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Abstract

Background: New nursing roles and advances in care and treatments have resulted
in nurses facing increasingly complex ethical dilemmas in practice; nurses are
therefore required to engage effectively in ethical decision-making.

Prior to commencing this empirical study a literature review was undertaken, the
databases CINAHL, Science Direct, Medline, Web of Science and British Nursing
Index were searched. Peer reviewed papers were systematically reviewed.
Emerging themes were moral distress, codes of ethics, conflict within ethical
decision-making and policy. The literature included international studies and
indicated that ethical decision making is a concern amongst nurses globally.

Aim: To identify how nurses contribute to the resolution of ethical dilemmas in
practice.

Method: An Interpretive Qualitative study was undertaken, between March and
December 2012, using a flexible approach to analysis. The National Research
Ethics Committee provided Ethical approval. Eleven registered nurses were
interviewed using semi-structured interview, focusing on how participants addressed
ethical dilemmas in practice. In-depth thematic and content analysis of the data was
undertaken. The relatively small, single site sample may not account for the affects
of organisational culture on the results.

Results JRXU PDMRU WKHPHYVY HPHUJHG p%HVW IRU WKH
MHFROODERUDWLRQTY D QiGrgieSsoddl FeldtionsipsDaeré idéntifird as
key to resolving ethical dilemmas. Moral distress was evident in the data as
LGHQWLILHG LQ WKH OLWHUDWXUH DQG UHIOHFWY WKH HP
Discussion: Support is required for nurses to acquire the skills to develop and
maintain professional relationships for addressing ethical dilemmas in practice.
Nurses require strategies to address the negative impact of moral distress.
Conclusion 1XUVHVY SURIHVVLRQDO UHODWHWQVRKRW D UHHX WH
to the resolution of ethical dilemmas.

Recommendations : Research is required to explore this phenomenon in other
geographical areas and professional settings. Nurses need to engage with political
and organisational macro and micro decision making. Further research is required to
establish how nurses can manage moral residue and minimise the negative impact
of moral distress.
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Chapter 1 : Introduction

1. Introduction

This exploratory study investigates the contribution British nurses make to the
resolution of ethical dilemmas within the secondary care context. A registered nurse,
referred to within this thesis as the nurse, from any field, is one who is currently
registered with the Nursing and Midwifery Council (NMC), from any part of the
register, and, for this study, employed within secondary care provision and working
within the requirements of that registration. Throughout this paper the term nursing

practice will be used to refer to this context.

Decision making is an essential part of the nurse § role (NMC, 2008); because
nurses are required to advocate for patients (NMC, 2008) this can lead to ethical
dilemmas and conflict with others involved in their care (Oberle and Hughes, 2001).
It is therefore important that nurses are able to justify their contribution to the
decisions made. However, whilst the decisions nurses make may be reflected upon
it is the values used to make these decisions which are often overlooked (Harris,
1985). The contributions that nurses make and the values on which such

contributions are based are the focus of this exploratory investigation.

The overall aim of the research is thus to identify the values, beliefs and contextual
influences that inform decision making and the contribution made by registered
nurses in achieving the resolution of ethical dilemmas in nursing practice. This
chapter will outline the structure of the thesis, locate the context in which it takes
place and present a theoretical framework to guide development of ethical decision

making.
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Chapter 2 presents the results of the review of the literature, which identified four

WKHPHYVY WKH UROH RI HWKLFDO FRGHV WKWHHVRSRODWDBQF

conflict. In light of the study findings further literature has been reviewed to include
collaborative working, professionalism, advocacy and accountability and the impact
of both policy and organisational culture. This additional literature is included in the

Findings and Discussion chapters.

In order to address the aim of the research a qualitative approach was selected,
enabling the collection of rich, in depth data. Chapter 3 presents and justifies this
approach. A pilot study was conducted to determine the most appropriate data
collection method; because the select approach has proved to be an appropriate

choice the pilot data have been included in the analysis.

The transcripts of al WKH SDUWLFL S BQuWdéfvert QawdanieYit_ end

LQWHUDFWLRQDO DQDO\WLYV WR LGHQWLI\ FRQWH[WXDO LQ

the resolution of ethical dilemmas. Four key themes: Best for the Patient;
Accountability; Collaboration and Conflict; and Concern for Others emerged and are

explored in detail in Chapters 4 +8.

Chapter 9 SUHVHQWY D FDVH VWXG\ IURP p&KDUOLHY

framework. A re-conceptualisation emerges, with the addition of relationships as

central to ethical decision making and the resolution of ethical dilemmas.

11
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Chapter 10 explores the elements of the relationships that the data have identified as
central to the effective resolution of ethical dilemmas in nursing practice, in an
attempt to define what effective resolution might be. These findings appear to
endorse virtue ethics as central to understanding relationships and to add to our
understanding of their application in practice. Furthermore, moral distress emerges
as a consequence of ethical decision making and as an integral aspect of

relationship building in nursing.

Finally, Chapter 11 reprises the thesis and offers recommendations for further

research for nursing practice.

The discussion of the findings will argue that nurses do contribute to the resolution of
ethical dilemmas and that the nursing values they hold are influenced by their
personal, professional and FXOWXUDO YDOXHYV SHUKDSV PRUH LP
values and beliefs are influenced by their professional experiences and the findings
indicate a strongly held conviction that nurses have a shared belief and value
system. The key to achieving moral action is through the relationships that nurses
negotiate and maintain with patients, their families and other health and social care
professionals. These relationships help nurses to understand the perspectives of the
patients and others on whom decisions will impact, thus enabling the moral actions
identified as best for the patients. Taking responsibility for decision making in this
situation and attempting to resolve ethical dilemmas contributed to the moral distress

that the nurses articulated in their narrative accounts.
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1.1 The context in which nurses contribute to the resolution of ethical
dilemmas

The secondary care setting was selected for investigation as the context of this
setting, and the role nurses play within it, has changed significantly. Over the last
two decades demand for treatment and the options available have increased (Storch
et al.,, 2004). Policy directives, which include Our Health, Our Care, Our Say (DH,
2006) and the Expert Patient Programme (DH, 2001) have led to changing
expectations from patients who now recognise the importance of negotiated care
packages and of treatment options. The introduction of Foundation Trusts and
private health care companies now eligible to provide National Health Service (NHS)
funded care has influenced changes in care provision across this sector (DH, 2008).
These changes have resulted in role development for nurses (DH, 2005; 2008) and

new dilemmas to face (Storch et al., 2004).

Changes to the role of the nurse and the challenges faced by nurses have been
seen as so fundamental that they contribute to the changes in nurse Vreparation for
professional practice (Ramprogus, 1995; NMC, 2004; NMC, 2010a). Many of these
changes have been driven by government policy, which in turn has been informed by
public and patient expectations. For example, in the early days of nursing emphasis
ZDV ITUHTXHQWO\ SXW RQ D SHUVRQYV FKDUDFWHU 7KHYV]
patience, obedience, devotion and kindness (Storch el al., 2004). These authors
also suggest that the context in which people were cared for in the 1930s and 40s
began WR FKDQJH VKLIWLQJ FDUH GHOLYHU\ WR KRVSLWDC
homes. Thus, prior to and at the time of the inception of the NHS, the role of the

nurse was viewed predominantly as to assist the doctor, obey (his) orders and

13



provide for patientV] SHUVRQDO QXWULWLRQDIO céptblt Govthis3 X J K
nurses are now increasingly expected to be autonomous and to challenge doctors

when appropriate (NMC, 2008).

In addition, because of the fundamental changes to the health care system, nurse V {
roles have become increasingly diverse (Storch et al., 2004). Nurses are now
required to manage complex nursing interventions, some of which had previously
been undertaken by medical staff (Torjuul and Sgrlie, 2006). Nurses are becoming
autonomous, independent practitioners and, as a result, are faced with increasingly
complex decisions which require sensitivity, moral reasoning and clear, justifiable,
ethical decision-making (Storch et al., 2004). These changes in the nurse Y Yole
coincided with the move of nurse education into Higher Education institutions,
commencing with Project 2000 (Ramprogus, 1995) and, .more recently, the move to

an all graduate profession (NMC, 2004; 2010a).

The move to an all graduate profession recognises that importance be placed on the
QXUVHYV DELOLW\ (BtdadnWgK20QIN ErlticalhafyBiobthe situation and
critical thinking are required in order to make appropriate decisions about patient
care, service delivery and organisational policies and procedures (Standing, 2011).

The current position requires nurses to meet the needs of patients and the
HISHFWDWLRQV RI Sand/tolQrkvil find @ith Le@deHcé-based practice
and government policy, ensuring that high quality care is delivered within current
resource levels (Jenkin and Millward, 2006). It is suggested here that it is these
competing demands that result in complex ethical decisions, which registered nurses

are expected to address effectively, not only by the public and the organisation but

14



also by their professional body. Investigation into incidences where care has broken

down and standards of care have fallen below the standards expected by patients

and their relatives and those set for the NHS has resulted in nursing being

scrutinised and the Chief Nursing Officer for England, Jane Cummings, calling for

nurses to be caring, compassionate, competent, courageous, to communicate

effectively and be committed to foster a service with compassion at the centre
(Commissioning Board Chief Nursing Officer and DH Chief Nursing Adviser, 2012).

7KH DGRSWLRQ RI WKHVH p &VY LQGLFDWHYV WKDW SHUVR
viewed by patients and policy makers as important when selecting individuals for

nurse training and that their importance is equal to that of knowledge and clinical
VNLOOV LQ WKH SHUFHSWLRQ RI D 3JRRG™ QXUVH 7TKH P

never, in recent times, been more scrutinised.

1.2 Background : Ethical decision making in nursing

Definitions of nursing identify the importance of ethical values and the professional
relationships nurses have with patients and other health care professionals (Royal
College of Nursing, 2003). Within the UK nursing is bound by its Code of Conduct
(NMC, 2008), in which nurses are accountable for their actions and therefore need to
be able to justify their decisions. Seedhouse (1998), amongst others, has suggested
WKDW QXUVHVY dy b&Rue@all BstalntdialWénture and, therefore, morally
special. This suggests that those who choose to work for health care pledge to a

powerful set of moral obligations.
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7KH WHUPV SHWKLFV’ ™ B&@ttéreHangBablywby Boohélauthors (Singer,
1993; Banks and Gallagher, 2009). Clear distinction between moral reasoning and
ethical decision making is made by Seedhouse (1998) who refers to moral reasoning
and ethical action. Hawley (2007) describes ethics as the study of moral behaviour
and moral behaviour as that which is good or bad, right or wrong; almost the
opposite to Seedhouse (1998). Others also make a distinction between morals and
ethics, suggesting that ethical action is underpinned by moral values (Tong, 1997;

Johnstone, 1999; Fry and Johnstone, 2002).

Whilst acknowledging this divergence of views within the literature, the theoretical
framework in Section 1.3 presents moral reasoning and ethical decision making as
distinctly different and as the first two stages of a three stage model. The term moral
reasoning is used to refer to the reasoning that is undertaken based on personal and
professional beliefs and values. Ethical decision making refers to the aspects of the
decision making that can be seen to be underpinned by ethical principles and
theories. The final third stage of the framework is moral action; this is the behaviour
and actions, informed by both moral reasoning and ethical decision making,
undertaken by the nurse. All cultural groups have a set of moral values and beliefs
which influence their choices and behaviour; these choices and behaviours are
subject to ongoing revision and refinement (Carter and Klugman, 2001; Banks and
Gallagher, 2009). Ethics is viewed as the reflective process within which this group's
choices, based upon their values and beliefs, are systematically appraised using

ethical principles and rules (Carter and Klugman, 2001).

16



Harris (1985) has suggested that it is through concern and care for others, including
efforts which people are willing to make in providing care, that the value placed upon
their lives and the respect for them as individuals is demonstrated. Where
differences occur in the ability or willingness to provide care, or the failure to meet
the expectations of those involved occurs, a dilemma may arise (Seedhouse, 1998).
Harris (1985) further states that nurses need to address these ethical dilemmas,
claiming that judgments are based on beliefs and values and, whilst the decisions
made to resolve ethical dilemmas are often examined, rarely are the beliefs and

values underpinning the decision examined in the same way.

Within current health care practice ethical dilemmas [which are defined in Section
1.3a] not only occur when the nurse is faced with extraordinary situations but, more
commonly, in day to day practice, which includes challenging decisions regarding
new treatment options and the appropriateness of treatment (Storch et al., 2004).
The increasing number of complex and expensive options at the disposal of health
care professionals, resulting from technical developments, has increased the
frequency and emphasis of these decisions (Bunch, 2002; Aroskar et al., 2004;

Storch et al., 2004; Hugman, 2005).

There is a requirement placed on the health care team to consider the person at the
centre of care provided, whilst considering broader issues associated with the
availability of resources within organisational and political objectives (Padgett, 1998;
Chambliss, 1996; Storch et al., 2004). As members of the health care team nurses
need to behave in an ethical manner, considering the professional relationships they

build with others in the course of their nursing practice (Chadwick and Tadd, 1992).
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The nurse-patient relationship, as defined in The Code: Standards of conduct,
performance and ethics for nurses and midwives (NMC, 2008), places an obligation

on the UK nurse to act as advocate and to do what is best for the patient. This

obiJDWLRQ LQ LWVHOI PD\ UHVXOW LQ FRQIOLFW DV ZKDW

line with his or her wishes may conflict with the opinions of others (Fry and
Johnstone, 2002). Johnson (1997) identified how the imbalance of power between
nurses and patients can result in patients having to conform to treatment regimens.
In addition, in order for the nurse to undertake the role of patient advocate
effectively, the relationships nurses have with other health care professionals and

SD WL HQW Vdfe vitallyp EnpottantMawley, 2007).

Professional relationships between nurses and doctors have undergone significant
change over the past 20 years, with nurses increasingly involved in decision making,
managing care and delegation of parts of that care (DH, 2011). This brings both
opportunities and challenges and, with the publication of Modernising Nursing
Careers by the Department of Health in 2011, a number of initiatives were introduced
LQFOXGLQJ D pM1XUVH /HDGHUVKLSY LQtawrheD Wiprowidg
preceptorship for newly qualified nurses. New nursing roles include specialist
nurses, consultant nurses and nurse practitioners, who now make decisions about
treatments which may have previously been addressed by the doctor whose care the
patient was deemed to be under. The changes in these roles have occurred in
response to the needs of those accessing health and social care services,

underpinned by government policy (DH, 2000; 2006; Darzi, 2008).

18
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Judgement and decision making are also important aspects of nursing practice, as is
the resolution of ethical dilemmas which requires the ability to weigh the options in
order to identify the appropriate course of action (Thompson and Downing, 2002).
Evidence based practice (EBP) has become an important part of clinical decision-
making; however, it can be argued that EBP alone fails to recognise the values of
the patients and their families in the decision making process. This is particularly
important when promoting patient autonomy and in recognising the unique nature of
each person, their diagnosis and the potential for intervention (Martin, 2004). It is
important, therefore, when making clinical decisions, that moral reasoning and
ethical decision making are included rather than relying entirely on science (Martin,

2004).

Ethical decision making in nursing practice has been informed and underpinned by
medical and bio-ethical approaches (Chambliss, 1996; Storch et al., 2004). These
are discussed in more detail below. They include deontological and consequential
theories that may be characterised as rule-based or act-centred as well as virtue
ethics and the ethic of care, which have been advocated within nursing practice and
nurse education and may be considered to reflect a more person oriented, agent

centred approach (Johnson, 1997; Gilligan 1982; Armstrong, 2007).

Gilligan (1982), Johnson (1997) and, more recently, Armstrong (2007) highlight the
limitations of obligation or rule-based approaches to moral reasoning and ethical
decision making in the context of nursing practice, arguing that these approaches
are inadequate in their failure to recognise the importance of emotion in moral

reasoning. The developmentofan LQGLYLGXDO QXUVHYV UHDVRQHG GH|
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the accomplishment of competence through the various stages of their professional
development are also recognised as important to this decision making process
(Benner, 1984, Carter and Klugman, 2001). However, it is the relationships that
nurses have, as students with their mentors and, later, with a preceptor, that can
influence their development as competent nurses and maintain their ability to care

(Smith, 2012).

