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ABSTRACT 

As the twenty-first century approaches, science and 

technology in healthcare are making dramatic changes 

within the healthcare system. These changes are impacting 

the profession of nursing. Many of the changes included 

organ-transplants, genetic manipulation, surrogate 

mothering and other dramatic events that will collide with 

many of societies concepts of right and wrong. 

Nursing ethics has been lost in the modern day milieu 

of science and technology. This dissertation posits a 

foundation of ethics, axiology and nursing ethics via an 

historical review of nursing history. Included is a 

historical review of ethics, axiology and philosophical 

theories which encompass nursing ethics. This is followed 

by an analysis of nursing ethics and its historical 

development through codes of nursing. At the end of the 

analysis, a conceptualized learning module is presented to 

aJ.low the nurse to develop an understanding in the area of 

nursing ethics with an educational foundation for 

understanding ethics and axiology. 

The conceptualized module contains theoretical 

situations which the nurse may encounter followed by an 

analysis of each situation. Within the context of the 

analysis, options and choices have been presented to help 

the nurse make an ethical decision. 



CHAPTER 1 

INTRODUCTION 

"The future is a remarkable kind of 
value imperative whose progeny is the 
present" (T. Frank Saunders, 1970, p. 
181) • 
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As the twenty-first century approaches, many shifts 

are developing in health care and health care delivery. 

Ideas which even ten years ago were considered 

impossibilities are becoming facts of life. Such ideas 

include organ transplants, genetic manipulation, 

su~rogate-mothering and many other equally dramatic 

events. These events are transforming the health care 

arena. Subsumed under these changes are the foundational, 

philosophical underpinnings of the entire health care 

system. 

There is an especial impact in the areas of medicine 

and nursing. Marc Hiller (1981) suggests "with the 

multitude of complex issues confronting the health care 

system, there is a need to examine the ethical theories 

and values employed in the evolution and the evaluation of 

health policies. Furthermore, it is increasingly 

important to understand the use of ethical analysis in 

making hard choices and limiting the confusion that arises 

over ethical decisions. on a societal and individual level" 

(Hiller, p. 54). Hiller emphasizes that the astonishing 

power of modern medicine, and the institutional settings 

in which it is practiced, are raising new, complex 



10 

questions of what is just, what is good, and what is 

right, about the behavior of individuals and institutions. 

These questions involve such issues as the Karen Ann 

Quinlan dispute regarding prolonged life support, choice 

of treatment and even such matters as who shall live and 

who will decide who shall live. 

Another recent example of life and death issues is 

the current murder charges which have been brought against 

Dr. Jack Kevorkian, dubbed nDr. Deathn by the news media. 

Dr. Kevorkian admitted to assisting two women commit 

suicide in the state of Michigan on October 23, 1991 and 

February 28, 1992. These women were not terminally ill. 

If convicted the sixty-three year old pathologist will 

face life in prison without parole (American Medical 

Association News, March 16, 1992, p. 5). 

Recently, a referendum was placed on the voters 

ballots in the state of Washington, allowing physician 

assisted suicides to take place. This initiative was 

defeated by the Washington voters. However, a California 

group is seeking to place the matter of physician assisted 

suicide before the California voters. This initiate would 

allow a person with six months or less to live to sign a 

witnessed statement asking the attending Physician to end 

the patient's life (American Medical News, March 16, 1992, 

p. 4). 

How does the health care professional deal with 

decisions of this magnitude? As Campbell (1984) suggests, 
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an understanding of ethics would offer a foundation of 

understanding to the health care professional which would 

assist the individual in ethical decision making. The 

author continues, noting clearly that ethics does not 

attempt to asolve n moral dilemmas. Often, because of the 

constant questioning of every assumption, it may seem to 

create more problems. Ethics offers to provide a rational 

framework for understanding the complexities of moral 

judgment. 

Statement of the Problem 

Technical changes are progressing at a rapid rate in 

many areas of nursing. Nursing has moved toward a 

stronger emphasis on delineating its scientific base and 

promoting empirical research. As the cognitive and 

scientific realm of nursing have gained precedence, 

concern for philosophical foundations has lost ground 

(Campbell, 1984). Ironically, this subtle reversal seems 

to have occurred at a time when ethical issues are 

receiving more emphasis from the general public (Hiller, 

1981) . 

Understanding ethics and how it applies to the 

nursing profession is important. Educators in continuing 

education are also stressing the need for courses on 

ethics. Due to the ill-defined nature of nursing ethics, 

strategies and tools should be developed to meet the needs 

of nurses, whether they are faculty, students and/or 

practitioners. 
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Finally, Sharon Evers (1984, p. 14-18) shares the 

point of view that ethical study is critical to nursing 

education. Evers calls attention to the misunderstandings 

which have been rampant in nursing education in regard to 

nursing ethics. The author emphasizes this 

misunderstanding by pointing out that nursing's code of 

ethics has been only a code of behavior and, in fact, has 

discouraged self-reflection and critical analysis. Evers 

then gives a definite challenge to study ethical theories, 

to lay a foundation for nursing ethics. 

Purpose of this Study 

The purpose of this dissertation was to present a 

conceptualized module for registered nurses who desire to 

expand their knowledge in the area of nursing ethics. The 

model provides a concise tool for registered nurses' 

knowledge of ethics, and nursing ethics, through (1) a 

review of the development of nursing ethics; (2) a review 

of ethics and axiological ethics (value theory); and (3) 

an historical review of nursing ethics, via the nursing 

codes. 

Objectives 

This study posited a set of objectives which were 

accomplished during the course of this dissertation. They 

were as follows: 

1. To present nursing ethics in a chronological 

fashion from the foundational regions of nursing 

to the present; 
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2. To construct an educational narrative on ethics; 

focusing on ethics, axiology and how they relate 

to nursing ethics; 

3. To construct a modular unit of activities by 

which the registered nurse may develop an 

understanding of nursing ethics, ethics and 

axiological ethics. 

The health care system exerts a tremendous influence 

on society. It is important that registered nurses be 

informed and understand ethics and values relating to 

their profession. 

The future of nursing is tightly interwoven with an 

understanding of ethi,cs. The nurse must begin to 

recognize the value statement with which this introduction 

began as the key to the future. Schlessman-Frost (1987, 

p. 90) states very succinctly that nthe future entails a 

planned adoption of values not necessarily available or 

operational in society at the present time. n In preparing 

for the twenty-first century registered nurses must pursue 

an understanding of ethics and value to further define 

their own professional ethics. 



CHAPTER 2 

METHOD 
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This study was historical and descriptive with 

development of a conceptualized module for nurses desiring 

to expand their knowledge in the area of nursing ethics. 

The review of the literature was begun with an 

investigation of what nurse educators have to say 

regarding nursing ethics. This was followed by a 

chronological review of ethics, value theory (axiology) 

and nursing ethics. Following this review was a review of 

nursing history along with the codes of nursing that 

involved the progression and articulation of nursing 

ethics and ethics. 

The data of the study has included a wide range of 

historical literature dealing with the conceptualization 

of nursing ethics. There was an articulation within the 

review of the historical literature at each chronological 

interval in the history of nursing ethics. 

After an extensive search of selected literature and 

the historical evolvement of nursing ethics, the learning 

module was developed to meet the individual needs of 

registered nurses, which would include nursing faculty, 

students, along with practicing/non-practicing registered 

nurses. The learning module acts as a directive for 

allowing the registered nurse to evaluate and evolve a 

conceptual clarification of nursing ethics. It will 



function as a fundamental instrument for the individual 

learner in the area of ethics and nursing ethics. 

Definitions 
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The criteria for the definition of terms was grounded 

in Dr. T. Frank Saunders, the "inquiry cube" and 

"legislative meaning." These definitions have posited 

generically framed meanings for this particular universe 

of discourse. They were drawn from medical and nursing 

encyclopedias and dictionaries, The American Nurses 

Association, American Medical Association, and various 

discourses of ethics pertaining to the health care 

professions. Terms are also drawn from various 

philosophical dictionaries and encyclopedias. 

A Posteriori: "Judgments or principles. The 

justification for which is empirical or factual, and which 

is said to be acquired by the sense impression (Goldberg, 

1989, p. 489). 

A Priori: A term applied to all judgments and 

principles whose validity is independent of all 

impressions of sense. Whatever is pure. A priori is 

unmixed with anything empirical. Sometimes used loosely 

to designate anything non-empirical, or something which 

can be known by reason alone (Runes, 1942, p. 16). 

Axiology: The study of the theory of values. 

Findlay (1970) describes axiology as the study of 

ultimately worthwhile things. In most circumstances, 

value is equated with cherishing, esteeming and/or 
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prizing. It is the attribution of value to something. 

Findlay points out this something may be tangible or 

intangible. Values may stand in relation to various 

requirements such as; exigencies, demands, or imperatives 

usually expressed with the auxiliary verb ·ought n or 

nshould. n 

The Cub~ of Inquiry: A model developed and designed 

by Dr. Frank T. Saunders to describe the sequence and 

interrelationship of the levels of abstraction in the 

judgment process. The cube not only is a descriptive 

instrument, but also an instrument to diagnose the 

judgment process, the thinking style of the individual as 

well as to change and redefine the thinking styles 

(Saunders and Decker, 1981) . 

Customs, Habits and Usage: A custom is not 

necessarily a usage. A custom is that which is often 

repeated; a usage must be often repeated and of long 

standing, an aggregate of habits, either successive or 

contemporaneous, in different individuals, is dented by 

the word custom, usage or practice. When many persons, 

either a class of society, the inhabitants of a district, 

or an entire nation agrees in a certain habit, they are 

said to have a custom or usage to that effect. There are 

two types of customs. First may be voluntary customs 

which are spontaneously adopted by people. Second, there 

are customs which are the result of laws. Custom is a 



frequent repetition of the same art; habit is the effect 

of such repetition (Fleming, 1867). 
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Conceptualized Module: A strategy of implementing a 

systematic approach to individualized instruction. It 

allows the learners to progress at their own pace of 

learning. 

Deontology: "The set of theories that rejects the 

claim that moral values like rightness or wrongness are to 

be defined in terms of the production of goodness or 

badness. Most commonly attributed to Kant, it is a study 

of duty is the basic moral concept and of the moral 

concepts derivation from duty" (Goldberg, 1989, p. 490). 

Duty: "An act that an agent is morally obliged or 

bound or ought to do, in contrast with what one may find 

pleasing or have an inclination to do" (Goldberg, 1989, p. 

490) . 

Epistemology: The branch of philosophy which 

investigates the origin, structure, methods and validity 

of knowledge. The scope of epistemology may be indicated 

by considering its relations to allied disciplines, for 

example, psychology (Runes, 1942). 

Ethics: The philosophy concerned with morality and 

its problems and judgments. However, ethics and morals 

are not one and the same. One person's ethics may be 

immoral to another individual and still serve as a valid 

ethic. Morality might be thought of as an instrument of 
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society, and ethics as how one utilizes morality in daily 

life. (Johnson, 1974). 

Morality: "The relation of conduct or character to 

the moral standard. (Baldwin's, 1957, p. 684). 

Normative Ethics: aThe inquiry into the norms or 

standards of moral behavior, and their justification. 

normative ethics sets out to establish how human agents 

ought morally to conduct their lives, and to evaluate how 

they in fact do (Goldberg, 1989, p. 492). 

Nursing ethics: A codified statement of ethics 

(oughts and shoulds) which was first adopted at the Grand 

Council of the International Council of Nurses (ICN) in 

Sao Paolo, Brazil in July of 1953. It has since been 

revised multiple times. It proposes the fundamental 

responsibilities of the nurse. 

Ontology: The theory of being. For Aristotle, the 

science of the essence of things. The science of 

fundamental principles; the doctrine of categories. It is 

considered ultimate philosophy; rational cosmology (Runes 

1942) . 

Registered Nurse: An individual who has graduated 

from an accredited nursing school, carries the title of 

Registered Nurse (RN) and when practicing or not 

practicing carries nursing that specific title (in 

accordance with the rules and regulations of the American 

Nurses Association, 1984). 
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Value: Value is used as both a noun and a verb. As 

a noun it is sometimes abstr~ct, sometimes concrete. As 

an abstract noun it designates the property. of value or of 

being valuable. In this sense ·value" is often used as 

equivalent to "worth" or "goodness" in which case each is 

"dis-value." The discipline of value theory is axiology 

(Runes, 1942). 

Limitations of Study 

The limitations of the study were: 

1. There was minimal resource material available on 

nursing ethics; 

2. The developed learning module was not field

tested for .reliability or content validity; 

3. Nursing ethics is not a well defined body of 

knowledge; 

4. The focus of this study was limited primarily to 

organized nursing in the United States. 



As SWlIPt ion 

The following assumptions pertain to this 

dissertation: 

1. Philosophy is generic to all bodies of knowledge as 

it encourages a process of reflection which aims at 

ultimate understanding; 
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2. A system of ethics is part of the educational 

foundation for registered nurses, as well as other health 

care professionals; 

3. It is important for registered nurses to understand a 

broader framework of ethics and value theory (axiology), 

that will help to set the parameters for nursing ethics; 

4. Nursing ethics is a legitimate field, which interacts 

with the field of medical ethics; 

5. In the delivery of patient care, registered nurses 

should be aware of nursing ethics and its role in today's 

delivery of patient care. 

Summary 

A particular point should be noted about ethics in 

medicine and nursing. Philosophical theory is frequently 

remote from the immense pressures of the practice setting. 

When a critically ill patient is dying, there is little 

time for musing on philosophical dilemmas or ethics of a 

situation. The need, however, for insightful reflection 

on such events should certainly be considered as a 

priority among health care professionals. This insightful 

reflection will also help nurses and others to gain as 
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understanding of ethical dilemmas which may be encountered 

in many situations, critical as well as non-critical. 

In the future, the American health care system is 

going to feel the impact of ethical questions and 

decisions which will be made not only by the physician and 

the nurse but by our society as a whole (Hiller, 1981, p. 

3-20). The nurse, recognizing the many changes in 

technology will develop an educated perception of the 

ethical dilemmas. This educated perception will allow the 

nurse to extend some understanding to the patient, family 

and others, attempting to comprehend and deal with their 

own individual situations and feelings. 



CHAPTER 3 

A REVIEW OF NURSING ETHICS, AXIOLOGY AND ETHICS 

Introduction 
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nWhere's the Ethics?U This is the question posed by a 

leading nurse educator, Ma~ Killeen (1986, p. 334-339). 

In the Journal of Nursing Education, Killeen evaluated 

forty-two nursing texts which were published from 1965 to 

1985 and found that forty-five percent of the texts 

contained no content on ethics in their indexes or table 

of contents, with the remainder va~ing in their depth of 

coverage. Killeen argues that the limited attention to 

ethics in nursing fundamentals texts decreases the 

probability that nursing students will receive enough 

educational foundation in ethics to assist them with the 

ethical dilemmas they will inevitably encounter. If this 

educational deficit is not addressed elsewhere in the 

nursing education program, the neophyte nurse is placed at 

an immediate disadvantage when exposed to dilemmas which 

the individual is inadequately prepared to handle. 

Killeen makes a number of recommendations including an 

increased responsibility by faculty members of 

incorporating ethics into the curriculum. Nurse 

ethicists, and other heaith care professionals, must fill 

this gap and prepare nursing students for the process of 

ethical decision making. This will narrow the gap between 

academic preparation and the reality nurses must face upon 

graduation. 
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Other nurse educators are becoming aware of the major 

educational deficit for nurses, in the area of ethics. 

