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Abstract 

In a descriptive study, Lutzen's Moral Sensitivity 

Questionnaire (MSQ) was used to describe nurse case 

managers' perception of ethical decision making. Both 

community-based and hospital-based case managers responded. 

Research questions addressed (a) relationship between 

respondent's age and patient autonomy and between length of 

experience as case manager and benevolence; and (b) 

difference in conflict in ethical decision-meUcing by level 

of education and difference in rules in ethical decision

making by type of setting. No significant correlations were 

found between the respondent age and patient autonomy nor 

between the respondents' length of experience as case 

manager and benevolence. There was a statistically 

significant difference in perception of conflict by 

educational level. Difference in rules in ethical decision 

meiking by type of setting approached statistical 

significance. 
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CHAPTER 1 

INTRODUCTION 

Most of the ntirsing literatxire provides little 

guidance for case managers who are dealing with ethical 

issues (Newell, 1996). Changes in health care promise 

ground breaking opportunities for professional nursing 

expansion and empowerment, but along with these 

opportunities comes the need for greater self-examination 

of what constitutes ethical behavior and the responsibility 

to recommit to a standard of ethics and principles that 

provide a framework for ethical behavior (Moss, 1995). The 

purpose of this study was to describe nurse case managers' 

perception of ethical decision making. 

In managed care, there are ethical dilemmas facing 

health care professionals. The caring and professional 

model of health care has been challenged by competing self-

interests, which may encourage greed. The parameters of 

professional interests are often blurred as profit margins 

override benevolence and charity while concerns for 

economic viability depersonalize patient nurse interactions 

while excluding those who cannot afford health care from 

the system (Werhane, 1994). 

The ANA (1985) presents a written code of practice 

for nursing. There is not a specific ANA code to guide 
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nurse case managers' scope of practice to handle specific 

ethical questions arising from relationships with staff, 

physicians, patients, and administrators. To have an impact 

on ethical decision mcUcing, at both the theoretical and 

practical level, requires a code for practice. 

Chapter 1 includes background on Managed Care, Case 

Management, and Ethics from a nxarsing perspective, 

particularly, from a Case Management viewpoint. This 

chapter also includes a statement of the problem, purpose 

of the study, and significance of the study. 

Background 

The background section addresses Managed Care, Case 

Management, and Ethics, particularly from a Case Management 

perspective. 

Managed Care 

Managed care and case management are not inter

changeable concepts. Managed care is a system of cost-

containment progrcuns; case management is a process. 

Definition of Managed Care 

In global terms managed care consists of the 

systems and the mechanisms utilized to control, direct and 

approve access to the wide range of services and costs 

within the health care delivery system (Mulleihy, 1995). 

Using cost-containment programs that include guidelines and 



criteria for health care delivery, managed care 

incorporates health maintenance organizations (HMO's), 

preferred provider organizations (PPO's), direct 

contracting (in which an employer contracts directly with a 

hospital or other health care facility), bill audits, 

utilization review, preadmission authorization, concurrent 

review, retrospective review, second surgical opinions 

(SSO's) , independent medical exeuns (IME's) , and case 

management (Mulleihy, 1995). 

Managed care is a dynamic force that is 

economically driven. The underlying premise is one of 

delivering health care in the most effective means possible 

at the highest quality and accessibility for all. Managed 

care is actually a spectrum of systems in which a panel of 

contracted providers uses an authorization system to 

provide services to subscribers (Kongsvedt, 1993). These 

options include some limitations on benefits to subscribers 

who use non-contracted providers. Subscribers are viewed as 

purchasers of health care benefits. 

History of Managed Care 

Willieuns and Torrens (1993) define managed care as 

a set of techniques used by or on behalf of purchasers of 

health care benefits through case-by-case assessments of 

the appropriateness of care prior to its provisions to 
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manage health care costs by Influencing patient care 

decision meiking. 

Managed care is a paradigm shift in the delivery of 

health care (Himali, 1995). Managed care is the natural 

response to a health care system of waste and expanding, 

expensive technology. In the 1950's and 1960's health care 

was paid for on a fee-for-service basis; that is, the bill 

was tendered and paid for without diagnosis, medical or 

diagnostic limitations. Medicare reimbursement changed to a 

DRG (diagnosis related group)/prospective payment system in 

the 1970's and 1980's. This set the standard as each 

diagnosis carried with it a set or prearranged 

reimbvirsement (Powell, 1996) . This standard sent insurance 

companies and hospitals scrambling to improve the 

management of care. 

Managed care strategies followed a series of other 

cost control measures, including insurance benefit 

limitations and exclusions, prepaid health plans, 

prospective payment systems and fee schedules. Although 

many people feel that managed care is a new occurrence, it 

did, in fact, begin in the 1920s in Los Angeles and was 

well established in the 1940s (Cloutier, 1995). Prepaid 

group practice began with the Group Health Plan of Puget 

Sound, followed closely by the Kaiser Permanente Group of 

Southern California. Employers foxind prepaid group practice 
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attractive as it allowed them to prospectively budget 

employee health costs. The federal government established 

the Health Maintenance Act of 1971, which defined the 

regulations for HMO's and established planning grants and 

loan guarantees to encourage the development of prepaid 

group practices in new regions of the country. The era of 

managed care had arrived (Cloutier, 1995). 

Case Management 

Defining case management can be difficult as it 

encompasses the roles of niirse, social worker, insurance 

representative, and mental health professional. The Case 

Management Society of America (CMSA), however, defines case 

management as "the collaborative process which assess, 

plans, implements, coordinates, monitors, and evaluates 

options and services to meet an individual's health needs 

through communication and available resources to promote 

quality, cost-effective outcomes" (CMSA, 1994, p. 8). 

History of Case Management 

Historically case management has been practiced 

since the early 1900's. Early providers of case management 

services were public health nurses and social workers who 

coordinated services through the public health sector. 

Following World War II, insvurance companies began to employ 

nurses and social workers to assist with the coordination 

of care for soldiers returning from the war who suffered 



15 

complex injuries requiring multidisciplinary intervention 

(CMSA, 1995). 

Formalized case management began with Medicare and 

Medicaid demonstration projects in the early 1970's. 

Several types of case managers were documented in the 

health care literature and their focus of care varied with 

the nature of the organization providing case management 

services, the target population, and the discipline of the 

case manager. As cost containment programs emerged in the 

health care industry, the dual priorities of case 

management became meeting the client's needs and making 

good use of community resources (Cloutier, 1995). The role 

of case manager encompasses both "internal" (working within 

a treatment facility or progreun) and "external" 

(independent case managers overseeing the delivery of 

services over the entire continuum of the illness or injury 

episode) (CMSA, 1995). 

Nurses make up 90% of all case managers in private 

rehabilitation, indemnity insurance, preferred provider 

organizations, the medical portion of worker's compensation 

claims, and most health maintenance organizations. Social 

workers are used in long-term care, general human services 

care, psychiatric care and some group-model HMO's (Newell, 

1996). Nursing is, however, becoming more active in the 

roles previously assigned only to the social worker and, in 
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some settings, nurses are now seen as the most 

appropriately trained professional. Although social workers 

do medical case management in some settings and with some 

high risk populations, their efficacy can be limited due to 

their lack of clinical health care training (Sampson, 

1994). 

Case Management and Theory 

There has been little research and nursing theory 

development specific to case management. A resurgence of 

interest in the notion of practice theory has occurred. 

Benner (1984) and Schon (1983) have argued that practice 

theory may be discovered, identified, and communicated by 

observing and engaging in dialogue with expert 

practitioners. These means may be iincovered and identified 

systematically. By engaging nurse case managers in research 

related to their practice, researchers can discover and 

develop outcome measiires for focusing upon key practice 

problems inherent in the case management arena. There needs 

to be less emphasis placed upon general personal needs and 

more upon specific priority needs so outcomes may focus 

upon nursing theory geared towards an increasingly 

demanding nursing practice (Williams, 1991). 

Human beings are behavioral systems with structural 

elements and functional rec[uirements. By understanding 

these elements and functions, case managers can better 



understand and assist clients and patients in meUcing 

choices and tedcing actions that will fulfill their needs 

(Newell, 1996}. The case managers' understanding of order, 

disorder, and control issues along with social service, 

legal, insurance, and human behavioral systems can assist 

in constructing action plans oriented to patients' health, 

functional and spiritual needs (Newell, 1996). 

Nursing theory takes a perspective of person, 

environment, health, and nursing, specifying the 

relationships between them, so as to be testable in the 

realm of research through systemization, empiricism, 

control and critical review (Fawcett, 1986) . Literatujre 

reviews show that the relationship of nurse case managers 

to nursing conceptual models lacks specification, 

particularly in the areas of case management designs, 

structure, implication, and outcomes. Various nursing case 

management models share common concepts, including quality 

nursing care, measurement of practice outcomes, 

collaboration, resource allocation, and management 

organizational schemas. Each model demands high 

professional nursing quality and application of knowledge 

from other disciplines, such as economics, management, 

organization, role theory, change theory, and general 

systems theory (Meleis & Hennings, 1989). 
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Fawcett's (1986) book The Double Helix delineates 

nursing conceptual models into developmental, systems, or 

interactionist frameworks. The systems model focuses on 

biological, psychological, and social systems within the 

person, and nursing actions are required when imbalances 

occiir within one of these systems. The developmental model 

stresses stage development and focuses upon self-reliance, 

and the nurse is seen as a facilitator to guide the person 

to a state of optimal wellness. The interactionist model 

stresses communication and human interactions with others 

as its focus. Nurses intervene to help clients acquire 

roles that will achieve coping with their health concerns 

(Aggleton & Chalmers, 1987). 

Each of these models embodies assumptions and 

beliefs about how reality is structured and changed and the 

opportunities afforded niirsing by encompassing these models 

in practice. However, none of these models was identified 

as being implemented as guides for nurse case management 

development and practice. The interdependence between 

nursing practice and nursing theory requires support from 

each for the survival or growth of the profession (Firlit, 

1990) . 

Fry (1989) proposes that nursing theory/theories of 

ethics will be appearing in the literature soon and that 

nxirsing ethics will be an essential element in the 
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philosophy of nursing. Fry states, "if a theory of nvirsing 

is to have any purpose, it must espouse a view of morality 

that not only truly represents the social role of nursing 

as a profession in the provision of health care, but also 

promises a moral role for nursing in the care and nurture 

of individuals who have health care needs" (p. 20) . 

Ethical Theory for Case Management 

Duldt (1995) presents an ethical theory applicable 

to the case management role. Her theory consists of two 

parts with the primary emphasis upon viewing persons 

from a moral view of self. Part one deals with the 

underlying assumptions that everyone has their own personal 

theory of the world and should be treated ethically using 

the traditional principles of autonomy, beneficence, 

justice, veracity, confidentiality, and fidelity in making 

choices resolving ethical dilemmas. Part two is broken down 

into three sections, which deal with the actual day-to-day 

interactions with patients. The three sections are further 

delineated into: 1) communicating —active listening, 

providing authentic feedback and using a broad range of 

humanizing attitudes to interact with patients; 2) coaching 

— using logic, critical thinking and argumentation to 

solve critical life and health related situations; and 3) 

caring — providing personal care services to those unable 

to care for themselves, active listening, tolerance, and 
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trustworthiness as a means of searching for solutions to 

critical life situations. 

Assianptions of the Theory 

The assumption (listed below, p. 20) is based upon 

the premise that most nurses are practicing in hospitals, 

clinics, and acute ceire agencies. The length of 

hospitalization has become shorter and the clients' 

illnesses more complex (Duldt, 1995) and "here and now" 

perspective is very applicable to nursing, particularly in 

the case management role. Further clarification of the 

assumption shows this model to be useful as there is a 

greater diversity in cultural-linguistic, socio-economic, 

and ethnic nationality components in American society today 

and Duldt's existentialist philosophy (focusing upon the 

client as the true decision-maker in his or her own health 

care concerns) tends to make sense. Applied to the case 

management model, the assumption of the theory is specific; 

The present health care system is very bxireaucratic and 

complex and the nurse, through supportive intervention, is 

able to maintain and augment the client's state of health 

through the process of assessment, planning, interventions, 

and evaluation to achieve optimal wellness from the 

client's own perspective. 



Testability of the Theory 

Fawcett's (1986) criteria for testability, howeyer, 

are met in the realm of research through systemization 

(based upon the existentialist model) , empiricism (using 

observation and experimentation) , control (it has been 

used, primarily, in the psychiatric domain), and critical 

review (the theory speedcs to nursing practice and ethical 

standards) . This theory was not selected as a basis for the 

conceptual framework of this study due to its limited use 

in guiding research. 

Ethics 

Webster's (1991) Dictionary defines ethics as "a 

system of moral standards or values; a particular moral 

standard of value. Further elucidation of the term ethical, 

as applied to case management, defines it as "conforming to 

the standards of conduct of a given profession or group" 

(p. 466). 