1.3 Theoretical fra mework

Nurses who are required to maintain moral and ethical standards in practice find that
they are increasingly restrained by the clinical and caring environments within which
they work (Redman and Fry, 2000). To participate effectively in working for health
as a moral venture, nurses require moral sensitivity, moral reasoning skills and the
ability to recognise a moral issue in a given situation, which results in the need for
ethical decision making to inform moral action (Harris, 1985; Seedhouse, 1998;

Johnstone, 1999).

This staged approach to decision making is illustrated in the theoretical framework

developed for this study [see Figure 1] which recognises that ethical dilemmas occur

within the context of nursing practice and suggests that it is D SHU Vi@l vV
conscience that alerts them WR WKH IDFW WKDW WKLQJY DUH QRW QHEF
2007). It is this moral conscience, informed by the beliefs and values held by the

individual, that informs initial expectations (Hawley, 2007). Moral conscience is also

described as moral sensitivity, which is guided by feelings of compassion, sympathy

and concern of one for another (Storch et al., 2004). However, these authors also

20



argue that moral sensitivity requires cognitive and imaginative skill in order to apply

moral theories to a given situation.

Registered nurses are both accountable for their actions and have an obligation to
advocate for those to whom they have a duty of care (NMC, 2008). In order to meet
these requirements it is suggested, in this theoretical framework, that some or all of
the ethical approaches to decision making, moral action and the resolution of
dilemmas recognised throughout the health care literature may be used to explain

how nurses respond and to justify their actions.

Through systematic searching of the current literature studies and debates were
identified as pertinent to the background and development of the theoretical
framework and are detailed in Appendix 1. Sections 1.3a i below outline the stages

of this framework.

1.3a Ethical dilemmas

Some research investigating ethical dilemmas fails to present a working definition of
an ethical dilemma, for which there may be valid reasons. [ some authors, , justify
this omission in their published articles (Oberle and Hughes, 2001; Aroskar et al.,
2004; Dierckx de Casterle et al., 2004; Hurst et al., 2005). Authors who do provide
definitions of an ethical dilemma include Beauchamp and Childress (2001) and
Hamric et al., (2000), explaining that an ethical dilemma occurs when a given
situation has two or more conflicting moral principles. This is further developed to

include the recognition that, when addressing the dilemma, the available alternatives
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appear to be equally undesirable and the correct course of action unclear

(Noureddine, 2001).

In nursing practice ethical dilemmas occur in situations where the beliefs and values
of the patient, their relatives and/or the nurses and the organisational objectives may
conflict in some way (Kain, 2007). This may result in differing expectations which
inform the action taken by the health care team. Storch et al. (2004) identified that
the ethical dilemmas that nurses are required to address within their practice are
becoming distinctly different to those traditionally addressed by physicians in relation
to medical ethical dilemmas. As such, these dilemmas may not be adequately
addressed through the bio-ethical approach traditionally used in medicine (Storch et
al., 2004). This is because the nurse § role extends beyond the medical perspective
of treatment and cure; nurses are required to meet the full diversity of patient need.
Through the development of holistic relationships (Tschudin, 1999) and providing
person centred care for patients (Kitson, 2004), nurses strive to meet the diversity of
patient needs (Storch et al., 2004). It may be argued that nursing ethics is now
developing as a distinct approach, separate but influenced by medical ethics, to
reflect the different mandates to care held by each profession (Chambliss, 1996;

Storch et al., 2004).

Ethical dilemmas in nursing often arise from the same issues faced by other health
care professionals. The difference is that the engagement the nurse has with the
patient and their family is continuous throughout the episode of poor health which
may have resulted in the dilemma (Chambliss, 1996). This continuous contact

facilitates the development of therapeutic relationships (Kitson, 2004). For nurses,
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as for other health care professionals, the context in which they work has changed.
Because the role the nurse undertakes, in many cases, is a co-ordinating role for
care provision and forms the link between the patient, the family and other health
care professionals, the nurse often has a unique overview of the issues involved

(Storch et al., 2004).

Ethical dilemmas in health care take many forms. These include the big questions,
for example resuscitation orders (Herbert, 1997); issues around care of the dying,
withdrawal of and/or withholding treatment (Elger and Harding, 2002); the provision
of futile treatment (Hurst et al., 2005; Clara et al., 2006); and organ donation (Bunch,
2002). However, of equal importance are the smaller questions that impact on the
daily work of nurses, such as provision of information, confidentiality and the
disclosure of information to third parties (Jenkin and Millward, 2006). Whilst there is
legislation to guide nursing practice decisions on how to act, this requires careful
consideration in the application of the law; dilemmas in relation to this occur when

the nurse has conflicting duties and responsibilities (Jenkin and Millward, 2006).

In the UK, organisational policy impacts upon the nurse § ability to make
autonomous decisions in relation to patient care (Torjuul and Searlie, 2006).
Organisations such as the Department of Health, regional and local Health
Authorities and NHS Foundation Trusts are responsible for the allocation of
resources, which may be challenging when demand outstrips supply within the
current health care system (Oberle and Hughes, 2001). Analysis of organisational
decision-making does not fall directly within the objectives of this study, as this is not

LQ WKH 8. QXUVHVT FiR@QaNJdiR@OStakeRr & AMetith it is a major part
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of the role of the Utilisation Nurse, whose job it is to make decisions about best value

treatments in relation to patient outcomes (Bell, 2003).

Nurses engage with resource allocation on a daily basis. Nurses have only so many
hours in which to manage, plan and deliver care; ward budgets and availability of
other health care professionals are limited (Torjuul and Sgrlie, 2006). The nurse -
patient relationship and the closeness of nurses to the patient group result in a
SHUFHLYHG LQFUHDVHG DFFRXQWDELOLW\ DQG WKH GX
appropriately (Torjuul and Segrlie, 2006). In order to achieve this nurse must be able
to prioritise the needs of any patient group and to guide the doctors and other health
and social care professionals as to whose needs should take priority (NMC, 2010a).
All patients are important and the health care professionals providing care and
treatment have to make some tough decisions; these are, for some nurses, everyday

decisions (Storch et al., 2004).

Decisions in an acute situation may need to be made quickly with whatever
information is available at the time; it may be that these decisions are taken more
frequently in secondary care settings rather than in other health care settings. In the
accident and emergency department, in the medical assessment unit, in intensive
care or theatres, or in life threatening situations, the team has only minutes to decide
on a course of action (Farsides, 2007). Not all ethical dilemmas need such urgent
attention; these are, however, equally important. Decisions made in all situations
may KDYH DQ LPSDFW R QngAtetrinl h&dhemd-hv@INeIhy, however nurses
within health and social care teams may have more time to discuss the situation and

negotiate what needs to be done, encompassing the wishes of the patient and those
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on whom the outcome may impact, weighing the options available in partnership

(Farsides, 2007).

1.3b Moral reasoning

Moral problems and moral dilemmas are those which engage our beliefs and values
about what is fundamentally right or wrong, good or bad (Hawley, 2007). Diversity of
opinion, it has been suggested, through freedom of thought, helps the development
of moral character, resulting in self-determination (John Stuart Mill 1806 $1873).
Self-determination allows each person to make their own decisions about their own
life style, with whom they associate and how they pass their time. Nurses may
experience moral distress when their self-determination is compromised because
they feel they are unable to maintain their personal or professional moral ideals and,
consequently, their professional integrity (Torjuul and Searlie, 2006). This is
DSSDUHQW IRU H[DPSOH ZKHQ QXUVHV DUH QRW DEOH WR
it, to the patient in their care, for example not providing full information about
diagnosis, prognosis and/or treatment (Torjuul and Sgrlie, 2006). Caring and
upholding standards of care appear to be important aspects of nursing and reflect
the professional values nurses hold; when this is compromised nurses may begin to
feel dissatisfied with the situation (Torjuul and Sgrlie, 2006). Further research, of
nurses working within the hospice setting, goes on to suggest that maintenance of
human dignity is an important moral obligation in their practice (Salloch and
Breitsamater, 2010). These nurses strive to be non-judgmental and recognise the
need to respect the wishes of the patient in their care even if this is in direct conflict

with their professional judgement (Salloch and Breitsamater, 2010).
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What may also be of importance when researching ethical decision making in

nursing is that it is a predominately female profession, with 89.29% of those currently
UHJLVWHUHG RQ WKH 1XUVLQJ DQG 0¢i@Ziohtel (NG XQFLO T\
2010b). The percentage of male registrants has remained constant since 2004

(NMC, 2010b). It may be that gendered WUDLWYV DOVR GRPLQDWH WKH

reasoning which is used to inform nursing practice.

*LOOLJ®ErYy \seminal work on the gendered nature of moral reasoning
demonstrated that girls were inclined to articulate their reasoning in ways that were
different from boys. Boys were more likely to display thinking that correlated with
.RKOEHUJITV MFODVVLFDOY VWDJHVY RI GHYHORSPHQW VSHD
toas uD GLIITHUHQW Y RL thét hedistHsubrUas>XBhtbherg developed their

ideas through observations of men and their ways of reasoning, failing to take into
account the gendered nature of such research. Male development has thus been

taken to be yHQRUPDOY DQG JiHaRirblUe @dasobikgQildplayed by woman
participants appear to be less well developed. Further, Noddings (2003) suggests
thatiw LV ZRPHQYV PRUDO GHY HanRG-Padteihappréabhvib étiidskR U P V
that may be seen in the ethics of care and in virtue ethics, which are discussed

below.

The nature of nursing and the job itsef PD\ DOVR LPSDFW RQ QXUVHVY D
their moral views, perhaps influenced by the position of nurses within the health care
team and the work they undertake; thus the JHQGHUHG QDWXUH RI QX

professional identity, rather than the actual gender of individual nurses.. The two

! Kohlberg first developed this theory as his PhD dissertation in 1958 and continued to publish on it throughout
his academic career.
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may be intractably entwined because of the constantly high proportion of nurses who

are women; however this may be impossible to confirm (Chambliss, 1996).

Moral reasoning is also influenced by the values, beliefs and expectations of an
LQGLYLGXDOTV SDUHQWYV UHOLJLRQ DQG SHHUYV
according to our life experiences (Cuthbert and Quallington, 2008). Values and
beliefs inform moral conscience, which helps in the recognition of the moral quality of
behaviour, thus informing actions. Amongst these influences are those of the
profession into which nurses become socialised and the experiences encountered as
part of nursing practice (Benner, 1984; Settelmair and Nigam, 2007). Taken
together these values can be seen to inform the nursing code of professional

conduct: The Code (NMC, 2008).

In summary, moral reasoning is influenced by personal beliefs and values, gender,

socialisation and professionalisation. Values may become revised and refined over

DV WKl

time and through experience (Carter and Klugman, 2001). Challenges WR D QXUVHT{V

moral reasoning may occur when there is a conflict between patients and their family
or the health care team when addressing moral issues (Salloch and Breitsamater,

2010), leading to the need for ethical decision making.

1.3c Ethical decision making
Ethical decision making is framed within a number of recognised ethical approaches
which are described below and which are the third stage of the theoretical

framework.
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The four approaches outlined are often characterised as either principle-based [non-
feminist] or agent-centred [feminist] in nature. Principle-based approaches have
tended to dominate health care ethics, however agent-centred approaches, have
enjoyed an increase in popularity amongst such authors as Tong (1998), Storch et

al., (2004) and Armstrong (2007).

Whilst ethical approaches fall primarily into these two groups some authors
recommend a pluralistic combination of approaches, thus bringing the best from
each according to the situation (Botes, 2000a). In practice, as will be seen in the
findings of this thesis, all four approaches, or elements of each, may be drawn upon.

Hence they are represented, in Figure 1, as equally important.

Principle Ethics These approaches are predominately underpinned by the work of
the classical philosophers Immanuel Kant (1724 1804) and William David Ross
(1877 11971); these deontological approaches use the language of duty, of what a
person ought or ought not to do. David Hume (1711-1776) , Jeremy Bentham (1748
#832) and John Stuart Mill (1806 £1873) developed consequentialist approaches
which consider the consequences of the action to be central to decision making,
balancing both the benefits and the burdens of that action to inform decision making

(Cahn and Markie, 2006).

It can be argued that both deontological and consequential approaches lead to
principles, a method that has gained popularity amongst medicine and then nursing
as a way to support ethical decision-making in professional practice. The principles

applied are those of autonomy, beneficence, non-maleficence and justice

28



(Beauchamp and Childress, 2001). The principles approach is underpinned by
western moral philosophy, which consists of the four principles above and ethical
rules of confidentiality and veracity (Hawley, 2007). Philosophy provides both meta-
ethics and normative ethics. Meta ethics consider the meaning of moral language;
normative ethics are those which are here to provide ethical theory to guide

decisions and behaviour (Beauchamp and Childress, 2001).

Deontology encompasses ethical approaches to examine what we ought to do in
relation to a given situation. Within these approaches the aim is to consider
decisions and actions as if they were universal laws which would apply in any given
situation. Such ethics can be seen in religious doctrine, such as the Koran or the ten
commandments of the Old Testament. They also underpin professional codes of
practice. However, the most recognised theory LV .D @séefCahn and Markie,
2006, p. 270). Kant provides guidance on how we should act:
1. In away that we would alwaysact - UHVXOWLQJ LQ pXQLYHUVDO ODZ
2. Treating each person as an end in themselves, not a means to an end,
offering respect to all people with dignity.
+H DUJXHV WKDWinWwrkiHI¥ of whéx udgWitfto happen and how to make

ethically rational decisions.

However, applying these laws universally has limitations, for example deciding which
law or rule should take priority and whose rights to prioritise in any given situation.
The basis or fundamental principle R1 .D Qapdfdach indicates that no one
(including oneself) should be treated simply as a means to an end but as an end in

themselves. This fundamental principle or law provides a system of duties to oneself
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and others. These duties are referred to as perfect duties and imperfect duties.
Perfect duties are actions which must always be observed; there are no exceptions
to these rules. These actions, also known as negative obligations, require the actor
(in the case of nursing practice this is the nurse) to desist or refrain from an action.
Imperfect duties are actions which are positive obligations and require that the actor
(nurse) act or behave in a certain way. It is the intention with which actions are
performed that is central to this approach, rather than the consequences

(Beauchamp and Childress, 2001).

Whist deontological approaches have dominated medical and health care ethics for
some years nursing ethicists argue that, due to their rigid nature, they to some extent
fall short of meeting the dilemmas faced by nurses in the current context of nursing
practice (Johnson, 1997; Armstrong, 2007). However, Dierckx de Casterle et al.
(2004) may support the view that rule based ethical approaches still have a place in
nursing decision making. Their empirical work revealed that nurses relied on the
FRQYHQWLRQ RI SUDFWLFH UXOHV RI WKH RUJDQLVDWLRQ
and colleagues and procedures learned during their education, rather than being
reflective in nature. Their findings suggest that nurses struggle to engage effectively

LQ HWKLFDO SUDFWLFH DV WKH\ GR QRW DSSURSULDWHO\ F

Consequentialist theories focus on the outcome of an action to judge whether or
not a particular course of action is ethical in nature. Utilitarian theories are probably
the best-known of this group of theories. These indicate that each person should
VWULYH WR SURPRWH pWKH JUHDMWPHEWHW 1J R @ QR URGLHthE KMFHR JRIH[ D

utility or outcomes of a situation when making the decision to act. Philosophers
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David Hume, Jeremy Bentham and John Stuart Mill developed the idea of the two
extremes, pain and pleasure, to demonstrate the principle of utility (Cahn and
Markie, 2006). These theories determine the moral rightness of actions based on
the balance of the good and bad consequences of those actions (Fry and Johnstone,

2002).

The main aim is to consider which action will result in the most happiness; the main
criticism is that those in minority groups may be disadvantaged (Tong, 1997). In the
provision of health care post benefit analysis fis used to analyse expenditure
(Hawley, 2007), encouraging health care professionals and organisations to
maximise the use of resources available. However, this approach could lead to
expensive treatments not being funded in favour of less expensive treatments,
resulting in a greater number of people receiving care but perhaps limiting funding
being allocated for research and treatment of rare conditions from which only a few

will benefit (Beauchamp and Childress, 2001).

