the area that offers this kind of intervention”. This conflict between 
the person’s well-being and the concern to be equitable also came 
up in a context where community organizations felt a duty to 
make exceptions to their rules and accept people who presented 
particular needs. “This service user, maybe we put him ahead of 
others to give him a positive experience”. 

Another discomfort emerged when there was a conflict between 
concern for the service user’s well-being and the concern for 
solidarity with one or more work colleagues. For example, a human 
service worker witnessed a colleague’s inappropriate demeanor. 
This human service worker was torn between two options with 
equal value: There is a problem, but if he does not react, he adds 
another problem and if he does react, he also creates another 
problem.

Several situations, such as when the service user’s issues raised 
questions about having to contact Youth Protection or emitting 
strong body odor, highlighted a conflict between the concern for 
beneficence and the concern for non-maleficence. The participants 
wondered if their action contributed to well-being or, on the 
contrary, harmed the person and the helping relationship. To 
illustrate this, a human service worker expressed this conflict 
in a context where the service user was pregnant and abused 
substances: “There are two ways to intervene that are possible. One 
requires more energy, more effort, and then we are not sure of the 
end result. The other requires much less energy and the result consists 
of setting up the file [with Youth Protection]. At least, we know that 
the child will not be in misery, but he will not be with his mother”. 
The concern about the service user’s well-being also conflicted 
with respect for different ethical or deontological codes. To protect 
themselves, some human service workers came down on the side 
of respect for the deontological code even if they believed that it 
might harm the service user. However, in general, the participants 
were rather uncomfortable with setting hard-and-fast rules. They 
preferred to deliberate and operate on a case-by-case basis.

The participants wondered about the limits of intervention 
or at which point it was no longer within the organization’s 
competencies. They were conflicted between concern for the 
service user’s wellbeing and respect for the organization’s rules or 
mandates. As one participant put it: “It is the hardest to intervene 
when the problematic situation does not occur within our walls but 
outside on our grounds. When this happens, we wonder: ‘When can 
we intervene with a user, what is our role… where does our role stop 
and the role of another person begin?’”.

The concern for beneficence often conflicted with the concern 
for confidentiality. The participants were not certain if they were 
helping the person by respecting confidentiality absolutely and 
rigidly. According to the workers, confidentiality was not always in 
the best interest of the service user. On the other hand, if the life of 
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the person or others was threatened, the workers did not hesitate to 
violate confidentiality. As illustrated by this participant: “We know 
that he recruits young girls…at school. We were at a point where we 
were in agreement with that [violating confidentiality] because the 
lives of other people were in danger. It was the right thing to do that 
we shared this kind of information at that moment”. 

Limits of commitment in the helping relationship

In these community organizations, the concern for an alliance with 
service users was essential and took precedence over everything 
else. The different preoccupations were organized around the axis 
of alliance. For example, the workers and administrators agreed 
to compromise the alliance only if other people’s safety became 
an issue. This alliance was challenged, however, with the issue 
of responsibility, professional distance and a conflict between 
personal values and those of the community organization. With 
regards to responsibility and its link to degree of commitment, an 
example was provided by one human service worker talking about 
a refugee with mental illness who refused psychiatric services: 
“I am not there to live their life… I am there to help at the most. 
But it is them who must live their life”. This question of degree of 
commitment was clearly brought up every time the participants 
were exposed to individuals in a suicidal state. They wondered 
about how to act without impinging on the service user’s freedom. 
“I accompanied a person who finally committed suicide… but I am 
not responsible for the lives of others. That it is something very clear 
that saves what I am as a human service worker. Maybe it’s the 
fact that I have been a human service worker for a long time. I’m 
sure that some of my clients committed suicide…I find that a huge 
sadness, but I don’t feel responsible for it. I do what I have to do, I 
do what I can, but I really respect people’s choices”.  

Situations that challenged professional distance were brought up by 
several participants since their working environment often shared 
the daily and intimate life of service users. Workers often received 
invitations to spend time with users outside the context of service 
delivery. The daily friendliness could induce a reality that seemed 
like friendship. This blurred the role of service user and the role 
of the worker. In addition, the participants regularly wondered if 
they were too involved, doing too much. “It is clear, I want more 
than him. It irritates me to desire more than him because I always 
said to myself that I must not desire more than him”. This issue of 
degree of commitment was also found through the discomforts 
generated by the gap between the worker’s expectations and those 
of the service user. What was difficult for some participants was 
“accepting to accompany the everyday life of people and accepting 
no change, whereas you see the person’s potential. Yes, you can 
learn not to wish for more than the other, but you must work on 
yourself ”. On the other hand, a few appeared comfortable in these 
situations. As one participant said: “Personally… I go along with 
what the person wants. I don’t have to decide what is good or not 
good for people… I don’t have to desire for them things they don’t 
ask for. So I wouldn’t experience any discomfort with a person who 
never changes over many years”.

Finally, the conflict between personal values and those of the 
community organizations can affect the degree of commitment. 
For example, one participant, despite her desire to help everyone, 
was confronted with her own personal limitations and those of the 
community organization when faced with a person with disturbing 

behaviours who asked for a type of help that was beyond the 
community organization’s mandate. She was not comfortable 
saying no: “We work on that, saying no to someone, how, why. We 
say to ourselves that we have the right to say no. I remember that 
our lawyer said: ‘Listen, it is a matter of your credibility. Sometimes, 
you are obliged to say no because not all cases can be taken by you’”.  