Ethical Decision Making 

Ethical decision making is a difficult and 

demanding task, requiring intense self-awareness, an 

understanding of ethical issues, and an application of 

ethical standards. In Stephen Covey's (1989) book. The 

Seven Habits of Hiahlv Effective People, he defines "ethos 

as your personal credibility, the faith people have in your 

integrity and competency, the trust you inspire in others" 

(p. 255). Ethos derives from Greek language and is defined 
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as the characteristic and distinguishing attitudes, habits, 

and beliefs of an individual or a group and comes from the 

term, ethical, as previously defined. The term "moral" also 

comes from the Greek ethikas (or ethical) and by way of 

clarification consists of principles, standards, or habits 

with respect to right or wrong in conduct (Webster, 1991). 

Relatively little has been written about the ethical impact 

of the dramatic changes that are reconfiguring the health 

care environment, both at the local and national level. 

Furthermore, some questions have been raised regarding the 

implications of cost-containment strategies and the ensuing 

results that this may have on the traditional values 

providers and consumers have come to expect in our nation's 

health care system (Duldt, 1995). 

Mclnerny (1987) sets forth philosophical and 

ethical concepts that he considers essential to competency 

in moral reasoning by nurses. IMrther elaboration of these 

concepts shows the interrelatedness of moral reasoning and 

normative ethics. In this case, inquiry seeks to state and 

argue for specific moral judgments in reference to 

particular moral issues, such as the ethical decision 

meiking process (p. 276). 

Cooper (1991) argues that the field of nursing 

ethics has overlooked the nature of a guiding moral 

framework in nursing practice. What is needed to guide 



moral and ethical reasoning is both a principle-oriented 

ethic and an ethic of care, as experienced by practicing 

nurses. Davis (1991) identifies the need for a professional 

code in nursing as a general guideline for ethical decision 

making. This code would indicate the basic values nurses 

hold as essential to the nursing profession. 

Managed Care Ethics 

The goal of managed care is to control health care 

costs by such means as keeping people healthy and 

decreasing length of hospital stays. This change in health 

care delivery has resulted in many challenges for nursing, 

particularly in the areas of fidelity and due care. The 

ethical principle of fidelity, or promise keeping, forms 

the basis for the special relationship nurses have with 

their patients. There is a pledge of loyalty, reliability, 

faithfulness and trust (Erlen & Mellars, 1995). This 

relationship is grounded in the ethical principle of 

respect for persons (Beauchamp & Childress, 1989). People 

are not reduced to objects but are viewed in their 

wholeness and as having inherent worth and dignity. People 

are unique and in charge of their own lives, knowing what 

they desire and what is in their own best interests. Due 

care enjoins nurses to provide care according to the 

standards previously set by its profession. Nursing care 

must meet or exceed the expected standards of care. 
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resulting in a "beneficial outcome" (Jonsen, 1977, p. 32) . 

Due care requires nurses to use critical thinking skills, 

to meOce judgments, and prudent decisions. These skills lead 

to responsible actions providing due care while fulfilling 

professional responsibilities. 

Ethical values in the United States are unique to 

its culture and history. Americans are committed to the 

respect for freedom of choice and enhancement of individual 

opportunity, along with the value of competition, the 

efficacy of the free market as a means for allocating 

resources and services (Center for Biomedical Ethics, 

1989). If the practice of health care in the United States 

is characterized by a commitment to a particular set of 

ethical values and norms, then it is important to ask what 

changes and pressures the revolution in the organization, 

financing, and delivery of care have had upon ethical 

decision making, particularly in the nurse case manager 

role. 

The rapid evolution in health care has brought in 

its wsdce serious challenges to the traditional ethics that 

have been present in U.S. culture for two hundred years. 

Further challenges to the health care delivery system lie 

in the fact that while costs continue to escalate, the 

commitment of providers and payers to grant access to those 

with demonstratable health care needs is waning (Center for 

Biomedical Ethics, 1989). Traditional values such as 
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service and altruism, which attracted earlier generations 

to the health care profession are now disappearing as cost 

containment overrides fidelity. Lines of responsibility are 

also blurred as innumerable professionals, including 

nursing specialists, surround patients on a daily basis. 

Risk managers, utilization review specialists, business 

managers and case managers, in addition to other allied 

health personnel, envelop patients, leaving them wondering 

who, if anyone, is responsible for their care. 

Statement of the Problem 

Changes in the health care system have produced 

challenges to nurse case managers' ethical decision making, 

particularly in light of the fact that ethics in managed 

care have been a neglected topic in the literature. From an 

ethical and moral standpoint, one's moral vision makes it 

possible to apply one's moral and ethical determinations in 

practice. Moral issues in health care are inseparably bound 

to normative ethics because professionals confronted with 

moral issues and dilemmas engendered by their work are 

forced to ask and answer such questions. When a nurse is 

compelled to make a moral choice in practice, the soundness 

of the venture is seriously hampered without a working 

knowledge and understanding of the basic concepts of 

normative ethical inquiry and its interrelationships. 

It is critical that case managers identify needs, 

define problems, and suggest appropriate ethical guidelines 
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in organizations where case managers practice. In managed 

care settings, it is nurses who must educate themselves, so 

that they can maOce ethical decisions affecting patient 

care. Nurses have to act responsibility so patient care is 

not compromised (Erlen & Mellors, 1995). 

The lack of clear policies on ethical issues 

provides nurses with new opportunities to influence health 

care delivery. There is a strong tradition of ethical and 

moral behavior in the nursing profession, but much remains 

to be done in operationalizing ethical obligations 

(Gironard, 1994). There is a need for applicable ethical 

guidelines to direct nursing practice at both the 

educational level and at the bedside. 

Statement of Purpose 

The purpose of this study was to describe nurse 

case managers' perceptions of ethical decision making. 

Significance of the study 

The significance of the study to nursing is that it 

can contribute to nurses' and other health care providers' 

knowledge of the role that ethics plays in the decision 

making process regarding patient care. This knowledge can 

be used to clarify ethical issues in both a hospital or 

community setting and may help health care providers better 

understand the process of how nurses care for clients 

ethically. 
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Sxunmary 

New ethical questions are born out of the managed 

care environment and it is essential that these questions 

be addressed in a timely manner. Nurses need to recommit to 

a standard of ethics and basic principles that provide a 

freunework for ethical behavior. There is little research 

reported on the subject of ethical decisions-making by 

nxurse case managers practicing in a managed care 

environment. 
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CHAPTER 2 

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE 

Chapter 2 includes the conceptual freunework for the 

study and the review of literature pertaining to ethical 

decision making eunong nurses and applicable to case 

managers. This chapter concludes with research questions 

and definition of terms. 

Conceptual Framework 

The conceptual freunework for this study was based 

on Watson's model of human care. A description of the 

model, assumptions, and concepts are presented. The model's 

applicability to this study is also included. 

Watson's Model of Human Care 

The model of hviman care was developed by Jean 

Watson (1985). She describes her model as phenomenological-

existential and spiritual in natxire. Her ideas are 

influenced by the works of Hegel, Whitehead, Marcel, 

Kierkegaard, and Rogers and the purpose of her theory is to 

address some of the philosophical, conceptual, and 

empirical problems that confront nursing. Watson's goal is 

to clarify the concept of person and caring in nursing 

sciences by incorporating the notion of soul into the human 

caring process of nursing. She invites nurses to move 

beyond the physical realities of their professional 
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existence, and into the spiritual dimensions of htiman care. 

Her model, Incorporating the metaphysical attributes of 

human existence and hiiman care meUces her model a unique and 

valuable contribution to nxirsing (Fitzpatrick & Whall, 

1989). 

Assximptions 

Watson sets forth eleven assumptions of the model. 

Watson's first assumption is that care and love are 

universal forces that compromise the primal universal 

psychic energy. The second assumption is that mutual love 

and caring are essential to humanness, but are often 

neglected in relationships. The third assumption is that 

the human development of civilization is affected by the 

ability of nursing as a caring profession to sustain its 

caring ideal in practice. The fourth assxjmption is that 

before nurses can care for and love others, they must love 

and care for themselves. The fifth ass\imption is that 

nursing has always held an ideal of caring in relation to 

person with health-illness concerns. The sixth assumption 

delineates caring as the essence and focus of nxirsing 

practice. The seventh assumption defines the health care 

delivery system as increasingly deemphasizing hximan care. 

The eighth assumption is that caring values previously 

exhibited by nursing have been submerged by medical 

technology and institution bureaucracy. The ninth 

assumption is that the presentation and advancement of 
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human care is a significant issue for nursing. The tenth 

assumption defines human care as an intersubjective process 

that can be demonstrated only interpersonally. The eleventh 

assumption states that nursing's contribution to society 

lies in its multifaceted commitment to human care ideals 

(Watson, 1985). 

Concepts 

Watson's model has, along with the concepts of 

person, environment, health, and nursing, five inferred 

concepts essential to full understanding of the model. 

Nursing. Nursing is both a hximan science and an 

activity of art. Nursing science is defined as a "human 

science of person and human health-illness experiences that 

are mediated by professional, personal, scientific, 

esthetic, and ethical human care transactions" (p. 53). 

Caring is the moral ideal and a set of carative factors 

that engage the nurse in a transpersonal caring 

relationship. Nursing activity assists persons with gaining 

a higher level of harmony within the mind, body and soul, 

leading to self-healing, self-reverence, self-knowledge, 

and self-care within the individual. This activity involves 

knowledge and a moral commitment to human values. 

Person. Person is defined as the locus of hiaman 

existence, a "living, growing gestalt" (Watson, 1985, p. 

54) with a unique phenomenal field of subjective reality. 

Mind, body and soul are influenced by a changing concept of 



31 

self. The hvunan soul is greater than the physical, mental 

and emotional existence of that person at any given point 

in time" (p. 45) . Watson assumes that the person 

continuously strives to actualize this higher self and to 

establish harmony with mind, soul, and body. Watson's model 

denotes the term patient as person, as she believes that 

the nurse and person enter a relationship as persons who 

both grow from the encounter. 

Environment. This concept is not clearly defined 

and the reader must infer one's own conceptualization of 

the ideal. The basis of this model is metaphysical in 

nature, rather than physical, and this causes difficulty in 

clearly defining the term. Watson does, however, suggest 

that there is an objective physical or material world which 

the person-nurse relationship may transcend during the 

transpersonal caring relationship. Depending upon the 

person, environment may include the external world, such as 

nature, or their external reality as they see it in their 

own conceptual terms. 

Health. Health is defined as not a matter of 

feeling bad or good, but rather, the feeling of being at 

one with what is. This idea is based upon her existential-

phenomological philosophy and belief that "health is more 

than the absence of disease" (Watson, 1985, p. 229). Health 

is unity and harmony within the mind, body and soul. A 
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congruence that: exists between a person's sense of I and 

me. 

Inferred Concepts and Carative Factors 

The five inferred concepts essential to Watson's 

(1985) model are human care, transpersonal care, self, 

phenomenal field and actual caring occasion and these must 

be incorporated if one is to understand the model in all 

its complexity. Watson herself describes her model as 

elaborate and abstract. Human care begins when the nurse 

enters the phenomenal field of the patient and is able to 

detect, feel, and respond to the patient's condition in 

such a manner that the patient releases subjective feelings 

or thoughts that they are longing to release. For this 

process to come to fruition, the nurse must commit to a 

persona, moral, social, and spiritual will and desire. 

Hximan Care. Human care is then a spiritual union 

between two people where by both transcend "self, time, 

space and the life history of each other" (Watson, 1985, p. 

66)  .  

Transpersonal Care. Transpersonal caring, one of 

the inferred concepts, integral to understanding Watson's 

theory. As she defines it, it is a concept, a theory, and a 

moral ideal of nursing. She has logically conceptualized 

transpersonal caring in several ways. This concept is the 

culmination of the carative factors in action mentioned 

earlier. 
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Self. Self is defined as the ideal spiritual self 

that the person would like to be. Prolonged incongruence 

between the self as it is and the ideal self can lead to 

despair and disease. This concept is essential to Watson's 

model as professional nursing depends on participation of 

the nurse's entire self. 

Phenomenal Field. Phenomenal field is the fourth of 

the additional concepts Watson mentions as integral to her 

concept. This is the person's freune of reference or 

subjective reality composed of the totality of human 

experience. This field can never be known by another 

although through empathy we can begin to know another 

person's reality. 

Actual Caring Occasion. The actual caring occasion 

is the final concept delineated in the model. This is the 

actual life event whereby the nurse and person, both with 

their own frame of reference, come together in a human care 

interaction. This is the point in time where perception and 

experience occxir. It is "greater than the occasion, itself 

(Watson, 1985, p. 59). 

There are ten carative factors essential to human care. 

1. The formation of a hvimanistic-altruistic system of 

values. 

2. The instillation of faith-hope. 

3. The cultivation of sensitivity to one's self and to 

others. 
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4. The development of a helping-trust relationship. 

5. The promotion and acceptance of the expression of 

positive and negative feelings. 

6. The systematic use of the scientific problem-solving 

method for decision mcUcing. 

7. The promotion of interpersonal teaching-learning. 

8. The provision for a supportive, protective, and 

corrective mental, physical, sociocultural, and spiritual 

environment. 