Despite the limitations of this approach it remains important, as health services are
experiencing increased demand as people live longer and the ability to treat more
conditions in more complex ways continues to increase (Bunch, 2002; Aroskar et al.,
2004; Storch et al.,, 2004; Hugman, 2005). Policy making bodies such as the
National Institute for Health and Clinical Excellence, NHS England, other
commissioning groups with responsibilities for commissioning services and executive
board members may find consequential approaches most effective when discussing
and planning service provision. For some time the formulas used for the allocation

of health services have included Quality Adjusted Life Years (QALYS), which
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examines the potential outcome of a treatment (Allmark, 1998). Nurses may be
involved in policy development; this is dependent on their role. Nurses working in
secondary care are, however, in the position of making decisions associated with the
distribution of resources on a daily basis as they work within the context of limited
resources (Kalvemark et al., 2004). This approach also encourages health care
professionals to consider the patient { #éelings R1 pSDLQ DQG SOHDVXUHY RQ LC
basis and, as such, may help in identifying the most appropriate course of treatment

or care for individual patients.

Whilst deontology and consequentialism have clear differences, what they have in
common, Singer (1993) suggests, is more important; when addressing ethical
decisions or judgements ethics should support a universal viewpoint. Not simply that
the principle should be applied universally but that the context or situation influences
the application of that principle and should move beyond individual likes and

dislikes to ensure an impartial standpoint.

Beauchamp and Childress (2001) argue that the principles of autonomy, justice,
beneficence and non-maleficence can be justified from both approaches, giving a
basis for decision making in health care ethics. In addition, Botes (2000b) views
deontological and utilitarian approaches as opposite ends of the same spectrum and
calls for compromise in order that a satisfactory resolution be found for complex

ethical dilemmas, recommending a combined approach.

Agent Centred approaches may be seen as a counter position to the principle

based theories above. In their most recent edition, Beauchamp and Childress (2013)
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use an overarching term, ytPRUDO FKDUDFWHUY WR EULQJ WRJHWK
moral virtue (see below) as associated with the work of Aristotle (384BC $322BC)
and more recent work on the ethics of care (Gilligan, 1982). These approaches are
located in practice and often seek to find middle ground or compromise between
extremes. Thus the focus of agent approaches goes beyond the action, requiring the
DIJHQW LQ WKLV FDVH WKH QXUVH WR FRQVLGHWatpuKRZ VK
VKRXOG , GRT 7,Kherefore SiK an\thheVbehaviour of the nurse in a given
situation. This approach has the potential to facilitate moral learning and
development such that, through a mix of emotion and reason, the nurse can develop

competence in this aspect of professional practice (Hawley, 2007).

Virtue ethics : Aristotelian virtue ethics has been significantly developed in recent
decades, notably by authors such as Hursthouse (1999). Within nursing, Armstrong
(2007) provides a strong argument in defence of a virtue based approach,
highlighting the importance of the therapeutic relationship between patient and
nurse. His work, alongside that of Banks and Gallagher (2009) and Sellman (2011),
represents a significant development of virtue theory related directly to caring
professions such as nursing and social work. The nurse, it is suggested, needs the
following qualities: trustworthiness, honesty, kindness and patience. Virtue based
ethics may be akin to moral virtues and moral reasoning in their recognition of the
qualities the individual brings to the situation rather than the objective principles of
duty based approaches. Virtue based ethics are concerned less with right action
and more with the way we act: kindly, justly, patiently; recognising the importance of
moral character, the significance of interpersonal relationships and the importance

that emotions have in moral life. Most importantly they acknowledge that ethical
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dilemmas are not always solvable. % DQNV DQG *DOODJKHU

RYHUDUFKLQJ pSUDFFYWALRDUGS ZRMORARQDO ZLVGRPY
guides professionals to good choices. However, Armstrong (2007) acknowledges
that that virtue based ethics may fail to provide guidance for action and how to

address conflicts between virtues.

It is in virtue ethics that the divide between the genders may become more apparent.
Tong (1998) suggests that some philosophers argue that men and women possess
the same moral virtue but that women are more emotionally focused and aware of
their feelings than men and that men are more likely to engage in a reasoned
approach, as proposed within act-centred approaches to ethical decision making.
Others, however, argue that the differences are cultural and as society did not permit
or encourage women to develop reasoning and express opinion, women therefore

became governed by emotion (Tong, 1998).

Within virtue ethics the agent is required to have the cognitive skills to see what is
good and right in order to act in the morally right way. The agent and the act are
viewed as inseparable, a complete contrast to the consequentialist approach (Tong,

1998).

Aristotle believed that an individual cannot undertake a caring act for someone
unless that individual actually cares, that is, they are a caring person. A person who

really cares will feel something for the objects of that care; in the case of nurses this

GHYHOF

DV WKF

will primarily be the patients LQ WKHLU FDUH DQG PD\ DOVRahilyWwHQG W

or colleagues within the nursing, health and social care team (Blum, 1988).
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Ethic of care : Beauchamp and Childress (2013) suggest that, for some theorists,

MFDUHY LV D YLUWXH KRZHYHU WKH WHUP pHWKLFV RI FDL
Gilligan (1982). In her attempt to define the gendered voice she heard in her
UHVHDUFK VKH XVHG WKH SKUDVH pHWKLFV RI FDUHY WR
different from justice, principles or rules. Thus it is strongly associated with agent-

centred ethical theory. It may be viewed as a virtue ethic of a specific nature; the

action and the actor being judged as one. Only a morally good character is capable

of a morally good act (Hawley, 2007).

The Ethic of Care, also underpinned by the work of Noddings (2003), focuses on the
attention and care given to others and the relationships nurses and health care
professionals build with patients and their families. Allmark (1998) highlights the fact
that everyone cares but the key is what people care about and how they care about
it. This focus makes it a morally good act, challenging the idea that caring is a virtue

in its own right and supporting the importance of the right actor and the right act.

The heath FDUH SURIHVVLRQDOVY PDQGDWH WR FDUH DQG W
central characteristics of this approach (Hawley, 2007) indicating that, in order to
care and undertake caring, the actor (in this case the nurse) must really care and
feel the desire to care. This is in contrast to principled approaches which expect
universal principles to be applied using reason alone. The nurse-patient relationship
is distinctly different to the caring relationship between a mother and her child. Both

these caring relationships depend on trust; the nurse-patient relationship is a
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professional caring relationship and ethical caring, and requires both effort and

attention (Noddings, 2003; Hugman, 2005).

1.3d Moral action

Within this theoretical framework the final stage, moral action, is informed by a
process of moral reasoning and ethical decision making. This action may be in
partnership with others; patients, their families and other health and social care
professionals, because nurses work within multidisciplinary or interprofessional
teams (NMC, 2004; Torp and Thomas, 2007; NMC, 2008). It is important to
remember the debate surrounding the exact nature of a truly moral act. The
guestion is whether an act is truly morally correct if it is simply duty motivated by
what ought to be done or undertaken for personal gain. Beauchamp and Childress
(2001) argue that moral virtue is a disposition to act in accordance with moral
principles, suggesting that if a person performs a morally right action but his motive
is improper then a moral ingredient is missing. This would indicate that resulting
MPRUDOY DFWLRQ WDNHQ E\ WKH QXUVH RU KHDOWK FDUH
motive is proper. The right action may, however, be undertaken because it is what
ought to be done rather than what the nurse wants to do. The act is undertaken

because it is required by law or by a contract of employment.

1.4 Summary

This introductory chapter has located the thesis within the context of resolving the
ethical dilemmas nurses face in secondary health care in the UK. It has outlined a
theoretical framework, based on ethical dilemmas leading to moral reasoning, which

informs ethical decision making and leads to moral action. This framework was used
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to guide the development of the research plan and its use is critically explored in the

discussion of the research findings.
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Figure 1. Theoretical framework: Resolution of ethical dilemmas in nursing practice

Ethical Dilemma

Two or more conflicting courses of action

Moral reasoning

Beliefs Values Expectations

Deontology iali Virtue ethics Ethic of care
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Chapter 2 - Literature review

2.0 Literature review

Having outlined the focus of the thesis and the theoretical framework in Chapter 1,

this chapter presents an integrative review of related literature including
philosophical discussion, literature reviews and empirical studies. The aim of the

reviewistR EHWWHU XQGHUVWDQG FXUUHQW WKLQNLQJ RQ QX

order to clarify and refine the aim and objectives of this research.

Peer reviewed journal articles make up the main source of materials used in this
literature review. These are considered to be a robust source of evidence, reviewed
by two or more experts in the field with a lead time which is significantly shorter than
that required when publishing books (MacNee and M°Cabe, 2008). Care has been
taken to include recent material, published within the last ten years, to ensure that

the evidence is relevant to the context within which nursing is currently practiced.

Grey literature was searched using the EThOs database which provided access to
recent Doctoral theses through the British Library. Grey literature also includes
unpublished work such as conference proceedings, which may provide a good

source of materials when performing a literature review (Parahoo, 2006).

2.1 Search Strategy
Through systematic searching of the literature the following studies and current
debates were identified as pertinent for literature review; the search structure is

detailed in Appendix 2.
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2.1a Database selection

Electronic database searches were performed using the databases CINAHL
(cumulative index nursing and other health related professions), ScienceDirect,
Medline, Psychinfo, Web of Science and British Nursing Index, which provide access
to peer reviewed, published material relevant to the subject (Fink, 2009). This
combination of databases provides access to most English language nursing
periodicals, standards of practice, government publications, research instruments
and patient education material (Blackwell Synergy, 2011; CINAHL, 2011; Science
Direct, 2011). During the final stages and writing up of the thesis previous searches

were updated to capture any work published in the interim period.

Limits were set to ensure focused searches were undertaken to avoid
unmanageable amounts of material being included in the search returns. Limits
were also set to identify relevant literature for abstract review to facilitate selection
for inclusion within the review process (Robson, 2002).
The limits set were:

X Written in English

x Peer reviewed

X 2000 zpresent

x Original articles.

A range of key words and synonyms were used for each section of the search; these
were Nursing and:
X Moral reasoning / Moral issues/ Moral dilemmas

x Ethical reasoning / Ethical issues / Ethical dilemmas
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X Moral / Ethical approaches
X Moral / Ethical Action.

X Moral / Ethical professional codes

Further journal searches were undertaken in the journals; Nursing Philosophy and

Nursing Ethics.

Using a combination of abstract review and critical appraisal, articles were selected

for use within this review (See Appendix 2).

2.1b Record keeping

Cataloguing and storage of data are essential to avoid error and duplication. All
articles were carefully catalogued, entering full reference source and search strategy
on to the cataloguing system. Both electronic and manual index card methods are
available (Hart, 2005). A simple electronic system was mirrored by a paper file of
reviewed articles, stored according to a search code. A total of 27 papers were

retained for discussion within the literature review.

2.2 Critique

Once identified as having the potential to be included in the final literature review, it
is important to critically read the full article to establish its quality and relevance (Polit
and Beck, 2008). Comparability is an important aspect of the literature review
process; articles selected must be read with purpose, in an organised manner, which
will facilitate comparison of the content and the quality of the evidence (Fain, 1999;

Parahoo, 2006; Cutcliffe and Ward, 2007; Polit and Beck, 2008).
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Systematic recording of specific areas for consideration within the review were
identified and an evaluation pro-forma generated for recording the analysis (see
Appendix 2). The pro-forma used to facilitate comparability was based on Burns and
*URYHTV PRGHO DQG ORUULV&RIghtRtlons have PBeer H O
developed to accommodate the different types of literature within this review (see
Appendix 3). The critique has been approached with some level of flexibility in order

to facilitate this.

As each article was reviewed, notes were made on the evaluation pro-forma,
drawing together aspects of each piece of literature. This could then be referred to at

any time whilst writing up the literature review.

2.3 Results
A number of themes emerged from the literature reviewed which helped to identify
what is already known about the contribution made by nurses in addressing ethical
dilemmas in practice and to expose gaps. These themes were:

a. Codes of ethics

b. Policy

c. Moral distress

d. Conflict and collaboration within ethical decision making

2.3a Ethical codes
Functions of professional ethical codes include providing a vehicle for expressing the
values of the professional group and guidance for decision-making and behaviour for

those within the professional group (Verpeet et al., 2004). Nursing professional
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codes exist at international and national levels. They provide nurses with a code of
FRQGXFW FRGHV LQIRUP QXUVHV KRZ WKH\ VKRXOG DFW
reputation and, more importantly, protecting service users (Banks, 2003). Nurses in
Britain have the Nursing and Midwifery Code of Conduct (The Code, NMC, 2008).
Like other codes this comprises the rules of the profession, statements that reflect
the character that nurses should possess, ethical principles and rules (Banks, 2003;

NMC, 2008).

The Code (NMC 2008) is the primary source of guidance for nurses registered to
SUDFWLVH ZLWKLQ WKH 8. DQG LV LQWHQGHG WR JXLGHFH
behaviour. Key aspects include:

#KH SHRSOH LQ \RXU FDUH PXVW EH DEOH WR WUXVW \RX
(page 2).

MODNH WKH FDUH RI SHRSOH \RXU ILUVW FRQFHUQ WUH
UHVSHFWLQJ WKHLU GLJQLW\Y SDJH

H:RUN ZLWK RW K Hub\promhBie $hd ReAItH Brw wellbeing of those in your

FDUH WKHLU IDPLOLHY DQG FDUHUV DQG WKH ZLGHU FRPPF
M3URYLGH D KLJK VWDQGDUG RI SUDFWLFH DQG FDUH DW D

H%H RSHQ DQG KRQHVW DFW ZLWK LOQRVHRULRXW GERISKRO

(page 7).

Each aspect of The Code (NMC, 2008) is developed further and guidance is
available to support the application of The Tinto nursing practice. The Code, along
with other nursing codes of ethics, provides nurses with a professional identity,

support for nursing, guidance and motivation (Verpeet et al., 2004).
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Each country has its own code with an overarching code provided by the
International Council of Nurses (ICN) which was first established in 1953 (ICN,
2012). The ICN Code guides nurses in a number of areas, including nurses and
people, nurses and practice and nurses and co-workers (ICN, 2012). Like the NMC
Code (NMC, 2008) guidance is provided on the implementation of the ICN Code and
each of these main sections is broken down to provide further detailed guidance to
nurses. The ICN clearly states that the code of ethics is based on social values and
SURYLGHG DV D JXLGH IRU QXUVHVY DFWLRQV WKXV VXJJt
might have regardless of cultural, racial or national boundaries. The ICN code of
ethics has influenced the nursing ethical codes of a number of countries in Europe,

including Greece, Finland and Italy (Heikkinen et al., 2006).

1XUVHVY FRGHV RI HWKLFV DUH UHJX@bés@nd Brage&swHG WR U
WKH FRQWH[W RI QXUVLQJ SUDFWLFH DQG QXUVHVY UROH
however, very clear that a primary consideration, found at the core of all nursing
codes, is the best interests of the individual. In the UK the NMC Code (NMC, 2008)
is frequently reviewed and developed by the Nursing and Midwifery Council in which
nurses are directly involved. There is also a period of consultation where all
registered nurses are given the opportunity to comment and provide feedback on a

draft version of The Code prior to a final version being adopted (NMC, 2010c).

Despite this unity, one criticism of codes of ethics is that they often contain vague
statements rather than clear guidance (Lere and Gaumnitz, 2003). An exploration

undertaken amongst the business community found that codes of ethics had little
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impact on the decision making process and that the same decisions would have
been made in the absence of a code. Reasons for this were discussed within Lere
DQG *DXPQLW  ]fa&us groups, included the feeling that codes of ethics were
common sense and participants felt they knew the difference between a right and a
wrong action. Thus, they argue that whilst a code should influence actions, it may
QRW GR VR XQOH wellefs Qa6 heYchangeD ar Yhgre are deterrents to acting

outside of the code.

Whilst criticised by Lere and Gaumnitz (2003) for being too vague, oppositions to
ethical codes highlighted by Banks (2003) state that using a detailed professional
code may result in the practitioner becoming dependant on the code rather than
making reasoned decisions and, consequently, may risk promoting moral
insensitivity. Banks (2003) goes on to suggest that the general principles currently
contained in these codes can only guide rather than direct and, therefore, the

practitioner still needs to engage in thoughtful application of the principles it contains.