JoAnn Wegmann (1984) recommends an increase in ethical 

awareness for physicians and nurses. Wegmann states: 

"TYPically, health care professionals have no 
preparation to deal with ethical crises before they 
occur. When ethical crises occur, reactions usually 
include panic, stress, dread, and other inappropriate 
reactions of helplessness. Little or no course 
content on ethics is offered in the medical school 
curriculum and the same holds true for nursing 
education" (National League of Nursing publication 
1985, p. 22). 

Melanie Cox, (1985, p. 148-152) indicates in an 

article on long-term care that ethics and value 

clarification are important areas for all nursing students 

and nurse practitioners in identifying values involved 

with aging and dying. Cox indicates the importance of 

recognizing these values which will help the nurse cope 

with aging patients in a positive fashion. 

Many nurse educators are calling for expansion of 

ethics courses in the nursing curriculum. Minerva 

Applegate (1985, p. 154-160), argues that decision making 

has become more complex as the rules and regulations 

require increasingly more of the ethical/legal aspects in 

nursing. Applegate substantiates the necessity of giving 

careful consideration to the prerequisite knowledge of 

ethics for both faculty and students. This includes the 

idea that a variety of instructional strategies and/or 

methods is needed in disseminating this knowledge. 
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Other authors support the need for an understanding 

of ethical theories in order to gain a better perspective 

on ethical problems encountered b¥ nursing students. 

Debra Block D'Amato (1985, p. 40-41), a nursing student, 

wrote of her experiences with ethical situations and 

pointed out the definite need for understanding ethics in 

general, as well as, its inclusion in the nursing· 

curriculum. 

Bettie Scheffer, (1984) indicates in the Journal of 

Continuing Education in Nursing, the definite need for 

including ethics in refresher courses for nurses. The 

changes in nursing practice and the ethical/legal 

situations encountered by the nurse, decree an inclusion 

of ethics in the continuing education curriculum. 

Along with nurse educators, other professionals speak 

out on the consequences of not having an understanding of 

ethical issues. Hiller (1981) argues that given the 

legalities of today's health care system every health care 

professional must be aware of the individual code of 

ethics for their profession. The author goes on to 

explain that litigation, professional licensing and 

professional peer review are some of the strongest 

arguments for understanding professional ethics in the 

health care field. 

Campbell agrees with Hiller's assessment explaining 

that a lack of knowledge concerning the ethics of specific 

health care professions may lead to professional loss of 



25 

license, and concurrent with that, the ability to practice 

nursing. This point is brought into sharper focus by an 

article in Reagan Reports on Nursing Law entitled, 

"Unprofessional Nursing Conduct: Legal Definitions D 

(August, 1981). A nurse's license was suspended because 

of false statements made by the nurse which were 

considered unethical. The consequences for nurses who 

lack an understanding and/or awareness of professional 

ethics may lead to ~~professional behavior and to 

consequent loss of profession. 

Historical Foundations of Nursing Bthics 

Where does a nurse begin a search for nursing ethics? 

Shirley Maurice and ~ouise Warrick (1977) explain that 

nurses begin to gain insight into nursing ethics by 

looking at the historical development of ethics in 

nursing. 

The need for nurses did not appear until there was an 

outside institution or circumstance where there was a need 

for individuals with special skills to administer to the 

needs of the sick or infirm (Shyrock, 1959). 

Shyrock pointed out that the first hospital was 

established in India. Prior to that, the sick were cared 

for at home with their families generally attending to 

their needs. with the construction of a hospital 

institution in India, there was a need for attendants to 

care for the sick along with the physician's care. 

Shyrock claims these attendants were the forerunners of 
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today's nurses. Their status is unclear. It is not known 

whether they were considered glorified servants or viewed 

as professional personnel. Interestingly, some problems 

appeared with the first sanction of attendants to assist 

in the care of the sick. These were (1) how to secure 

attendants (nurses) who would give devoted service and (2) 

how to train them in carrying out this service in an 

efficient manner. The first was a matter of moral and 

religious ideals, the second was a scientific objective. 

There are several ancient Indian documents addressing 

these problems. In the Charaka Samhita it was stated: 

"In the first place a mansion must be constructed 
. spacious and roomy • . • after this should be 
secured a body of attendants of good behavior 
distinguished for purity or cleanliness of habits, 
attached to the person for whose skill and kindness, 
skilled in every kind o~ service that a patient may 
require . . . clever in bathing or washing a patient 
. . • well skilled in making or cleaning beds . . . 
and skillful in acting upon one that is ailing, and 
never unwilling to do any act that they be commanded 
to do" (Shyrock 1959, p. 35-36). 

According to Shyrock these concepts developed by the 

Indian community did not carry over into the next major 

epochs of health care, which occurred in Greece and Rome. 

The Greeks, like other civilizations before them, 

identified their world with gods, demons and spirits 

believing that health care was part religious healing and 

part magic, and part intervention of the Gods. The 

Greeks, unlike others before their time, began to advance 

scientifically due to their philosophy and belief in 

education. In spite of this advancement, they never 
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developed institutions (hospitals) to care for the sick. 

Hippocrates, the father of medicine, wrote a book on 

surgery stating that all surgery was to be done in the 

home. In this circumstance, these physicians of antiquity 

felt the need for more skillful attendants than found in 

the home. The attendant that would be left in charge was 

a fellow student of medicine. This is aptly described in 

another book by Hippocrates ·On Decorum" as follows: 

"Let one of your pupils be left in charge, to carry 
out instructions • • • and to administer the 
treatment. Choose out those who have been already 
admitted to the mysteries of the art . . . he is 
there also to prevent those things from escaping. 
notice that happen in the intervals between visits. 
Never put a layman in charge of anything, otherwise 
if a mischance occur the blame will fallon you" 
(Shyrock 1959, p. 53). 

These students were basically the first trained 

nurses. They had learned from experience and were 

apparently more skilled than the family. This need for 

skillful attendants to supervise and care for the ill was 

actually the beginning of the concept of trained nurses. 

Apparently, the student's behavior, character and 

abilities were very important. These concerns were 

especially important to Hippocrates as he addressed the 

essence of ethics via what is now called the Hippocratic 

Oath. 

Although our knowledge of nursing and nursing ethics 

can be traced to antiquity, nursing actually began to 

develop with the growth and spread of the Christian 

influence in Europe. Many of the nursing leaders of that 



era were bestowed with sainthood by the Catholic church. 

Nursing was viewed as self-sacrificing. Religious 

ennoblement provided a strong background for the often 

unpleasant task of nursing. 
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In the sixteenth century secular trends began to 

appear in nursing. This did not improve the status or 

view of nursing as a profession. For three centuries 

after the reformation, nursing was considered a very 

unpalatable occupation. In fact nurse's reputations were 

often placed in somewhat questionable status, along with 

servants, stable hands and street brawlers. Nurses were 

considered to possess personality traits which were 

uncouth, ignorant and unpleasant. This was enhanced in 

English literature by Charles Dicken's book, Martin 

Chuzzlewit, published in 1844, which portrayed a character 

called Shirley Gamp, a nurse with a very unsavory 

personality. Other authors represented nursing of that 

era as an undesirable career for respectable women of 

higher social status. 

Nursing in the United States and England actually 

appeared in the mid-nineteenth century with the influence 

of Florence Nightingale. Her emphasis was to indoctrinate 

nursing students with good training of the mind, as well 

as character. Nightingale initiated many of the first 

changes in nursing education including the first serious 

attempts at formulating the concepts of nursing ethics. 



This formulation of nursing ethics was started at the 

beginning of the twentieth century. 
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Robb (1900), in one of the early books written on 

nursing ethics, focused on ideas of etiquette and breaches 

of etiquette, which the nurse might commit. This focus 

was especially directed at any breach of etiquette with 

the doctor. This treatise made the nurse acutely aware 

that any such breach would reflect negatively on the 

nurse, the nursing school, and the nursing profession. 

Other authors emerged with similar moralistic jargon. 

Goodrich (1932) wrote a book entitled, The Social and 

Ethical Significance of Nursing. In a deluge of flowery 

sentences, this epoch of nursing offers an example of the 

ennoblement of nursing. In an attempt to justify the 

changes she sees forthcoming in nursing, she quotes 

extensively John Dewey'S Pragmatism as being very 

influential in transforming the world with "practical 

knowledge." She seeks to expand the role and position of 

the nurse while still maintaining a religious fervor of 

nursing's ennobling qualities. Her last chapter is a 

tribute to the nurse with poetic statements of duty and 

patriotism. 

The tradition of equating ethics with obedience, duty 

and truth continued with other authors. Aikens (1937) 

offered similar ideas of old-fashioned virtues as the 

epitome of nursing ethics with illustrative categories 
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such as obedience, discrete speech, respect for authority 

and loyalty. 

These ideas have persisted, and continue to persist, 

in the notion that the nurse is -the handmaiden" of the 

physician. However, with recent changes of education and 

technolo~J, there has been a role change in nursing. The 

nurse is no longer conceptualized in the role of 

"handmaiden" but rather is assuming the role of an 

autonomous decision-maker (Martin, 1980). 

In this century, the changes in nursing education 

have decreed the development of a foundational base of 

nursing ethics and values. This pressure for 

understanding and developing a conceptual base upon which 

educational ideas may be grounded is becoming a necessity, 

as previously mentioned by nurse educators. In order to 

develop this conceptual base, it is essential that 

registered nurses not only understand nursing history and 

nursing ethics, but also possess a general understanding 

of ethical theories. 

Historical Foundations of Ethics 

The Greek term "ethos" meaning customs, habitual 

usages, conduct, and character became the present-day term 

"ethics." This is distinct from the word "morals,"" which 

was derived from the Latin word -mores," meaning customs 

and habits. 

The origins of ethics must have begun very early in 

human history for ancient people quickly realized there 
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was a nrightn way and a ·wrong" way to conduct 

theirselves. The records of early human history point to 

the development of tribal customs and complex codes which 

were utilized as a basis for -goodn and "bad.· In general 

the standards and rules of conduct were placed in the 

tribal customs and usage, which in effect determined human 

behavior (Gonsalves, 1989). Morality emerges when an 

individual within the tribe/group attempts to develop 

general principles to guide and justify his/her personal 

behavior. The difference between these two is relative 

and not absolute. The idea being customary morality may 

involve reflective moral cognition. For instance, why is 

a particular act right or wrong and/or why noughtn the 

individual act in a specific way? Morality based on 

tribal customs, generally has definite rules and precepts 

as a guide to conduct. However, morality which is 

reflected upon by the tribe/group lends itself to a search 

for constant, universal principles. 

According to Gonsalves, the historical transition of 

customary to reflective morality began in the Western 

culture with the Greeks. This in part was due to their 

emphasis on education. During this era the general idea 

of philosophy was formulated by brilliant philosophers 

like Socrates, Aristotle, and Plato. These philosophers 

began to speculate on the nature of the universe as well 

as self analysis, human life in general and society as a 

whole. This eventually led to an examination of all human 



conduct and the Greeks applied the term "ethics· to the 

examination. 
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A classic from the Greeks which dealt with ethics, as 

well as many other areas, is Plato's Republic. Oliver 

Johnson (1958, p. 15) points out that the two major 

reasons this book is considered one of the great classics 

was the discussion of justice, as well as the deep concern 

expressed about humanity and ethics. Plato was the 

student of Socrates who pointed out that the unexamined 

life is not worth living, which of course speaks strongly 

to, and presupposes, values. 

Aristotle developed Nichomachean Ethics. 

memorable treatise on moral virtue was balance. 

virtue was a balance between excess and defeat. 

His most 

Each 

For 

instance, courage is between cowardice and reckless. 

Aristotle conceptualized the importance of the political 

community as the source and substance of human life (Beck 

1951). Many authors consider all ethical philosophies to 

commence from Plato and/or Aristotle. 

Epictetus was one of the most influential formulators 

of Stoicism. Stoicism regulated virtue alone as the only 

good. The virtuous individual attains happiness through 

knowledge and found happiness within himself. The Stoics 

felt it was rational order where the wise individual 

regulated his and that was the highest duty (Edelstein, 

1966, chapter 4) . 
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As the centuries unfolded, other thinkers made great 

impact on ethical thought. St. Thomas Aquinas acted as 

one of the great synthesizers of western thought. This 

synthesis was the combination of Aristotelian philosophy, 

the theology of the Christi~n church and his writings from 

much of the philosophical base of Catholic theology 

(Johnson, 1958, p. 122-147). 

Aquinas did not start with a sense of ethical insight 

and he felt human activity was for the sake of happiness. 

God must be discovered, and if found, then the individual 

should act appropriately. This hypothetical imperative 

forms Aquinas's moral philosophy. Moral acts are 

deliberate adjustments of means to an end. Morality, in 

the abstract, is determined by what kind of act is 

. performed (good, bad or indifferent) and the personal 

intention of the act will be either right or wrong. His 

synthesis on the nature and dimensions of law dominate his 

social philosophy with law as a rational ordinance. It is 

for the common good, not a direct manifestation of might 

(Runes, 1942). 

Further along this chronological journey, David Hume 

wrote the startling philosophical Treatise of Human 

Nature. Within this context, Hume raised a number of 

questions regarding the scope and nature of human 

knowledge. He concluded there was very little man could 

know. The main thrust of his skeptical attack was aimed 



at scientific knowledge, but he held that similar 

conclusions could be applied to morality (Hume, 1958). 
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Contemporaneous with Hume was Immanuel Kant. In his 

foundations of the metaphysics of morals, Kant indicates 

his purpose is the search for, and establishment of, the 

supreme moral principle. The principle of morality must 

provide a standard for the judgment of all moral conduct. 

It cannot be derived from empirical evidence of human 

behavior, nor from psychology, nor an analysis of human 

nature. For Kant, men were capable of morality, not 

because they are human, but because they are rational 

beings (Beck, 1951). 

As the generations proceeded, other philosophers 

grappled with moral theory. John Stuart Mill began to 

formulate theoretical justification for his political 

views and practices. Mill contributed his famous essay on 

utilitarianism. He makes the distinction between "highern 

and nlower n pleasures. His belief asserts that we can 

desire things other than pleasure, for example virtue, and 

by doing so, virtue becomes a part of pleasure (Mill, 

1897) . 

In the twentieth century, philosophers such as John 

Dewey, who has been called the philosopher of American 

Democracy, is considered to have developed the philosophy 

of instrumentalism; however, as with all philosophy, there 

were antecedents laid down by his predecessors. 
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Dewey's book, Reconstruction in Philosophy, denotes 

his attempt at the reconstruction of the theory of 

knowledge. Early in Dewey's career, he called his theory 

instrumentalism because he wished to emphasize his belief 

that the mind was an instrument used to solve life's 

practical problems (Dewey, 1920). Later in Dewey's 

prolific discourses, he preferred that his theory be 

called experimentalism (Dewey, 1938). 

Dr. T. Frank Saunders in his article "Originality in 

American Philosophy: Educational Perspectives" clearly 

states, "Dewey's growth principle is now in the nature of 

a moral rule. This principle suggests that the goal of 

man is the extension and refinement of human qualities in 

ever unfolding futures. In other words growth for growths 

sake is a principle designed to ensure the autonomy of 

inquiry. Thus means ends methods of 'expansions are most 

moral. They are most likely to promote open inquiry. To 

block inquiry is the paradigm of immorality" (T. Frank 

Saunders, 1970 p. 85). 