9. Assistance with the gratification of human needs. 

10. The allowance of existential-phenomenological forces. 

Application of Watson's Model 

The attributes exeunined in this study, age, years 

of experience, educational preparation, and setting in 

ethical decision meiking, lend themselves well to Watson's 

conceptual model of human care, particularly from the case 

managers' perspective. The managed care environment focuses 

on cost containment while deemphasizing human care which 

has, historically, formed the basis of nursing. While age, 

years of experience, educational preparation, and setting 

may influence a nurse to view patients from a holistic 

perspective, these traits may be devalued in the managed 

care arena. By focusing upon the humanness of clients, 

rather than finances, nurses are able to maintain and 

uphold the care ideals that called them originally into 

this helping profession. 
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The specific components of Watson's theory 

applicable for this study are the seventh and eighth 

assumptions (p. 29) , and Watson's sixth, seventh, and 

eighth carative factors (p. 32). 

Watson's seventh and eighth assumptions reflect 

concerns inherent in a managed care environment. The 

seventh assumption states that the current health care 

delivery system deemphasizes human care and the eighth 

assumption focuses upon medical technology and 

institutional bureaucracy as deterrents to caring values 

previously exhibited by nurses. 

Watson's sixth, seventh, and eighth carative 

factors are applicable in ethical decision making as they 

focus upon an altruistic system of values, building a 

helping and trusting relationship with the person (patient) 

and provide a supportive, protective and corrective 

environment for the person's (patient's) environment. 

Watson's sixth carative factor emphasizes the need for 

scientifically based problem-solving methods as a means of 

making sound decisions while her seventh stresses the 

promotion of interpersonal teaching-learning and the eighth 

provides a supportive, protective and corrective mental, 

physical, socio-cultural and spiritual environment. These 

factors apply themselves in a congruent fashion to ethical 

decision maOcing in a managed care environment where 
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conflict and rules are inherently part of the nurse case 

manager's role. 

Review of the Literature 

This review of literature includes research in the 

areas of clinical decision medcing, educational level, moral 

reasoning, judgment, sensitivity, and ethical decision 

meiking in nursing. Each subsection concludes with a summary 

of results of research in that area. 

Clinical Decision Making 

Few instrvunents exist in professional nursing for 

measurement of decision-maJcing. Clinical decision maOcing is 

a process of choice leading to action, being influenced by 

context and content and used in actual clinical situations 

utilizing the nursing process. A Medline and CINAHL search 

of nursing decision making literature from 1980 to 1996 

yielded seven studies, five of which were research based. 

Jenkins (1985) developed a tool, The Clinical Decision 

Making in Nursing Scale, to measure perceptions of clinical 

decision making in one baccalaureate niirsing progreun. This 

tool consists of 40 statements based upon a Likert format. 

A stratified sample (N=lll) included 27 sophomores, 43 

juniors, and 41 seniors. Reliability was established by a 

final Cronbach's alpha of 0.83. Analysis of variance 

indicated statistical significance for total and subscale 

scores at £<0.05. 
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There were no statistically significant differences 

among sophomores, juniors, and seniors. Scheffg post hoc 

analysis determined that the differences in means were 

greatest between juniors and seniors. The effects of age 

and full-time work experience did not affect significantly 

the CDMNS scores. 

Students were at various stages of awareness of 

decision meJcing and their actions were based on present and 

previous clinical and personal experiences. Opportunities 

to maUce decisions occiirred throughout the curriculum but 

students knew and made decisions implicitly from personal 

experience. Assumptions may be inferred, incorrectly, that 

learning the nursing process provides for learning the 

decision making model, concurrently, while, in reality, 

little emphasis upon decision meUcing terms and processes in 

the curriculiim resulted in poor perception and 

understanding by the nursing students. 

The study shows that students must perceive 

themselves as capable of making decisions in order to do so 

effectively. A sense of incompetence can be fostered, 

particularly in light of an incorrect decision, and to 

some, the assignment of student status implies limited 

competence and may undermine the assiirance of even the most 

well-prepared students. Finally, since complete knowledge 

of all variables of client care is seldom available to 

student nurses, they perceive themselves as having less 
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knowledge, responsibility or power to m£dce decisions. The 

literature shows, and the conclusion is, that students do 

not perceive themselves as decision makers and that 

decision making patterns for student nurses must be 

established and emphasized early and consistently 

throughout nursing curricula. 

Levels of Education 

Pardue (1987) studied associate degree (n=27), 

diploma (n=24) , baccalaureate (ri=33), and master's (n=37) 

prepared nxirses (N=121) to investigate the differences in 

their decision meiking skills. Decision mciking skills were 

related to frequency in making decisions, difficulty in 

meiking decisions, and factors which influence decision 

making. 

Critical Thinking Ability 

In Pardue's (1987) study two research instruments 

and a demographic data sheet were used for data collection. 

The Watson-Glaser Critical Thinking Appraisal Test was used 

to measure, operationally, critical thinking. This is an 80 

item test which is self-administered and yields a total 

score of the subject's critical thinking ability. Its 

construct validity .55 to .75 has been established in 

previous studies (Wilson & Wagner, 1981) and used with 

nurses in previous students (Gunning, 1981; Ketefian, 

1981). 
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The second research instrument to operationally 

measure the three dimensions of decision making skills in 

nursing was developed by Pardue (1987) since no applicable 

instrument could be found in the literatxire. This tool 

measures frequency in making decisions, difficulty with 

making decisions, and factors influencing decision making. 

There were five hypotheses tested using five 

mitigating factors: knowledge, experience, stress, role 

modeling, and values. The data analysis revealed that there 

were no statistically significant differences among the 

four groups and that there was homogeneity in ranking 

within groups. Experience was ranked by all groups as the 

most important factor influencing decision making and 

knowledge was ranked as the second most important factor, 

followed by values, role model, and stress. 

Critical Thinking Differences by Degree 

Baccalaureate degree and master's prepared nurses 

had the highest mean scores in critical thinking ability. 

There was no significant difference in self-reported 

perceived "difficulty in making decisions" among the groups 

and no significant difference in overall self-reporting of 

"frequency in making decisions" among the groups. 

This group was, however, an experienced group of 

nurses from two large metropolitan hospitals and the 

findings from this study show that experience is the most 

important factor related to clinical decision showing 
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congruency with Benner's (1983) finding that experience is 

the prerequisite for expertise. The problem solving of a 

nurse who is proficient or expert is different from the 

problem approach of the beginner. 

Decision Analytic Model 

Panniers and Walker (1994) explored the usefulness 

of applying decision analysis to nursing decision making. A 

convenience saimple of niirses (N=31) quantified their 

intuitive ideas with five mutually exclusive decision 

alternatives. A decision-analytic process and a preference 

analysis of each decision were conducted. Nurses intuitive 

decision alternatives were compared to the decision 

alternative prescribed by the decision-analytic process. 

Eleven nurses (35%) demonstrated agreement between their 

first-ranked intuitive choice and the choice prescribed by 

the decision-analytic model. The overall results showed 

significant disagreement between nurses intuitive and 

quantitative choices. 

The study's findings present a strong case for the 

decision-analytic model as a means of clarifying the stages 

of decision maUcing, thereby encouraging opportunities to 

make changes in nursing care without sacrificing quality. 

Through this process nurses may be able to rate, 

quantitatively, those attributes they believe are most 

important in giving care. Decision analysis explicates the 

stages of decision making and may afford an avenue of 
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increased conmiinication in nursing as it allows intuitive 

choices to be quantified, documented, and incorporated into 

nursing practice. These variations could then be 

incorporated into the nursing diagnosis classification 

systems and contribute to positive outcomes of patients 

leading to validation of findings. 

Decision Making Styles 

Ala and Jones (1989) conducted a study describing 

decision making styles in nursing. The Rowe Decision Style 

Inventory, a 20 statement tool, was given to men and women 

(N=208) affiliated with nursing. Of these 150 (72%) 

answered questions about themselves and their careers. 

The Decision Style Inventory exhibits four distinct 

categories of decision making: Directive, Analytical, 

Conceptual and Behavioral and the results of the inventory 

were categorized into a table format. According to the Rowe 

Decision Style Inventory, there are two domains, logical 

and relational, along with a cognitive complexity component 

consisting of the thinking/action domains further 

subdivided into a tolerance for ambiguity or need for 

structure (Ala & Jones, 1989). 

Behavioral Score 

Findings from the respondents in the Ala and Jones 

(1989) study, when compared with the general norms for the 

inventory, show that the behavioral score of the 

administrators is not as dominant as that of nurses in 
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general and that analytical and conceptual scores are 

closer to the norm of the general public. Both the total 

population of nurses and nurses in administration tend to 

have slightly higher combined scores for directive and 

analytical styles than for conceptual and behavioral 

suggesting that they are slightly "left brained." Since 

this category is characteristic of supportive people-

oriented and empathic individuals, it is not surprising 

that nurses score high in this area. The scores also 

illustrate that dichotomy which is inherent in nursing: the 

dual emphasis upon the technical or quantitative part of 

medicine and the human side of bedside care. Individuals 

with scores similar to this can adapt to situational 

demands. The Balanced scores recorded by nurses in this 

study suggest that they are quite flexible and can adapt to 

many situations with ease. 

Critical Thinking and Education Preparation 

Ketefian's (1981) descriptive study focuses upon 

the relationship between critical thinking, educational 

preparation, and level of moral judgment. The Watson-Glaser 

Critical Thinking Appraisal Test was administered to a 

group of nvirses (N=79) to measure critical thinking. The 

nurses' educational preparation was obtained from personal 

information sheets and the moral judgment portion of the 

study was measured by using Rest's Defining Issues Test. 

The hypothesis that critical thinking would be positively 
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related to moral judgment tested significantly at the .001 

level using a Pearson's correlation. The hypothesis that 

there would be a difference between professional and 

technical nurses moral judgements was tested through ANOVA 

showing the F ratio significant (£<.01). Data also 

supported the hypothesis that critical thinking and 

educational preparation would predict greater variance in 

moral judgment than either variable alone which was tested 

with multiple regression analysis (£=.01). Critical 

thinking and education together accounted for 32.9% of the 

variance in moral judgment. 

The findings were consistent with existing theory 

and with scant empirical data found in the literature on 

moral development research, particularly in the preparation 

of professionals. This study was a beginning step in 

elucidating nursing's understanding of the factors that 

might influence ethical and clinical decision medcing. 

In sximmary, the literatxure in clinical decision 

making shows a direct correlation between level of 

education, critical thinking, and moral judgments. Level of 

experience was viewed as the most important factor 

influencing decision making. One study showed that student 

nurses do not see themselves as decision meUcers and that, 

educationally, new patterns need to be implemented and 

emphasized strongly in ciirriculum to encourage this facet 

of nursing. Further research showed the efficacy and 
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feasibility of decision analysis as applied to nursing 

decision meJcing. Clinical decision meOcing is a complex 

process because of the multiple cue states, the vast 2unount 

of information to be processed, and the uncertainty of 

outcomes. Clinical decision meJcing for nurses is a paradox 

in that it is a highly desirable trait and the object of 

debate, yet it is a trait very difficult to measure 

objectively. 

Moral Reasoning. Judgments and Sensitivity 

Definition of Terms 

Moral reasoning. Cognitive and developmental process of 

reasoning about moral choices (Ketefian, 1989). 

Moral sensitivity. A personal attribute involving the 

ability to recognize a moral conflict - a 

contextual and intuitive understanding of a 

person's vulnerable situation and insight into the 

ethical consequences of decisions made on behalf of 

another (Lutzen, 1995) . 

Moral judgment. An action occxirring as conflicts are 

weighed regarding rights, duties, values, and 

principles and then acted upon accordingly 

(Ketefian, 1981). 

In the literature moral reasoning and ethical 

practice are terms often used simultaneously and the 

constructs are often confusing and ill defined. Ketefian 

(1989) defines "moral reasoning as a cognitive and 
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developmental process of reasoning regarding moral choices, 

while ethical practice is used to refer to the domain of 

nurses' moral behavior, actions, decisions, and ethical 

decision making regarding ethical dilemmas" (p. 509). 

Kohlberg (1978) defines three successive levels of 

moral reasoning. These levels are, in turn, further 

delineated into two stages. The levels are: 1) 

preconventional reasoning (stages 1 and 2) in which 

externally established rules determine right and wrong 

action; 2) conventional reasoning (stages 3 and 4) in which 

expectations of feunily and group are maintained, and 

loyalty, conformity to existing social order are considered 

important; and 3) post conventional as principled reasoning 

(stages 5 and 6) in which a person autonomously examines 

and defines moral values and principles as apart from the 

group norms of the culture with decisions of conscience 

dictating the right action. Each stage is more complex, 

comprehensive, differentiated, and effective and is 

characterized by distinctive ways in which dilemmas and 

critical issues are evaluated (Rest, 1976). 

There are three primary tools used to measure moral 

reasoning and judgments. The Defining Issues Test (Rest, 

1976) is the most commonly used tool; the Nursing Dilemma 

Test (Crisham, 1981) was developed as a means of measuring 

moral judgment and the Moral Judgment Interview (MJI) was 

developed by Colby, Kohlberg, Gibbs and Lieberman (1983) as 
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a means of measuring the subject's reasoning when faced 

with conflicting values. 