Conducting 23 focus groups, Heikkinen et al. (2006) were able to discuss the
opinions of nurses from three countries about the usefulness of codes of ethics. The
countries involved were Greece, where nursing is still viewed as a low status
profession with limited autonomous decision-making; Finland, where women and
nurses have a history of autonomous decision making; and Italy, where nursing has
undergone changes within the last ten years to a position of more autonomous
decision making within health care. Each country has its own culture and nursing
KLVWRU\ DQG LW ZDV SRVVLEOH WR GLVFRYHU KRZ WKHVH

ethical codes. They concluded that the conscious use of ethical codes was identified
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as useful in clarifying ethical aspects of nursing and prompting nurses to think
carefully about their decisions and the moral weight of their actions. The nurses
viewed ethical codes as a moral guide, being effective when reflecting on ethical
decisions. Conversely, the research suggested that codes were not directly referred
to in situations where nurses had internalised the values and so implemented them

unconsciously in their work.

Obstacles to implementing professional codes of ethics included the codes
themselves, as they were viewed as abstract and generally failing to provide clear
guidance (Lere and Gaumnitz, 2003; Heikkinen et al., 2006). Collaborative working,
where the views and values of others - the organisation, other health care
professionals, the patients and their families and health care policy - differ from those
reflected in the ethical code, also proved problematic (Heikkinen et al., 2006).
Conversely, Verpeet et al. (2004) identified, through analysing data collected during
D VHULHV Rl IRFXV JURXSV KRZ HWKLFDO FRGHV SURYLC
UHODWLRQVKLSV ZLWK RWKHUV ZLWK SDWLHQWYV SDWI

professionals, society in general and with each other.

7KH LPSDFW RI WKH ORFD O X OQMXXWVH VEIRPHMDW XYV LQ VRFLFE
+HLNNLQHQ HW DO |V VWXG\ WR KDYH DQ LPSDFW RQ
7KLV zDV DOVR GHPRQVWUDWHG E\ 'RQNHU DQG $QGUHZTV
working in Ghana. This study involved 200 registered nurses who identified times
when they disagreed with decisions made by the health care team. Instances were
noted where the ICN code of ethics was in conflict with cultural beliefs and norms.

Aspects of care in this regard included patient autonomy, confidentiality, nurses and
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co- workers and truth telling. In all of these cases it was identified that some of the
Ghanaian nurses felt that it was right that these cultural and social norms should
override the ICN code of ethics (Donker and Andrew, 2011). In another study
exploring ethical codes of practice the issue was less concerned with cultural
HRY H Whu Wit actual awareness and knowledge of the code itself. Verpeet et
DO IRXQG WKDW VRPH QXUVHVYT NQRWAS IHnGetihn®R1 SURIH
not used appropriately to inform ethical decision making. Belgian nurses, in their
research, felt it was essential for nurses to be involved in developing ethical codes
DQG WKDW WKHVH VKRXOG FRQWDLQ JXLGDQé&ckce, RU QXU

professional practice and function.

It has been established that nurses use codes of ethics and professional conduct to
inform decision making and where there may be errors of judgment or poor
standards of care, these codes may be used to judge nuUVHVY FRQGXFW O9HUSEt
al., 2004; Heikkinen et al., 2006). The NMC views its primary role as safeguarding
the public; the Code forms part of that mechanism (NMC, 2010c). On balance, it
appears that codes of ethics have an important role to play, however their usefulness
as a sole guide to ethical decision making and the resolution of ethical dilemmas
may be limited. Further, they may not be the primary source of guidance to nurses

in practice.

2.3b Policy
Whereas professional codes of practice guide the behaviour of the individual, policy
is applicable to all people within its remit. Colebatch (2009) states that National

Health Policy is designed and developed by government to provide structure, goals
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and guidance for health care providers, organisations and individual practitioners.
Under this umbrella, local organisational policy, informed by Health Policy, provides
structure at a local level, the aim of which is to ensure safe practice and direct the
use of scarce resources to meet various government targets. Colebatch goes on to
suggest that the development of health care policy can be difficult as it attempts to
bring together the views of diverse groups of people to develop shared goals, for
example, government, services users, organisational strategic objectives and health

care practitioners, with all their various philosophies.

Whilst reviewing the literature retained for use here it appears to be that policy,

national and local, is viewed as restrictive by nurses providing direct nursing care to

patients. This is because it limits the care they are able to provide and, in some

cases, is in opposition to their personal and professional values and understanding

Rl ZKDW LV LQ WKH SDWLHQWY{YV EHVW LQWHUHMW.Y RU DUI
1XUVH SDUWLFLSDQWYV LQ $URVNDU HW DO fV VWXG

groups where they identified how national policy influenced organisational policy,

which had resulted in reduced resources and was felt by them to compromise care.

The nurse patrticipants discussed issues associated with the funding of health care

within the American system, suggesting that decisions about care were influenced by

ZKDW zDV SDLG IRU UDWKHU WKDQ E\ WKH SDWLHQWVT

Therefore, the level of health insurance patients have has a real impact on the care

delivered. Whilst this is not the case in Britain, for nurses working in National Health

Service hospitals, British nurses also recognised the impact of limited resources,

especially staffing shortages, on patient care, resulting in them feeling angry,
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frustrated and guilty and, consequently, experiencing moral distress (Oberle and

Hughes, 2001; Corley, 2002).

JRU VRPH QXUVH SDUWLFLSDQWY LQ $UR¥aé®iaraNebl® O |V
treatments and the focus on technical intervention rather than that described by
SDUWLFLSDQWYV DV WKH pHWKLF RI FDUHY PD\ SRWHQWLD
experience. The nurse participants in this and other studies reviewed demonstrated

the value they placed on comforting and supporting patients and families through the
development of meaningful relationships built using effective communication, which

requires nursing time and commitment (Oberle and Hughes, 2001; Aroskar, et al.,

2004; Torjuul and Sgarlie, 2006).

It is clear from the literature that national and local policies can impact both directly
and indirectly on patient care. They have the potential to impact on ethical decision
making and the ability to deliver what may be considered to be a good standard of
appropriate care. In addition, Aroskar et al. (2004) identified that policy was
particularly important in ethical decision making amongst executives and nurse
administrators. Decision making was predominately related to careful allocation of
scarce resources and the development of policies to ensure appropriate allocation of
nursing staff. The maintenance of safe staffing levels, promoting fairness by
balancing patient needs whilst respecting patient choice and promoting patient
autonomy, were major challenges for nurse managers in their work and are explored

further in this thesis.
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Limited resources and the allocation of those resources have been described as

causing ethical dilemmas for nurses because this results in an inability to provide

good quality patient care (Oberle and Hughes, 2001). Nurses in Torjuul and Sarlie TV

(2006) study explained that they felt they should be everywhere at the same time
and were often called away to attend to another task before completing the one that
had already been undertaken. Time spent with patients who had minor problems

detracted from care required by those who were seriously ill; the general feeling was

WKDW OLPLWHG UHVRXUFHV DQG LQFUHDVHG GHPDQGV F

changing roles had impacted negatively on standards of care. Policy was a
significant factor in determining how the nurses spent their time; the participants felt
that it was important that when people are admitted to hospital, nurses should be
there for them and their families. Therefore, prioritising who received resources in
terms of nursing time and care routinely presented ethical dilemmas for nurses.
Participants also experienced challenges in maintaining patient dignity and
confidentiality when patients were nursed in shared rooms; during ward rounds,
GXULQJ KDQGRYHUV DQG GLVFXVVLQJ SDWLHQWVY
concern was expressed that patients might not discuss important confidential issues

as patients in neighbouring beds might overhear.

Returning to Aroskar et al. (2004), changes in the focus of the nursing function were
thought to impact on patient care with the blurring of professional boundaries; nurses
taking on responsibility for an increasing number of technical interventions led to a

lack of time being available for the development of meaningful nurse-patient

FRQGL

UHODWLRQVKLSYVY ,Q FRQMXQFWLRQ ZLWK WKHVH FKDQJHV

unregulated staff were taking on aspects of care that were perceived by some
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nurses to have a negative impact on the quality of care and, in some cases, to have

put the patient at risk.

Aroskar et al. (2004) also identified how nurses perceived that policy changes had
resulted in there being insufficient nursing staff to implement primary or team
nursing, leading to reduced job satisfaction and an increase in staff turnover. The
consequences of this were that nurses faced dilemmas about equity in care
provision and compromised standards, which caused them moral distress. Their
participants indicated that there was a lack of input from nurses in the development
of local policy but that it was often nurses who faced the impact of such policies on
patients and their families. This lack of involvement in policy development resulted
in nurses feeling that their contribution was not valued. Finally, they identified that
ethical dilemmas also occurred when organisational policies conflicted with care

policies within the same hospital.

2.3c Moral distress

,W LV FOHDU IURP DQDO\VLV RI SURIHVVLRQDO FRGHV JRY'
and of policy directives giving structure to care delivery that nurses frequently feel

XQDEOH WR JLYH RSWLPDO FDUH 7KLV IHHOLQJ LV GHVF
GLVWUHVVY 1XUVHVY PRUDO GLVWUHVV RFFXUV ZKHQ LV
solution to an ethical dilemma is not achieved. Areas which cause moral distress
LQFOXGH RUJDQLVDWLRQDO FRQVWUDLQWY ZKLFK UHVXO
undertake what is perceived to be the correct course of action (Corley, 2002). Moral
GLVWUHVV RFFXUV ZKHQ D SHUVRQYVY PRUDO &€@WHJULW

inconsistency with what is believed to be the right thing to do and the action taken in
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a given situation (Hardingham, 2004). When moral distress occurs nurses may
experience loneliness and a feeling of isolation due to a lack of mechanisms to

facilitate dialogue (Sgrlie et al., 2003).

Situations which cause moral distress amongst nurses, as identified by Kalvemark et
al. (2004), include those where organisational constraints and, in some cases, legal
issues, result in conflict or compromise standards of care, concluding that there is a
need for structures, education and resources to help reduce moral distress amongst
DOO KHDWK FDUH SURIHVVLRQDOV &RUOH\TV UHYLF
broader range of causes of moral distress amongst nurses. This review suggests
that moral distress may occur when treatment is viewed as causing pain or harm;
when suffering is prolonged; and when contextual problems associated with

bureaucracy and inadequate management occur.

A number of issues that dILUHFWO\ LPSDFW RQ QXUVHVY SHUFHLYH
identified by Ulrich et al. (2010). Low staffing levels were found to cause the most
stress amongst nurses. The dilemmas which occurred most frequently were
SURWHFWLQJ SDWLHQWYV §rmed ddavent, advandel GarePplannir@,|
surrogate decision making, end of life decision making, breaches of confidentiality,
DQG SDWLHQWVYTY ULJKW WR SULYDF\ DOO Rl ZKLFK UHYV
satisfactory outcome could not be found. In addition, limited staff to implement care

and facilitate decision making has the potential to impact on all aspects of care.

IXUVHVY LOQOYROYHPHQW LQ GHFLVLRQ PDNGXQW HR/DIXTQ W KMH D (

(2011) qualitative study involving 13 semi structured interviews with registered
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nurses working in critical care units in four different hospitals, which indicated that
nurses have limited involvement in decisions associated with the withdrawal of
treatment. However, nurses are expected to implement the plan of care and when
this is contrary to what they believe is morally right, moral distress occurs. The
researchers concluded that doctors, who make these treatment decisions, have a
different underpinning professional philosophy which focuses on extending life,
whereas it is likely that nurses may consider allowing life to end to be the appropriate

course of action.

([SORUDWLRQV RI QXUVHVY DQG GRFWRUVY SHUFHSWLRQV
ofILIH FDUH LQGLFDWHG WKDW QXUVHVY FRQFHUQV UHVXOW
decision making, even though it is the nurses who are required to execute the care

plan (Oberle and Hughes, 2001; Long-Sutehall et al., 2011). The lack of involvement

by nurses in this type of care is supported in an examination of the ethical issues and

QXUVHVY PRUDO GLVWUHVY DVVRFLDWHG ZLWK HXWKDQDVL

Looking specifically at euthanasia, Dierckx de Casterle et al. (2010) identified that
nurses have a crucial role in decision making, as they spend time with the patients
building a trusting relationship. The importance of the involvement of the whole
palliative care team in deciding to provide the treatment requested was highlighted
within the interviews undertaken with participants. Although the physician makes the
final decision based on the group discussion, shared decision making was viewed as
essential because it is more often the nurses who have a key role in implementing

the care plan and supporting the patient and their families.
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.DLQTV HIDPLQDWLRQ RI WKH OLWHUDWXUH VXSSRUW\
moral distress when conflict occurs between what the nurse may perceive to be the
best course of action and what is possible within organisational policies, resourcing
issues and different opinions on prescribed care. Responses to this distress include
VRUURZ JXLOW IUXVWUDWLRQ DQG DQJHU ZKLFK LI OHIW
self worth, the consequences of which may impact on both personal and
professional relationships. Moral distress can also occur due to conflict with the
health care team, particularly where there are clear differences between the priorities
of nurses and doctors in relation to patentcaUH DQG GLITHUHQFHYV LQ HDFK ¢

mandate to care (Oberle and Hughes, 2001). This is explored further below.

ROl DQG =X]HOR(V DQDO\WLV RI QXUVHVY HQHYHU DJ
UHJDUGLQJ QXUVHVY ODFN RI LQY RQ@YIHtReHdpiINesd QeyGHFLVLR
experience in association with this. This empirical research, using a qualitative
DSSURDFK KLJKOLJKWHG WKH SDUWLFLSDQWVY XQGHUVWI
addressing complex ethical dilemmas, even though the constraints placed upon
them were as a result of organisation policy or the hierarchal nature of health care,
resulted in their distress. Through critical reflection nurse participants were able to
identify if they could have acted differently and what they would do if faced with a
similar situation. However, the nurses still felt that they had failed in their obligations

to those in their care.

If not addressed the consequences of this moral distress for individual nurses and
the nursing profession are that nurses suffer burn out. This may involve becoming

desensitised to the dilemmas, as a way of avoiding the distress previously
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experienced, it may also mean they may choose to leave the profession altogether
(Coley, 2002; Hardingham, 2004; Ulrich et al., 2010: Palvish et al., 2011). In both

cases burn out has the potential to impact negatively on patient experience.

Corley (2002) does, however, acknowledge some benefits of moral distress,
suggesting that moral distress instigates a process of learning and reflection
facilitating personal and professional growth through experience, resulting in the
potential for future patients to receive more compassionate care. Moral distress
RFFXUV ZKHQ D SHUVRQYV LQWHJULW\ LV FKDOOHQJHG F
betZHHQ D SHUVRQYV EHOLHIV YDOXHV DQG DFWLRQV D\
individual (Corely, 2002). Hardingham (2004) suggests that critical reflection on
values, beliefs and social influences in a given situation may help the achievement of
a sound understanding of experiences in practice; through this process and

socialisation into the profession the nurse may achieve moral integrity.

Nurses are expected to maintain standards of care beyond their personal motivation;
a duty is placed upon them by the NMC in its Code (NMC, 2008) and by the
Department of Health (DH, 2008; Francis, 2013). The importance of maintaining
standards of care has recently been emphasised in the Report of the Mid
Staffordshire NHS Foundation Trust Public Inquiry, where nurse leaders are charged
with providing strong leadership to ensure the failings identified in this report do not
reoccur (Francis, 2013). This report highlights that nurses did raise their concerns
about standards of care but felt powerless to bring about change, a situation Corley

(2002) identifies as leading to moral distress.
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It would therefore appear that moral distress is a well-recognised but not fully
explored phenomenon in health care which may be associated with organisational
constraints as well as with dilemmas in decision making. There are clear links
between the tensions leading to moral distress and the balance between moral
reasoning, ethical decision-making and action outlined in the theoretical framework
in Chapter 1. This will be explored further in the discussion in Chapter 10 of this
thesis. A final area identified in the literature and related to moral distress is the

tension between managing conflict and collaboration with ethical decision making.

2.3d Conflict and collaboration within ethical decision making

A frequent source of conflict evident within the literature is between the doctor and
the nurse directly involved in patient care. This appears to occur in different aspects
of ethical practice, for example within the process of decision making and in
communicating with patients and their relatives. Organisational constraints and the
hierarchical structures within hospitals may be contributory factors in such conflicts

(Heikkinen et al., 2006; Ulrich et al., 2010).