According to Johnson (1974), ethics is the science of 

conduct. Ethics definitely differs from many descriptive 

sciences in its subject matter and in its general 

methodology. This includes rational inquiry and 

attainment of truth. Philosophers speak of ethics as a 

normative science which concerns itself with norms or 

standards, in contradistinction to the descriptive 



sciences, which are concerned with the description of 

empirical facts. 
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To understand Johnson's statements in a fuller 

context, the meaning of the term nconduct n should be made 

clearer. The ethicist is concerned with conduct only 

insofar as it is the type of behavior in which the 

individual makes a voluntary choice between alternative 

courses of action because the individual has decided that 

he/she "ought" to choose between alternatives. Conduct 

could then be considered moral behavior resulting from a 

moral choice. The ethicist, in looking at conduct, is 

seeking to discover how individuals ought to conduct 

themselves. 

Johnson makes a distinction between morality and 

ethics. It is very difficult to maintain a distinction 

between these two terms as the line separating them is 

unclear and in everyday language these terms are often 

interchanged. This is clarified by noting the difference 

between an ethicist and a moralist. The interest of the 

ethicist is theoretical trying to understand the basic 

principles underlying morality as a given subject matter. 

The moralist, on the other hand is practical attempting to 

help people develop a better character through moral 

behavior. 

Other ethicists approach the subject matter from a 

different perspective. According to Bahm (1980), ethics 

is the nature of "oughtness" and in this sense, the 
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science of Doughtness. D He points out that it is closely 

related to the nature of Drightness· and ·wrongness. D 

Bahm views ethics as a concern with obligation and duty. 

Therefore, he sees these terms as synonyms for 

·oughtness.· He further reflects that ·oughtness· and 

·rightness· involve understanding the nature of values. 

According to Bahm, values are very complicated to 

understand, as there are many kinds of values which exist 

and much confusion by many individuals about values. He 

describes twelve kinds of values which he describes in six 

pairs. These pairs are (1) good and bad, (2) ends and 

means, (3) subjective and objective, (4) apparent and 

real, (5) actual and.potential and (6) pure and mixed. In 

the context of these pairs, Bahm proposes that the 

foundation of values exist. He explains that the 

axiologist depends on the epistemologist for answers to 

questions about the nature of knowledge, which includes a 

knowledge of values. Therefore, the science of ethics, 

which inquires into the nature of ·oughtness· and 

"rightness,· is essentially a value science because 

"oughtness· and "rightness" are definitive terms of 

values. Bahm emphasizes that without apparent Dgoodness,· 

there is no ·oughtness." Acts are right by the intention 

to produce the best results for the individual's self in 

the long run. This again speaks of the growth rule of 

John Dewey. The idea being that without intended 



"goodness" or "bestness," there would be no 8rightness. 8 

This means without values, ethics would not exist. 

38 

Ethics is concerned with customs and usage from a 

particular point of view. These involve the roles the 

individual plays in society. Roles vary from subtle to 

complex and may be intertwined with various societal 

mores. These mores may be illustrated by such things as 

truth telling, caring for children, respecting the lives 

of others or what actions are "right" or "wrong" and what 

"ought" to be the individual's perspective. 

Ethics is a branch of philosophy that deals with the 

right and wrong of human conduct, as well as dealing with 

societal customs and usage from the point of view of their 

"rightness" and "wrongness." Ethical theory examines 

human conduct, social custom and usage, with "rightness" 

or "wrongness" point toward a view of what the individual 

"ought" to do to live a meaningful life. 

Max Scheler's (1979) work on value ethics is another 

insightful study of the human personality in relation to 

the world. The foundations of his thoughts lie in 

Husserl, and Scheler is very concerned about matters as 

they appear or are given to consciousness without allowing 

metaphysical theories to undermine or overturn conscious 

appearances. Scheler places emotion at the center of 

value-experiences. It is through feelings that objects 

and states become endowed with worthwhileness and counter-



worthwhileness, without feelings this essential side of 

things could not get through. 
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Scheler advises that feelings, which are important 

for value-experiences, are essentially intentional, 

directed feelings. These feelings discharge upon objects 

rather than just being produced by the objects. This 

intentional directness is never casual nor random. This 

allows situations in which feelings are directed toward an 

object. The object reveals itself as being in some way 

suited to the feelings directed toward it, or in other 

words, as having a value. Unlike Meinong, Scheler has not 

developed a theory as to how emotional reaction, merely 

because it is directed or appropriate, can mediate an 

apprehension of value upon an object to which it is 

directed. However, he does offer a different view of 

value. 

Philosophical Theories for Health Care Profession 

To consider the broad spectrum of philosophical 

theories in which ethics is based, five general theories 

will be reviewed. These theories lend a strong foundation 

to ethics in nursing. According to Steele (1979) there is 

no uniform nor unified ethical theory for the resolution 

of complex situations. These are the broad themes which 

encompass ethics in the health care field at the present 

time. 

The first of these five areas of ethical theory is 

the Deontological ethic, which focuses on rights and 
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duties. The source of this theory is Immanuel Kant's 

Categorical Imperative. The next theory is John Mills 

philosophical theory, utilitarian ethics with the focus on 

goods. The argument is that one acts by increasing the 

greatest good for the greatest number of persons. This 

argument centers on good being grounded in the natural 

without any supernatural causes. The next theory is the 

Rawlsian ethic, the argument is that justice is fairness. 

Instrumentalism is next which is also called 

experimentalism. This theory is Dewey's growth principle. 

It points to the view that knowledge is a plan of action 

that an individual adopts in order to cope with some 

practical problem and truth is the success of the problem 

solving plan (Dewey, 1948). Consequentialism is the final 

theory which considers the consequences of acts. 

The explanation of these themes is direct and to the 

point. Beginning with the deontological ethic and/or 

Kantian ethics being based on the goodness of the 

individual. The moral act originates as an act of ngood 

will.n An individual acts on the basis of a sense of duty 

and the individual has intrinsic worth. Kant focuses on 

principles to guide our actions rather than inclinations. 

The individual will act out of respect for moral law 

(Beck, 1959, p. 3-89). 

The utilitarian ethic focuses on the greatest 

happiness principle. An act should focus on the greatest 

good for the greatest number of people and acts are right 



in relation to the degree of happiness that is produced. 

Acts are wrong in relation to the degree of unhappiness 

which is produced. Utilitarian ethics mainly focuses on 

the consequences of acts (Mill, 1961). 

The next theory is John Rawl's theory of justice. 
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Rawl's philosophical position is based on his notion of 

justice as a hypothetical social contract among free, 

equal and rational persons, with each person in an 

original position of equality and/or fairness. Assuming 

this position, everyone is able to freely choose 

principles of justice. The criterion of the Rawlsian 

approach is based on the concept that his position of 

equality must be accepted by all contracting parties. 

This is grounded in two principles which emerge from his 

position. They are (1) a person has a right to basic 

liberty; and (2) social and economic resources are 

reasonably advantageous and available to everyone. 

Individuals live with the dictates of intelligence and 

reason, thereby not reacting on an instinctual basis. 

This approach is guided by uncompromising rationalism and 

commitment to ethical objectives. Evil is to be avoided 

at all costs. The individual does good and avoids evil 

(Rawls, 1971). 

John Dewey postulates a philosophy of naturalism. 

Naturalism argues that human behavior is mostly a function 

of environment and circumstances with no appeals being 

made to hidden forces. Naturalistic ethics is viewed as 
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an empirical science with ethical notions being reduced to 

natural sciences and ethical questions being answered by 

findings in those sciences. In ethics, naturalism views 

statements of rightness, wrongness, goodness and badness 

as statements regarding the natural world and not about 

special values beyond the realm of science. In other 

words, good denotes a satisfaction of desire, which would 

be scientifically testable statements (Dewey, 1925) 

Pragmatism follows from Naturalism. The basic 

premise is that experimentation enters into the 

determination of every warranted proposition, according to 

John Dewey. Dewey stated, nthe essence of pragmatic 

instrumentalism is to conceive of both knowledge and 

practice as a means of making goods-excellencies of all 

kinds-secure in experienced Gxistence n (Dewey, 1929, p. 

37) • 

Consequentialism relies on the fact of testing the 

consequences of acts within the rational process. The 

argument being that ethics may be tested through 

consequences of the act. Utilitarianism which postulates 

consequences and non-consequences based on outcomes of 

specific acts (Goldberg, 1989). 

It is difficult to comprehend that ethical theories 

interact and overlap in many ways with axiology (value 

theory). These theories also overlap within the fr~~ework 

of history with each philosopher sowing their ideas in 

relationship to the other. 
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Findlay (1970) asserts, the field of ethics certainly 

presupposes the field of axiology, but the latter, 

arguably, stretches out beyond the limit of the former. 

Findlay offers the idea that the two areas are not 

interchangeable. The historical foundations of ethics and 

axiology are noted by Findlay as he notes that axiology 

flourished among the Greeks. Findlay criticizes Socrates, 

as he professed an ideal utilitarianism, where the doing 

as one ought becomes confused with having what is 

worthwhile. Plato also gave a set of axiological 

hierarchies rather than a set of ethical principles. 

Aristotle weighted axiology over ethics. Findlay suggests 

that during the 18th .century there were problems with 

axiology that were equally stressed with ideas of conduct 

or ethics. Kantian ethics shows a deep involvement with 

both axiology and ethics. Findlay stresses that Kant laid 

down his Categorical Imperative with the first form being 

a guide to ethical action followed by the axiological 

principle that sees in the will (good will), the 

Categorical Imperative as the only worthwhile thing in the 

world. 

Axiology is focused by the utilitarians with great 

stress on values and dis-values aiming at the positive end 

of pleasure and the negative end, avoidance of pain. 

Findlay succinct~y notes that axiology combined with an 

imperfect ethic begins the guide to ethical decision 

making. Therefore, an understanding of what makes 



something worthwhile, and not worthwhile, is of great 

importance in dealing with ethical theory. 
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Brandt (1959) also attempts to point out that an 

understanding of ethical theory is important in order to 

differentiate ethical statements from value statements. 

Brandt classifies ethical theories into two branches; one 

called normative ethical theory and Critical ethics 

(metaethics). The questions which are considered in 

normative ethics might be stated as, ·which ethical 

statements are valid and why?" Brandt admits that a 

philosopher's normative ethic is in many respects the same 

as the opinions of everyone, in answer to this particular 

question. Brandt asserts that normative ethics are 

essentially inquiry into stating and defending what is 

valid with a set of general ethical principles. Normative 

ethics may also lay the groundwork via this method for 

"providing an ethical foundation" for human institutions. 

Brandt indicates that critical ethics (metaethics) deals 

mostly with the meaning of ethical terminology. This 

places Critical ethics into the role of systematic 

inquiry. The precise aim of the systematic inquiry is to 

justify normative statements or opinions and to show that 

this method is the correct method. In other words, to 

justify the method of justifying normative statements. 

In recognizing that the nurse must assume a position 

of a continuous learner, the understanding of ethics meets 

this imperative. Ethics as a science approaches human 



action in terms of right and wrong. It determines which 

approaches and practices should be directed in terms of 

right and wrong in relationship to human life. 

45 
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SUmmary 

In reviewing the literature regarding the foundations 

of nursing ethics, and ethics, progressive patterns are 

evident. The educational and perceptual changes in 

nursing are evident but never form a definitive and 

concise framework for nursing ethics. Obviously, nursing 

ethics in the past was simply a circumscription of virtues 

which did little to encourage self-reflection, critical 

reasoning or independent assessment of the ethical nature 

of nursing situations. The early codes were an important 

attempt at circumscribing nursing ethics, but acted 

basically as prescription for behavioral patterns, which 

were desirable and should be inculcated into the nurse's 

personality. Before nurses will be able to establish a 

discipline of nursing ethics, it is important for an 

understanding of philosophical ethics to take place. 

Nurse educators emphasize a need for the clarification of 

values. However, to clarify values, there must be an 

understanding of values. This understanding is found by 

studying values and moral theories (ethics and axiology). 

In assimilating a certain amount of these general 

prerequisites, nurses will begin to draw the parameters 

for the discipline of nursing ethics. This in turn will 

bring meaning and depth to nursing as a profession as well 

as establish the discipline of nursing ethics. 
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ARTICULATION OF NURSING ETHICS AND ETHICS: AN ANALYSIS 

Nursing identifies itself as both an art and a 

science, denoting a contemporary profession as well as a 

tradition. As a tradition, it provides a community of 

members with a shared memory, which Hauerwas (1981) calls 

a narrative story. According to Hauerwas, in a given 

community, a narrative serves to define and constitute the 

community which reminds its members of their origin and 

sets their history implicitly in the world outside their 

group. Hauerwas continues that every community and polity 

involves and requires a narrative. There is not an 

ability to provide a foundation for ethics abstracted from 

any community's history and tradition. On this thesis 

nursing ethics must be rooted in nursing's narrative which 

is found in discrete historical events and a shared memory 

of its tradition. 

Troeltsch (1971) has a technique which was used in 

considering historical events and the shared memory of 

tradition. The technique has three basic precepts. The 

three are probability, analogy and correlation. 

Troeltsch's probability brings the prospect of incomplete 

records, as well as historical and geographical 

variations. Therefore, the investigator can only assume a 

degree of probability of correctness in his search. 

In the analogy portion, the investigator can only 

determine and base his/her judgment as to whether an event 

occurred and the probability of it occurring on an analogy 
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with his/her contemporary situation. This assumes an 

enduring similarity of character among historical events. 

The third portion of Troeltsch's technique, 

correlation, follows from the analogy judgment which 

recognizes the relationships of events in a network. 

Events are not isolated. 

Troeltsch then proceeds to place his philosophy of 

history with three essential features. The first being 

that the investigator brings a full system of values to 

the investigation. Second, these values are a priori and 

act to interpret and evaluate historical events plus they 

are influenced by history. Thirdly, the values of the 

investigator also act as the standards by which historical 

events are judged. 

Troeltsch's discourse continues with a primary value 

being chosen a posteriori and it is positioned upon the 

two principles which the investigator initiates: (1) 

perception of historical reality and (2) the 

investigator's conscience. By doing this. there is an 

attempt to unify obligation and value/aims. This seems to 

flow on a two directional basis, with historical ethics of 

cultural values flowing back and forth with the ideal and 

morality of conscience. Both the history and the ideal 

flow into a union or synthesis. Troeltsch suggests that 

in ethics, absolute knowledge of the ideal for all time 

and persons is not perceivable. Further, it should be 

recognized that the ideal is shaped by history and this 



ideal/standard can only be regarded as absolute in the 

here and now. 

Nursing and Nursing Ethics: An Analysis 
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Nursing, at the present time, owes its historical 

roots to Florence Nightingale. Although, semblances of 

nursing emerge in the antiquities of histo~, such as in 

the early Greeks, ve~ little is known or even written 

regarding nursing as a unique function in ancient times. 

Medicine and nursing were interlocked as the art of 

healing with all of the ancient and mystical symbols which 

surrounded it. As to standards (ideals) of healing, the 

ancients had the Hippocratic Oath which emerged in 

approximately the fourth or fifth centu~ B.C .• It should 

be noted that the word nnurse n stems from the latin 

nutrix, which means to nourish. Therefore, it would be 

logical to assume that men and women were ministering to 

the needs of their children and the sick from the 

beginning of civilization (Shyrock, 1959). 

In early civilizations, religious beliefs and myths 

acted as the basis for medicine. The nourishing and 

healing of the sick could certainly be seen as the 

historical roots of nursing. As can be seen from the 

earliest times, religion and religious belief played a 

strong role as the stream of histo~ preceded through 

time. Each belief system held a particular set of beliefs 

about healing, nurturing and nourishing their people. 

From the early Babylonian's to the Egyptians and Hebrews, 
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there were healings and writings pertaining to the healing 

and nurturing of illness. The early Christian church with 

their monasteries and convents begin to define nursing. 