The Defining Issues Test (Rest, 1974) is a self-

administered test with six hypothetical stories depicting 

dilemmas on social issues. A list of 12 considerations, 

each representing a moral judgment stage, are rated, then 

ranked from the most to least Important. The test has been 

used by Holzman (1984) and Kellmer (1984) eimong others and 

the correlation coefficient between Kohlberg's MJI and the 

DIT was 0.68. Duckett et al. (1992) reviewed sixteen 

separate studies conducted from 1979 to 1989 using the 

Defining Issues Test as a means of determining moral 

reasoning. Numbers of nurses ranged from ̂ =40 (Kellmer, 

1984) to N=305 (Munhall, 1979) and Included student nurses, 

associates and diploma graduates, master's prepared and 

doctoral students. One study (Munhall, 1979) also included 

faculty (N=15), 14 of whom were master's prepared and 1 

doctoral member. Findings were consistent in the following 

areas: Moral reasoning gradually changes over time in the 

direction postulated by the theory (increased formal 

education increases moral reasoning); moral reasoning is 

primarily governed by cognitive processes and has specific 

cognitive prerequisites; development of moral reasoning 

does not progress just because people grow older; and moral 

reasoning influences moral behavior (Colby, Kohlberg, Glbbs 

& Lieberman, 1983). 
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The Nursing Dilemma Test (Crisham, 1981) measures 

moral judgments in real life nursing dilemmas, using the 

DIT as a prototype. There are six scenarios of ethical 

conflict and answers are ranked from most to least 

important. The results show a strong correlation between 

educational level and moral judgment, depicting a cognitive 

rather than behavioral process (Chrisham, 1981) . Crisheun 

(19bl) conducted research using this tool after its 

conception with 5 subject groups (N=225); staff nurses with 

associate degree (n=57) baccalaureate degrees (n=85), 

master's degree (n=10), college junior prenurses (n=3 6), 

and graduate level non-nurses (n=37). 

Findings indicated that formal education and 

previous involvement with similar dilemmas enhances 

principled thinking and raised questions about the relative 

strength of practical considerations in the hospital milieu 

where numerous distractions and pressures are in conflict. 

The Moral Judgment Interview (Kohlberg, 1983), 

measures moral reasonings as subjects are presented with 

three dilemmas followed by open-ended questions which probe 

their reasoning processes. Scoring yields an overall range 

measuring moral maturity, providing a reflection of moral 

staging from pure to mixed, supporting the construct of a 

developmental sequence of moral reasoning. The MJI is 

different significantly from the NDT and DIT in that it 

involves a spontaneous production task. The DIT and MJI 
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have demonstrated correlation coefficients as high as .68 

and since the DIT was developed, the MJI has been rarely 

used by nurse investigators. The DIT remains the preferred 

measure of the moral reasoning of nurses (Parker, 1990). 

The literature search failed to identify a report of 

research using this instrument, perhaps due to the fact 

that scoring of the test requires intensively trained 

personnel (Ketefian, 1989). 

In 1995 Lutzen (1995) developed the Moral 

Sensitivity Questionnaire, a 30 item tool written in a 7 

point Likert scale format. This questionnaire was 

administered to nurses (N=295) and measures the concept of 

moral sensitivity, which the author describes as a personal 

attribute involving the ability to recognize moral 

conflict, an understanding of a person's vulnerable 

situation and insight into the ethical consequences of 

decisions made on behalf of another. Findings indicate that 

age, length of experience, and education influence views 

and options that, in turn, influence decision maiking. 

Respect for autonomy, awareness of moral consequences of 

one's actions, and confidence in one's own nursing ability 

seem to increase with age (Lutzen, 1995). 

Six factors were identified as corresponding to the 

categories of moral sensitivity and were seen through a 

relatively high Cronbach's coefficient alpha and high for 

total instrximentation as indicative of support for the 
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unidimensionality of the scale that all statements are 

related to the same topic. It was shown through a 

satisfactory alpha-value that the theoretical framework of 

moral sensitivity can be useful in many clinical settings. 

Although originally used in a psychiatric setting, it was 

later retested in a medical surgical area. The test has not 

been replicated at this time but the author states "it 

would be of interest to replicate this study in other areas 

using other health care professionals as respondents" 

(Lutzen, 1995, p. 138) . This tool may be used as a means of 

measuring ethical decision meUcing, which will be the focus 

of the third and final component of this literature review, 

but was included under this heading as it was the only 

study of its kind available under the Medline Cinahl search 

conducted. 

Lutzen (1995) states that moral sensitivity occurs 

when people engage in cognitive-psychological processes 

that cause them to recognize that a moral problem exists 

because rights, duties, values or principles are in 

conflict. Moral judgment occurs when a person weighs the 

conflicts among rights, duties, values, and principles and 

decides what action should be taken. 

Omery (1989) describes moral reasoning as a mental 

process that intervenes between recognition and the 

reaction to a moral dilemma — a decision madcing process by 

which the niirse chooses among his or her moral values to 
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come to some decision as to the appropriate response and or 

behavior to some moral dilemma. Although this hypothesis 

was not based on actual research, it served as a concise 

overview of moral reasoning as applied to ethical nursing 

practice. 

Moral judgment was also tested by Omery in 1985 

using a phenomenological approach to describe this process 

as used by intensive care nurses. Two types of reasoning 

were identified: accommodating and sovereign. Sovereign 

reasoners used self-chosen principles to guide decision 

milking while accommodating reasoners adapted their thinking 

to the norms of the dominant group. Similarities with 

Kohlberg's post conventional and conventional levels are 

evident. Care of self and others, however, was the one 

principle all sovereign reasons identified. Justice and 

fairness were present in these same reasoners, but 

subordinate to honesty, responsibility, and care (Parker, 

1990). 

In summary, the literature in moral reasoning, 

judgments, and sensitivity indicates that moral reasoning 

and ethical practice as constructs are often confusing and 

ill defined, that there are several instruments used to 

indicate moral reasoning and judgments, and that an 

increase in formal education correlates with an increase in 

moral reasoning and judgment. The Moral Sensitivity 

Questionnaire addresses vulnerability within the patient 
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population and insight into nurses' ethical consequences 

when acting on the behalf of others. 

Ethical Decision Making in Nursing 

Ethical decision making is a process of choice 

leading to action, being influenced by context and based on 

underlying reasoning. It is critical that nurses ethical 

behavior and decision msdcing be based on thought and 

reflection (higher levels of moral reasoning) rather than 

the lower level processes of intuition, self-interest, or 

pragmatism. As mentioned in the previous section, there are 

several instrximents available to measure ethical practice 

but the literature search produced only two instruments on 

decision making. 

One instriament, developed by Garritson (1985) , 

measures ethical decision meUcing using Case Vignettes (CV) 

and Nursing Philosophy Statement (NPS). The CV measures 

nursing interventions in a psychiatric dilemma representing 

an ethical principle (distributive justice, autonomy and 

beneficence); task is to rank order these. The NPS is based 

upon three abstract statements on the nature of nursing, 

each representing an ethical principle as in CV. The 

content validity was determined by clinical specialists. 

The Bowker Test of Symmetry and test-retest of both tools 

was carried out to test reliability. 

The second instrument fo\md was the Ethical 

Decision Medcing Questionnaire developed by Husted (1983), 
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which uses four case studies depicting real life situations 

involving ethical dilemmas. Each case is followed by 

questions to determine if respondents made decisions 

favorable to the rights of individuals or made health care 

decisions for themselves. Face validity was assessed in a 

pilot study test with 5 nurse faculty, which agreed on the 

four cases and concepts each embodied. Reliability 

information was unavailable for this instrument. 

Garritson conducted a study in 1988. Registered 

nurses (N=177) from 29 psychiatric inpatient units, 

representing private county, veterans administration, and 

university hospital settings were given three case 

vignettes, the staff demographic characteristics, and 

nursing philosophy statement. The staff demographic 

characteristics were from a checklist of 11 demographic 

items which provided general descriptive data of the 

population. Case vignettes consists of three interventions 

ranked from least to greatest in the context of situations 

in restrictive psychiatric situations. The nursing 

philosophy statement consisted of three abstract statements 

about the nature of nursing. These are designed to reflect 

distributive justice, autonomy, or beneficence. Raters 

agreed at least 75% of the time on the match between the 

philosophical statement and specific ethical principles 

(Garritson, 1988). 
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The following terns are defined according Garritson 

(1988): 

Autonomy. Each individual strives towards self direction 

and independence and his or her actions represent 

his or her best judgments at the moment. 

Beneficence. Society has an obligation to meet the needs of 

its members. Nursing, guided by its knowledge and 

understanding of human needs, is a mechanism by 

which society provides care, promotes health, and 

improves the well-being of its citizens. 

Distributive justice. Nursing care should be equally 

available to any who require it. 

Findings indicate that nurses responded to case 

vignettes and philosophy statements by acting under 

utilitarianism; that is, asserting that we ought, in all 

circumstances, to produce the greatest possible balance of 

value over disvalue for all persons affected (Beauchaunp & 

Childress, 1979). The beneficence principle was the most 

frequently selected but not always consistent within 

individuals and varied according to situations provided by 

the vignettes. This evidence supports other findings for 

the powerful role of situational factors on behavior and 

nurses moral judgments (Garritson, 1988). 
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The role of distribute justice in nurses' ethical 

decision making was less clear. Virtuousness and kindness 

on the nurses' part, as opposed to other models of 

distribution or notions of primary duties, beceune the basis 

for the organization and delivery of health care services. 

Gilligan's (1983) theory enriches the initial 

personality trait or situational explanation of Garritson's 

(1988) findings. The justice or caring decision is parallel 

to the autonomy or beneficence balance in nursing ethics. 

The study's conclusions show that failure to conceptualize, 

explain, and understand the role of caring and 

responsibility in moral development results in the tendency 

to explain its manifestation by personality trait and 

situational effect variables. The ethic of caring does not 

replace individual rights. Rights and caring reflect the 

"fundamental tension in human psychology between the 

experience of separation and the experience of connection" 

(Gilligan, 1983, p. 28). The justice or caring tension 

parallels the autonomy or beneficence balance in nursing 

ethics. The nurse or client relationship, the basis for 

role responsibility in nursing practice, is a natural 

framework for a moral theory based on caring and 

responsibility in human relationships. Garritson's (1988) 

findings indicate the need of balancing the beneficence and 

autonomy models of the client's best interest as well as 



incorporating distributive justice concerns as central to 

all nursing care. 

Erlen and Frost (1991) conducted research into 

nurses' perceptions of powerlessness in influencing ethical 

decision using a qualitative approach. A convenience scimple 

of nurses (N=25) was interviewed and findings showed that 

perceived powerlessness was a conunon experience of nurses 

in this study. The findings suggested that nurses were 

unable to use expert, legitimate, or coercive power to 

resolve the identified ethical dilemmas and, therefore, 

felt ineffective in making changes in their jobs. This 

feeling resulted in anger, frustration, and exhaustion 

because their clinical knowledge and expertise went 

unrecognized and they were unable to affect outcomes or 

make their views known. Evidence from a survey of 

physicians and nurses demonstrates that these health 

professionals do perceive ethical dilemmas different 

(Gramelspacher, Howell, & Young, 1986). Nurses, more often 

than physicians, perceive nxirse-physician conflict as an 

ethical dilemma (Applegate, 1984). This conflict presents 

nurses with an ethical dilemma of how far to pursue an 

action and the majority of nurses in this study chose 

initially to take action, supporting the research done by 

Applegate. 

Quinn and Smith (1987) argue that nurses have 

gained more responsibility, yet frequently lack the 
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corresponding authority within the structure of the health 

care system. Power is necessary to effectively fulfill 

one's role and without power nurses may be unable to 

influence patient care decisions. 

In this study powerlessness was perceived 

regardless of age, educational preparation, or length of 

work experience. This factor may be due to uncertainty 

about and inability to clearly communicate ethical dilemmas 

as they perceive them. When individuals are confused about 

their appropriate roles, they may perceive themselves as 

powerless because they are experiencing indecision or 

uncertainty. Findings suggest that there is a need to study 

differences in the perceptions of roles in ethical decision 

meUcing between physicians and nurses. Additional research 

is necessary to determine what other variables, besides 

age, education, and work experience are related to the 

nurses' role in ethical decision meUcing feelings of 

powerlessness, and strategies to empower and assist nurses 

when facing ethical dilemmas. 

Further study into the area of differences in 

ethical decision meUcing processes among nurses and 

physicians yielded a study conducted by Grundstein-Amado 

(1992). The study was conducted with health care providers 

(HCP) (N=18) in two Toronto hospitals. Data were collected 

through two-phased, in-depth semi-structure interviews. In 

phase one, the questions were unstructured, containing 
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open-ended questions, allowing for analysis of past person 

experiences in ethical decision neUcing processes. The 

participants' value systems and their references to ethical 

principles and theories, their patterns of decision meOcing 

processes, and their references to the various relational 

modes and organizational aspects were analyzed. 

The second phase of the interview probed the 

participants' responses to a hypothetical case in which 

systematic structured, sequential questions were asked 

following the proposed model. The two data sets served as a 

base in which the two modes of responses complement each 

other and are most likely to yield direct evidence of the 

providers' ethical decisions making processes. The study 

focused on the actual ethical framework and decision 

framework and for purposes of this study the focus of this 

review is the nursing component of the study. 