1XUVHV GHVFULEH pZRUNLQJ LQ EHWZHHQY LQ 9DUFRH H\
foFXV JURXSV WR H[SORUH WKH H[SHULHQFHV RI HLJKW\
EHWZHHQY LV KRZ QXUVHYVY GHVFULEHG ILQGLQJ D EDODQFH
of the patients, of other health care professionals and of the organisation, to do what
is felt to EH pJRRGY DFWLQJ DV PRUDO DJHQWYV 7KLV SUI
participants as problematic and resulting in professional and personal struggle.

Nurses consequentially experience conflict with a number of groups; physicians, the

56



organisation and its representatives (managers) and other health care professionals

(Redman and Fry, 2000).

&RQIOLFW PD\ DOVR RFFXU LQ QXUVHVY SHUFHSWLRQV RI
Hyde et al. (2005), in an analysis of nursing documentation in a multisite study

undertaken in Ireland over a 5 year period, found that whilst there has been an

emphasis in nursing theory on the biography of the individual and the personal

experience of illness, there was little evidence in the documentation that nurses

practised this; physical aspects of care appeared to take precedence over patient
DXWRQRP\ W WKHUHIRUH DSSHDUHG IURP WKH QXUVLQJ
SUHFHGHQFH RYHU MHELRJUDSK\Y 7KLV ZRXOG EH LQ OLQF
patient care and values that have been informed by medicine and may be in conflict

with perceived expectations of caring about, as well as for, the patient.

Peter et al. (2004), in a literature review of empirical studies undertaken between
1993 and 2003, concluded that much ofthH FRQIOLFW LGHQWLILHG UHVXO
SHUFHLYHG PRUDO GXW\ WR SURPRWH SDWLHQWVY ZHOOEF
2004) suggest that a unique relationship develops between the patient and the nurse
but that this can lead to conflict with other health professionals as the nurse assumes

the role of advocate, a role that is indicated within The Code (NMC, 2008).

However, some groups of nurses are less able to build on this relationship to assert
their views or advocate for their patients. These include junior nurses (Peter et al.,
2004) and nurses working in long-term care, (Varcoe et al., 2004). Other

SDUWLFLSDQWYV LQ 9DUFRH HW DO ¢V VWXG\ GHVFULEHL
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to address and when not to challenge others; this may be viewed as failing to meet

the potential the nurse has in promoting patient well-being.

Oberle and Hughes (2001) recognise that when conflict occurs, resulting from the
QXUVHYYV LQDELOLW\ WR LQIOXHQFH HWKLFDO GHFLVLRQ P
moral distress. They suggest that the differences in nursing and medical values and,
consequently, priorities, can explain some of this conflict. Doctors have, in many
FDVHV WKH UHVSRQVLELOLW\ RI GHFLGLQJ RQ WUHDWI

responsibility is to deliver care which incorporates these regimens.

Nurses interviewed by Oberle and Hughes (2001) discussed competing values and
how these were managed in situations where the patient was unable to speak for
themselves. Discussions duringthedecLVLRQ PDNLQJ SURFHVYV ZRXOG LQF
SDWLHQW ZRXOG ZDQWY &RQIOLFW EHWZHHQ GRFWRUV D
where the doctor or doctors involved thought it best not to fully involve the family who
PLIJIKW NQRZ WKH SDWLHQWefiar thah khe t&a@ Grithl the® Hddtars
arguing that the family might not understand the full implications of their decision on
the patient. Nurses opposed this paternalistic approach and felt that doctors often
acted according to their own values and beliefs rather than respecting those of the

patient.

&KDOOHQJLQJ GRFWRUVY RUGHUV RU RWKHU DVSHFWV R
required in The Code (NMC, 2008). However, Oberle and Hughes (2001) suggest
that there is some evidence to indicate that the hierarchical structures within the

organisations and the roles doctors and nurses take result in each being faced with
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different ethical problems in the same circumstances. They therefore ask different
guestions according to their role rather than there being direct conflict between their
values. Thus, it may be that it is the organisational structure and the culture of
GRFWRUVY DXWKRULW\ WKDW SODFH WKH QXUVH LQ D GLVI
morally challenging situations in practice, resulting iQ QXUVHVY ODFN RI DXWR

such cases (Liaschenko and Peter, 2004).

1XUVHV KDYH EHHQ IRXQG WR pPEHQGY WKH UXOHV LQ R
outcome, especially in cases where the organisation is less responsive to the need
for flexibility or where there is no clear guidance or policy in place to facilitate
decision making in ethically challenging situations (Redman and Fry, 2000).
5HGPDQ DQG )U\fV OLWHUDWXUH UHYLHZ KLJKOLJKWHG KF
experienced by nurses according to their specific role. All nurses experienced some
kind of conflict and 33% experienced moral distress, which they attributed to
institutional constraints, making it extremely difficult, and in some cases impossible,

WR WDNH WKH pULJKbsseD kiitherm@haptely LV GL

Palvish et al. (2011), following a 70 participant descriptive qualitative critical incident
study, concluded that the key to addressing ethical dilemmas associated with patient
care was early identification of potential problems. It is recognised that this is more
likely to occur where patients are particularly vulnerable or have multiple problems.
Their results suggest that effective communication mechanisms are essential, as
these promote collaboration and avoid underrating the viewpoints of others with

whom the moral conflict may arise or has arisen.
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Salloch and Breitsameter (2010) examined the moral conflicts in hospice care, by
undertaking a qualitative study involving nurse participants in focus group
discussions. They identified how nurses recognised external ethical standards and
referred to the internal organisational philosophy that each patient should be valued
and should not be judged by their decisions or social background. They concluded
that this respect for SDWLHQWVY GLJQLW\ LV SDUDPRXQW LQ HQVXLU

taken.

The importance of involving others within decision making is also highlighted in
9D QG UHY D moe) \atudy @/hiizh indicates that involving others brings a range
of perspectives, recognising that it is important to involve the doctor whose
NQRZOHGJH DQG XQGHUVWDQGLQJ RI WKH SDWLHQW{Y{V SK\
essential. The risks of leaving the decision to the doctor alone were associated with
GRFWRUVY SURIHVVLRQDO FRPPLWPHQW WR PDLQWDLQLC
relationship that family members have with each other and with the patient may put
them in a good position as they may knRZ WKH SDWLHQWY{V ZLVKHV LI W
not have capacity). However, this close relationship may also make decision making

difficult for them.

Having the opportunity to contribute to the decision making process is particularly
important for nurses who are charged with implementing the plan of care (Dierckx de
&DVWHUOH HW DO 1XUVH SDUWLFLSDQWY LQYROYH
VWXG\ H[SODLQHG WKH LPSRUWDQFH RI WKH QXUVHYV YRL
who has a unique relationship with the patient and provides ongoing care, spending

a substantial amount of time engaging with the patient, which enables them to
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GHYHORS DQ XQGHUVWDQGLQJ RI WKH SDWLHQWY{V YLHZ®
Savdalis (2011) recognise that collaborative decision making is highly valued in
various aspects of patient care and decision making and that care provided for
anyone with complex needs has become a multi-disciplinary activity in order to

ensure the best available care for patients.

Shared decision making within the health care team, especially between the nurse
and doctor, is a key contributor to patient care and is essential if good quality care is
to be achieved with ethical decision making being undertaken and negotiated within
the team (Botes 2000a; 2000b). Botes opposes a classical rational approach to
ethical decision making, suggesting that the use of universal principles embedded in
this approach is inadequate and calling for health professionals to interpret the
appropriateness of the decisions taken in each individual situation. This
interpretation requires moral agency to be undertaken by the health care
professionals involved; recognising and respecting the views of all those involved in
the negotiation and application of general principles and guidelines. Participants in
these discussions must also be aware of their own values and the impact these may

have on their contribution (Botes, 2000a; 2000b).

2.4 Conclusion

The themes identified from the literature review are linked, each impacting on and
informing the other. Resolution of ethical dilemmas occurs within the context of
professional codes and policy directives that govern individual and collective

behaviour. Moral distress and the tensions between conflict and collaboration
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emerge as consequences of the difficulty nurses [and other health professionals]

face in attempting to achieve ethical decision making in practice.

Situations where moral distress is experienced by nurses include where care is
perceived to be restricted by national and organisational policy or limited resources
and when there is conflict within the health care team (Ulrich et al., 2010). Conflict
occurs between nurses and other health care professionals particularly when nurses
are not involved in decision making but are required to deliver a plan of care which
they feel is unethical. This may be because the care delivered is contrary to the
SDWLHQWYV ZLVKHYVY DQG YDOXH V\VWHP RU ZKHUH
prolonging suffering (Corley, 2002). The impact of moral distress for some nurses
can result in burn out and moral insensitivity or in the nurse leaving the profession
(Corley, 2002; Hardingham, 2004; Ulrich et al., 2010; Palvish et al., 2011). Moral
distress has the potential to impact negatively on the standards of care received by

patients (Ulrich et al., 2010). Furthermore, the effects may also impact negatively on

WUHDW I

SURIHVVLRQDO UHODWLRQVKLSY DQG QXUVHVY SHUVRQDO |

Ethical practice amongst nurses is viewed as relational in the shifting context of

health care and nursing practice (Varcoe et al., 2004). Conflict of values may occur

with patients, peers and managers, causing moral distress and challenge to Q XUV HV

ethical decision making (Corley et al., 2002). Effective communication is essential if
solutions are to be found and appropriate decisions made in relation to ethical

GLOHPPDV WKDW DULVH ZLWKLQ D SDWLHQW(YV SOD
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ThH &RGH 10& LQGLFDWHYV MaKeDihié carX bf\pebyle Bouv W
ILUVW FRQFHUQ WUHDWLQJ WKHP DV LQGLYLGXDOV DQG L
H3URYLGH D KLJK VWDQGDUG RI SUDFWLFH DQG FDUH DW
that nurses have a professional duty to engage in ethical decision making. Thus,

codes of ethics for nurses attempt to provide the basis of professional and ethical

practice. Critical discussions of prior research presented in this chapter support the

argument that although these codes may appear to be the cornerstone of ethical

practice they appear to provide little guidance for individual ethical dilemmas.

However, Banks (2003) indicates that this approach facilitates the nurse as moral

agent to make decisions based on principles rather than fixed directives.

Standards of care and ethics are viewed by Palvish et al. (2011) as inseparable,
WKHUHIRUH ZKHQ PLQLPXP VWDQGDUGY RI FDUH DUH QR\
7TKHVH DXWKRUV JR RQ WR ¥RIJIAFHHVIWWQWKDWHUWWRXKBR®W WR |
when a patient is particularly vulnerable and has multiple diagnoses and, in this
context, nurses are both willing and able to contribute to ethical decision-making.
Since the introduction of Project 2000, nurses have been educated in ethics and
critical thinking skills to support the application of ethical principles, therefore acting

as moral agents rather than applying strict rules (Varcoe et al., 2004).

NXUVHVY DELOLW\ WR LQIOXHQFH S RbOdatentDwhén sthtdd DWPHQYV
dilemmas occur in practice may be affected by professional and organisational
hierarchical structures. It may therefore be that nurses are inclined to make

decisions based on convention and policy, (Dierckx de Casterle, et al., 2010).
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&RUOH\ KRZHYHU LQGLFDWHV WKDW VRPH QXUVHV

patient wellbeing.

Nurses are frequently faced with ethical dilemmas in practice, however they may
experience moral distress which can remain unresolved when they feel excluded
from the decision making process and are uncomfortable with the outcome. The
conflict that occurs is predominately between doctor and nurse, however
organisational policy and the lack of resources also have an impact on standards of

care and on nursing decision-making.

2.5 The aim of the study
In Chapter 1 this thesis set out to identify the values, beliefs and contextual
influences that inform decision making and the contribution made by registered

nurses in achieving the resolution of ethical dilemmas in nursing practice.

In Chapter 1 a theoretical framework was introduced that set out a staged approach
to ethical decision making the nurse through from moral reasoning to action. This
chapter has developed the context in which the theoretical framework may be
applied, identifying, through the literature, professional codes and policy as well as
moral distress, conflict and collaboration. There appears to be a lack of clarity
regarding ethical decision making within the context of secondary care nursing
practice and the need for greater understanding of the concept of moral distress

within nursing. The aim and objectives of the study are therefore confirmed as:
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Aim of the study:
To identify the values, beliefs and contextual influences that inform decision making
and the contribution made by registered nurses in achieving the resolution of ethical

dilemmas in nursing practice.

Objectives
1. ,GHQWLI\ XQGHUSLQQLQJ YDOXHV DQG EHOLHIV ZKLF
decision making and moral action.
2. Critically discuss new themes which are generated from the data in the light of
current literature.

3. , GHQWLI\ WKH FRQWH[WXDO LQIOXHQFHV ZKLFK LPSDF

making and moral action.

4. Discuss the implications of the study findings for future nursing practice.
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Chapter 3 £Study Design

3.0 Study design / Methodological justification

Qualitative exploratory research was considered the most appropriate approach for
this study. A descriptive approach might result in describing the phenomena of
interest and this provides the initial justification for the approach to methods within
this study. However, in order to understand the full nature of the phenomena within
the identified context, a broad exploratory approach was taken, encompassing tenets
of an interpretative approach to data collection and analysis. (Denzin and Lincoln,
2003; Parahoo, 2006; Polit and Beck, 2008). Those tenets did not encompass
issues of saturation and, therefore, sampling was not based on this and was more
FRQVLVWHQW ZLWK IRU H[DRBXOIW R AH QIFGAHR/JALUFIDSOMIL YAH W K
(Colaizzi, 1973; Mason, 2010). The processes of data analysis in this study were
designed to facilitate comprehensive interpretation of the data. It was considered
that selecting a single approach might result in excluding certain aspects from the
analysis and interpretations (Morse and Chung, 2003). By using a flexible approach
it was envisaged that the process of analysis used would facilitate interpretations
that brought understanding, not only of what nurses do when addressing ethical
dilemmas but why they act in this way, what it is that informs their reasoning and

decision making (Denzin and Lincoln, 2008).

3.1 Data collection

Following a pilot study to determine the most appropriate data collection method, it
was decided that the main study would utilise semi-structured interviews of a
purposively selected sample, based on the population sampling strategy outlined

later in this chapter (Gerrish and Lacey, 2006; Polit and Beck, 2008; Burns and
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Grove, 2009). Field notes made during and following interviews would be used as

additional data (Polit and Beck, 2008).

3.2 Pilot study
The pilot study was undertaken from January 2009 to September 2009. The findings
of this resulted in some changes to the original project design and the guiding

guestions developed for data collection.

The pilot study was used to evaluate the selected data collection method and to
check that the selected approach would result in the collection of appropriate data to
inform the study (Silverman, 2010). This was a small pilot study as the nature of this
project was time and resource limited. Once sufficient data had been collected to
indicate any changes required in the approach and provide some indication as to the
availability of data, the pilot study was concluded (Parahoo, 2006; Polit and Beck,
2008; Bowling, 2009; Burns and Grove, 2009). Three participants were involved in
the pilot study. The pilot study interviews were completed using guiding questions,
which were consequently amended. Flexibility regarding how to use and phrase
these guiding questions varied as the focus was driven by the participant (Pilot and
Beck, 2008; Burns and Grove, 2009; Hennick et al., 2011). This was important as
one aim of the study was to understand not only what nurses do in relation to ethical

dilemmas but what it is that informs these actions or contributions.

3.2a Pilot study: Ethical a pproval
Ethical approval was granted by the School of Human and Health Sciences

Research Ethics Panel and the Head of Department where the pilot study was
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conducted. This provided access to employees within a specific academic
department and facilitated the evaluation of the data collection methods. All
participants were provided with the information required to gain informed consent.
All data was anonymised and stored securely. It is important that where live
participants are involved, informed consent is sought and confidential data is treated

in line with the Data Protection Act 1998.

3.2b Pilot study: Participantr ecruitment

Pilot study participants were recruited from registered nurses working as lecturers
within nurse education. It was important that pilot participants reflected the target
population for the main study (Hennick et.al., 2011) therefore a purposive targeted
approach was used. Three participants with recent experience as nurses within

secondary care provision were specifically recruited.