One of the first accounts of nursing was in approximately 

325 A.D. when an official order of deaconesses were 

established by the Christian church. These deaconesses 

administered to the sick and hungry, showing charity and 

mercy. They were appointed by the bishops of the church 

and were of high social status. Men also functioned in 

the capacity of deacon administering the same type of 

functions which were basically nursing functions (Shyrock, 

1959) . 

The birth of organized nursing as known today did not 

begin until Florence Nightingale. Nursing ethics has 

basically developed during the 1970's and 1980's but its 

roots may be traced to the birth of organized nursing. It 

was at that point that ideals/standards began to appear, 

along with an organized body of knowledge. There were 

duties and activities, as well as attitudes, which were 

engendered down through the ages via religion, philosophy 

and myth, but until there was a delineation of an 

organized body of knowledge, there could be no standard or 

ideal. However, current nursing ethics is focused more on 

major issues and specific dilemmas along with decision 

making abilities than it is on foundational grounding in 

ethics, nursing ethics and ideals/standards. Too often 

nursing ethics has been drawn from medical ethics or 



solutions from medical ethics are superimposed upon 

nursing concerns, which doesn't take into account the 

tradition of nursing. 
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In order to understand nursing ethics and nursing as 

a profession espousing ethics, the codes of nursing must 

be given consideration to offer an overarching development 

of nursing ethics within the disciplines of ethics and 

Axiology. 

Without considering the ideal/standard of nursing 

which is formulated by the codes, the history of nursing 

ethics would be without merit. Through the stream of 

nursing history, the codes of nursing supply the 

historical parameters for nursing ethics. 

Nursing codes reflect upon and are a reflection of 

the social and historical condition of nursing ethics. As 

Troeltsch suggested, only in looking at the ideal within 

the stream of history can there a complete understanding 

of ethics, (in this case nursing ethics), and this 

foundation is delineated through the evolution of the 

nursing codes. After reviewing nursing history, ethics 

and axiology, the nursing codes offer the final 

integration in allowing,the complete understanding of 

nursing ethics with the attendant conceptualized learning 

module. 

The codes of nursing did not begin to appear until 

nursing was established as an organized body of knowledge. 



52 

This places the first attempts at understanding an ethical 

dimension of nursing with the Florence Nightingale Pledge. 

The following chronological sequences shows the 

progression of nursing codes which are grounded in the 

Florence Nightingale Pledge: 

1893 The Florence Nightingale Pledge 

1926 A Suggested Code 

1936 The Florence Nightingale Pledge, revised 

1940 A Tentative Code 

1950 The Code for Professional Nurses 

1956 The Code for Professional Nurses, amended 

1960 The Code for Professional Nurses, revised 

1968 The Code for Nurses 

1976 The Code for Nurses with Interpretive 
Statements 

These codes show the evolutionary foundation of nursing 

ethics. Although the Florence Nightingale Pledge was 

never officially adopted by the American Nurse's 

Association (ANA), its widespread acceptance mirrors the 

ideal of tradition in nursing. 

Between 1870 and 1910, organized nursing began within 

the background of the post civil war when immigration was 

unrestricted. There were many attendant problems of 

assimilation and acculturation in society. The pledge was 

meant to express the ideals'of the woman who is considered 

the founder modern nursing. The pledge acted as the 

nursing equivalent to the Hippocratic Oath (Aikens 1918). 
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Interestingly, the pledge was not written by Florence 

Nightingale, but by Leptra E. Gretter in 1893. Mrs. 

Gretter was the principal of the Farrand tr~ining school 

for nurses at the Harper Hospital in Detroit. Mrs. 

Gretter felt that Nightingale symbolized the ideal nurse 

and wanted to develop an oath which would incorporate the 

Nightingale ideal. She approached the board of trustees 

of her hospital with her recommendation and the board 

appointed a four member committee with Mrs. Gretter as the 

leader of the group. After the pledge was established, it 

was recited by the graduates of each succeeding group of 

nurses (Greeter, 1893). 

In analyzing the pledge, it is interesting to note 

there is appeal to authority before God and one's peers. 

This appeal is present in virtually all oaths cited in 

history. This appeal to power goes beyond professional 

nursing and in so doing exceeds the authority of the 

profession and even the authority of a nation or state. 

Purity is also referenced in the pledge, interrelating 

moral character with professional practice. This 

reference couples purity with faithful practice (Faulkner 

1949). ~1e practice of nursing, or the faithful practice 

of the profession, seems to expand according to the 

professional knowledge accorded during that period of 

time. The code also speaks to nonmaleficence, which is 

doing no harm. Nonmaleficence, according to Veatch 



(1987), falls under consequentialism which is a part of 

normative ethical principles. 
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In this part of the pledge, nonmaleficence concern 

was for the patient, as well as for the nurse. This 

portion of the pledge appears to imply that although the 

nurse must give dangerous medications at times, it must 

not be done with a lethal intent. The pledge also makes 

clear the idea that the nurse has a duty to participate in 

elevating professional standards. At this point in 

history, standards referred to the personal conduct and 

representation of the profession. This idea has changed 

over time (American Journal of Nursing, 1931). 

The last part of the pledge speaks to loyalty and 

devotion. Although it was directed toward the nurse being 

loyal in aiding the physician, nurses in general felt that 

the patient's welfare was their first loyalty, and by 

virtue of aiding the physician, the patient's welfare 

would be served. Devotion, also denoted devotion to duty 

and to the patient. There was a tension of the ideal 

being one thing and the historical reality being something 

different. The reality being that the physician had total 

control of both the nurse and the patient and the idea was 

the nurses devotion and loyalty to the patient. These 

obligations are basically derived from the principles of 

beneficence and nonmaleficence. In 1936, Mrs. Gretter 

revised the Nightingale Pledge in order to expand the 

horizons of nursing (Dolan, 1978). Although the change 
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was minor in nature, it was a first step on expanding the 

scope of nursing practice. 

Many changes in society began to emerge between 1893 

and 1926. During these years, many medicines began to be 

patented, public health nursing was emerging, social 

Darwinism was developing and women's suffrage began to 

gain strength. Nurses were overworked, underpaid and 

attempted to survive in deplorable working conditions. 

Hospitals paid their servants and maids more than nurses 

(Ayers, 1928). 

In 1926, there was the first real attempt within this 

setting to develop a formal code for the nursing 

profession. The code's style tended to mirror the times 

with poetic language and images of total selfless service 

to God, laying down one's life for another, along with 

maternal wisdom and tenderness. This attempt at a code 

links service along with history, tradition, scientific 

advance and caring for the patient. The ideal of service 

was expanded and interpreted to mean knowledge, skill, 

citizenship and loyalty to the physician. The idea of 

justice is part of the code via concern for the weak and 

helpless. The suggested code began with a subtlety to 

bring a shift from the idea of nursing service toward an 

ideal of nursing autoriomy and professionalism. 

As the virtues and values began to change in an ever 

changing flow of society, a stronger code began to emerge. 

In this period of time between 1926 and 1940, the great 
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depression hit, there was massive unemployment as well as 

a mal-distribution of nursing services. The national 

recovery act of 1933 was passed and brought collective 

bargaining into the labor market. The suggested code of 

1926 actually laid the groundwork for the code of 1940. 

Many paragraphs and sentences were transferred from the 

one to the other. 

The 1940 code states in its preamble that nursing is 

a profession and then lists the attributes of the 

profession. The code appears to express nursing not as a 

fundamental role, but a nexus to underpinning and 

coinciding with the health care system as a whole. The 

code continues to suggest that the physician is still at 

the helm of patient care, with the ideal of service still 

being one of comfort and caring. The code explains the 

nurse's general responsibilities to the profession and 

examines professional relationships within nursing. This 

brought into play the aspect of individual moral 

character, both in the social and the professional arena. 

Isabel Robb (1900), in discussing the nursing student, 

speaks about such things as personal hygiene, well ordered 

recreation and spiritual development. In other words, the 

nurse was to be a woman of high ideals and virtues. The 

personal life of the nurse was to fall under the scrutiny 

of the profession. Other ideals of the code were to 

study, to practice and to do research in order to improve 

the quality of nursing service. 
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The philosophical change in this code is began to 

show a shift in the nursing profession itself. This shift 

from devotion to fidelity is basically a shift from a 

concern regarding character to a concern for duty. 

Fidelity falls under the ethics of obligation and as 

Veatch shows is a virtue as well a duty under 

nonconsequentialism. The nurse was also to be 

trustworthy, especially to the confidentiality of the 

patient. The principles involved with this are autonom¥ 

and nonmaleficence, however, it could also fit as a 

utilitarian concept (Beauchamp and Childress, 1979). The 

code of 1940 begins to express the dynamic tension and 

changes not only in nursing, but society as a whole. The 

code expresses a compromise between the nurse as a 

comforter, a professional teacher and agent for scientific 

health care. The profession of nursing moved from this 

toward an official code of the 1950's. 

From 1940 to 1950 there was tremendous social change 

in the United States which involved World War II, with the 

subsequent mobilization of the industrial and military 

components of society. Women began to work outside of the 

home and many nurses rallied to serve in the armed 

services. This created an acute shortage of nurses in the 

civilian sector. After the war, the cold war with Russia 

began and loyalty nationwide and in every sphere became· 

the order of the day (Nevins and Commager, 1981). For the 

first time university based education for nurses was 
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advocated and collective bargaining was also advocated by 

the American Nurses Association (Kalisch and Kalisch, 

1979) . 

The 1950's code which was the first code officially 

adopted by the American Nurses Association, was shorter 

and more concise than any previous codes. The florid 

rhetoric of previous codes was gone and after the 

relatively brief preamble, consisting of seventeen concise 

provisions regarding nursing. The ideal of nursing 

remained as a service and practice. The need for this 

service and practice was a universal need that was 

unrestricted by nationality, race, creed, or color. This 

was a new ideal introduced which actually predated the 

civil rights movement. 

Following this, the code demonstrated acceptance of 

the Democratic values of the nation. It is at this point 

that history is conditioning the ideal of the code 

according to the techniques of Troeltsch. The seventeen 

provisions of the code did bring some changes of 

expectations in the standards of nursing. 

The first provision speaks to responsibility of the 

nurse in preserving life and promoting health. It should 

be noted that the fundamental responsibility is nd longer 

obedience, but performance of nursing activities. Here is 

a dramatic shift from the historical ideal of service. 

The second provision, preparation, declares that the nurse 

requires continuing education to practice and the 
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necessity of maintaining competence. With the expansion 

o~ education, came the expansion of nursing research which 

would serve the purpose of improving patient care. A 

third provision of shift relief, is that the nurse was to 

remain with the patient until adequate relief was 

available, thus precluding patient abandonment. This 

speaks directly to the historical foundation of 

selflessness, which hospitals often used to the nurses 

disadvantage (Brown, 1948). The other provisions of the 

1950's code spoke to tolerance of religious beliefs, 

confidentially, physician orders and confidence. 

These last two are significant in that physician 

orders were more or less to be evaluated by the nurse as 

to accuracy and patient appropriateness indicating the 

nurse was to implement moral awareness and refuse to 

participate in unethical procedures and/or practices. In 

the area of confidence, the philosophical change was to 

draw the nurse into the arena of patient confidence. This 

provision views health care as a team effort (Young, 

1981) • 

The provisions which were numbered nine through 

eleven, regarded financial gain and the ethical provision 

of not advertising or endorsing products, as well as the 

morally wrong idea of accepting gifts or tips. The 

twelfth provision eludes to the golden rule which goes 

back to the personal life of the nurse and the nurse's 

moral character. The same holds true for provisions 
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thirteen and fourteen, where the nurse is to accept the 

standards of the community. The final provisions, fifteen 

through seventeen, address the nurse as a citizen. It 

addresses the nurse as a local American citizen, as well 

as a citizen of the world. This shows the influence of 

the development of the United Nations. 

The values and virtues of the profession were being 

influenced by the course of history. This officially 

adopted code truly began to expound the philosophy of an 

autonomous profession, which delivers health care free of 

prejudice in both delivery and distribution. In this 

code, the utilitarian ethic emerges along with the 

Rawlsian ethic of justice as fairness (Steele, 1983). 

The 1956 revision of the code was only one of 

publication and change which spoke to the commercial 

advertising aspect of the code. The code of 1950 remained 

the same except for this one revision which truly did not 

focus on any basic philosophical change. Endorsing 

products and advertising was considered highly 

unprofessional and a practice not to be engaged. 

In the era of 1950 to 1960 societal changes abounded. 

The Korean War continued, ending in 1953; the Supreme 

Court began aggressively moving the country toward 

integration; and the United States exploded its first 

hydrogen bomb. Nursing was still considered, at this 

point in time, to be basically na woman's profession n and 

commiserate with this the nurse's salary lagged behind 



other types of health trained personnel (Kalisch and 

Kalisch, 1978). 
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The code for nurses was revised and adopted in 1960. 

Although it was supposed to be a revision, the code was 

almost entirely rewritten, with the preamble again 

shortened and seventeen provisions which differed in 

sequence. Some of the provisions of the previous codes 

were kept and enlarged upon. There were four new 

provisions which were adopted in this code. These 

provisions concerned economic security, the general 

welfare of the nurse, involving the nurses participation 

in development of working conditions, and standards of 

nursing practice, which would enhance the welfare of the 

patient. The reason stated for the deleting of seven 

provisions from the previous code was the content was 

already incorporated within other provisions (American 

Nursing Association, Revision Proposed, 1960). 

The changes in the codes were enlarged upon, 

delegating a broader understanding and reflecting the 

changing values of the times. By the 1960's, nursing had 

developed uniform, mandatory licensing laws and greater 

consistency of educational standards through 

accreditation. This was accompanied by the beginning 

changes in working conditions and the economic status of 

nurses was reflected in the 1960's code. It clearly shows 

that the statement of the ideal of the code was influenced 

by the historical need to establish nursing as a 
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profession. It also shows the public concept of the nurse 

was being reflected in an economic and general concern for 

the nurses welfare. 

There was one most important provision of this code 

that truly points to history's impact upon the ideal and 

points nursing into a philosophical line of autono~. 

This is spoken of in the eighth provision, where the code 

relates one's competency (old effects) to the competency 

of ones peers (new effects). It continues on to an overt 

professional obligation to monitor the practice within the 

profession. This takes away control from physicians and 

legislators regarding unsatisfactory nursing practice. 

This change leads to a moral principle of demanding 

non-interference with the autono~ of others in society. 

Therefore, a conflict began to develop between the 

nonconsequentialist duties of a nurse and consequentialist 

duties to produce benefit. However, the profession has 

made a major shift of responsibility toward policing 

itself; hence, protecting the patient as well as the 

profession (Veatch, 1987). 

From 1960 to 1968 dramatic changes in the American 

society continued with the assassinations of John F. 

Kennedy, Robert F. Kennedy and Martin Luther King. The 

resistance against the Vietnam War had become violent with 

campus riots and unrest. Racial disorders abounded as the 

society struggled to gain an equilibrium, and at the same' 

time maintain justice and order. Nurses in California 



broke with the American Nurses Association and resigned 

over a dispute in salaries in 1966 (American Journal of 

Nursing, 1968). The nurses hands were still tied, via 

collective bargaining, by the Taft-Hartley Act; however, 

in 1957, the federal government did allow the American 

Nursing Association the right to bargain with Veteran's 

Administration Hospitals, which began to improve 

conditions quickly. During this time, nursing 

specialization began to appear with the development of 

coronary care units. 
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An even more significant and dramatic change happened 

with the issuance of the 1965 position paper on nursing 

education, which advocated that the professional nurse 

should hold a minimum of a baccalaureate in nursing. The 

Association also maintained that licensed vocational 

nurses and licensed practical nurses (L.V.N./L.P.N.) 

should be encouraged to become associate degree nurses 

(A.D.N. Programs). When hiring a nurse, hospitals at that 

time did not consider the differences in the training of a 

nurse. 