The findings from the ethical framework show that 

from their own past experiences nurses valued most the 

patient's wishes for autonomy and self-determination and 

that moral and social values were the least important to 

them. The human values most highly regarded were dignity, 

comfort, and respect for the patient's wishes; those least 

mentioned values were survival and knowledge. In the moral 

values category the value of truthfulness dominated the 

nurses' responses and least dominant were the values of 

responsibility and courage. The social values category 
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yielded the value of "to inform** as the most highly 

regarded area. 

Overall findings from the study show that nurses 

were more consistent that doctors in their ethical decision 

meUcing processes. Ferguson (1984) asserts that 

connectedness with others is the core element of survival 

and development as human beings. Accordingly, the nurses' 

conception and justification of moral problems are 

concerned with the diverse needs and wishes of the 

patients, rather than with considering and referring to 

other opposing claims, such as consequences or medical 

knowledge. 

Nurses view the patients' best interests from 

different perspectives. Nurses are motivated by ethical 

behavior whose fundamental value of '*caring" entails 

responsiveness and sensitivity to the patient's wishes. 

Caring is seen as a commitment to a particular end (Gadow, 

1985; Watson, 1985) and is rooted in a sound and well-

informed decision making process. Caring is not a distinct 

nursing value; it is a fundaunental attribute of any medical 

care. To care is to understand that the choices we meUce as 

individuals spring from our past events, values, interests, 

motivations, and expectations and that these consequences 

create a narrative for both nurse and patient. 

A final study focuses on case management from the 

long-term care perspective and from the social work 
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discipline. Kane, Penrod and Kivnick (1994) present the 

results of a survey they conducted with case managers 

(N=251) in 10 states. All 10 states have statewide, 

publicly funded long-term care and from these states, 25 

case managers from 5 cxirrent programs were identified. The 

agencies chosen were selected randomly and stratified to 

include rural and urban locations; case managers were also 

randomly selected from these chosen agencies. 

Results from the study indicate that case managers 

do not consistently use one method of resolution and of the 

52% who support client's preferences, another 6% overrule 

client's preferences and 42% urge clients to change their 

preferences. For many of the case managers resolving 

conflicts by doing what the client wants is not mutually 

exclusive of other strategies, such as trying to change the 

client's mind. 

Almost one third indicated that client safety comes 

first and that they tcike all steps necessary to protect 

clients whereas slightly more than one third indicated that 

they would let a competent client decide to tcOce risks. 

Some respondents (17%) contradicted themselves by making a 

statement that client autonomy was more important than any 

other value but went on to describe their actions to 

undermine that value and bring about a resolution that 

prompted safety. 
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The Likert scale questionnaire yielded results 

showing that case managers simultaneously hold conflicting 

sentiments in that many believed that feuailies should be 

involved in cases and encouraged to help while also 

believing that families should not be included if the 

client's prefer to exclude them. Almost all thought that 

case managers should be client advocates and most believed 

that case managers should save money for taxpayers. 

General findings indicate that case management is 

an ethical minefield and that difficult decisions involving 

important choices were the greatest part of their job. Case 

managers consciously experience ethical dilemmas and often 

worry whether they are doing the right thing for and about 

their clients. One case manager summarized it by saying 

that she was expected to be all things to all people, to 

serve clients, family members, provider agencies, and the 

general community but that doing this was difficult. Mixed 

messages and conflicting goals seem the everyday part of a 

case manager's job and what is unclear is the limitation on 

case manager's responsibilities and their prerogatives to 

protect their clients as well as on the extent to which 

they should rearrange their client's lives to bring about 

what the managers view as more optimal situations. The case 

managers in the study were committed to the ideology of 

respect for autonomy but found themselves meJcing uneasy 

compromises with the concept at every turn. 
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This study's findings showed that case managers 

could benefit from a theoretical and practical exploration 

of desirable approaches to individual and societal long-

term care decisions. Case managers need to define needs, 

problems and appropriate structural responses in the 

organizations where they work. 

In svimmary the literature in ethical decision 

making shows the need for development of valid and reliable 

ethical decision meOcing tools to clarify the concepts 

inherent in this process. The concept of powerlessness in 

influencing ethical decisions regardless of one's age, 

education or length of experience shows the confusing and, 

oftentimes, frustrating position nurses find themselves 

working in as they gain responsibility yet lack authority 

to make changes in the health care system. As compared to 

physicians, nurses are more consistent in their ethical 

decision meUcing processes and place the concept of caring 

at the focal point of their moral decisions and have an 

inherent understanding of how ovir choices create 

consequences that are meaningful to both nurse and client. 

In conclusion, nurse case managers could benefit from a 

theoretical and practical exploration of desirable 

approaches to individual and societal long-term case 

decisions and to define their needs, problems, and 

responses in the organizations where they work. Ethical 

decision making is a complex and difficult process 



requiring structured concepts and tools to malce this a 

useable and practical health care restructuring design. 

Research Questions 

The backgroxind for this study and review of 

literature indicate a lack of research in the area of 

ethical decision making related to case management. The 

following research questions guided this study: 

1. What is the relationship between nurse case managers' 

age in years and ethical decision meUcing? 

2. What is the relationship between years of experience as 

a nurse case manager and ethical decision making? 

3. What is the difference in nurses managers' ethical 

decision-making by level of educational preparation? 

4. What is the difference in nurse case managers' ethical 

decision making by clinical setting? 

Conceptual Definition of Terms 

Age. The time, chronologically, that a person has existed 

since birth. 

Clinical setting. Clinical setting is defined as the area 

where a case manager practices. In this study both 

community and hospital-based case managers were 

included. 

Education preparation. For the purposes of this study, 

level of educational preparation is delineated into 

Associate Degree in Nursing (ADN), Bachelor of 

Science in Nursing (BSN), Master of Science in 



Nxirsing (MSN), or other (emy area of study not 

inclusive in the other stated categories). 

Nurse case manager. A registered nxirse who works in a 

collaborative practice assessing, planning, 

implementing, monitoring, and evaluating options 

and services to meet an individual's health care 

needs to promote quality cost-effective outcome. 

Years of experience as a case manager. The number of years 

a registered nurse has worked in the job capacity 

defined by the title of and job requirements of a 

case manager. 

Ntirse case managers are described as nurses whose 

primary job entails coordination, facilitation, education 

and patient advocacy. In the community setting, the case 

manager coordinates, counsels patient and family, provider 

and payor towards identified goals, while on-site, 

hospital-based case managers assess, dociunent, teach, 

negotiate and coordinate resources often necessary for home 

care once the patient is discharged from the hospital. 

Sximmary 

This chapter presented the conceptual framework for 

this study, a review of the literature, the research 

questions and definition of terms. The conceptual freunework 

is based upon Watson's Model of Caring which is relevant 

for excunining ethical decision making by case managers. The 

literature review indicates a need for more research into 
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the area of ethical decision making, particularly in the 

case management area. 
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CHAPTER 3 

METHOD 

Chapter 3 includes the reseeurch design, the setting 

and seunple, data collection procedure, instruments, and 

data analysis. Protection of hvunan subjects is also 

addressed. 

Research Design 

The study design was cross-sectional and 

descriptive. In this cross-sectional study, nurse case 

managers participated at one point in time rather than 

longitudinally. 

Setting and Scunple 

The setting for this study was three hospitals. One 

of the hospitals was a local non-profit community hospital 

of 393 beds. The other two local hospitals were for profit, 

corporation-based facilities with 130 and 140 beds, 

respectively. The non-profit hospital has a community-based 

case manager program with 11 full-time nvirse case managers 

who provide case management for clients not in the 

hospital. The other two hospitals employ nurse case 

managers who work in the hospital setting. The 130 bed 

hospital has five full-time nurse case managers, while its 

counterpart has seven full-time nurse case managers on 

staff. 
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Criteria for sample selection were: (a) able to 

read and spee^c English; (b) ciirrently working full-time as 

case managers, either in a community or hospital-based 

setting; and (c) willing to participate in the study. Nurse 

case managers were chosen to replicate as closely as 

possible the sample for the pilot study conducted by Lutzen 

in 1994. Lutzen (1994) compared nurses from two different 

clinical areas: psychiatric community-based and hospital-

based settings, with regard to: age, length of experience, 

and educational preparation. This study focused on the 

variables of age, type of educational preparation, setting, 

experience as case managers, and ethical decision making. 

Protection of Human Subjects 

This study was submitted for review and was 

approved by The University of Arizona Hiiman Subjects 

Committee (Appendix A). The study proposal was also 

submitted to the Research Committee at three local 

hospitals and was approved (Appendix A) . 

The researcher gave all participants a disclaimer 

letter (Appendix B), stating that there were no immediate 

gains or risks, and that their participation was voluntary. 

They were informed that they could ask questions about the 

study at any time, that their questions would be answered, 

and that they could discontinue their participation if they 

desired. Participants were informed that by answering the 

questions on the questionnaire, they were agreeing to 



67 

participate in the study and also assured of 

conf identla1ity. 

No names were requested on the questionnaires. 

Completed questionnaires were sealed in an envelope and 

placed in a locked box to which only the researcher had 

access. Each questionnaire was assigned a code number. 

Data Collection Procedure 

The researcher arranged with the department heads 

of case management in the three hospitals for their 

assistance in implementing the protocol for the research. 

The researcher met with and requested each full-time case 

manager at each facility to participate. The researcher 

discussed the research project at a case manager's meeting 

at each site to elicit support from the participants and 

assure all participants of confidentiality regarding their 

participation in the study. Data were collected to describe 

the seunple, including age, educational level, setting, and 

experience (number of years worked as a case manager) . The 

Moral Sensitivity Questionnaire was distributed to the 

participants at the site employing community case managers. 

At the two hospital sites, the researcher distributed the 

questionnaire and collected the completed questionnaires at 

the seune meeting. Time required for completion of 

questionnaires was 15-30 minutes. 
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Instzxunents 

Demographic Questionnaire 

A four item demographic questionnaire (Appendix C) 

developed by the researcher was used to obtain information 

on age, educational level, setting, and years as a case 

manager. These items are deemed important based on Lutzen's 

(1995) study showing significant differences in age, length 

of experience, previous educational level and setting. 

Moral Sensitivity Questionnaire 

Several instruments were considered for this study: 

the JAND (Ketefian, 1982), the DIT (Rest, 1979) and the NDT 

(Crisham, 1981). These instriiments, however, are used to 

measure moral reasoning or ethical practice, rather than 

ethical decision making. Upon careful comparison of these 

instrximents, the researcher determined that only the Moral 

Sensitivity Questionnaire (MSQ) (Lutzen, 1994) measured 

ethical decision making and was selected for this study 

(Appendix D). Rationale for this decision was based on a 

review of 11 instruments to measure moral reasoning and 

ethical practice. While these instruments measure morality 

and practice codes, only the MSQ measures ethical decision 

making focusing on the concept of moral sensitivity. 

The Moral Sensitivity Questionnaire (MSQ) was 

originally written in Swedish and then adapted to English 

by the author (Lutzen) for use in English speaking 

countries. The instrument has been tested in Canada and is 
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ciirrently being adapted for use in South America. The 

researcher obtained permission from the author to use the 

instruments in the study (Appendix E) . The items on the MSQ 

reflect the areas of interpersonal orientation, structuring 

moral meaning, benevolence, modifying autonomy, 

experiencing moral conflict, and trust in medical knowledge 

and principles of care. 

As described in Chapter 2, Lutzen found 

statistically significant relationship between four 

categories on her instr\iment (patient autonomy, 

benevolence, conflict and rules) and the sample's 

demographic characteristics (age in years, years of 

experience, educational level and clinical setting). For 

this study, the same four categories and demographic 

variables were examined. The instrximent is a 30 item self-

administered questionnaire on which participants rate their 

agreement or disagreement with 30 statements related to 

ethical decision making. Responses are rated on a 1-7 

Likert-type scale with 1 signifying "completely disagree" 

and 7 being "completely agree." A total scale score is 

obtained by adding the responses with a possible range from 

30-210. 

Previous testing of this scale revealed an alpha 

coefficient of 0.78, indicating internal consistency 

reliability. For established instrximents, a reliability of 

.80 is acceptable (Nunnally, 1978). However, for newer 

instrxjments in the process of being developed, a 
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reliability of .70 is acceptable (Nunnally, 1978). Alpha 

coefficients for components of the questionnaire used to 

answer each research question were as follows: (a) 

autonomy, .689; (b) benevolence, .181; (c) conflict, .384; 

and (d) rules, .756. Although the level of internal 

consistency reliability for the instrximent was acceptable, 

reliability coefficients for two of the instrvunent's 

components (benevolence and conflict) were not at an 

acceptable level when measured separately. In Lutzen's 

(1995) study, internal consistency reliability was 

determined using Chronbach's alpha, which was 0.78. A 

factor analysis, principle component method, identified six 

factors with an eigen-value equal to or greater than 1 

accounting for 44.5% of the variance. A factor analysis of 

these six factors corresponds to the categories of moral 

sensitivity. The factor-loadings of 29 out of 30 items 

ranged from 0.32 to 0.74 indicating an acceptable 

relationship of the items in each of the six categories of 

moral sensitivity (Lutzen, 1994). 