Sample frame for the pilot study:

Registered nurse on the NMC register.

Have worked within the secondary care provision.
Recruited voluntarily

Able to provide informed consent.

= TR TR TR T

Available to participate within the specified time frame.

3.2c Pilot study: Data ¢ ollection
Audio recording of semi structured interviews was used; this allowed the participant
the freedom to tell their personal story within the context of their practice. It also

facilitated the capturing of the full extent of their experience (Holloway and
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Freshwater, 2007; Silverman, 2010). The length and direction of the interview
remained participant driven; the guiding questions and prompts were only used when
participants required encouragement to further explore their experiences. Each

interview lasted between 30 and 45 minutes (Polit and Beck, 2008).

Guiding question s used for the pilot :
1. Can you tell me about an ethical dilemma you have faced in your recent
clinical practice?
2. What exactly happened?
3. What did you do?

4. How did this make you feel?

Whilst undertaking the pilot study it became clear that this provided an opportunity
for the researcher to develop interview skills, becoming familiar and more
comfortable with the situation and process (Silverman, 2010). Having undertaken
the pilot study researcher confidence was increased and strategies were developed

to ensure participants felt comfortable (Silverman, 2010).

Data collection was conducted after obtaining informed consent. The interviews
were conducted in a private office away from any interruptions. Participants were
given the participant information sheet (see Appendix 4) and provided with time and
opportunity to ask questions and discuss any concerns they might have prior to
signing the consent form (see Appendix 5). Participants were advised that they

might withdraw from the study at any time and if they wished recording to stop at any
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stage in the interview they should just indicate this. All participants had access to

university counselling services should this have been required.

Field notes and personal reflections were undertaken by the researcher to inform the
development of the research skills associated with data collection and analysis

(Holloway, 2005).

3.2d Pilot study: Data a nalysis
Initial descriptive data analysis of the pilot study interviews identified the broad
themes detailed below. Interactional dimensions within the accounts were also

identified. These were explored further within the main study.

In order to facilitate data analysis a verbatim transcript was made. The transcript
was presented to the participant to ensure this was a true reflection of their personal
experience. Once agreed, the thematic analysis and interactional analysis were

undertaken, supported by the use of Nvivo 8 software package.

Analysis was undertaken by the primary researcher, which involved verbatim
transcription in the first instance. Though this was time consuming the decision to
undertake this was made as it provided an opportunity to become familiar with the

data and begin analysis.

Thematic analysis was used initially as this breaks the data into separate
components, facilitating comparison between transcripts and the identification of any

emerging common themes (Polit and Beck, 2008). Dismantling of the data is the first
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stage of analysis followed by reassembling of the themes resulting in the
interpretation of the data (Hennick et al., 2011). In this case the researcher had
experience of ethical dilemma resolution in this context which might have influenced
the interpretation of data. Some of the findings within the pilot study did not match
fully with this experience although they did reflect some previously observed

incidences.

3.2e Pilot s tudy: Findings
The main themes that emerged from the pilot data were:
1. 7R GMRatuwas best for the patientY DSSHDUV WR EH DW WKH IRU
decision making process.
2. All the accounts identified autonomous decision-making.
3. There was an acknowledgment of accountability by each of the

participants.

Interactional aspects included:
1. Engaging with others to find a resolution.
2. All participants acknowledged that these decisions had an impact on
others, which also needed to be considered.
3. Whilst the participants acknowledged the importance of collaborative
working, there appeared WR EH D EHOLHI WK DWuWKHQOIRHARHQ W

W KDW E H fonStr@its-dt their practice through policy,.

Recommendations :

1. Guiding questions required reviewing and further development
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2. To continue with the main study as described above.

3.3 The Study
The study was undertaken in a single NHS Trust across two sites. This provided
access to nurses working in a variety of roles, with a range of experience and levels

of responsibility, within secondary care provision.

3.3a Population

In this case the total population was all registered nurses, from all fields of nursing,
working within the United Kingdom within the context of secondary care provision.
The Nursing and Midwifery Council in 2010 had 676,547 nurses on the register
(NMC, 2010b). Nurses work in primary care, secondary care and in associated
fields such as education and management. The target population was those
registered nurses working in a single acute NHS Trust, which is referred to as The
Trust throughout this paper, from which the sample population was drawn (Gerrish

and Lacey, 2006).

3.3b Sampling s trategy

Inclusion criteria

Registered nurse on the NMC register.
Working within secondary care provision.
Recruited voluntarily.

Able to provide informed consent.

= Th TR TR T

Available to participate within the specified time frame.
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Purposive sampling was used to recruit the participants. It was important to ensure
that there was the potential to recruit participants with a range of diverse experiences
to facilitate conceptual generalisation and to strengthen the validity of the study
(Gerrish and Lacey, 2006). In total, including the pilot and main study 11 participants

were recruited.

Given the broad nature of the approach in this study, and that there is a longitudinal,
equivocal debate in the literature of the notion of an appropriate sample range, depth
and size in qualitative research, it is considered pertinent to briefly critically discuss
this aspect of the design (Sandelowski 1995; Marshall 1996; Curtis et al., 2000;
Mason, 2010). Much has been written on the subject of sample size in qualitative
research studies, with little consensus as to whether it is an appropriate discussion
SHU VH ZKDW FRQVWLWXWHY D pVL]IH RU LQGHHG,
2000). Sandelowski (1995) has discussed that sample size may well indeed be
important in qualitative research, however he also states that it rests within the area
of researcher judgement and experience, the particulars of an individually designed
study and the depth of the data to be collected. Authors have also attempted to
provide guides as to appropriate sample sizes against particular approaches with, for
example, phenomenology indicating a size of anywhere between 5 and 25 (Creswell,
1998; Mason, 2010). What is argued here, within the justified, broad exploratory
approach to this study, is that the important drivers for the purposive sampling

procedure detailed in this chapter were the ranges of experience, perception and

ZKDW W

depth of individual narratves UDWKHU WKDQ QRWLRQV R I- WBMXQUDIWILRT

DSSOLFDWLRQ RI pUHSUHVHQWDWLYHQHVVY
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3.3c Recruitment

The planned process of recruitment was followed from within The Trust. In the first
instance clinical area managers were approached in writing, including a copy of the
participant information. The aim was to gain permission to visit the clinical area to
talk to registered nurses who might consider participating in the study. After several
meetings to introduce the study to prospective participants a number of volunteers

were identified.

Participants were recruited from a variety of areas within The Trust, which included
general medicine, vascular surgery, general surgery, intensive care, care of the older
person and children's services. The participants had a range of professional
backgrounds and experience. Some trained and worked in a single Trust, others had
worked in a variety of Trusts, potentially giving them broader and different
perspectives. Experience ranged from 2 years to 40 years. The sample consisted of
Staff Nurses, Junior Charge Nurses and Senior Charge Nurses, all of whom worked

clinically. All but one of the participants was female.

Whilst the sample frame above provided some level of purposive sampling, this did

not include precise selection in relation to educational background or experience.

Participants recruited were initially assigned a code then for the purposes of

presenting the findings, a pseudonym.
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Table 1: Participant Profile

Medicine for the older Charge Nurse 30 years Sam

person / acute experience
assessment
Medicine for the older Deputy Charge Nurse Chris

person / acute 2.5 years experience

Care of the older Charge Nurse 26 years Ross

person experience

- assessment

&KLOGUHQYV Charge Nurse 40 years Ashley
- experience

Surgery Staff Nurse 30 years Charlie
- experience

Surgery Charge Nurse 20 years Brooke
- experience

Surgery Staff Nurse 2 vyears Jordan
- experience

Surgery Staff Nurse 9 years Jo
- experience

Intensive care unit Charge Nurse 10 years Nicky
- experience

Rehabilitation Staff Nurse 25 years Lee
- experience

Acute medicine Staff Nurse 18 years Drew
- experience
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3.3d Ethical ¢ onsiderations

As this research involved interviewing live participants and the discussion of
sensitive situations relating to National Health Service patients and other National
Health Service staff, it was important that appropriate ethical approval was obtained
(Polit and Beck, 2008). Ethical approval from the National Research Ethics
Committee and the School of Human and Health Sciences Research Ethics Panel
was granted. A letter of access was provided by The Trust Research and

Development Unit.

Participants were fully informed of the purpose of the study and provided with
information about this prior to consenting to participate (see Appendix 6). Written
informed consent was obtained from the participants prior to the interview

commencing (see Appendix 7) (King and Horrocks, 2010).

One volunteer chose to withdraw following the commencement of the interview as
she felt that it was difficult to discuss some of the decisions in which she was
involved; this individual had approximately four years practice and worked in acute

settings prior to the situation in which she was employed at the time of the interview..

All data collected was treated confidentially; each participant was allocated a
reference number and all personal data kept separate from the collected audio
recording and transcription. All recording and transcription files were password
protected. All printed transcriptions and consent forms were stored in a locked
cabinet on the University of Huddersfield premises, in a location that had restricted

access.
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7KH 7 U Xtaficfonselling service was accessible for any participant who might
have experienced psychological or emotional distress following the interview. An
attempt to minimise this risk was made by asking participants to identify the
experiences they wished to share and discouraging them from sharing anything they
were uncomfortable with. None of the participants reported having suffered any

psychological distress from participating in the study.

3.3e Data collection

Data were collected from registered nurses currently practising in the context of
secondary care, recruited from The Trust. There were a variety of data collection
approaches available within the qualitative paradigm. The aim of these approaches
is to access the rich source of data required to explore gqualitative issues; these
include individual perspectives and experiences (Grbich, 1999; Denzin and Lincoln,

2003; Parahoo, 2006; Polit and Beck, 2008; Bowling, 2009; Burns and Grove, 2009).

Semi structured interviews were used to capture the nuUV HV Y H][ S kbld inHM@iF H

own words from a personal perspective. This was particularly useful here as this

type of data provided LQVLIJKW LQWR WKH SD WWLER $W QMKH BHU VIS

KRZY ZLWKLQ D VLWXDWLRQ *HUUL 609D QnErviews lafi this
nature, however, can be time consuming to undertake and to analyse (Polit and
Beck, 2008; Burns and Grove, 2009). A time consuming aspect of this approach
was not only the interview; on occasions more than one visit to the practice setting

was required as the demands of the clinical environment can quickly change and
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where an acute situation had arisen a new appointment was made to ensure that the

research process did not impact negatively on service provision and patient care.

The interview process provided the opportunity to build rapport with the participant
and so encourage the participant to disclose more about their experiences (King and
Horrocks, 2011). Participants were put at their ease. To help achieve this the
interviews undertaken were performed face to face and followed an informal path,
using guiding questions to provide the interviewer with tools with which to support an
engagement of conversation between participant and interviewer (Polit and Beck,
2008; Burns and Grove, 2009). Efforts were made to keep the interview process
participant led, as it was important that the data collected reflected the participants
perspectives. This provided participants with the freedom to explore and focus on
issues which were of importance to them within the experience they had chosen to
discuss. The aim was to capture the participants fpersonal experiences, their
interpretation of those experiences and to identify the meaning the participants had
attached to the personal experiences discussed (Holloway, 2005; Gerrish and Lacey,

2006; Parahoo, 2006).

The very first stages of data analysis began during the interview, with the very first

interview indicating some of the themes to be explored (Hennick et al., 2011).

The physical environment is also important when undertaking interviews. The
participant and interviewer should feel physically and psychologically comfortable. If
the participant feels uncomfortable this may result in limited responses to the

interview questions (King and Horrocks, 2011). Interruptions and disturbances can
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also result in limited data collection as the participant may lose their train of thought,
as might the interviewer. It is important to ensure that sufficient time is available to
put the participant at ease, obtain informed consent and allow for the participant §
guestions prior to commencing the interview and for possible discussion following
the interview (King and Horrocks, 2011). Therefore, one and a half hours were

allowed for the whole process.

In this instance participants were interviewed in their place of work as this was most
convenient for them. A quiet place was identifiedand D y3OHDVHGGRWXRMW J QRWL
was situated on the door to the room. Some instances of disturbance did occur but
only when the participant was needed to attend to patient matters urgently. When
working with registered nurses who have a responsibility for patient care this may be
an issue, however it was acknowledged at the beginning of each interview as

unavoidable.

Guiding questions used for the main study

Once the pilot study interviews were completed and the pilot data analysed, the
guiding questions were amended to include further probing questions. These
guestions were used flexibly according to how the interview was progressing and to
maintain a participant centered approach, ensuring that the content was driven by

the participant (Gerrish and Lacey, 2006).

JROORZLQJ WKH XVH RI DQ RSHQLQJ TXHVWLRQ DERXW Wil

experience as a registered nurse, which was designed to help them become more
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relaxed with the interview process, the following introductory open question was
used.
H& D Q \RXneVdlbbut an ethical dilemma you have faced in your recent

FOLQLFDO SUDFWLFH ZLWKLQ WKH ODVW WKUHH \HDUV"Y

Once the participant had begun to share their experience the following questions
were used as required:

1. What exactly happened?

2. How did this make you feel?

f Why do you think you felt this way?

3. What did you do?

4. What made you act the way you did?

5. What was the final outcome?

f Were you happy with this?

3.3f Data analysis

This research falls within the interpretive paradigm as described by Hennick et al.
(2011) as the ethical dilemmas discussed occurred within the context of nursing
practice which has a professional, cultural and personal dimension. The process of
analysis was undertaken as planned, following verbatim transcription of the recorded
narrative. The transcribed documents were repeatedly read whilst listening to the
audio recordings. This was undertaken firstly to correct any transcription errors
which may have occurred and secondly to ensure familiarity with the data collected.

The aim of analysis in qualitative research is to repeatedly scrutinise the data to
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identify meaning and bring understanding so as to recognise emerging themes and
theory (Polit and Beck, 2008). Listening to the transcripts ensured that emphasis
and indications of any emotion or uncertainty were appreciated and acknowledged in
the analysis of the data collected (Hennick et al., 2011). The transcribed documents

were then imported into Nvivo 8 for analysis.

Computerised software se lection

The software was used for coding data according to emergent themes and retrieval
of coded sections. Theory construction was undertaken through critical analysis
undertaken by the researcher. There are benefits and disadvantages which needed
to be considered when deciding to use computerised software to support the
analysis of qualitative data (Polit and Beck, 2008; Riessman, 2008). Computerised
software can be used to support a variety of data formats - written, audio and video
data - and may also be used for coding of data during analysis, as it has been within
this study. It may also be used to support theory construction (Lewins and Silver,
2007). Conceptualisation of the theoretical framework was not undertaken using

computerised software.

Analysis and consequent interpretation of the collected data were undertaken using

two recognised approaches:

Thematic analysis
The objective of thematic analysis is to identify themes from within the transcript
considering what is being said (rather than to whom it is being said) and the purpose

of the engagement, (Riessman, 2008).
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Coding themes as they emerge from the data was the approach selected and used
in the initial stages of data analysis, providing a description of the situations
discussed and the actions taken by the nurses taking part (Silverman, 2010).
Analysis involved reading the transcript several times to become familiar with the
data and to identify the emergent themes (Polit and Beck, 2008). An inductive
approach was undertaken as the data analysis was ongoing whilst data was being
collected (Hennick et al., 2011). Themes were named by the researcher to indicate

their meaning.

As more data was analysed it became apparent that subthemes could be identified.
These are discussed within the results in Chapters 4 to 8. Data collection was
concluded after the 11 interviews from the main and pilot studies. Data collected
from pilot study participants reflect that collected within the main study. At this point
the data collected from participants contained a number of common themes and it
was evident that there were sufficient data to address the study aim with some level
of confidence. Conducting further interviews may have resulted in redundant data
and would have been DQ LQDSSURSULDWH XVH RI SDUWLFLSDQWV]

2009).

Interactional analysis

Interactional analysis was also performed to place the contribution nurses make to
resolving ethical dilemmas in the context of nursing practice and to examine how the
relationships and culture within that practice area have impacted on the contribution

made (Holloway and Freshwater, 2007).
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Content a nalysis

One ethical dilemma from & KDUOLHYV DFFRXQW ZDV Vast@MioWHG WR E
(see chapter 9) and the process of content analysis was undertaken; this also

facilitated the examination of decision making, relationship development and the

articulation of the contribution made by Charlie (Holloway and Freshwater, 2007).