Strategies

The participants used different strategies to deal with these 
situations that created ethical discomforts. For example, they 
set criteria, they tried to respect everyone’s comfort zone, that 
is, workers, administrators as well as service users. All used a 
case-by-case approach to analyze these types of situations. 
Several participants allowed themselves to break the community 
organization’s rules in favor of better action aimed at the service 
user’s well-being. One repeated strategy was giving oneself time 
to reflect and talk: to service users, colleagues, and the person in 
charge. In certain cases, the human service worker transferred a 
person considered “difficult” to a colleague. Group discussions 
were a strategy generally used to review the situation, make 
decisions, give each other courses of action, and rally the team 
after reaching consensus; they focused mainly on problem solving. 
These discussions were reported to be useful in delineating the 
limits of commitment, responsibility, or professional distance. 
Other strategies consisted of referring service users to other 
appropriate services.

Implications for practice

This study aimed at making explicit the narratives around 
ethical problems linked to service users with mental illness as 
experienced by human service workers and administrators in 
community organizations. These problems are expressed through 
discomfort, uncertainties, doubts, conflicts, and suffering. In these 
lived situations of distress, the choice is not between good and 
bad, but between bad and worse (Quintin, 2011). The problems 
are ethical because the decision-making is difficult and complex 
and has repercussions on others. They involve negotiation between 
different values, norms, and rules that may conflict with each other 
in the field of action. 

The findings show that ethical problems linked to people with 
mental illness faced by practitioners in community organizations 
are in many cases identical to those found in institutional settings. 
For example, in both types of settings, workers confront situations 
that challenge confidentiality and professional distance. In 
addition, they are concerned for people’s well-being and safety 
and want to offer care fairly (Hoy & Feigenbaum, 2005; Szmukler, 
1999; Watts & Priebe, 2002). However, even if the themes are 
similar, the context is different. For example, the greater closeness 
with service users in community organizations poses a more acute 
challenge to professional distance, confidentiality, and the degree 
of commitment. In short, because of the community context, there 
is a thin line between what is acceptable and what is not. 

In institutional settings the parameters are often better established 
and embodied by the institution and its traditions, while in 
community organizations the parameters often need to be 
invented and require personal initiative for their interpretation 
and application. Legalism is less pronounced in community 
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organizations than institutional settings and thus there is greater 
freedom around understanding the situation and applying rules and 
ethical principles. However, this greater freedom adds to the weight 
borne by community workers. They bear the responsibility alone, 
which is a heavy burden. Community workers and administrators 
are often left to themselves when they face ethical issues. Because 
of this, one recommendation is to encourage community 
organizations to incorporate reflective dialogues in the ways 
used to resolve ethical issues. The last meeting with participants 
confirmed that earmarking periods of time for reflection in the 
work setting is appreciated by workers and administrators. The 
most important thing is to create spaces for dialogue to explore 
deeper meaning and not just solve problems. It is essential to 
create a space for reflection that is outside the institution’s Ethics 
Committee (Davis, 2002). However, participants underlined the 
difficulty in having this reflective dialogue without an external 
ethics expert to lead the discussion. This led the authors to pose 
a new question: are discussion and reflection possible without an 
external viewpoint?

The findings from this study show that workers and administrators 
in community organizations are strongly motivated by humanistic 
values. When they were not nuanced, however, they sometimes 
conflicted with the idea that when the community organizations 
set limits and rules, they were not humanistic. For example, 
providing an unconditional warm reception was an important 
value. Any regulation or working structure that might compromise 
this ideal was poorly received. However, when applied strictly, 
this value could lead to feelings of disengagement. It is probably 
because of this unconditional warm reception that we did not 
observe prejudices, stigmatization, or exclusion aimed at people 
with or suspected of having a mental illness. However, there was 
a profound desire to be better equipped with theoretical and 
practical knowledge, even if such knowledge would not always 
help to resolve the discomforts with which they were confronted.

Because of its nature, this action research allowed us to recreate 
what could be a group for reflection, assuming that workers, 
administrators, and volunteers in community organization are 
experts in resolving ethical issues. It also allowed participants to 
realize the tragic nature of ethical issues insofar as, despite good 
intentions and the practice of reflection, these very uncertain 
situations remain uncertain. Therefore, this action research 
fostered normalization of uncertainty in a context that did not 
contain an optimal solution. 

Conclusion

This study showed that for community workers and administrators, 
there are several contexts that make it difficult to apply at all costs 
their concern for a warm reception, hospitality, and beneficence 
toward people with mental illness using their services. This 
concern for a warm reception, hospitality, and beneficence comes 
into conflict with other values such as equity, solidarity, non-
maleficence, confidentiality, respect for different deontological 
codes, and mandates of the community organization. It was clear 
that this gap between these different values tested the limits of 
commitment with regard to professional distance and the creation 
of an alliance.   

The grand principles of medical ethics, such as autonomy, 
beneficence, nonmaleficence, and justice, were developed for 
the environment of the hospital and doctor’s office, not for 
professionals working in community settings (Hoy & Feigenbaum, 
2005; Szmukler, 1999; Watts & Priebe, 2002). It seemed that 
deontological codes needed to be enhanced by a frame of reflection 
that takes into account the circumstances in which the grand 
ethical principles find their limit (Jonson et al., 2006). This helped 
participants realize the importance of discussing freely between 
colleagues ethical issues emerging from the gap between the 
concern for a warm reception, hospitality, beneficence, and other 
values. The participants became aware that it is possible to resolve 
their difficulties through reflection in a group without referring 
to principlism and the importance of putting ethical questions 
in terms of limits. This awareness is a contribution of this study. 

Given the results of this study, we recommend a follow-up 
investigation of these questions and ethical issues in other 
contexts of care or interventions that take place in the daily lives 
of service users (home, working environment), where healthcare 
professionals assist people in their personal lives or in an outreach 
context. It is possible that this type of context will raise similar 
discomforts as those that emerged from this first exploration of 
ethical issues in community organizations. 
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