One item, number 26, was scored separately in its 

own category. The question reads: "It is sometimes 

justifiable to tell a patient that an injection may have to 

be given by force if he or she refuses the prescribed oral 

medication. Findings indicated that this question did not 

correlate with the six categories of moral sensitivity 

previously determined. 
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With the author's permission (See Appendix E) eight 

questions on the MSQ were revised for clarification 

purposes; 1, 2, 3, 1, 12, 19, and 22. The following wording 

is the revised wording. For previous wording, see Appendix 

F. 

Question 1: 

The words "total situation" were changed to "entire 

medical/psychosocial situation" for clarification. 

Question 2: 

This question contained a double negative and was changed 

from "would have no meaning if I never saw" to "has meaning 

if I see" and the word status was added for clarification. 

Question 3: 

The wording originally stated "in everything I do" and was 

changed to "in my care" to personalize the answer. 

Question 7: 

The wording "nursing care" was changed to "patient care" to 

place the emphasis upon the patient not the nurse. 

Question 12: 

The word "rules" was replaced by "policy and procedures, 

as this clarified the concept "rules" more fully. 

Question 19. 

The wording originally read "the values and norms" and was 

changed to "my own values and norms" to personalize the 

answer. 

Question 22: 
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The wording included the term ''psychiatric problems'* and 

was changed to "psychiatric diagnosis" for clarification 

and elaboration purposes. 

Question 25: 

The term "beneficial" replaced "good" as it was felt this 

was less subjective. 

Question 30: 

The term "nurse" was replaced by "case manager" due to the 

nature of the study. 

Data Analysis 

Summary descriptive statistics were used to 

describe participants age, educational level, setting, and 

years of experience as case managers. Indices of central 

tendency and dispersion will be obtained for age, years of 

experience as a case manager, and scores on the MSQ. 

Data analysis by research question was as follows: 

Research question 1. What is the relationship between 

nurses case managers' age in years and ethical decision 

meiking? To examine the relationship, a Pearson Product 

Moment Correlation was used. 

Research question 2. What is the relationship between years 

of experience as a nurse case manager and ethical decision 

making? To examine the relationship, a Pearson Product 

Moment Correlation will be used. 

Research Question 3. What is the difference in nurses 

managers' ethical decision-making by level of educational 
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preparation? To examine the differences an analysis of 

variance will be used. 

Research question 4. What is the difference in nurse case 

managers' ethical decision meUcing by settings? To examine 

the differences a t-test for independent samples will be 

used. A statistical computer program (SPSS) was used for 

all data analysis. Level of statistical significance for 

this study was set at p<.05. 

Summary 

Chapter 3 included the research design, the setting 

and seunple, data collection procedure, instruments and 

plans for data analysis, and protection of human subjects. 

This study was conducted in three local hospitals that use 

nurse case managers in a full-time capacity. The researcher 

asked participants (N=17) to provide their responses to a 

questionnaire (MSQ) that measures ethical decision medcing. 

Data analysis consisted of descriptive statistics, a 

independent t-test, ANOVA, and Pearson's Product Moment 

Correlation Coefficient. Human subjects' 

rights were protected. 
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CHAPTER 4 

RESULTS 

Chapter 4 includes a description of the sample and 

results related to each of the research questions. 

Descriptive statistics, a t-test for independent samples, 

Pearson's Product Moment Correlation Coefficients and 

Analysis of Variance were used to answer the research 

questions. 

Description of the Sample 

The sample consisted of 17 full-time nurse case 

managers employed in three facilities in Tucson during the 

study period. Six nurse case managers worked in a 

conm\inity-based setting. Eleven nurse case managers worked 

in a hospital setting. Twelve questionnaires were 

distributed to the community-based nvirse case managers but 

only six questionnaires were returned. Eleven 

questionnaires were distributed to the hospital-based case 

managers and all eleven were completed and returned. 

Descriptive statistics provided information on age, 

educational level, setting, and years as a case manager. 

Age of respondents was classified into two categories: ̂  40 

years of age (35.3%; n=6) and < 40 years of age (64.7%; 

n=ll). Educational level was classified into three 

categories: associate degree in nursing (17.6%; n)=3), 



bachelor's degree in nursing (47.1%; n=8), and master's 

degree (35.3%; n=6). Type of clinical setting in which the 

nurse case managers practiced was categorized as hospital-

based (64.7%; 11=11) or community settings (35.3%; n=6}. 

Years practicing as a nurse case manager were classified 

into two categories: > 5 years of experience (29.4%; n=5) 

or < five years of experience (70.6%; n=12). 

Results Related to Research Questions 

To answer the research questions, data were 

analyzed using descriptive statistics, t-test, Pearson's 

Product Moment Correlation and ANOVA. Levels of 

significance are presented. 

The HSQ was used to obtain information regarding 

ethical decision making to answer the research questions. 

The MSQ was scored as follows: 1 = completely disagree; 2 = 

slightly disagree; 3 = disagree; 4 = neutral; 5 = slightly 

agree; 6 = mostly agree; 7 = completely agree. 

Mean and standard deviations for responses to items 

1-30 on the MSQ are presented in Table 1. 

Research Question One 

Research Question One was: What is the relationship 

between nurse case managers' age in years and ethical 

decisions? 

Ethical decision meiking for Research Question One 

was represented by items 1, 13, and 22, which addressed 
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Table 1 

Means and standard deviations for responses to items on 

Moral Sensitivity Questionnaire (N=17) 

MSQ Item No. Mean Std Dev. 

MSQl 6.0588 .9663 
MSQIO 5.4118 1.6977 
MSQll 3.4118 1.6605 
MSQ12 4.6471 1.4975 
MSQ13 5.8235 .8828 
MSQ14 2.4118 1.0037 
MSQ15 4.4706 1.8748 
MSQ16 6.0588 .9663 
MSQ17 3.7647 1.4374 
MSQ18 4.0000 1.5811 
MSQ19 5.2353 1.3005 
MSQ2 4.9412 1.5601 
MSQ20 5.4706 1.0073 
MSQ21 5.1765 1.3800 
MSQ22 6.2353 .9701 
MSQ23 3.4118 2.0018 
MSQ24 4.4706 1.2307 
MSQ25 4.5294 1.8411 
MSQ26 4.2353 1.6019 
MSQ27 5.2353 1.4374 
MSQ28 4.0588 1.5601 
MSQ29 3.3529 1.5387 
MSQ3 4.4118 1.3257 
MSQ30 6.0000 .9354 
MSQ4 5.0000 1.1180 
MSQ5 3.7059 1.8962 
MSQ6 6.1176 1.3639 
MSQ7 6.0000 1.2748 
MSW8 2.5294 1.6247 
MSQ9 2.8824 1.2690 
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patient autonomy. The sum of scores on the three items for 

each subject ranged from 3-21 (II = 18.0, SD = 2.49). The 

three items addressing autonomy and the seunple's mean score 

and standard deviation on each item were: 

7. "I believe that good patient care involves respecting 

the patient's wishes." (M = 6.0, Sfi = 1.28). 

13. "My relationship with the patients in my care is most 

important in my daily work." (M = 5.82, M = .89). 

22. "I think that good patient care means that patients 

with psychiatric diagnoses should also be able to 

participate in decisions concerning their care." (M = 6.24, 

SD = .97). 

The mean score and standard deviation on the items 

were M = 18.06, SD = 2.49 (E = .945)(£ = .473). Using 

Pearson's Product Moment Correlation, there was not a 

statistically significant relationship between age in years 

and patient autonomy as reflected in the sum of the scores 

on items 7, 13, 22. Internal consistency reliability for 

the autonomy items using Cronbach's alpha was .689. 

Research Question Two 

Research Question Two was: What is the relationship 

between years of experience as a nurse case manager and 

ethical decision making? 

For Research Question Two, ethical decision making 

was represented by items 4, 15, 20, 28 and 30 which 
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addressed benevolence. The sxim of scores on the five items 

for each subject ranged from 5-35 (M = 25, SD = 3.26). 

The five items addressing benevolence and the 

seunple's mean score and standard deviation on each item 

were; 

4. "When I have to make a decision against the will of the 

patient, I do so according to my belief of what is good 

patient care." (M = 5.0, SD = 1.12). 

15. "In certain situations I have to act according to 

medical knowledge, even if the patient protests." (M = 

4.48, ̂  = 1.87). 

20. "In situations where it is difficult to know what is 

right, I get more help from my practical experience than 

from theories." (11 = 5.47, SD = 1.0). 

28. "When I have to medce a difficult decision, I rely often 

on my own feelings." (M = 4.06, ̂  = 1.56). 

30. "Even if I have not been able to help the patient gain 

insight into his or her situation, I experience my work as 

a case manager as meaningful." (M= 6.0, .935). 

The seunple's mean score and standard deviation on 

the items were M = 25.0, S.D. = 3.26 (e = .378) (r = .755). 

Using Pearson's Product Moment Correlation, there was not a 

statistically significant relationship between years of 

experience as nurse case manager and benevolence as 

reflected in the sum of scores on items 4, 15, 20, 28 and 

30. Internal consistency reliability on benevolence items 
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using Cronbach's alpha was .181, which is not an adequate 

level of reliability. 

Research Question Three 

Research Question Three was: What is the difference 

in nxirse case managers' ethical decision medcing by level of 

educational preparation? 

For Research Question Three, ethical decision 

mcJcing was represented by items 9, 11, 14, 19, 23, which 

address conflict. The siim of scores on the five items for 

each subject ranged from 5-35 (M = 17.35, M = 3.99). 

The five items addressing conflict and the sample's 

mean score and standard deviation on each item were: 

9. "I often encounter situations were I do not know how I 

should respond to the patient." (M = 2.88, ̂  = 1.27). 

11. "In my contact with patients I care for, I often feel 

that I get caught in situations where it is difficult to 

know what is right or wrong." (M = 3.41, ̂  = 1.66). 

14. "I am often faced with situations where I have 

difficulty letting the patient make his or her own 

decisions." (M = 2.41, ̂  = 1.00). 

19. "I often reflect on my own values and norms that could 

have influenced my actions." (M = 5.24, SD = 1.30). 

23. "I eua often faced with situations where I have to make 

decisions without the patient's participation." (M = 3.41, 

^ = 2.0). 
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The three groups were compared using analysis of 

variance. The means of three groups were: 

Group one, associates degree nurses (If = 16.66, 

S.D. = 3.06), Group two, bachelor's prepared nurses (M = 

15.25, S.d. = 2.71), and Group three, master's prepared 

nurses (M = 12.05, S.D. = 4.23). There was a statistically 

significant difference in perception of conflict among the 

three groups, fdf = 16, F probability = .0368). 

Post hoc analysis using the Ttikey test showed the 

greatest difference was between Group two (n=8) (bachelor's 

prepared case managers) and Group three (n=6) (master's 

prepared case managers) at the <.05 level of significance. 

Results (n=17) show statistically significant 

difference in ethical decision meUcing in the category of 

conflict by level of education. Findings indicate greater 

conflict with higher educational level. Internal 

consistency reliability for the conflict items, using 

Cronbach's alpha, was .384, which is not an adequate level 

of reliability. 

Research Question Four 

Research Question Four was; What is the difference 

in nurse case managers' ethical decision making by clinical 

setting? 

For Research Question Four, ethical decision making 

was represented by items 10, 12, 16, 17, 21, 24, and 27, 

which address rules. The sum of scores on the 7 items for 
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each siibject ranged from 7-49 (M = 36.73, SD = 4.81) for 

hospital-based nurse case managers and (M = 31.16, SI2 

7.30) for community-based nurse case managers. 

The seven items addressing rules and the samples 

mean score and standard deviation were: 

10. "I believe that it is important to have strict ethical 

principles for the care of certain patients." (JI = 5.41, SB 

= 1.70). 

12. "If I don't have knowledge about the patient's 

background, I rely on the policy and procedures established 

by my facility." (M = 4.65. ̂  = 1.50) . 

16. "I believe that good ntirsing care involves mcOcing 

decisions in the best interest of the patient." (M = 6.06, 

SS = .966). 

17. "In emergency situations, I depend mostly on the 

attending physician." (M = 3.77, ̂  = 1.43). 

21. "When a patient refuses treatment, it is important that 

there are rules to follow." (M = 5.18, SD = 1.38). 

24. "If a patient is involuntarily admitted to a mental 

health facility, I have to follow the doctor's orders, even 

if the patient is against it." (M = 484., ̂  = 1.23). 

27. "In acute situations where I know very little about the 

patient's background, I often ask advise of the attending 

physician." (M = 5.24, SD = 1.44). 

Mean score and standard deviation were (M = 34.9, 

S.D. =6.22). In a two tailed t-test for independent 
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samples, the means of both groups were compared and, 

although not statistically significant, results approach 

significance (t = 1.90, ̂  = 15, e = .077), One tailed t-

test results show (t = 1.90, df. = 16/ C = 0.38). Findings 

indicate a potential for differences in ethical decision 

making by nurse case managers in the category of rules, 

when examined in the context of clinical setting. Internal 

consistency reliability for the rules items, using 

Cronbach's alpha, was .756. 