The accounts provided by the participants help to bring an understanding of the

context and to recognise the individuals within each account. These accounts are not

simply descriptions; they are filled with emotion, values and interpretation on the part

of the participants (Holloway and Freshwater, 2007).

The analysis provided the opportunity to develop an understanding of the whole
process and the complexity of the decisions undertaken when addressing ethical
dilemmas in nursing practice. In doing so it offers a critical revision of the theoretical
framework which is outlined in Chapters 9 and 10. This type of analysis allows for
XQGHUVWDQGLQJ RI WKH SDUWLFLSDQWYfV YLHZ RI WKH L
Freshwater, 2007) rather than as separate components to be examined individually,

as has been undertaken in the thematic analysis.

These accounts have the potential to help recognise the meaning of the routine
activities undertaken, for the participant as much as for the researcher (Holloway and
Freshwater, 2007). The sharing of an experience can act as a form of reflection,
bringing new understandings to previous experiences (Holloway and Freshwater,

2007). This was particularly evident for pilot study participant Ross who stated:
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Rrobably it was in hindsight, reflecting on it now which | have not done for a

ZKLOH SUREDEO\ KDSSHQHG FRUUHFWO\ ¢ Ross

3.3g Validity and reliability

There has been much debate regarding validity and reliability in qualitative work.
Some authors prefer the terms credibility and dependability (Denzin and Lincoln,
2003), whilst others argue that the terminology should remain the same, only the
processes by which this is judged should differ (Long and Johnson, 2000). The main
point is that the research should evidence precautions made to ensure that the

research has been rigorously performed.

Key aspects undertaken to increase rigour were:

Reflexivity

A reflective diary was kept throughout, which included key decisions; this was used
to facilitate reflexivity within this research. Reflexivity within narrative research
should be continuous, the researcher reflecting during each stage of the research
process (Holloway and Freshwater, 2007). This reflectivity helped to recognise
relationships with the participants; in this case some had been students and some
worked on areas where the researcher was the educational link with the university,
therefore a previous relationship already existed. Also, the recognition of personal
responses to some of the incidents discussed generated comparisons with the
professional experiences and values of the researcher. The researcher§ own
experience had resulted in a limited personal understanding of the contribution

nurses make to the addressing of ethical dilemmas in practice and, therefore, care
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was taken to recognise this 7KH U HV H padiseaHadexence as a nurse also

influenced the aim of the study.

Peer review experts in the field
The results of the study and the transcripts of interviews were discussed within
supervisory sessions (Long and Johnson, 2000). Both supervisors were registered

nurses and experienced researchers.

The pilot study and provisional findings were presented and discussed at a
European Doctorate Students Research Conference. The abstract and a copy of the
PowerPoint presentation can be viewed in Appendix 8. This provided the opportunity

to discuss key aspects of the study (Long and Johnson, 2000).

The study was reviewed at key progression points through the life of the study, which
included the critical review of the study design, data collection and preliminary
findings by a group of internal panel members selected by the University of
Huddersfield research department. This also provided the opportunity to discuss any
amendment that might have contributed to improving rigour (Long and Johnson,

2000).

A keynote presentation was undertaken at the Undergraduate Student Research
Conference for the Department of Health Sciences. This was attended by both
academic staff and undergraduate students who were given the opportunity to

guestion and discuss the points raised within the presentation. (see Appendix 9).
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Aspects of data collection

The sampling frame was designed so that appropriate participants were recruited.
The purposive approach helped to ensure the recruitment of participants from a
range of backgrounds with differing types and length of experience (Gerrish and

Lacey, 2006).

The audio taping of interviews for transcripts was undertaken to ensure accurate

records were maintained (Polit and Beck, 2008).

3.4 Summary

In order to address the aims and objectives of the study a qualitative design has
been adopted to undertake semi-structured interviews with 11 nurses from a
secondary care context. Themes emerging from the analysis will be explored in

Chapters 4 -9.
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Chapter 4 - Results

4.0 Results: Demography and Introduction to Findings
Chapter 4 presents detailed demographic information about the participants who
completed the interviews and introduces the initial themes, which are fully critically

presented in separate chapters.

4.1 Participant profile

The participant profile summarised in Table 1, Chapter 3, shows that the sample
included nurses with a variety of different experiences. The summary does not
indicate the participants feducational profile or gender; the reasons for this and the
impact this has on the results are discussed further in Chapter 11, Limitations to the
study. All but one participant were female; the male participant has not been

identified in the Table below to help maintain the anonymity of the participants.

4.2 Results of thematic analysis

As explained in Chapter 3, thematic analysis of the interview transcripts was

undertaken followed by theoretical analysis. Prior to analysis all participants were

allocated a non-gender specific name. The term ‘charge nurse’ is used for both

charge nurses and ward sisters. Where direct quotes from participant transcripts are

used they are presented in single spaced italic font with the participDQW{V SVHXGRQ\P

alongside to indicate which account it has been taken from.

Each of the complex accounts contained several key themes and subthemes. These

are discussed in detail in Chapters 5 £8. The themes were developed throughout
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the process of analysis. Analysis of the pilot data resulted in a broad number of
themes:

x Feeling

x Rationale for decision-making

x Personal Responsibility

X Outcome

X Beliefs and Values

X Problem Identification

x Conflict and Collaboration

x Compromised practice

X Action

X Accountability

x Policy.

Following thematic analysis of all the interview data these initial themes were further
developed into themes and sub themes. The main themes and subthemes are listed

in Table 2 below.

It was evident from all the accounts that the patients {best interests were at the
IRUHIURQW RI QXUVHYV Y HoWdveL, \hurke® idemifietd ¢hat there were
constraints on their decision-making and action as they took into account the needs
of others. The impact of any decision regarding one patien WV EHYV Woh Gl UHV WV
in their care and issues in relation to national and local policy had the potential to

limit resources within the context of their practice.
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Table 2: Themes from the thematic analysis

Best for the patient Advocacy. Values
Standards of care Determination

Accountability Autonomy Problem
Duty identification
Actions

Collaboration Nurse Resources

and conflict Manager Policy
Doctor
Patient.

Patient relatives.
Other health care

professionals

Concern for others Nurse Professionalism
Manager Consequences
Doctor
Patient.

Patient relatives.
Other health care
professionals

Results for each of the main themes are discussed in the sections below:

Best for the patient: (see C hapter 5).

This section includes an examination of participants faccounts where they expressly
talked about how they strove to achieve the best outcome for the patient and where
they adopted the role of advocate and they explained how they strive to maintain or

improve standards of patient care.

Accountability: (see C hapter 6).
SDUWLFLSDQWVY DFd B&Q pérgond Lbw hrefesSidnaV tdccountability.

Although not all participants referred directly to accountability, each participant
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expressed a willingness to justify their decision to whoever wished to question or

challenge it.

Professionalism was identified as influencing the way in which nurses behave; when
participants felt that other nurses had not behaved in a professional manner this was

seen as a cause for concern, as discussed by both Sam and Drew in their accounts.

Collaboration and conflict: (see C hapter 7)

Collaboration and conflict were identified within all the participant accounts. This
helped to bring understanding to the context within which these nurses work and the
importance of the relationships between themselves, the patients and their families
and other health care professionals. Nurses felationships with others appear to have

a strong influence on the contribution nurses make to resolving ethical dilemmas.

Concern for others: (see C hapter 8)

Throughout the interviews participants expressed a strong duty of care to their
patients. However, the analysis contains evidence that although what is best for the
patient is foremost in their minds and decision making, the impact of this on other
people, including other patients, patients § families and other health care

professionals, is also a consideration.

& KD U O L H f($£eVONaRteN9 )
This chapter presents on ethical encounter, in context, discussed by Charlie, an
experienced staff nurse who was charged with selecting a patient to be transferred to

a non-specialist area so that an acutely unwell individual could be admitted to the
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specialist ward. In Chapter 9 themes are highlighted and some of the theory
XQGHUSLQQLQJ &KDUOLHYV GHFLVLRQV DQG DFWLRQ 7KH F
is, however, to identify and explore where the relationships are developed and how
WKH\ LPSDFW RQ WKH QXUVHYV DELOLW)\ idM-rakigg@QW ULEXWH
undertaking moral action. This contributes to a re-conceptualisation of the theoretical

framework outlined in Chapter 1.

This chapter has detailed the profile of the participants and initial themes; the

following Chapters 5 £8 present the results of the thematic analysis.
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Chapter 5 - Best for the patient

The participants were asked to reflect on an ethical dilemma in practice; all of them
explained how the dilemma they were facing impacted on patient care and it was
often this that was the driver behind the decision making and actions they took. The
interest of patients was an overriding theme and clearly at the forefront of their
thinking when faced with ethical dilemmas. The participants talked at length about
how they strive to meet the needs of patients and maintain standards of care whilst
UHVSHFWLQJ LQGLYL G X DRarticgoants Late@rw "rficulated’ lamtVwere
passionate about that which they understood to be in the best interests of RU PHEHVW
| R Ule patients. Although this may appear paternalistic, it is evident from

participant V { G H \@dodufsioBtheir actions that this was not the case.

Chris explained how, when faced with the complex discharge of a patient, the
nursing contribution was informed:

H,W V NQRZLQJ , GRQ W NQRZ LW V \RXU FRQVFLHQFH
go home that he'd end up in the same position or worse, or dead, you know. It's
massive, you know, you wouldn't want that for anyone. You wouldn't want that for
your own family would you, so.... It's like being an advocate for somebody and
getting the best and it would have been easier to do that, but it's not always the best
WKLQJ IRU WKH SDWLHQW LV LW"Y Chris

Ross concluded that :

M, KDYH KDG D IHZ H3aKthd=dhofGne dy P &Miays considered
WKH SDWLHQWYV ZDV XSSHUPRVW DQG WKRSW MXVWLILHG P\

Ross and Chris demonstrated the ways in which all of the participants explained how

WKH SULQFLSOH RI pEHVW IRU WKH SDWLHQWY JXLGHG V
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promote patient autonomy. The next section demonstrates how they understood
SDWLHQW DXWRQRP\ DQG KRZ WdteHadditdtelsvaeeving whatis DV DG Y |

best for the patient.

5.1. Advocacy

Advocacy influences the standards of care received by individual patients; those who
are able to be autonomous can speak for themselves, but where appropriate, an
advocate should be identified and empowered to influence decisions making
regarding treatment and care (Hawley, 2007). Many of the participants explained

how they advocated for patients and promoted patient autonomy.

Advocacy is the support for a person or cause; in this case it is patient advocacy as

WKH QXUVH VXSSRUWYV SDW.L S8 @ Welffletermmatibhny piorQoéngD VV LV W
autonomy (Hyland, 2002). Autonomy is linked to dignity in that the ability to maintain

one § dignity is influenced by the amount of power or control one has over the

situation (Hyland, 2002). This is not to say that those who lack capacity to make

autonomous decisions do not have moral worth [as perceived by another and felt by

the individual], as such, they should be treated with dignity (Gallagher, 2004).

Advocacy is not, however, D VLPSOH SURFHVV RI UHSUHVHQWLQJ W
7KH SDWLHQWTV FDSDFLW\ WR PDNH GH&dvachtR avVe QG WKH
EH FRQVLGHUHG ZLWKLQ WKH QXUVHYV GXW\ RandcFDUH DQ

consequential actions may have on others (Hyland, 2002).

ChrisfV DFFRXQW RI D FRPSOH[ GLVBK®SDWH HKRWPHYV EQ SZKALFW \

a decision was assessed as a fest interest decision (MCA, 2005), illustrates the
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QXUVHYTV UROH LCridfatviaEtbapatient did have capacity; the family

KRZHYHU IHOW WKDW KH GLG QRW &KULV WR EH VXUH RI

recognising that the family might know the patient better than a nurse did, decided to

contact the social work WHDP WR DVVHVV WKH SDWLHQWYV FDSDFLW!
Reople jumping in and making the decision for him, | didn't want that to

happen that's why | pushed IRU D %HVW ,QWHUHVWV $V\CHVPHQW ¥

Best Interests decisions have been defined within the Mental Capacity Act (MCA,

2005) asones ZKLFK WDNH LQWR DFFRXQW WKH, isknownh, AW VvV EHC

where possible the patient must be encouraged to be involved in the decision

making process. The least restrictive option is the preferred option; that which is

JRLQJ WR FDXVH OHDVW GLVUXSWLRQ RU FRQIOLFW ZLWK W

would be if able to engage fully with the decision making process (MCA, 2005). In

&KULVYV DFFRXQW WKH SDWheH@naraZl® whelh fn(ig b HhohieG W R

and therefore re-housing was an option he and the health care team could consider.

In this situation, the action undertaken by Chris promotes patient autonomy by

advocating for the patient, providing information, involving social services and

ensuring the patient was aware of the options. Chris ensured the patient was

involved in the decision making as far as possible even though the assessment

indicated that he did not have capacity to make his decisions independently in this

particular situation.

K, & mhink he realised the other things that could happen, he could be re-
housed, he could go to short term accommodation while he waited to be re-housed,
WKLQJV OLNH WKDW VR , GRQ W WKLQN KH IX@i©\ XQGHUVW

In an examination of the two concepts of, patient autonomy and patient advocacy

Hyland (2002) suggests that advocacy is not a role that belongs uniquely to nurses.
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It does, however, as demonstrated through the participant accounts, form part of the
QXUVHTYTV URaOwdcate fOR an individual patient in this context includes
UHSUHVHQWLQJ WKHP LQ FDVH FRQIHUHQFHYVY RU SURPRW
ensuring they have all the facts and understand the implications of their decisions.
Advocating for the patient may i QFOXGH GHIHQGLQJ D SDWLHQWTTV LQIR

where this may appear unwise (Hyland, 2002).

,Q &KULVYIV DFFRXQW WKH SDWLHQW LQBWWHK®E OS DADIQHNDHAG
family and the health care team felt he was vulnerable to abuse from neighbours and

local youths, as there had been incidences in the past. By simply accepting the

decision Chris might have failed to fulfil the duty of care that nurses and other health

care professionals have (Dimond, 2008). Alternatively, as Chris expressed above, it

would be equally wrong for others to take all control and make decisions for the

patient without his involvement. The conflict between promoting patient autonomy

and maintaining patient safety HQJDJHG & KULV {V ug&nQ Nomke lhphetlf DV

a risk to this SD W L H QW fand Zud<Opddeudtidlly harmful to him and this raised

concerns about his capacity

Although Chris felt the patient had capacity, he recognised that the patient did not

fully understand the situation, possible outcomes and what options were available to

him. 9HUNHUN HI[SORUHV ZKDW KH GHVFULEHV DV PFRP
HUDWLRQDO DXWRQRP\Y LQ TFisUHa® becdreOdpical RQ & L SV
Netherlands as care is becoming increasingly delivered in the community, as it is in

the United Kingdom (Darzi, 2008). The risk is that those who are most vulnerable or
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wary of the health and social care system fail to receive much needed care (Verkerk,

2001).

Duty of care is the duty a nurse has to protect patients from harm and promote
independence; patients should be no worse off after receiving nursing care than they
were beforehand (Cuthbert and Quallington, 2008). Decisions need to be made on
an individual basis dependant on the patient, the situation and the level of risk. The
Code (NMC, 2008) requires nurses to advocate for people in their care, supporting
them to access information and services, emphasising the importance of respecting
their choices and preferences by listening to their concerns (NMC, 2008).
Minimising harm and risk are also addressed within The Code (NMC, 2008) requiring
nurses to practise using the best available evidence and to report if a patient has

been or is at risk of harm.

Chris had clearly listened to the patient and his preferences, identifying that although
he appeared to have capacity and though his decisions might have appeared
unwise, they were his preferences. Working with the multi disciplinary team and the
SDWLHQW, therd Cappe@¥éd to be doubt about his capacity; therefore an
independent advocate was engaged to support the patient. Collaboration is

discussed further in Chapter 7.