Within this framework of events, nurses began their 

1968 revision of their code. The final revision of the 

1968 code was presented to the house of delegates for 

approval during the 46th American-Nurse Association 

Convention. It is interesting to note the change in 

language from 1893 to the 1968 revision, the American 

Journal of Nursing states: 



nExtensive rev~s~on of the 1968 code was 
presented b¥ the committee on ethical, legal, 
and professional standards. Through the 
revisions, which were adopted with minor changes 
by the delegates, the code now focuses only on 
the nurse as practitioner, is more concise and 
more relevant to the present, and is designed to 
delineate ethical principles related to 
standards of practice (American Nurses 
Association files dated March 4, 1968).n 
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The title of the code was changed to the code for 

nurses and along with this the preamble was dropped. This 

revised code expands on the areas of confidentiality, 

including the non-invasion of patient privacy; competency, 

including the non-infliction of harm based on the 

principle of nonrnaleficence. A competent nurse was to be 

grounded in the profession understanding the external 

controls of quality in delivering the ideal of competent 

service to the patient. This is made plain by the 

interpretative statements of the code. The code furthers 

the value laden statements with principles of beneficence 

regarding patient protection. Interestingly, the 

interpretive statement of the code, for the first time 

refers to the ethics of nursing research. Once again, the 

portions deleted were incorporated into other parts of the 

code. 

It is worth mentioning that the shift of the -code has 

gone from very direct mentioning of the nurse's personal 

ethical domain to no mention whatsoever of the nurses 

moral character. This constitutes a dramatic shift in the 

ideal of nursing, which the code is now reflecting over 
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time. However, the basic ethical principles, since 

Florence Nightingale's Pledge, appear to remain within the 

framework of the ideal of service and standards. 

The era from 1968 to 1976 was again filled with 

dramatic events and historical change. Richard Nixon and 

Watergate appeared on the scene which pointed to a change 

in values in society as a whole. With his impeachment 

close at hand, Nixon quickly resigned and is the first 

president in the history of the United States to have 

resigned his office. It is rather ironic that President 

Nixon had ended the controversial war in Vietnam offering 

some hope of peace to the college campuses torn by riots. 

Racial controversy and busing were still a top priority. 

The conservation movement was beginning with the onslaught 

of the gas lines and energy crises of the seventies. The 

equal rights amendment was added to the constitution, 

although it failed to gain the necessary ratification of 

the states. Nursing shortages were as rampant as ever and 

the federal government passed the nurse training act of 

1972 in an attempt to solve this problem. All of these 

situations have an impact on society and nursing which is 

a part of society. 

After the 1972 election, there was an attempt to 

dismantle the federally sponsored programs for nursing 

education. The nurse practitioner programs received help 

from other areas and were able to proceed. Nursing became 

more organized and formed a 1972 nurses coalition for 
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action in politics. All states had mandatory licensure 

for nurses by 1970, which hospitals opposed. New York was 

the first state to recognize nursing as a distinct and 

autonomous profession from medicine in 1973 (Kalisch and 

Kalisch, 1978). 

In the 1976 revision, the Congress for Nursing 

Practice AD Hoc Committee on Ethics met to create a 

schedule for code revision. The tenor of the revision 

focused on greater professionalism for nurses and greater 

autonomy for both nurses and patients. The language shift 

was one of treating the patient as a client which offers 

more depersonalization and a connotation of legalism. 

This is beginning to change the ideal of service. The 

preamble suggests a worldly view of nursing and their 

clients with rights, responsibilities and values which 

must be respected (Roy, 1980). In the 1976 code's zeal to 

make professionalism paramount, a more complex pattern of 

interrelationships emerges. The code still offers 

autonomy but with more legalism involved. This legalism 

acts to alleviate, to some degree, the patient's benefit 

via nursing service. This presents a change in the ideal 

of nursing service and a tension develops between patient 

autonomy and nursing autonomy by which only the reality of 

history may intervene. This coincides with veatch's idea 

that the dominant ethical principles of health care 

delivery is justice. This approach implies the Rawlsian 

ethic of Justice as fairness (Steele, 1983). Nursing is 
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now faced with the argument of whether it is morally 

preferred to have a higher net total of benefits in 

society, even if not equally distributed, or to have a 

somewhat lower total good but to have that good 

distributed in a more equal fashion (Veatch, 1981). It 

seems even though the language has changed, for example, 

the abolishment of all sexist language, the focus of 

principles is still upon the client/patient. Instead of 

talking about fidelity to the client, as in years earlier, 

the statement points to safeguarding the client and the 

client's interest. 

In examining these codes, it becomes evident of the 

evolutionary aspects of nursing ethics. Secondarily, the 

evidence shows the emphasis and shift of focus within 

nursing ethics as society changes and progression of 

history directs society. Through all of these codes the 

primary of focus of nursing ethics is the patient and the 

intent benefiting the patient. 



CHAPTER 4 

CONCBP~ALIZBD MODOLE 

Rationale of the Module: 
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A basic assumption in the development of the module 

was that moral content (in case form) could be 

systematically used by the registered nurse and/or nursing 

student within their own time frame. Nurses and nursing 

students are not being prepared to confront the moral 

situations being impacted by scientific and technological 

advances. As yet, nursing programs have not initiated a 

systematic course structure in their curricula, which 

deals with philosophy, axiology and ethics. There are 

some sporadic attempts to introduce the student to nursing 

ethics. However, without an adequate foundation of 

knowledge in this area, practicing nurses as well as 

nursing students are left to their own understanding in 

dealing with nursing ethics. 

Introduction and Statement for the Module: 

In the following case presentations, the learner is 

presented with a moral situation/case which is focused on 

professional nursing practice. The learners should 

consider each situation from their perspective and attempt 

to surmise how they would act and/or respond in each 

situation on a theoretical basis, if faced with a similar 

situation. 

The objective of this activity would be; first 

through considering the alternative courses of action, the 



consequences of the learner's decision as compared to 

another decision, and the obvious moral commitment that 

decisions imply; hence, the students will be directed 

through the experiences of thinking about issues from a 

moral perspective. Therefore, with each moral situation 

presented, it should act as a practice session in 

developing skills and perspectives in moral reasoning 

(Hall and Davis, 1975). 

Model to be used and criteria for using the model: 
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The model to be used is nThe Cube of Inquiryn 

developed by Dr. T. Frank Saunders. This model has 

offered the individual learners a chance to learn at their 

own pace and at their own level of understanding. Using 

the previous historical and descriptive narrative on 

ethics, axiology and nursing ethics, the learner analyzes 

each situation given within the Cube of Inquiry. The Cube 

is may be used by following figures 2, 2.1, 2.2, and 2.3. 

It should be noted that in using the Cube of Inquiry 

learners may relate as much knowledge as needed which may 

be relevant to their analysis within the Cube. 

The Cube of Inquiry is the model designed to describe 

the sequence and interrelationship of the levels of 

abstraction in the judgment process. This instrument 

besides being one of description is also used to diagnose 

the judgment process style of the individual and can be' 

used to change and refine thinking. The Cube of Inquiry 

is a teaching instrument (Saunders, 1981). This is the 



rationale for incorporating the Cube into the 

conceptualized module. 
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Saunders , 

Figure 1 

Contenc V" _~!..ll.~e"~" ~of: ;;:h· 1 " _ noULP" Cure 

T. Frank , Double Th" J.nk 1981, p. 169 
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Figure 1.1 

Prescripl:Lve , 

OUg"ht:s--Shoulds 

Goals (Valued 
ends) 

1-3 

1-2 

\-1 

CONTEXT 
1ST DEPTH 

Identify goals, oughts 
and shoulds. What is 
situation considering 

values? 
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Place facts know about 
situation in the cube. 

The situation as 
described is placed in 
this cube 

Saunders, T. Frank, Double Think. 1981, p. 175 



Figure 1.2 

on sequence' 

Relationships 
between \. 
categories of 
context 

2-3 

2-2 

2-1 
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LANGUAGE 
, 2 .. 0 DEPTH 

What psychological 
dynamics are going on in 
the situation. Is there 
duty/obligation for the 
nurse. 

Formulate questions 
regarding the situation. 
What is the appropriate 
sequence for the nurse to 
deal with the situation. 

Discuss ideas in the 
situation. What are the 
pertinent lay terms in 
the situation. 

Saunders, T. Frank Double Think. 1981, p. 176 



Figure 1.3 

VALUE 
3 RD DEPTH 
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3~ What are the values in 
the situation given the 
methods when 
considering this 
situation within the 
prior squares of the 
cube. You as a learner 
decide what the values 
are in this situation. 

3-J 

What are the observable 
systems of philosophy 
which are appearing. 
Are there competing 
alternatives in the 
situation. 

What are the meanings 
discovered in this 
experience? 

Saunders, T. Frank, Double Think. 1981, p. 177 
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The following ideas for case presentations are drawn 

from personal experience and various books such as Case 

Studies in Nursing Ethics by Robert Veatch and Sara T. Fry 

and Ethical Dilemmas and Nursing Practice by Anne Davis 

and Mila A. Aroskar. These situations are hypothetical 

and they will address the following areas of moral issues: 

1. ABORTION 

2. AUTONOMY 

3. BENEFITS TO THE CLIENT AND OTHERS 

4 • EUTHANASIA 

5. FIDELITY, PROMISE KEEPING AND CONFIDENTIALITY 

6. JUSTICE: ALLOCATION OF HEALTH RESOURCES 

7. MANAGEMENT OF TRUTH 

General behavioral objectives for the module: 

Upon completion of this module the learner will be able 

to: 

1. Identify with other people and their needs in a 

particular situation. 

2. Develop insight into one's own and other 

people's feelings. 

3. Identify the intrinsic facts in a given 

situation. 

4. Identify one's own values regarding a given 

situation and identify the values within a given 

moral situation. 

5. Analyze (to the depth of your understanding via 

the Cube of Inquiry) a given moral situation and 
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the relationship of the basic moral philosophies 

within the situation. 

6. Understand and relate a given moral situation 

within the general framework of the current 

political, social and cultural aspects of 

society. 

7. Understand and identify the historical origins 

and the social significance of the nursing codes 

and their directives within a given moral 

situation. 



ABORTION 

Situation A 

PRESENTATIONS 
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M. is an 19-year-old pregnant teenager who is 

receiving prenatal care at a local neighborhood health 

center. She had a baby last year that she decided to 

keep, with the help of her intended family with whom she 

lives. She has been attending high school and had hoped 

to graduate next year. However, she dropped out of school 

recently as she had not been feeling well with this 

pregnancy. She works part-time as a cashier at one of the 

local restaurants. 

You are the nurse caring for M .. M. told you on her 

first visit that she had been exposed to rubella three 

weeks earlier when her little brother and several of his 

classmates had nthe measles. n She is just entering the 

second trimester. You have explained to M. and her 

grandmother the risks to the fetus from this exposure. 

Her grandmother wants her to have an abortion but M. 

refuses, claiming a nright n to have her own child. She 

and her fiance are deciding whether they should marry or 

not before the baby is born. 
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situation B 

Mrs. C. is a 34-year-old woman, pregnant for the 

first time. Both she and her husband are Jewish. She was 

married last year for the second time. 

Her physician suggested that she should have an 

amniocentesis due to the increased risk of Down's Syndrome 

which occurs with increased maternal age, as well as the 

risk of Tay-Sachs disease. Mrs. C. was somewhat reluctant 

to have the amniocentesis test because she and her husband 

are very excited about this pregnancy as it will be the 

first grandchild in each of their families. 

Mrs. C. has amniocentesis performed, which shows that 

the fetus, a female, does have Tay-Sachs disease. The 

C.'s are heartbroken about the situation and are trying to 

decide whether or not Mrs. C. should have an abortion so 

that she can become pregnant again as soon as possible. 

You are the community nurse visiting Mrs. C.'s 

grandmother, who lives with her daughter and has had a 

small and mild stroke. Mrs. C. has been discussing her 

indecision about the abortion with you. 

Questions to be considered in analyzing the above 

situations: 

1. What are the philosophical underpinning in this 

situation? 

2. What are the patient's own feelings regarding 

abortion. 
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3. What are the realities of an abortion with the 

current legal, societal and cultural conditions 

of society as a whole. 

4. Consider, as a nurse, your obligations in this 

situation. 

Options: 

1. Principle of beneficence, justice as fairness 

and Utilitarianism. 

2. Ambivalence about unborn child, religious 

feelings and family values. 

3. Currently legal in all states issue of free 

choice. Society is currently in turmoil 

regarding abortion. 

4. To listen and encourage the patient in accepting 

their feelings. 

To help the patient list the choices available 

to them. 

To explain the health care needed for the child 

of the mother chooses to bare the child and not 

opt for an abortion. 

The Cube: Using the Saunders/Decker model, apply the 

situation to each level of the cube and analyze the 

levels within a group and/or individually. Think the 

situation through within the model, keeping a journal 

of thoughts, realizations and ideas generated by the 

model (Refer to figures 2.1, 2.2 and 2.3). 

ABORTION 



80 

CONTEXT 

1-1 What is the situation? Read carefully situation A 

and situation B. Give your own verbal description 

of each situation. Just facts 

1-2 Look at abortion in Situation A and Situation B. 

Are there competing facts in the situations. 

Situation A 

(a) unmarried mother 

(b) Has been exposed to 
"measles" 

(c) Stronq feeling 
concern~ng "right" to 
have her own child. 

Situation B 

Married mother 

Has genetic problem (Tay 
Sacks) 

Husband and 
trying to 
abortion. 

wife 
decide 

arE 
or 
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1-3 In the discussion of abortion what are the societal 

values regarding this issue in American Democracy. 

a. Strong religious values 

b. Protection of unborn child 

c. Protection of mother 

d. Protection of choice and individual 

freedom. 

LANG'O'AGE 

2-1 "Abortion" - is the termination of pregnancy prior 

to the normal gestational period of time. 

2-2 Abortion - Precise definition of abortion. 

The termination of a human pregnancy prior to 

the full gestational term. Value of human 

life in relationship to justice beneficence. 

Utilitarian. 
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2-3 What is the value language in relationship to 

abortion in our democratic society: 

a. Is abortion fair to the mother and 

unborn child? 

b. Justice as fairness. 

c. Right to life. 

d. Freedom of choice. 

VALUES 

3-1 Is it possible that abortion may be more involved 

than just the physical act of terminating a 

pregnancy. 

3-2 Historically abortion has been induced with herbs 

or other devices. There has historically been a 

religious feeling about abortion. Each society has 

always developed its own values regarding abortion 

and the value of human life. 
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3-3 Choices. 

In looking at questions about abortion. Consider 

the following principals of beneficence, justice as 

fairness and utilitarianism. In considering the 

unborn child consider justice and beneficence. In 

looking at the mother consider the freedom of 

choice and utilitarianism. 

AUTONOMY 

Situation A 

T.Z. is a 27-year-old man who resides in a halfway 

house for psychiatric patients. The home has nine 

residents in a family-unit arrangement (men, women, and 

young adults) and is under the direction of a social 

worker, a medical doctor, and a registered nurse. All 

residents attend school or have jobs and have a high 

potential to be fully productive members of the community. 