The t-test provides a statistical means for testing 

differences between two groups. The typical t-test table 

clearly presents the means being compared in the analysis. 

The one-tailed t-test was used as it is more powerful than 

the two-tailed t-test, because the value yielded by the 

statistical test does not have to be so large to be 

significant at a given level (Munro & Page, 1993). 

Summary 

Chapter 4 included a description of the sample and 

results related to the research questions on ethical 

decision medcing. There was a statistically significant 

difference (e=.0368) in conflict regarding ethical decision 

m6dcing by level of educational preparation. Results 

approached significance in regards to rules in ethical 

decision making by clinical practice setting. There was no 

correlation between nurse case managers' age in years and 

patient autonomy in ethical decision medcing nor between 
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years of experience and benevolence in ethical decision 

meUcing. 
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CHAPTER 5 

DISCUSSION 

The Watson model of human care guided the 

orientation of this study. The specific components of 

Watson's model applied to this study were: (a) the 

systematic use of scientific problem-solving method for 

decision meUcing; (b) the promotion of interpersonal 

teaching-learning; and (c) provision of a supportive, 

protective and corrective mental, physical, sociocultural 

and spiritual environment. 

Regarding (a) decision making and (b) teaching-

learning, these concepts were relevant for this study as 

indicated by differences in conflict in ethical decision 

making by level of education. The instrriment items in the 

conflict category deal with right-wrong decisions, 

reflecting one's values and decision mziking on behalf of 

the patient. Sound scientific problem solving methods are 

needed to maJce rational and congruent ethical decisions. 

For the patient to participate in decisions, the nurse case 

manger uses teaching-learning to encourage the patient to 

assume as much responsibility as possible for their own 

health and medical decisions. 

In this study the greatest differences in conflict 

were between bachelor's and master's prepared nurses. It is 
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not clear why this is the greatest difference, perhaps 

graduate education provides a greater basis for difference 

in conflict in ethical decision maiking as measured by the 

MSQ than the difference produced by baccalaureate or 

associate degree education. Applicability of this finding 

is limited by the low level of reliability of the items 

measuring conflict. 

Regarding (c) provision of a supportive 

environment, this concept was relevant for this study as 

indicated by results approaching significance in difference 

in the category of rules in ethical decision meUcing by 

clinical practice setting. The items addressed in the rules 

category deal with policy and procedures established within 

educational facilities, rules to follow when a patient 

refuses treatment and following doctor's orders when 

unclear practice guidelines exist. Provision for a 

supportive, protective and corrective mental, physical, 

sociocultural and spiritual environment encovurages sound 

ethical decision medcing on the patent's behalf. This is 

particularly important in settings where the niirse case 

manager has few or no rules, policies, or procedures to 

follow and no physician nearby establishing care protocols. 

Findings indicate that nurse case managers who practice in 

a community setting may view ethical decision making 

differently from those who practice in hospitals. 

Community-based nurse case managers have a lower mean score 
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and greater standard deviation on the seven items 

addressing rules than do those nurse case managers 

practicing in hospital settings. These findings indicate 

that community-based case mangers were more apt to choose 

the categories of "slightly disagree" or disagree" when 

addressing questions regarding rules in actual clinical 

practice. Again, findings indicate that community-based 

case managers, whose practice requires more autonomy, may 

adhere less to "rules" than do nurse case managers who 

practice in hospital settings. In the community setting 

where strict adherence to institutional policies and 

procedures is often more difficult to follow, nurse case 

managers must rely more on an internal code of ethics to 

guide their practice and rules applied in a community 

setting may differ from those applicable in a more 

controlled environment such as a hospital setting. 

One's actions, which reflect values and norms, may 

be difficult to accomplish in either a hospital- or 

community-based setting without a caring and compassionate 

nature. Oftentimes this caring attitude may be devalued in 

a managed care environment where financial concerns 

outweigh compassion. Without a sense of care and caring as 

a basis of nursing practice, cost savings, rather than 

patient care may become the primary focus. Watson's (1985) 

model provides a framework for knowledge and moral 
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commitment to human values to support sound ethical 

decision making. 

Results in Relationship to the Literature Review 

The literature review focused on the areas of 

critical thinking ability, level of education, moral 

reasoning, judgment, sensitivity and ethical decision 

making in nursing. Little is reported in the literature on 

moral development research, but the literature available 

shows a relationship between levels of education, critical 

thinking, and moral judgments. Ketefian's (1981) study 

supports the hypothesis that critical thinking and 

educational preparation would predict greater variance in 

moral and ethical judgments than would either variable when 

meas\ired alone. Findings from this study were statistically 

significant, particularly in difference between nurses 

educated at the baccalaureate level and those educated at 

the master's level, although the results' applicability is 

limited by level of reliability of the component of the 

instrument. This current study shows a statistically 

significant difference in the area of conflict related to 

ethical decision making based upon formal educational 

level. 

Moral Reasoning. Judgments and Sensitivity 

Duckett (1992), Holzman (1984), Munhall (1979), and 

Tellmer (1984) all conducted nursing studies as a means of 

determining moral reasoning. Findings were consistent in 
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the direction postulated by theory, that is, increased 

formal education increases moral reasoning, development of 

moral reasoning does not progress simply because people 

grow older, and moral reasoning influences moral behavior 

(Cobly, Kohlberg, Gibbs & Lieberman, 1983). 

Lutzen's (1995) Moral Sensitivity Questionnaire was 

administered to nurses as a means of measuring moral 

sensitivity, which the author describes as a personal 

attribute involving the ability to gain insight into the 

ethical consequences of decisions made on behalf of 

another. Using the MSQ Questionnaire, results revealed that 

age, length of experience, and educational level, along 

with clinical setting, influence views and opinions that, 

in turn, influence ethical decision making. 

Results of this study did not support evidence of a 

relationship between nurse case managers' age in years and 

patient autonomy in ethical decision making. Also, there 

was no relationship between length of experience as a nurse 

case manager and benevolence in ethical decision maUcing. 

There was a statistically significant difference in 

conflict related to ethical decision making by nurse case 

managers' level of educational preparation and results 

approaching statistical significance rules in ethical 

decision meUcing by context of clinical setting. 
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Ethical Decision Making 

In Garritson's (1988) study of registered nurses 

regarding distributive justice, autonomy, and beneficence, 

regardless of setting, nurses responded by acting under 

utiliteurianism; that is, asserting that they ought to 

produce the greatest possible balance of value over 

disvalue for all persons affected. The beneficence 

principle was selected most frequently but not always 

consistently within individuals and varied according to 

situational demands. In contrast, findings from this study 

did not show a correlation between the category of 

beneficence (or, in this study's case, benevolence) and 

length of experience working as a nurse case manager. 

Grundstein-Amado's (1992) study of health care 

providers showed that nurses are more consistent than other 

health care providers in their ethical decision meOcing 

processes. Nurses' ethical behaviors are based upon caring, 

which is seen as a commitment to a particular end and 

rooted in a sound and well-informed decision making 

process. 

Findings from this study, using Watson's 1985) 

model of human care and caring, and in particular, her 

assumptions based upon sound decision meiking, are supported 

by a statistically significant difference in the categories 

of rules by clinical setting and the categories of conflict 

by level of education. 
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Implications for Niirsing 

Ferguson (1984) states that nurses' conception and 

justification of moral problems are concerned with the 

diverse needs and wishes of patients rather than with 

considering and referring to other opposing claims, such as 

consequences or medical knowledge. Garritson's study (1988) 

focuses on autonomy and beneficence. But even this study, 

which showed the principle of beneficence as the area most 

frequently selected by nurses, there was inconsistency of 

findings among respondents in regards to the principle of 

beneficence. Situational demands, clinical setting, and 

outside stressors are variables that may change one's 

actions or perceptions in particular ethical quandaries. 

Based on the results of this study, findings show 

minimal consistency among nurse case managers with regards 

to variables examined, neunely autonomy, benevolence, 

conflict, and rules. While a statistically significant 

difference was found in the category of conflict by formal 

educational level and a result approaching statistical 

significance in rules by context of clinical setting, there 

was no correlation between autonomy and age of respondent 

nor between benevolence and years of experience. 

Scores in the rules category show how differently 

hospital-based and community-based nurses' may view ethical 

decision making, and that age and years of experience may 

not be an accurate indicator of how one views ethical 
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decision meiking. Again, there is disparity in reaching 

ethical decision as there are no formalized or consistent 

methods of resolution to these issues. 

Kane, Penrod and Kivnick's (1994) study reveal no 

consistent method of resolution to ethical questions. Nurse 

care managers could benefit from a theoretical and 

practical exploration of valid, reliable ethical decision 

making tools to clarify their ongoing practices. 

Case management can present ethical dilemmas and 

difficult decisions involving important choices present 

themselves daily in any case managers' job. Nurse case 

managers can contribute to improved care by instituting 

regularly scheduled staff meetings in which ethical issues 

might be discussed, and resolved. Greater access to ethics 

committees, either at work or from nearby universities 

should be encouraged as a means of resolving ethical 

issues. Patient satisfaction surveys and feedback from 

patients and families would be instrumental in designing 

new tolls to clarify ongoing practice. This is particularly 

important when evaluating a new method of health care 

delivery, especially in an era as fraught with difficulties 

as ethical decision maUcing. 

Limitations of the Study 

The results of this study may not give a complete 

picture of ethical decision making from the case mangers' 

perspective as the sample size was limited due to the 
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cons'traints of the study period. A larger sample might 

yield similar results, or might demonstrate contrasting 

results when compared with the results of this small study. 

This study sample consisted of a small saunple (n = 6) of 

community-based case managers and small sample (n=ll) of 

hospital-based case managers. Reliability of the revised 

MSQ needs to be further examined and established. 

Another limitation of the study was that age of 

respondents were classified into categories >40 years of 

age (ii=6) or < 40 years of age (n=ll). A truer picture of 

the impact of age on ethical decision meiking might be 

examined if ages were not categorized in this manner. Data 

on years of experience as a nurse case mangers were also 

examined using the categories of > 5 years of practice as a 

case manager (n=5) or < 5 years practice as a case manager 

(n=12). Again, data excunining actual years in practice, 

chronologically, might yield different findings. There may 

be differences based on country in which nurse case 

managers practice. Perhaps contextual variables may 

influence perceptions as measxired by the MSQ. Also this was 

the first time the MSQ was used in the United States. 

Recommendations for Futiire Research 

The following are recommendations for future 

research: 

1. Replicate the study with a larger sample to 

increase the power of the study. 
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2. Replicate the study at different facilities or 

multi-facility sites to determine further results regarding 

case managers in various types of practice. 

3. Conduct the study with nurse case managers 

practicing in specialty areas (mental health, hospice). 

4. Further examination of the instrxment should be 

conducted and caution exercised in drawing conclusions of 

results due to instrument reliability. 

S\immary 

This chapter provided an overview of the results in 

relation to the conceptual framework and review of the 

literature, in addition to limitations of the study, 

implications for nxirsing and recommendations for future 

research. Research in the literature shows that there are 

no formalized or consistent methods available for nurses to 

access in the area of ethical decision making. Several 

studies exist in literature which measure various 

components of ethical decision making, and these studies 

often support the hypothesis that respondents' age in 

years, experience, clinical setting and educational 

preparation are all related to ethical decision making, but 

no formalized means exists to measure, quantitatively, how 

these attributes may be measured in a consistent manner. 

The results from the study show that in the 

category of conflict and educational level there are 

statistically significant findings, particularly between 
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nurses educated at the baccalaureate level and those who 

practice at the master's level. The category of rules show 

results approaching significance when examined in the 

context of clinical setting while no correlation was found 

between age in years of the respondents and the category of 

patient autonomy nor years of experience as a nvurse case 

manager and the category of benevolence. 
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APPENDIX A 

LETTERS OF APPROVAL 

FROM PARTICIPATING AGENCIES 
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THE UNIVERSMROF 

Ilumnn Suh|rit« C.cmmiiiirr ARIZONA. 1622 r. Malvl Si ri> IU*x 2-11! 
HEALTH SOENCES CENTER rin-*««ii. Anrunn K'572-4 »l \7 

(52lM ^2^v^72l 

12 March 1997 

Barbara Gary, RN, BSN 
c/o Kathleen May, DNSc 
College of Nursing 
PO BOX 210203 

RE: NXntSE CASE MANAGERS AMD ETHICAL DECISION MAKING 

Dear Ms. Gary: 

We have received documents concerning your above cited project. 
Regulations published by the U.S. Department of Health and Human 
Services [45 CFR Part 46.101(b) (2)] exempt this type of research 
from review by our Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours. 

William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:j s 
cc: Departmental/College Review Committee 
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JkHaUir 
Sgrionftqnm 

SfOKOadifllit 
ConontBBtf 
Nming 
Of^oioution 

imsottA 
inanU. 
TaaanAZ 
SS7II 
020)57I-«74< 
l-mill-4SS2 

IMri^ CmMHaU, 
Sftm 
Sfmmitfi* SKaifSHath 

April 22,1997 

Barbara Cary, RN 
C/O Kathleen May, DNSc 
College of Nursing 
PO Box 210203 
University of Arizona 
Tucson, AZ 85721 

Dear Ms. Cary; 

Your request for acccss to the Carondclct Nurse Case Management Practice to conduct 
your research, "Nurse Case Managers and Ethical Decision-Making" has been approved. 