T.Z. is pleased to be a member of the home and is 

receiving vocational training at a job training center in 

the area. 

Ordinarily, T.Z. presents few problems for Mr. E. and 

Ms. L. He is well-mannered, manages his training and 

financial allowance with minimal assistance, and might 

soon be able to live in a less protected environment. 

During the past few weeks, however, T.Z. has had several 
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agitated outbursts at the other residents. One night, he 

picked a fight with Mr. E. that resulted in Mr. E's 

physically restraining T.Z. and taking him to his room to 

"cool off." When questioned, T.Z. admitted that he was 

not taking his medication, a mild tranquilizer, that had 

been prescribed for him since living at the home. The 

medication was prescribed to help combat the anxiety that 

T.Z. experienced when he first started living at the home 

and traveling to the training center. Because taking the 

medication had been a condition of his continued placement 

in the home, Ms. D. was surprised to learn that T.Z. has 

not been following through with this otherwise routine 

procedure in his life. T.Z. apparently did not like the 

idea that he had to take the medication and did not want 

his newfound friends at the training center to think that 

he was high on a drug or had a problem mentally. 

Ms. L. tried to explain why the medication was 

necessa~ for T.Z., but could not induce him to agree that 

he would take it in the future. When T.Z. continues to 

have agitated spells at home as well as at school, Ms. L. 

considers limiting T.Z.'s television privileges until he 

demonstrates his willingness to cooperate with his 

prescribed regimen. It is obvious to her that T.Z. needs 

the medication until he is well adjusted to living in the 

home. T.Z., however, feels he should decide whether he 

takes his medication. 

Situation B 
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T.O., a horne health agency nurse, has just received a 

telephone call from the son of a patient, 82-year-old Mr. 

W., whom she had visited some months previously. The son 

was very upset telling T.O. that his father had fallen at 

horne but refused to be seen by a physician. Mrs. W., his 

mother, had called the son at his place of business and 

pleaded with him to corne to the horne and stay with them. 

The daughter-in-law was exasperated by the frequency of 

these calls from his parents in recent weeks and was 

appealing to T.O. for help in making some long-term 

decisions for the care and safety of his elderly parents. 

The constant interruption at work for the son might put 

his job in jeopardy. 

T.O. well remembers the conversations with Mr. and 

Mrs. W. and their son several months ago following Mr. 

W.'s last hospitalization. 

Questions to be considered in relationship to the 

situations above: 

1. What are the philosophical underpinnings of this 

situation? 

2. Consider strategies for dealing with this 

situation. 

3. Consider the legal implications and 

ramifications of the situation. 

4. Is the patient's free will beneficial in this 

situation? 
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personal liberty to determine his own actions. 
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Options to be considered in relationship to the situations 

above: 

1. Principle of justice 

Distribution 

Personal freedom 

Beneficence - Benefits to the patient 

Non-maleficence - not harming the patient 

2. Attempt to interact with families and gain 

their help in dealing with the patient 

3. Questions of ability to be autonomous 

4. Beneficence - this question must be 

considered in light of benefits to each patient 

versus the harm they might do to theirs elves and 

others. 

5. Varying degrees of autonomY 

Individuals who are capable of substantial 

inner-direction should be able to be self 

directed. 

The Cube: Using the Saunders/Decker model, apply the 

situation to each l~vel of the cube and analyze the 

levels within a group and/or individually. Think the 

situation through within the model, keeping a journal 

of thoughts, realizations and ideas generated by the 

model. 

AU'l'ONOMY CON'l'BX'l' 
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1-1 Read situation A & B carefully. The situations 

express the question of patients being able to make 

rational autonomous decision on their own behalf 

1-2 Consider autonomy of patients in situation A and B. 

A. 

B. 

c. 

Are there competing factors in these situations? 

Situation A 

Diagnosed 
condition 

mental 

Personal freedom 
versus institutional 
restraints. 

Benefiting patient 
versus benefitting 
society - question of 
mental competence 

A. 

B. 

c. 

Situation B 

No diagnosed menta 
condition. 

Both parents elderl~ 
and infirm. 

Elderly with c 
diminished capacit~ 
for autonomy. 



1-3 Choices. 

What is autonomy in these two particular situations 

when considering the following values. 

(a) Personal decision making. 

(b) Personal freedom. 

(c) Benefits to patient. 

(d) Legality - court declaration of incompetence. 

LANGUAGE 
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2-1 "What is Autonomy?" Autonomy is the right of the 

individual to have personal liberty to determine 

their own actions in relationship to plans which 

they have formulated (Veatch and Fry, 1987, pg. 

101) . 

2-2 The principle of autonomy affirms that individuals 

should be permitted personal liberty to determine 

their own actions in accordance with plans which 

they have chosen - acceptance of an individuals 

choices regardless of whether choices are in their 

interests. For instance, incapacity due to mental 

illness or physical limitations of elderly (Veatch, 

1987, p. 101-102). 
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2-3 What is the value language of autonomy in the 

United States society? 

(a) patients rights to decline treatment 

(b) concept of health care 

(c) deli very being a right rather than a privilege 

(d) conflict between a patients rights to autonomy 

and the health care professionals interference 

(duty) 

VALtJE 

3-1 Is there more to autonomy than what has been 

stated? 

Benefits to the patients 

Not harming the patient 

Duty of the health care professional 
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3-2 Historically personal freedom has been valued. 

Legal obligations of rights and duties. Duty may 

be violated when a patients rights are invaded. 

The converse is true of patients rights violated 

when duty is evaded and/or deleted. 

3-3 Choices 

Situation A 

Patients rights - versus 
management. 

institutional 

Beneficence including personal freedom, 
patient rights - ability to be autonomous. 

Allowing the patient the freedom to act out 
his own agenda will result in more harm than 
good - nonmaleficence. Therefore, autonomy 
must be overridden to the degree that 
cooperation must be elicited. 

Situation B 

Compromised capacity to autonomous decision
making due to age. 
Beneficence via duty in contrast to patients 
right to autonomous decisions - legalities of 
others taking our decision making process. 
Inability to act on their own agendas. 
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Situation A 

91 

L.P. is a critical-care nurse in the neuro-surgical 

intensive care unit (NICUl. She has received additional 

education to prepare her for the performance of her job 

and has always found her job exciting and challenging. 

Recently, however, L.P. has been asked to work double 

shifts or put in a few hours of overtime because of a 

consistently high patient census, very ill patients, and 

the resignation of one of the other nurses. No other 

skilled nurse has been found to fill this position, and 

L.P. and the other nurses have had to fill in the gaps 

whenever necessary. 

Ordinarily, L.P. would not mind the extra work. L.P. 

enjoys working and welcomes the extra money at the end of 

the pay period. Yet L.P. has obligations to family, 

especially to her 9-year-old son, John. John plays little 

league after school and looks forward to having his mother 

watch his games. During the past 4 weeks, L.P. has missed 

most of the games because she has been working overtime. 

Although her skills are necessary for beneficial patient 

care in the NICU, L.P. is wondering how much benefit her 

employer should expect from her when family benefits are 

also at issue. 

Situation B 

As Ms. T., the evening charge nurse on C-wing 

completed her patient rounds, she wondered who would be 
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taking her place during the remainder of the week. The 

Memorial Hospital's nurses would be on strike starting 

8:00 AM the next morning and Ms. T. planned to join that 

strike. The decision to strike had been reached several 

days ago by nurses in this privately run city hospital 

after many hours of meetings, conferences with hospital 

administration, and heated discussion among fellow nurses. 

Ms. T. strongly supported her colleagues' efforts to 

increase salaries, fringe benefits, and general working 

conditions for all nurses employed by Memorial Hospital. 

Due to of loss of nursing staff, who were dissatisfied 

with long hours and poor salaries, Ms. T. had personally 

experienced many frustrations. She had also experienced 

decreased support services for the consistently high 

number of elderly patients assigned to her 35-bed unit. 

Yet now that the strike was imminent, Ms. T. wondered 

whether further reducing the available nursing services to 

her patients, by striking, was in their immediate best 

interests. 

During the past 2 days, some patients had been sent 

home early in preparation for the strike. Several others 

whose care was too involved for families to manage had 

been placed in nursing homes, much to the distress of the 

patients, as well as their families. Other patients, 

however, like Mr. J.B., a 73-year-old recent amputee with 

diabetes mellitus and congestive heart failure, could not 

be moved. Mr. J.B. and other patients without families or 
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other resources were very dependent on the nursing staff 

of the hospital to meet their daily physiological and 

psychological needs. A patient on Ms. T.'s unit for 5 

weeks, Mr. O. was just beginning to assume control of his 

physical care in preparation for his eventual discharge to 

a nearby rehabilitation center. There was no way Ms. T. 

could guarantee the availability of the kind and level of 

care he needed during the next few days or even weeks. 

Like the other nurses, she could only hope that the 

collective efforts of the nursing staff would quickly 

bring about improved working conditions for the benefit of 

future patients.' 

As some of her nurse colleagues often quoted, the 

American Nurses Association Code for Nurses stated that 

"the nurse participates in the profession's efforts to 

establish and maintain conditions of employment conducive 

to high quality nursing care." However, Ms. T. questioned 

whether these efforts should be carried out when nursing 

services were already operating at minimal levels of care 

, and safety for the identified patients, and whether the 

profession itself, through its ethical code, should direct 

the actions of individual nurses. The expectations of 

patients like Mr. J.B. and the obligation to provide the 

best possible care under any conditions caused her to 

think that the American Nurses Association Code for Nurses 

created conflict by encouraging nurses to "collective 

action ... to determine the terms and conditions of 
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employment conducive to high quality nursing care •••• D 

Ms. T. considered what to do when the code called for 

service to the profession to maintain its high standards 

and also insisted that the health, welfare, and safety of 

patients should be the nurse's first consideration. 

Questions to be considered in analyzing the above 

situations: 

1. What are the historical, philosophical and 

ethical ideas involved in these situations. 

2. Consider the ambiguities which are inherent in 

these situations and how the nurse might cope 

with them. 

3. Where does a nurse draw the line on benefiting 

of the clients and should the nurse make any 

decision regarding drawing the line in 

relationship to these situations and in 

relationship to the historical origins of 

nursing. 

Options to be considered in analyzing the above 

situations: 

1. • Historically nursing is caring profession -

nursing codes promotion of health and welfare of 

patient - Florence Nightingale Pledge. 

• Philosophical considerations involve Rawlsian 

justice and utilitarianism. 

2. Duty to patient versus professional welfare. 
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Duty to patient versus personal obligations. 

3. Personal values of the nurse versus benefit 

to the patient. 

• Internal feelings of nurse as to where the 

most important areas of need arise. 

The Cube: Using the Saunders/Decker model, apply the 

situation to each level of the cube and analyze the 

levels within a group and/or individually. Think the 

situation through within the model, keeping a journal 

of thoughts, realizations and ideas generated by the 

model (look at example in first situation). 
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BENEFITS TO CLIENT AND OTHERS CON'l'BXT 

1-1 Read carefully and describe what you have read in 

situations A and B. 

Situation A: Dilemma developed between extra 
training professional benefits to patient and 
nurse versus nursing personal benefits. 

Situation B: Professional responsibility versus 
responsibility to individual clients. 

1-2 What are the benefits to the client and others 

within the context of the professional and personal 

sphere of the nurse. The context in the profession 

with its demands versus the personal needs and 

demands of the nurse. 

1-3 The commitment of professionalism in nursing 

revolves around the nurses commitment to the 

client. Professional codes in general speak to the 

essence of being committed to the client. What are 

the limits of professional commitment. 
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LANGUAGE 

2-1 Benefits the client and others. To benefit clients 

and others implies to create good - as contrasted 

with not doing harm. 

2-2 The principles of beneficence promotes the 

supposition that one is to do good and not evil. 

(Frankena (1973 p. 39-41) posits four noughts n in 

beneficence. They are: 

(1) not to inflict harm or evil 
(2) to prevent harm 
(3) to remove evil 
(4) to do or promote good 

2-3 What is the value language of benefits to the 

client and others? 

According to the American Nurses Association 

codes it is the clients health welfare and safety 

that are the chief concerns. Beneficence versus 

nonmaleficence. Duty to avoid harming patient. 

Duty to professional nursing. 
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VALUES 

3-1 Benefiting clients and others is at the core of 
professional nursing. The Florence Nightingale 
Pledge began with the principle of benefiting 
clients and others. 

3-2 Beneficence has been at the core of medicine and 
nursing. This is to benefit the client and at the 
same time to do no harm nonmaleficence. 

3-3 Choices: 

Situation A 

Benefits to Client - versus limits of commitment 
(includes personal obligation) 

Nurse must decide on personal priorities and 
then draw the limits of professional commitment in 
relationship to those priorities. 

Situation B 

There is a conflict between the professional goal 
of improving client care and improving its own position 
versus serving specific client needs. 

The Florence Nightingale Pledge maintains that the 
nurse is to maintain and elevate the standard of the 
profession. At the same time the profession directs 
that the primary ethical duty of the nurse is to serve 
the client. 

The argument may be pointed in the direction of 
future well being of the patients. In undertaking this 
collective action, future patients will be better 
served. 
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Mr. Z., a 54-year-old advertising executive, arrives 

on your unit with a "living willa to which he has given 

much thought and attention. He is divorced and remarried 

and has two children from his second marriage, 9 and 11 

years old. Mr. Z. is having a second surgical procedure 

for cancer of the bowel after surgery and radiation 

therapy six months ago. He has been told by the physician 

that he has metastasis to the liver and that he should get 

his affairs in order. 

Living wills are not legally binding in your state, 

and you wonder what to do beyond attaching the will to Mr. 

Z.'s chart and making sure that everyone caring for Mr. Z. 

is aware of this. You do not agree with some of the 

conditions in Mr. Z.'s living will as stated and wonder if 

you should try to change his mind. You feel that every 

effect should be used because of Mr. Z.'s children. They 

should have their father with them as long as possible. 

Mr. Z.'s wife has already told you that she thinks a 

"living willn is totally unnecessary as the "doctors 

should decide. n 

Situation B 

K. is 14 years old. He was brought into the 

intensive care unit of the local community hospital after 

an accident while playing football. He has been in a coma 

and on a respirator since the accident two months ago. 
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K.'s father is manager of a local discount store. His 

mother is active in church and busy with five other 

children, all younger than K. The youngest has Down's 

Syndrome and attends a special class at the local public 

school. The nurses know that K's hospitalization is a 

terrible drain on this family, financially and 

emotionally. 

K.'s mother has asked one of the night nurses to 

"just unplug the respirator sometime when you're on duty. 

Who's to know? n K. meet s the Harvard brain death 

criterion. The legislature in K.'s state has recently 

authorized this criterion as a legally acceptable basis 

for pulling the plug. The physician has not discussed 

this with K's parents and has adopted a wait and see 

attitude because he knows of a similar case where a 

patient on a respirator for eight months has recovered 

completely. 

Questions to be considered in analyzing the above 

situations: 

1. Consider the legal and ethical aspects of these 

situations. 

2. What are the nurse's feelings within the 

framework of these considerations. 

3. Consider the patient and the role of the nurse 

and how they should interact in the ethics of 

this situation. 



4. What are the intrinsic factors of ethics and 

unspoken feelings in the given situations. 
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5. Consider the philosophical underpinnings of the 

situation and what the nurse obligation ought to 

be. 

Options to be considered in analyzing the above 

situations: 

1. Act use versus Passive Euthanasia. 

Nonmaleficence - do no harm. 

Current attempts by society as a whole to 

have the medical profession assist in the active 

process of dying. 