Your contact person in the Nurse Case Management Practice will be Aim Lancero. MS. 
RN. Please coordinate your data collection activities with her. Please notify Ms. Lancero 
and myself when you have completed data collection. 

Best of luck with your research. Please do not hesitate to contact me if 1 can assist you. 
Please notify me when you have completed your study. 1 will help you arrange to present 
your findings to the nurse case managers. 

Sincerely, 

J/JLAAL /</ 
Gcrri S. Lamb. PhD. RN. TAAN 
Senior Corporate Director 

gsl/wb 
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e COLUMBIA 
El Dorado Hospital 
1400 North Wilmot Road 
P. O. Box 13070 
Tucson. Arizona 85712 
Phone (520) 88fr6361 Setting The Standard 

January 22, 1997 

Barbara Cary 
727 N. Bean 
Tucson, AZ 85712 

Dear Barbara, 

I have reviewed your thesis proposal and find it acceptable. Please let me know if I can be of further 
assistance. 

Sincerely, 

James Rocha, RN, MBA 
Director, Quality Management Services 

JR/mks 



COLUMBIA 
brontliwestiiQspital 
6200 N. uOioda Boutevvd Tucson. Aroonj 85741 Pt«nelS30l 742-9000 COLUMIiA'i ftonw pa(pr n (o»Mnem.rm 

February II, 1997 

Human Subjeas Committee 
University of Arizona 
College ofNursing 
Tucson. AZ 85721 

To Whom it May Concern: 

1 have reviewed the research plan and moral sensitivity questionnaire as proposed by Barbara 
Cory for her thesis entitled "Case Managers and Ethical Decision Making." The questionnaire 
acceptable for distribution to the Case Managers at Columbia Northwest Medical Center. 

Sincerely, 

Gary T. Zech, RN, BSN. MBA 
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APPENDIX B 

DISCLAIMER 
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NURSE CASE MANAGERS AND ETHICAL DECISION MAKING 

The purpose of this study is to clarify the concept of 
ethical decision meUcing from a nurse case manager's 
perspective. Because you are a nurse case manager working 
in a hospital or community based setting, you are being 
asked to participate, voluntarily, in a study that explores 
the case manager's perception of ethical decision meiking. 
There is no known risk involved in your participation. The 
only benefit is that you have the opportunity to give yo\ir 
opinion By responding to the questions on two 
questionnaires you will be giving your consent to 
participate in the study. Your name is not on the 
questionnaire and you may choose to answer some or all of 
the questions and your confidentiality will be maintained 
in all reports of this project. The investigator and thesis 
committee will have access to the questionnaires. All 
questionnaires will be locked in a cabinet in a secure 
place to which only the investigator has access. 

The questionnaires will be given at a time and place 
convenient to the participants and will take about 15-30 
minutes to complete. You may ask questions about the study 
and your questions will be answered. You can withdraw from 
the study at any time without any consequences to you. At 
the completion of the study, the questionnaires will be 
shredded and only data on computer disc retained, with no 
names attached, to assure confidentiality. 

Your participation is appreciated. 

Thank you very much. If you have further questions call me; 

Barbara Cary, R.N., B.S.N. 
Graduate Student 
University of Arizona 
College of Nursing 
617-0852 
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Demographic Questionnaire 

1. My age is years. 

2. My educational level in nursing is (AON, BSN, 
MS, other) 
If other, please explain . 

3. The setting for my case management work is (please 
circle one): 
a. A hospital 
b. Outside the hospital (commvinity based) 

4. Number of years in case management? 
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APPENDIX D 

MORAL SENSITIVITY QUESTIONNAIRE 
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Moral Sensitivity Questionnaire 

1. It is my responsibility as a nurse to have knowledge of 
the patient's entire medical/psychosocial situation. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

2. My work has meaning if I see improvement in my patient's 
status. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

3. It is important that I get a positive response from the 
patient in my care. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

4. When I have to meJce a decision against the will of the 
patient, I do so according to my belief of what is good 
patient care. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

5. If I should lose my patient's trust by doing something 
against his or her will, I would feel like a failure. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

6. Honesty is most important in difficult decision making. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

7. I believe that good patient care involves respecting the 
patient's wishes. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

8. If the patient does not have insight into his or her own 
life situation, there is little I can do for her or him. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

9. I often encounter situations where I do not know how I 
should respond to the patient. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 



106 

10. I believe that it is important to have strict ethical 
principles for the care of certain patients. 

Completely disagree 12 3 4 5 6 7 Completely agree 

11. In my contact with patients I care for, I often feel 
that I get caught in situations where it is difficult to 
know what is right or wrong. 

Completely disagree 12 3 4 5 6 7 Completely agree 

12. If I don't have knowledge about the patient's 
background, I rely on the policy and procedures 
established by my facility. 

Completely disagree 12 3 4 5 6 7 Completely agree 

13. My relationship with the patients in my care is the most 
important in my daily work. 

Completely disagree 12 3 4 5 6 7 Completely agree 

14. I'm often faced with situations where I have difficulty 
letting the patient make his or her own decisions. 

Completely disagree 12 3 4 5 6 7 Completely agree 

15. In certain situations I have to act according to medical 
knowledge, even if the patient protests. 

Completely disagree 12 3 4 5 6 7 Completely agree 

16. I believe that good nvirsing care involves making 
decisions in the best interest of the patient. 

Completely disagree 12 3 4 5 6 7 Completely agree 

17. In emergency situations, I depend mostly on the 
attending physician. 

Completely disagree 12 3 4 5 6 7 Completely agree 

18. It is the patient's reactions to my actions that tell me 
if I have made the "right" decision. 

Completely disagree 12 3 4 5 6 7 Completely agree 
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19. I Often reflect on my own values and norms that could 
have influenced my actions. 

Completely disagree 12 3 4 5 6 7 Completely agree 

20. In situations where it is difficult to know what is 
right, I get more help from my practical experience than 
theories. 

Completely disagree 12 3 4 5 6 7 Completely agree 

21. When a patient refuses treatment, it is important that 
there are rules to follow. 

Completely disagree 12 3 4 5 6 7 Completely agree 

22. I think that good patient care means that patients with 
psychiatric diagnosis should also be able to participate 
in decisions concerning their care. 

Completely disagree 12 3 4 5 6 7 Completely agree 

23. I sua often faced with situations where I have to make 
decisions without the patient's participation. 

Completely disagree 12 3 4 5 6 7 Completely agree 

24. If a patient is involuntarily admitted to a mental 
health facility, I have to follow the doctor's orders, 
even if the patient is against it. 

Completely disagree 12 3 4 5 6 7 Completely agree 

25. I find it difficult to give beneficial patient care if 
it is against the will of the patient. 

Completely disagree 12 3 4 5 6 7 Completely agree 

26. It sometimes is necessary to give a patient an injection 
by force if he or she refuses the prescribed medication. 

Completely disagree 12 3 4 5 6 7 Completely agree 

27. In acute situations where I know very little about the 
patient's background, I often ask advice of the 
attending physician. 

Completely disagree 12 3 4 5 6 7 Completely agree 
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28. When I have to meUce a difficult decision, I rely often 
on my own feelings. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

29. I must always know how the individual patient I care for 
should be approached. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

30. Even if I have not been able to help the patient gain 
insight into his or her situation, I experience my work 
as a case manager meaningful. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 
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APPENDIX D 

PERMISSION TO USE LDTZEN'S 

MORAL SENSITIVITY QUESTIONNAIRE 

November 19, 1996. 

Dear Barbara, 

Thank you for your e-mail asking for the Moral Sensitivity Questionnaire. 

I have used the MSQ in both psychiatric and medical-surgical contexts, but omit or change the 
word "psychiatric" nursing to sidt the context I have also administered it to physicians and 
psychiatrists but have not yet published the results. A prcliminary analysis of responses 
between niirses and physicians show som interesting differences. I will share these widi you at 
alaterdate. 

Feel fiee to reword any of the items. I would appreciate an improvement in the language! Let 
me know how and if you do this. 

I have enclosed two articles showing validity and reliability. I think it is quite satisfactory 
considering the nature of quesnons asked. My own opinion is that this ty  ̂of research must be 
supplemented with qualitanve data, for example, participant observation studies. 

Good luck with your research. Perhaps we can run the stadstics from Sweden, (and I have 
some from Canada) with your population. It would be an interesting cross-cultural comparison! 

Yours smcOTly, 

KimLutz^n 
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THE ORIGINAL VERSION OF THE 

MORAL SENSITIVITY QUESTIONNAIRE 
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The Original Version of the 

Moral Sensitivity Questionnaire 

1. It is my responsibility as a nurse to have knowledge of 
the patient's total medical/psychosocial situation. 

Completely disagree 12 3 4 5 6 7 Completely agree 

2. My work would have no meaning if I never saw any 
improvement in my patient. 

Completely disagree 12 3 4 5 6 7 Completely agree 

3. It is important that I get a positive response from the 
patient in everything I do. 

Completely disagree 12 3 4 5 6 7 Completely agree 

4. When I have to maUce a decision against the will of the 
patient, I do so according to my belief of what is good 
nursing care. 

Completely disagree 12 3 4 5 6 7 Completely agree 

5. If I should lose my patient's trust by doing something 
against his or her will, I would feel like a failure. 

Completely disagree 12 3 4 5 6 7 Completely agree 

6. Honesty is most important in difficult decision medcing. 

Completely disagree 12 3 4 5 6 7 Completely agree 

7. I believe that good nxirsing care involves respecting the 
patient's own will. 

Completely disagree 12 3 4 5 6 7 Completely agree 

8. If the patient does not have insight into his or her own 
situation, there is little I can do for her or him. 

Completely disagree 12 3 4 5 6 7 Completely agree 

9. I often encounter situations where I do not know how I 
should respond to the patient. 

Completely disagree 12 3 4 5 6 7 Completely agree 
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10. I believe that it is important to have strict ethical 
principles for the care of certain patients. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

11. In my contact with patients I care for, I often feel 
that I get caught in situations where it is difficult to 
know what is right or wrong. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 

12. If I don't have knowledge about the patient's 
background, I rely on the rules established by my 
facility. 

Completely disagree 12 3 4 5 6 7 Completely agree 

13. My relationship with the patients in my care is the most 
important in my daily work. 

Completely disagree 12 3 4 5 6 7 Completely agree 

14. I'm often faced with situations where I have difficulty 
letting the patient msdce his or her own decisions. 

Completely disagree 12 3 4 5 6 7 Completely agree 

15. In certain situations I have to act according to medical 
knowledge, even if the patient protests. 

Completely disagree 12 3 4 5 6 7 Completely agree 

16. I believe that good nursing care involves making 
decisions in the best interest of the patient. 

Completely disagree 12 3 4 5 6 7 Completely agree 

17. In emergency situations, I depend mostly on the 
attending physician. 

Completely disagree 12 3 4 5 6 7 Completely agree 

18. It is, above all, the patient's reactions to my actions 
that tell me if I have made the "right" decision. 

Completely disagree 12 3 4 5 6 7 Completely agree 
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19. I often reflect on values and norms that could have 
influenced my actions. 

Completely disagree 12 3 4 5 6 7 Completely agree 

20. In situations where it is difficult to know what is 
right, I get more help from my practical experience than 
theories. 

Completely disagree 12 3 4 5 6 7 Completely agree 

21. When a patient refuses treatment, it is important that 
there are rules to follow. 

Completely disagree 12 3 4 5 6 7 Completely agree 

22. I think that good nursing care means that patients with 
psychiatric problems should also be able to participate 
in decisions concerning their care. 

Completely disagree 12 3 4 5 6 7 Completely agree 

23. I am often faced with situations where I have to maUce 
decisions without the patient's participation. 

Completely disagree 12 3 4 5 6 7 Completely agree 

24. If a patient is involuntarily admitted to a mental 
health facility, I have to follow the doctor's orders, 
even if the patient is against it. 

Completely disagree 12 3 4 5 6 7 Completely agree 

25. I find it difficult to give good nursing care against 
the will of the patient. 

Completely disagree 12 3 4 5 6 7 Completely agree 

26. It sometimes is necessary to give a patient an injection 
by force if he or she refuses the prescribed medication. 

Completely disagree 12 3 4 5 6 7 Completely agree 

27. In acute situations where I know very little about the 
patient's background, I often ask advice of the 
attending physician. 

Completely disagree 12 3 4 5 6 7 Completely agree 
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28. When I have to meJce a difficult decision, I rely often 
on my own feelings. 

Completely disagree 12 3 4 5 6 7 Completely agree 

29. I must always know how the individual patient I care for 
should be approached. 

Completely disagree 12 3 4 5 6 7 Completely agree 

30. Even if I have not been able to help the patient gain 
insight into his or her situation, I experience my work 
as a nurse meaningful. 

Completely disagree 1 2 3 4 5 6 7 Completely agree 
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