2. Nurse's personal values 

Nurse's understanding of the situation. 

Nurse ability to deal with families request 

in relationship to personal values are ANA code. 

3. Beneficence - doing good on benefitting the 

patient and family. 

Nonmaleficence - doing no harm. 

4. Nurse's concern for the children involved. 

Nurse's pledge to the ANA code. 

5. Explain to the family personal and 

professional values benefitting patient; Pledge 

to do no harm. 

The Cube: Using the Saunders/Decker model, apply the 

situation to each levei of the cube and analyze the 

levels within a group and/or individually. Think the 
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situation through within the model, keeping a journal 

of thoughts, realizations and ideas generated by the 

model (see example in first situation). 

CONTEXT 

1-1 Read carefully the situations and explain each 

situation. 

Situation A: Patient has metastatic cancer to the liver 
and also has living will. 

Situation B: Patient young, in coma and on a 
respirator. Family under severe stress. Patient 
meets Harvard criteria for brain death; state has 
passed laws making it legal to pull the pug on the 
respirator when patient meets the criteria. 

1-2 Both situations are dealing with Euthanasia. In 

situation A the patient is contemplating his own 

possible demise and making a decision to put his 

affairs in order. In -situation B the patient is a 

minor (14 years old) has had a bad accident and 

presents a slim possibility of recovery. Situation 

A is speaking to passive Euthanasia and situation 

B is speaking to active Euthanasia. 
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1-3 In considering Euthanasia in these two contexts the 
values to be considered are: 

(a) Nonmaleficence - do not harm 

(b) Beneficence - Benefit the patient 

(c) Avoid killing 

(d) Patient rights (to choose or not to choose) 

LANGUAGB 

2-1 Euthanasia means good death. There are two types 
of Euthanasia. Passive Euthanasia is where the 
patient is allowed to die. Treatment may not be 
initiated and/or ongoing treatment may be stopped 
with or without the consent of the patient. Active 
Euthanasia is where the patient may be supplied 
with the means to kill himself or directly bringing 
about a patients death with or without consent 
(Daws and Aroskar, 1983, p. 141). 

2-2 In situation A and with most living wills would be 
considered passive Euthanasia. However a fine line 
seems to exist between passive and active 
Euthanasia and patients rights (particularly 
consenting rights). In situation B the question 
would be active Euthanasia with an active role of 
pulling the plug on the respirator which would 
cause the ensuing death of the child. 
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2-3 In identifying the criteria including this in a 
situation of Euthanasia the nurse must consider. 

(a) Her own religious, personal and moral feelings 
regarding death. 

(b) Nonmaleficence - do no harm. 

(c) Beneficence - benefiting the patient. 

(d) Duty - to patient and self 

(e) Passive versus active Euthanasia - may comfort 
dying patient and give intervention to relieve 
suffering. 

VALUES 

3-1 Euthanasia is a reality in any hospital or 
care-g~v~ng institution. Experience shows that 
dealing with critically ill patients presents death 
as one of the alternatives. The context of the 
situation and the language regarding the situation 
lead to the inescapable reality of Euthanasia. 

3-2 Since all living systems cycle through life and 
death, the historical aspect of dying is self 
evident. The questions come down to technology, 
which in the last 50 years has offered options to 
allowing nature to take its course. In ancient 
times people often were surrounded by their 
families at times of death, blessings were given 
and the individual was allowed to die. 
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3-3 Choice. 

Situation A: Nonmaleficence do no harm and 
Beneficence - benefit the patient where it is 
possible. The nurse must respect the patients 
right to choose a living will. 

Situation B: Nonmaleficence - do not harm. In this 
instance the nurses duty to not harm the child is 
paramount. Even though the mother has told the 
nurse to pull the plug, the nurse should explain 
that a decision such as that is out of her realm. 
Her duty is to support the patient. 

FIDELITY AND paOMISE XBEPING 

Situation A 

o.p. was a 79-year-old woman who had been admitted to 

the hospital on three different occasions during the past 

year for her nerves. Now she was complaining of 

dizziness, weakness, multiple awakenings during the night, 

as well as early morning awakenings, and generalized pain. 

Mrs. O.P.'s internist notified the psychiatrist, Dr. B .. 

He had Mrs. O.P. admitted to the psychiatric unit of a 

large county medical center. Brought to the unit by her 

son and daughter-in-law, Mrs. O.P. was obviously quite 

anxious and wanted to make sure that one of her family 

members was within touching distance during the initial 

nursing assessment. Her posture was slightly slumped, and 

she walked with an unstable, shuffling gait. Except for 

mild diabetes controlled by diet and mild hypertension 

controlled by medication, she seemed in good physical 
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condition. She was, however, confused and very frightened 

of being admitted to the psychiatric unit. 

Q.R., an experienced psychiatric nurse, admitted Mrs. 

o.p. to the unit and learning some important psychosocial 

information about her patient. It seemed that Mrs. O.P. 

had experienced several losses in recent times, including 

the death of her husband just over a year ago. She had 

also been rejected by her middle child, who had always 

been her favorite. She presently cared for her oldest 

daughter, who was disabled. She had also raised her 

granddaughter, but this child had recently moved away to a 

distant city. She had no living siblings and expressed 

special concern for a younger sister who had been in a 

state mental hospital for many years and had died there. 

Apparently, this sister and Mrs. O.P. had been very close. 

An extensive medical workup was completed, and the 

results of all tests were essentially within normal. Mrs. 

O.P. was started on low doses of prosaic with some 

results. She began to smile when spoken to by others, 

took a slight interest in her appearance, and began to 

participate in unit activities. Despite these 

improvements, Dr. B. thought that a course of 

electroconvulsive therapy (ECT) should be considered. He 

asked the social worker to discuss ECT with the famiJy 

which he and the nurses would begin to discuss it with 

Mrs. O.P. 
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The psychiatric nurse, Q.R., had established a good 

relationship with Mrs. D.P. and felt confident that her 

patient would consent to ECT. She had taken care of many 

patients like Mrs. D.P. who had greatly benefitted from 

this particular form of treatment. She believed in the 

overall beneficial effects of the therapy in depressed 

elderly patients who also had good family support and 

care. Mrs. D.P., however, strongly opposed any discussion 

of a potential course of ECT. After both Mrs. Q.R. and 

Dr. B. had discussed it with her, she became very agitated 

and began to show marked signs of mental decompensation. 

She begged the nurse Q.R. to promise her that she would 

not let them give her ECT therapy. Mrs. Q.R. assured her 

that they would not harm her and that he had nothing to 

fear. 

In discussing the matter with Mrs. D.P.'s son, it was 

learned that she had signed a power of attorney shortly 

before admission to the hospital, giving her son the 

authority to handle all her affairs. Since she was still 

the sole provider for her disabled daughter, this had 

seemed a wise thing to do while she was in the hospital. 

The social worker had informed the son that he could 

authorize the ECT for his mother, based on the legal 

powers that he already had for her care and her affairs. 

Yet the son was reluctant to sign for the therapy knowing 

how frightened it made his mother. However, he also 

realized that the ECT would probably improve her mental 
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status to the point where she could return home and live 

without fears. He_was convinced that the procedure was 

safe and promised great benefit to his mother. He decided 

to seek the advice of Mrs. Q.R. in helping him to decide 

whether he should agree to the treatment for his mother. 

He told Mrs. Q.R., nIf you and Dr. B think that ECT will 

help ID¥ mother, then I will sign the papers agreeing to 

the therapy. What do you think is best for ID¥ mother?n 

Mrs. Q.R. was torn between her promise to the patient 

that she would not let anything harm her and her knowledge 

of the beneficial effects of ECT. While Mrs. Q.R. did not 

think ECT was harmful, Mrs. D.P. certainly perceived it as 

something harmful. Thus, Mrs. Q.R. was very uncomfortable 

with the son's questions. She also realized that her 

comments would more than likely sway the son to sign or 

not sign the forms. At the same time, however, she could 

see Mrs. D.P.'s mental condition deteriorating each day. 

She was uncertain how she should respond to the son. 

Situation B 

P.B., the pediatric nurse-practitioner in an 

ambulatory health clinic, called 15-year-old C. into her 

office. C. had been referred to the nurse-practitioner by 

the fracture clinic. At her 6-month check-up for a 

difficult ankle fracture, it was discovered that C.'S 

hemoglobin was below normal. Since her fracture had 

healed without complications and would require no further 

follow-up, the fracture clinic nurse had referred C. and 
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hemoglobin and nutritional counseling. 
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During the nutrition-counseling session, C. confided 

to Ms. P.B. that she is 6 weeks pregnant. She also told 

Ms. P.B. that she was scheduled to have an abortion during 

the following week and did not want her step-mother to 

know. At the close of the session, Ms. P.B. invited C.'S 

step-mother into her office to explain the diet and 

follow-up planned for the low hemoglobin. C.'S step

mother expressed concern about her daughter--she seemed so 

tired lately, has had nausea and has not been eating well, 

and so on. Were these symptoms caused by her daughter's 

low hemoglobin? Ms. P.B. is concerned about C. She is 

convinced that C. will have a very difficult time facing 

her abortion on her own. She believes that C.'S step

mother would be understanding and that C. would be much 

better off if her mother were told about her real problem, 

but she is also committed to confidentiality. 

Questions involved in the following situations: 

1. What are the underlying moral and ethical 

principles in these situations. 

2. Consider the legal implications involved in 

these situations. 

3. Explore and analyze the ethical, moral and legal 

implications in each situation and place them 

within the historical origins of nursing ethics. 
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4. The nurse should consider the patients feelings 

and values concerning these situations. 

Options involved in the following situations: 

1. Kantian philosophical - not to break promises 

- good will. If promises constantly broken then 

a promise would be meaningless. Augment as to 

consequences of promise breaking utilitarian 

concept - consider the consequences of keeping 

or not keeping a promise. 

2. The right to privacy - the clients trust 

placed in the nurse. Information disclosure 

without consent of the patient, keeping 

information confidential, the benefit or harm to 

patient must be weighed well as benefit or harm 

to society. 

3. Code for nurses offers exception to breaking 

confidentiality when it involves harming 

innocent third parties. The medical codes also 

promote breaking of confidentiality in 

situations where harm will come to innocent 

parties. 

4. This may include a case of autonomy in 

situation A in situation B the young girl as a 

minor. Again the nurse must weight benefit and 

harm to the patient and others. 

The Cube: Using the Saunders/Decker model, apply the 

situation to each level of the cube and analyze the 
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levels within a group and/or individually. Think the 

situation through within the model, keeping a journal 

of thoughts, realizations and ideas generated by the 

model (see example in first situation). 

CONTEXT 

1-1 Read each situation carefully and formulate it in 
your own words. 

Situation A: This is a very complex situation which 
involves the patients fears, the nurse promise, the 
recognition that treatment may help the patient and 
the legalities of the situation. 

Situation B: The situation again involves confidential 
being weighed against what would be best for the 
patient. The young woman might need the support of 
the step-mother to help her cope with abortion. 

1-2 Fidelity, promise keeping and confidentiality is 
very important in the clinical setting for the 
nurse. There are legalities involved in the 
patients right to privacy. Here is a delicate 
balance in both situations. Situation A being the 
patients fears versus the possible good effects of 
treatment. In Situation B the young woman is an 
underage minor, plus the nurse must weigh the 
support that the stepmother may offer to the child 
when she has the abortion. 
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LANGUAGE 

2-1 Fidelity, promise keeping and confidentiality are 
important aspects of health care. However if other 
parties will sustain damage in relationship to 
this, the options of faithfully keeping a promise 
are called into question. 

2-2 Fidelity denotes a strict observance of promise 
keeping, loyalty and faithfulness. Other meanings 
include adherence to fail or detail, accuracy and 
facts (Websters, 1989, p. 528). Therefore, the 
fidelity to a patient may involve keeping a promise 
as well as keeping accurate records. In a strict 
sense the benefits and harms to the patient 
involving the consequences of fidelity, promise 
keeping and confidentiality are difficult to 
address. 
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2-3 The criteria for the value situation based on 
language structure would involve: 

(a) good will (Kantian principle) 

(b) benefit versus har.m to the patient 

(c) patients rights to privacy 

VALUE 

3-1 Fidelity, promise keeping and confidentiality are 
unquestionably real within the health care setting. 
Situation A and B place the nurse in the position 
of weighing benefits to har.m of the patient. The 
other aspect of this is patients rights to privacy. 
This can carry legal overtones in ter.ms of what 
infor.mation is kept confidential and what is not 
kept confidential. 

3-2 Historically promise keeping was very much a part 
of philosophical thought. Imanuel Kant pointed out 
that not to break promises was an act of good will 
hence his categorical imperative. Also, the 
concept of promise breaking in regard to 
utilitarian principle of the most good for people -

consequences of breaking confidentiality. 
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3-3 Choices. 

Situation A: Although the nurse has promised the 
patient that she will keep her from a particular 
treatment, the son has the legal authority to 
proceed. In this instance, the nurse must weigh 
benefits versus harm to the patient (nonmaleficence 
versus benefits). The ethical stance must consider 
that if treatment is initiated the patient may get 
better and be able to return to a functional 
existence outside of the care setting. 

Situation B: A more delicate balance exists. Here the 
nurse must respect the patients rights recognizing 
however that legally the patient is a minor. The 
nurse again must consider nonmaleficence versus 
benefits to the patient. 

JUSTICE: ALLOCATION OF HEALTH RESOtJRCES 

Situation 1l 

After reviewing the needs of all patients on a 

medical-surgical nursing care unit, the night nurse 

decides to set priorities for time needed among four 

patients. One, Mr. H., is an 93-year-old man with a eVA, 

who is semi-comatose and will inevitably die, but who 

needs suctioning every 15 to 20 minutes. The second, Mr. 

K., 50 years old, was admitted for observation and has 

already had several bloody stools. The third, 60-year-old 

Mr. P., is a recently diagnosed diabetic with verff 

unstable blood sugar levels, who is receiving insulin 

intravenously and requires frequent vital sign checks. 

The fourth, 35-year-old Mr. K, is a patient who learned 

today that he has inoperable cancer with metastasis to the 
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spine. He has been suicidal in the past. The nurse 

realizes that these patients have different needs. 

Moreover, the amount of help the nurse can give is 

different in each case. Should her decisions be based 

entirely on how much she can benefit each patient? On how 

much need each patient has? Should the nurse spread her 

time equally among all the patients? How should the nurse 

decide how to allocate her time? 

Situation B 

T. is the emergency room nurse for a small private 

hospital in the suburbs of a large metropolitan area. She 

has worked at this particular hospital for 7 years. 

Because of recent cuts in federal monies to her 

institution, the emergency room has been asked to screen 

admissions very carefully. For example, patients who do 

not have health insurance are to be referred to other 

nearby hospitals for emergency care whenever possible; 

maternity patients are not to be admitted if they are not 

the patient of any of the staff physicians, except in 

extreme emergency. 

One Friday night, a pregnant 35-year-old hispanic 

woman at term came to the emergency room. The woman 

thought that she might be in labor, but since this was her 

first pregnancy, she was not sure. The patient was 

unmarried and accompanied by her sister. She was not the 

patient of any of the staff physicians and had not 

received regular prenatal care during her pregnancy. The 
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woman had been referred from the emergency room of another 

private hospital several miles away. She could not pay 

and the hospital wanted to admit only paying patients. 

She did not qualify for Medicaid. After checking the 

woman's vital signs, the nurse telephoned the acting chief 

of obstetrics. T. noted no abnormalities and the patient 

did not appear to be in active labor, the acting Chief of 

Obstetrics told T. to tell the family to transport the 

pregnant woman to the county medical center where she 

could be admitted without any trouble. 

T. wheeled the pregnant woman to the emergency room 

entrance and helped her into her sister's car. A few 

minutes later, the sister returned and asked for an 

ambulance stating that she thought her sister was becoming 

quite ill. T. went outside to the car and examined the 

pregnant woman. She noted that, aside from being in 

advanced pregnancy, the woman had vomited, she was 

lethargic, her skin was moist and her respirations were 

rapid. There were still no signs of labor. The sister 

asked the nurse to call a specialist because she was 

concerned about her sister's condition. T. returned to 

the emergency room and again called the acting Chief of 

Obstetrics. He firmly told T. to refer the patient to the 

county medical center. Even when she expressed concern 

about the patient's condition, he told her to send the 

patient to the other hospital. Although the nurse did not 

agree with the acting Chief of Obstetrics decision, she 
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felt that she could do nothing but again recommend 

traveling to the county medical center--a IS-minute drive. 

She told the sister that she would call the emergency room 

of the county medical center and inform them of their 

impending arrival. 

The next day, T. learned that the woman was in 

critical condition at the county medical center because of 

a ruptured uterus. Her fetus had died. There was a 

strong possibility that the family of the pregnant woman 

would sue T., the acting Chief of Obstetrics, and the 

hospital for their failure to provide emergency care to 

the woman. T. was furious. A careful and respected 

practitioner, she felt that her otherwise prudent and 

expert nursing judgment was being constrained by the 

economic position taken by the hospital concerning 

emergency admissions. It was certainly acceptable for the 

hospital to be concerned about the cost-effectiveness of 

its services. Could any institution make regulations that 

potentially constrained the moral/or legal judgment of its 

nursing staff? 
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Questions involved in the following situations: 

1. What is involved in these situations regarding 

the allocation of health care resources. 

2. Discuss and relate the ideas of the Rawlsian 

concept of justice and utilitarian (to the best 

of your ability) . 

3. Can equality, in the name of justice, be 

sacrificed whenever it offers the least benefits 

to the least well off? 

4. Consider and contrast the historical codes and 

the present day realities. 

5. Examine your own values in relationship to the 

given situation. 

Options involved in the following situations: 

1. Rawlsian system, fairness in distribution of 

goods, are these cases services. The highest 

total good to society versus somewhat lower 

total good with that good being more equally 

distributed. Utilitarian argument that net 

benefits tend to be greater when benefits are 

distributed evenly. 

2. Nurses choices with distribution of time and 

service. Nurses often inability to take 

autonomous action due to control by physician. 

3. Utilitarian claim that even distribution of 

(goods) health care will maximize the total good 

to society. 
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4. Historical codes total self sacrifice -

present day codes recognize balance of duty 

along 'with professional welfare and private 

values' 

5. Nurse Personal values. 

Nurse's energy. 

Prioritizing by the nurse. 
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The Cube: Using the Saunders/Decker model, apply the 

situation to each level of the cube and analyze the 

levels within a group and/or individually. Think the 

situation through within the model, keeping a journal 

of thoughts, realizations and ideas generated by the 

model. 

Situation A: The nurse is placed in the position of 
prioritizing her benefits to the patients. All 
four patients are in great need and distribution of 
health care poses a dilemma for the nurse. 

Situation B: In the situation the nurse judgment is 
overridden by the authority of the physician and 
the hospital policy. 
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1-2 Allocation of health resources offers a challenge 
for the nurse. In situation A the challenge is 
posed on benefit to the individual patient. In 
situation B the challenge is the inability of the 
nurse to allow the patient access to health care 
via institutional and physician restraints. 

1-3 In looking at the value claims in situation A the 
nurse must look at beneficence to the patient, 
autonomy of the patient and thirdly consequences of 
outcomes with the principles of justice. In 
situation B the Rawlsian concept of justice sets 
the direction whereby the patient would have equal 
access to health care, benefitting the client will 
offer our society. 

LANGUAGE 

2-1 Allocation of health resources becomes a critical 
issue on an individual and a collective basis. 
Here the value laden language involves the most in 
need of health care. Situation A demonstrates this 
need. In situation B the nurse sees the need but 
due to constraints placed on her authority in the 
situation she is helpless to act. 

2-2 Allocation of hea.lth resources implies justice. 
This speaks to the condition of equality and/or 
equal access. Rawls theory a justice includes two 
basic principles which are liberty and allocation 
of goods (Rawls, 1971). Resource allocation for 
the utilitarian concept revolves around the 
principles of beneficence and nonmaleficence. 
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2-3 In considering the criteria for value selection, 
the nurse must consider: 

(a) Her own sense of fair distribution. 

(b) Benefits versus harm to the patient. 

(c) The principle of autonomy in relation to the 
patient. 

(d) Justice involved in allocation 

VALUES 

3-1 Allocation of health care resources in a just 
fashion is a reality of the current health care 
situation. The needs range from direct delivery, 
as in situation A, to economic and authoritative 
constraints in situation B. The reality being the 
context and language of the situation which is 
discovered in experience. 

3-2 Historically, immediate need often sets the 
precedent. A patient close to death is prioritized 
over one with a minor cold. These priorities have 
manifested themselves via greatest need. However 
modern, technology within a more complex society 
has brought about the situations as encountered in 
A and B. 
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3-3 Situation A: The nurse ought to allocate health 
resources based primarily on: 

(a) Beneficenr-e - greatest benefit 

(b) Nonmaleficence - do no hanm 

(c) Autono~ of the patient 

Situation B: The nurse ought to allocate health 
resources: 

(a) Maximizing patients rights 

(b) Being a patient advocate 

(c) Beneficence versus nonmaleficence 

MANAGEMENT OF TROTH 

Situation A 

The nurse B., admits patient T.O. to his room 

following surgery. His diagnosis is metastatic cancer. 

The family members have apparently talked with the 

physician, Dr. B.W., and know the diagnosis. However, the 

physician has written an order that the patient should not 

be told his diagnosis. During the first two days 

following surgery, the patient frequently asks the staff 

about the results of surgery and the laboratory reports. 

The physician visits the patient twice but has still not 

told patient his diagnosis. The wife and childr,9n are 

finding it difficult to avoid the question that their 

family member asks. They keep asking the nurse when the 

patient will be told his diagnosis (they want the 
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physician to tell him) and the nurse feels caught between 

the patient's requests, the family's requests, and the 

physician's order. The nurse firmly believes that the 

patient has a right to know his condition but does not 

believe that it is her responsibility to tell him. When 

others on the health care team do not follow through with 

their responsibilities, should the nurse be put in a 

situation that requires her to lie? 

situation B 

Baby A is a healthy, 3-day-old male infant who 

suddenly stops breathing. Immediately the nurse suctions 

the baby which results in spontaneous respirations within 

2 minutes. A few ho~rs later the baby is breathing 

normally and is taken out of the nursery to the mother for 

a scheduled feeding. The nurse decides not to tell the 

mother that her baby had momentarily stopped breathing. 

At the end of the feeding time, the mother asks the nurse 

if there is something wrong with her baby--the baby has 

slept throughout the feeding time. The nurse reassures 

the mother by saying, The baby is okay, many times babies 

will sleep through their feeding time." 

Questions involved in the following situations: 

1. Consider the ethical/moral principles in each 

situation. 

2. What might the legal complications be in each 

situation. 
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3. Where does the nurses obligation rest, in light 

of historical and current day practice. 

4. What are the nurses own values in relationship 

to each situation. 

5. Given the nursing codes and the current day 

social, legal and cultural environment, what 

ought to be the nurses obligation? 

Questions involved in the following situations: 

1. Independent of consequences - harm versus 

good utilitarian postulate of truth telling 

initiates more harm than good. There is no 

obligation to tell the truth. For instance, 

telling a dying patient his condition may be 

cruel - duty to be truthful is weighed by 

benefit and harm. 

2. Legalities involve patient right to privacy, 

autonomy, legal rights to records. 

3. Historical evidence shows nurse's obligation 

to patient is first. However, in the early 

beginnings of nursing there was a delicate 

balance between duty to patient and physician. 

In present day practice the nurse has become the 

patient advocate. 

4. Nurse's own value structure. This may 

involve deep scaled religious and personal 

feelings of how they feel the patient should be 

created. 
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involve how they would feel and what they 

would want to know about their condition if they 

were in the patients condition. 

5. The nurse must consider own motivation -

ethical issues and good mature and/or the 

judgment that the patient would be better off 

not knowing versus patient right to know. 

Benevolence acts out of will to do good. Very 

difficult to calculate withholding or disclosing 

information. 

The Cube: Using the Saunders/Decker model, apply the 

situation to each level of the cube and analyze the 

levels within a group and/or individually. Think the 

situation through within the model, keeping a journal 

of thoughts, realizations and ideas generated by the 

model. 

CONTEXT 

1-2 Both situations involve management of truth. 
However in situation A the nurse is in the dilemma 
of deciding how to balance the three competing 
alternatives which are the patients wish to know, 
the families desires and the physicians orders. 
Whereas in situation B the nurse has made the 
decision to withhold the truth from the patient. 
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1-3 In considering management of truth in the two prior 
context, the values to be considered are: 

(a) Beneficence - benefitting patient 

(b) Nonrnaleficence - not harming 

(c) Patients rights (legitimate expectations of 
persons in a given society at a given time 
implying legal control). 

(d) Duty of the nurse is truth telling versus 
withholding information. 

2-1 Management of truth implies that truth must be 
managed. This brings to mind if truth is to be 
managed, who should manage it and for what purpose. 
Perhaps it could be argued that truth management 
would be in the best interest of the patients in 
both situations. 

2-2 The language and structure of truth in the health 
care setting would revolve around data institution 
which may be both psychological and physiological. 
The element of management speaks to priorities of 
patient need based on the truth. Here it could be 
argued that a mentally retarded patient has no need 
for the truth based on the severity of the 
handicap. Again, placing the language and 
structure of truth management in context of 
situation A and B suggests the need the weigh harm 
versus benefit. 
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2-3 In identifying the criteria for selection of values 
the nurse should considar: 

(a) The right of the patient to know which may 
involve the a growth principles n of John Dewey. 
If the patient knows they may make rational 
decisions in their own behalf. 

(b) Beneficence - how truth will benefit patient. 

(c) Nonmaleficence - how truth will har.m patient. 

(d) Duty of the nurse to the patient - in the 
course of truth telling patient autonomy 
enhanced. 

(e) Lying versus withholding truth. 

VALtJES 

3-1 In looking at the perspectives presented in 
situations A & B the management of truth emerges as 
the real issues to be dealt with in the given 
context. Through discovering within the experience 
truth management is substantiated. 
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3-2 Historically, truth and the search for it have 
driven philosophical thought. The alternative to 
truth would be truth management, lying or 
withholding the truth. Then the weight of the 
argument could shift to health and circumstances of 
the patient. The nurse must weigh the benefits and 
harms and the right to know of each individual 
patient. Further constraints on truth (compiling 
alternatives) would be physician authority, such as 
a written order not to inform the patient. In this 
instant the nurse may challenge the physicians 
authority by requesting the rationale behind such 
an order on behalf of the patient. 
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3-3 Choices 

In situation A the nurse ought to: 

(a) Weight beneficence to nonrnaleficence of 
telling the truth to the patient. 

(b) Challenge the physician to present the 
rationale for withholding the truth. 

(c) Recognize duty to patient and the patients 
right to know of his condition. 

(d) Recognize patients need for autonomy and 
decision making. 

In situation B the nurse ought to: 

(a) Reevaluate priorities regarding withholding of 
truth. 

(b) consider and weight the withholding or truth 
versus telling the truth in relationship to 
beneficence and nonmaleficence to the mother 
and child. 

(c) Evaluate - the possible harm should the child 
be manifesting a serious condition which would 
need to be monitored. 

(d) Inform the physician of abies apnea and ask 
the physician "to explain to the patient the 
babies lapse of breathing and the medical 
significance. 

(e) Nurse should recognize duty in this situation 
to the patient and child. 

(f) The nurse should evaluate the intent of good 
will in the given situation. 
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Ethics involves making evaluations and is therefore 

considered a normative enterprise. Upon moving from the 

judgment that the individual can do something, to the 

judgment that the individual ought to do something, 

implies a set of norms, such as value judgments, rights, 

duties, responsibilities and the like (Veatch, 1987). 

Ethics, like art, is immersed in emotion and feeling. The 

emotion and feeling of an individual or a society is 

grounded in what is value (axiology). The study of law 

and ethics are similar in that both deal with the ·ought,· 

but the civil law and the moral law do not always 

correspond in a symmetrical fashion (Gonsalves, 1989). 

Axiology involves what ·ought· to be done in a given 

situation and ethical dilemmas arise where there are two 

or more mutually selective obligations or values in 

conflict. There is tension present between scientific and 

technological potential in the present health care system. 

In coping with this tension, societal and individual 

values are emerging at a rapid pace. 

It is important to place nursing ethics into the 

broader scope of ethics in order to gain an understanding 

of its foundation and origin. Nursing ethics revolves 

around and has been shaped by the core ideal of nursing, 

that is, the ideal of service. This historical ideal 
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which has been pervasive has been used b¥ nursing a 

priori, to judqe itself. These ideals of service were 

predicated upon the religious ideas of selflessness, 

fidelity, beneficence, nonmaleficence, veracity and other 

ideas which include moral values and judgments. The 

evidence of this is strongly indicated in Isabel Robb's 

nursing ethics (1900). She writes of the nurse being 

invested with the dignity of her profession and the cloak 

of love for suffering humanity. Her theme was that 

nurse's work is ministry. As the reality of historical 

change impacted with the ideal of service, nurses began to 

recognize that service did not have to equate with 

sacrifice (Steele, 1983). 

One of the strongest principles incorporated into the 

idea of service is that of distributive justice. There is 

a dynamic tension between this ideal of selfless service 

and that of individual nurse's economic survival to allow 

for this service ideal. However, this notion of justice 

in the distribution of nursing services is carried 

throughout the codes of nursing. Other principles of 

nursing ethics which are carried down this historical path 

are nonmaleficence and beneficence (Veatch, 1987). The 

shift from the Florence Nightingale idea of not giving any 

harmful medication to 'the protection of the public from 

harmful misinformation has been transported by these 

principles from 1893 to 1976. 
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All codes, beginning with the Nightingale Pledge, and 

all following codes, have emphasized standards of practice 

and the upholding of standards of practice. These 

standards of practice have been present in all of the 

codes and have been impacted by the societal values over 

time. 

In order to accomplish this ideal of service, the 

standards of practice must be protected and reflected in 

the society. This includes the individual in society and 

society as a whole. This is the only way quality of 

service may be secured and upheld (American Nurses 

Association, 196B). 

Conclusion 

Nursing ethics is an expression of the nursing 

professions acceptance of the responsibility and trust 

which society has vested in it. As noted in the 

interpretative statements of the codes, a code of ethical 

conduct only offers guidance and evaluation of nursing 

actions; however, it does not assure the virtues required 

for professional practice is held within the character of 

the individual nurse. Nursing ethics is still a fragile 

conceptualization, but one hundred years of history has 

given it a solid foundation. 

Society, technology, scientific advancements and 

social change are dynamic; wherein, health professionals 

are increasingly called upon to make moral decisions many 

feel ill prepared to make. Nursing has taken the step 
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from being the handmaiden of the physician, to an 

autonomous practitioner, who is truly a patient advocate. 

The registered nurse must now begin to understand, 

analyze, amend and set the parameters for nursing ethics 

as history unfolds. 
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