Chris recognised personal limitations within this situation and was supporting the
pateQWYV ULJKWV DQGSDWVHIQMMVYOEKWKHHY ERWK RI ZKLFK |
nurse within The Code (NMC, 2008). 7KH SDWLHQWTV FDSDFLW\ LQ WKL

decisions was compromised and his understanding of the situation was limited.
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When fully supported and informed the patient chose to be re-housed, a decision he
felt happy with; the risks to him had been reduced through re-housing in a safer
locality.
u+LV GDXJKWHUV ZHUH KDSS\ KH ZDV KDSS\ , ZDV KDS
SUREDEO\ KDSS\ Chris
Thus, although Chris was initially unhappy with the proposed course of action, the
process of negotiation, discussion and assessment of capacity led to a decision that
ZDV DFFHSWDEOH WR DOO DQG PRVW LPSRtUWoVRKEWO\ UHVS
own decision. Advocacy is understood as representing the patient § viewpoint,

values and beliefs (Cuthbert and Quallington, 2008).

Advocacy can become more complicated when caring for children. In an account

shared by Ashley, D F KL O Guisd,&rMg for a young teenager, Ashley had to

make tough decisions about how to best advocate for a patient. Ashley described

KRZ QXUVHV QHHG WR EDODQFH GLVFORVXUH WKH SDWI

confidentiality and the risk of jeopardising family relationships (especially the impact

WKLV ZLOO KDYH RQ WKH FKLOG LQ UHODWLRQ WR FRQFHU
K \RX PLIKW WDON WR WKH FKLOG DQG WU\ DQG VI

to talk to your mum about it and ...... sometimes it works and sometimes it

doesn't........ you have to make that decision, and again it comes with experience

DQG ZLWK DJH 1 Ashley

In the United Kingdom there is no single piece of legislation that covers child

protection so, for any nurse working with children, not only will they need to consider

if the decisions are ethically sound but also how the law impacts on this. The main

SLHFH RI OHJLVODWLRQ LS889%YWHidh &éatyOstataditipay e ERild/g

welfare is of paramount impoUWDQFH 7KH &KL OprecHgRifes tiiat gdch
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case needs to be considered individually with this in mind and to assist

understandingit GHILQHY ERWK pKDUPY D QTheNdtiond) SotiehyDi@ W KD U P ¢

the Prevention of Cruelty to Children (NSPCC) has produced guidance for those
working with children, drawing together all the legislation and guidance in a single

document (NSPCC, 2012).

W ZDV HYLGHQW IURP $VKOH\TV DFFRXQW WK DWW
confidence to make some of these decisions, whilst still recognising the importance
of these issues. When caring for a teenager whose mother appeared to be
particularly influencing her daughter, doubts were raised about the possibility that the
account provided by the mother had led to unnecessary procedures being
undertaken. Less experienced nurses consulted those with more experience:
younger girls [Nurses] who were working with it found it really difficult. You
know, and that's probably why | know about, because they'd come and talk to us,
you know the senior staff. | Ashley
The idea highlighted here by Ashley is that nurses are able to develop the skills

required to advocate, especially in complex situations, through clinical experience

(Kohnke, 1982).

Care of the dying was identified as another complex area of practice where
participants viewed their role as advocate as important and necessary. Both Jo and
Charlie identified instances when they attempted to advocate for patients at the end
of life. Both explained how the surgical team gave instruction to administer active
curative treatment, which was felt by the patients ffamilies and the nurses caring for
these patients to be futile. Jo and Charlie expressed the opinion that the care of the

dying pathway should be initiated sooner to facilitate a more dignified, peaceful and
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pain free death. Jo persisted with attempts to advocate for patients for some time
before the care of the dying pathway was commenced.

palled the registrar and the plan was to carry on for a further 24 hours of
active treatment and see from there, but as the day went on the patient continued to
deteriorate her breathing, more shallow, so what | did was | got a big consultant up
who decided that really the patient was for care of the dying pathway, but from start

to finish when they start you know.... 7 o'clock in the morning we doing this all the
ZD\ XS WR R FORFN LQ WKH DIWHUQRRQ § Jo

Field notes indicated that both of these nurses felt passionate regarding the delay in
commencing the care of the dying pathway and felt that had this been commenced

earlier, the end of life experience for both the patient and family could have been

less distressing. This was evident in the way their accounts were articulated.

Also noted was the level of concern that remained with nurse participants in relation
to this issue:

HEXW \RX NQRZ IRU WKH SDWLHQW , WKRXJKW
have been with it, | don't think she would have wanted to have all what she had done
to her, and her daughter didn't really either. Her daughter was saying 'l just want her
to be comfortable’ Jo

Charlie agreed when discussing care of the dying patient concluding:

H, MXVW I[HHO WKDW VRPHWLPHY WKH\ UH WRRt
was awful, the family were there and the man was in pain and we couldn't get on top
of him, his chest was poor and we were struggling all day and we gave him

LW ZDV(

ODWH

HYHU\WKLQJ DQG , IHOW ZH G GRQH DV PXFK DV ZH FRXOG

Charlie

The comments made above by Jo and Charlie reflect the literature reviewed in
Chapter 2 concerning moral distress. Nurses here have expressed how they felt
about the situation where their preferred course of action was delayed and although
they expressed their opinions in relation to patient care, they were still required to

continue with active treatment for longer periods of time than they considered to be
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appropriate (Oberle and Hughes, 2001; Dierckx de Casterle, et al., 2010; Long-

Sutehall et al., 2011).

Participants working in intensive care units identified that the withholding and
withdrawing of treatment presents nurses with personal and professional challenges
as they strive to advocate for and provide care for the dying patient. Nurses often
have to contend with conflict with the doctor who may have a different care

philosophy (Halcomb et al., 2004).

When nurses feel they fall short of their responsibilities in advocating for patients and
ensuring the best care provided for the patient, residual moral distress may occur
(Corley, 2002). Nicky, who was trying to manage the clinical area with limited
resources, highlighted the feelings experienced when managers were asking for a
nurse to be sent to another area, leaving the unit understaffed.

M, |IHO W-o@eLwaHl lisgeRing. Like | come on duty and try and you know
\RX UH SDWLHQWYVY DGYRFDWH ¢ Nicky

I1LFN\TV DFFRXQW ZDV IXOO RI SDVVLRQ IRU ZKDW ZDV

order to maintain standards of care and the situation.

o yes | do feel quite passionate, and that day really brought it home to me

IH

how let down | felt by my own workfor FH DV D QXUVLQJ HVWDIEKWLVKPHQW {

Conflict which occurred in all these cases is discussed in Chapter 7.

5.2. Standards of care

7KH VHFRQG VXEWKHPH UHODWH GisVEtBndarEHof Ward.RTbe WKH SD

importance of maintaining high standards of care, as articulated by participants in
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their accounts, is also recognised in the literature. Nurses cannot maintain standards
of care alone as they work within the wider context of health and social care (Maben
and Griffiths, 2008). Nurses do, however, have a valuable contribution to make
(Maben and Griffiths, 2008), and thus collaboration is discussed in more detail in

Chapter 7.

Quantitative targets, such as reducing accident and emergency waiting times,
treatment waiting times and the reduction of surgical waiting lists (DH, 2000) and
treatment time-lines such as those introduced in The Cancer Plan (NHS, 2000) and
The National Stroke Strategy (DH, 2005), continue to be important, however, a

change of emphasis has occurred following High Quality Care for All (Darzi, 2008).

High Quality Care for All (Darzi, 2008) acknowledges the improvement in waiting
times and recommends a focus on quality and the importance of improving
standards of care. The importance of high quality care has been further highlighted
as one of six principles of the NHS Constitution (DH, 2012); qualitative measures are

now recognised as indicators of care standards.

The importance of maintaining standards of care was clearly articulated by all the
participants. Charge nurse Sam explained how continued monitoring and support for
the development of a particular member of staff was facilitated. This was required as
the staff member was not behaving in an appropriately professional manner and not
providing the standard of care that was expected by the patients, the Trust and the

QXUVHTV FRO®ardXHV

M, ZDV GHDOLQJ ZLWK WKDW RQ D UHJXODU EDVLV

knew that she had been leaving duty early when | wasn't around, that she'd said
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something inappropriate to a patient or member of staff and that her whole
demeanour was, ....... | expected her to keep the ward functioning in the way that
we'd worked hard to get it to and that if she had issues with that we could openly
discuss them. | had regular meetings with her, we met and | put objectives into
place for her, she had an induction check list and | was constantly reminding her of
WKLQJV WKDW VKH QHHGHG WR GR 1 Sam

6DPYV DFFRXQW FOHDUO\ GHPRQVWUDWHYV W HtHve¢lIIRUWYV
involved in addressing these problems and supporting the struggling nurse to
develop appropriate skills to ensure that standards of care were maintained. The
importance of maintaining standards of care in the ward environment remained of
utmost importance to Sam. Sam explained what was happening and the concerns
that arose:

M7KHUH zDV D ODFN RI SURIHVVLRQDOLVP DERXW KHU
people ‘chuck’ and 'love’, and referring to me as ‘chuck’ and things like that, and then
as she gradually settled in during the coming months I'd hear the odd swear word
mentioned on the corridor and things like that and a change in the nursing staff....
WKH\ EHKDYHG PXFK GLITHUHQWO\ DURXQG K8dh WKDQ WKH\
Nurses are required to provide a high standard of care, as indicated in The Code
(NMC, 2008). Providing this standard of care involves using the best possible
evidence and WUHDWLQJ WKRVH ZLWKLQ WKH QXUVHYV FDUH
collaboratively, upholding the reputation of the profession. Failing to do this, the
nurse described by Sam was putting standards of care at risk, and jeopardising the

MEHVW IRU WKH. SEalv expaiMed hbws effior@ were made to maintain

standards of care on the ward:

uLW zZDV OLNH KDYLQJ WR ZRUN ZLWKRXW DOO \RXU
without all your tools. You knew that when she was looking after a group of patients
they wouldn't get the standard of care that they needed, and | was responsible for
LPSURYLQJ WKDW DQG WKH GLOHPPD ,fP XQGHU LV WKD
constant 'l wonder what VKH V GRLQJ WRGD\ ZKLOH ,fP QRW WKHUF
right, do | need to check that?' Sam
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Nurses form part of the service delivery team and have a key role to play in ensuring
standards of care are maintained and targets achieved (Maben and Griffiths, 2008).
This can prove challenging especially when resources are limited (Ulrich et al., 2010)
In Jordan Y ¥ccount, the loss of a nurse specialist had led to care standards being
under threat and this had led Jordan to begin developing personal skills and ward
resources to support patients requiring care on the ward.

H ZH YH QRW KDG WKH IXQGLQJ WR UHSODFH KHU
many places that have, because me and my colleague are wanting to do some more
information for the ampute H SDWLHQWYV ¢ Jordan
Shortages of nursing staff have been identified as one aspect of the secondary care
context that causes a significant amount of stress for nurses because of the negative
impact this can have on standards of care (Ulrich et al., 2010). Sam explained that
developing standards of care for patients is one of the main functions of a charge
nurse responsible for clinical care:

M GHYHORSLQJ WKLV DUHD IRU WKH EHQHILW RI WKH
\RX NQRZ LW LVQ W RQH WKLQJY Sam
Charge Nurse Brooke described how problems related to pressure area care were
highlighted as national standards and local policy led to changes in the classification
of wounds. When the number of wounds of a specified classification rose on the
ward above what was felt to be acceptable according to Trust policy, remedial
measures were then implemented. The nurses on the ward felt this implied that
patient care was below the required standard and this impacted negatively on staff
morale. The account shows how Brooke worked to balance complying with local
policy to reduce the occurrence of pressure ulcers on the ward with ensuring national
standards were maintained and recognising the hard work undertaken by the nursing

team in order to preserve staff morale.
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H,TYH DOVR WDONHGZWBMDQGN KN H WDLIGDWFWXDOO\ \F

thought of', and in fact two of the managers have been on the ward and have been
really, really supportive of me as well now, because they realise how sort of

passionate we are about it and how we justdont ZDQW WKLV WR KDSSHQT

Brooke

Staff morale is linked to standards of care. Where staff shortages have impacted on
the standards of care nurses are able to provide it has a negative impact on staff
morale (Nolan et al., 1998; Adams and Bond, 2000; Day et al., 2007). Brooke
identified how attempts were made to empower staff and to give them a voice,
reinforcing the value placed upon their contribution to care, in an attempt to improve
staff morale (Faulkner and Laschinger, 2008):

fihey did a staff survey ......... my matron got in contact and said 'we need to
send somebody to actually speak to the Chief Executive and she's organising some
forums'. And initially 1 was asked to go but | was teaching (I do like to do a bit of
teaching still), so | was actually teaching urology and couldn't go, and so they let me
RIl EXW DVNHG IRU VWDII WR JR RQ LW QRZ ,YYH
wards and they're going themselves and | don't think that's the issue, | think it should
be WKH VWDII PHPEHUY RQ WKH ZDUG 1 Brooke
Nicky, an ICU (Intensive Care Unit) Charge Nurse, described how the Charge Nurse
makes decisions based on the assessment of the clinical area in order to ensure that
the standard of care delivered on the unit is of a high standard, maintaining patient
safety. In this case shortages of staff on another unit had resulted in the Matron

contacting Nicky and directing one of the staff nurses on ICU to be moved to a ward

area where there were insufficient staff:

EHHQ V

HIRRRW JRLQJ WR GR WKDW MXVW EHFDXVH VKH VD\V

mind of my own and they've put me in a responsible position to stand up and be an

DGYRFDWH IRU SDWLHQWY DQG WKDW V ZKDigky,fP GRLQJ 1

In this instance Nicky was refusing to move staff to ensure patients on ICU received

the standard of care they needed.
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Nicky not only relied on professional judgment but justified the decision by referring
to national guidelines provided by the National Institute for Health and Clinical
Excellence to provide a rationale for the decision. 3SROLF\ DQG LWV LPSDFW R(
contributions to the resolution of ethical dilemmas will be further discussed in

Chapter 7.

Lee described making the decision to keep a frail elderly patient in his current
location and administer what Lee described DV WKH pVHFRQ G r&heRthadhH G U XJ
putting the patient through the stress of travelling in an ambulance to another site.
MO\ WKRXJKWV EHKLQG LW ZHUH , ZDQWHG WR GR ZKDW
Lee
This had been a difficult decision as Lee had weighed up the benefits and burdens of
two courses of action. OQH RSWLRQ zZzDV WR DGPLQLVWHU WKH pVHF
might not have been as effective as the one Lee would have preferred to administer,
which was not prescribed. The other course of action was to book transport, in this
case an ambulance, to take the patient to the main hospital site where the doctor
would be able to review WKH SDWLHQWTV PHGLFDWNg RIchcQu@E SUHVFL
potentially bring more relief than WKH pVHFRQG F KNelHeH §ptighUnagd
considered to be ideal. When reflecting on this decision and the action taken Lee
explained:
[t left me thinking had | done the best for my patient. It left me thinking did |
JLYH WKH SDWLHQW WKH EHVW , FRXOG KDYHe2LYHQ KHUTY

Nurses aim to deliver the best possible care and, as explained by Lee, this informs

both decision making and the consequential actions.

105



Jordan, an experienced staff nurse, was concerned about how news was delivered
to patients and the information they were given regarding the amputation of lower
limbs. Jordan explained how the nurses on the ward were trying to change practice
in order to promote patient autonomy, especially when decision making regarding
treatment options. Jordan wanted to ensure that patient care was at its best,
particularly psychological support, prior to making the decision to proceed with
surgery, in adapting to their new body image and changes in their life style.

H<RX WU\ DQG WDON WR WKH SDWLHQW \RX NQRZ DQG
there to help them if they do go ahead with the amputation and you know if you don't
go ahead with the amputation you do realise what's going to happen and sometimes
you can't change a patients mind and it's just a case of supporting them through that
GHFLVLRQ WKDW WKH\ KDYH PDGH DQG WU\LQJ WR PDNH WK

Jordan
There is evidence that nurses strive to achieve high standards of care and feel that it
is a priority for them as nurses. There are also numerous policy directives from the
Department of Health (DH, 2008; Francis, 2013) and regulations from the Nursing
and Midwifery Council which also emphasise the importance of care standards
(NMC, 2008). Complaints continue to be received and reports written demonstrating
that this is not always the case and, in some instances, patients and their families
receive poor treatment from health care professionals and services. For example,
the Care and Compassion report (Parliamentary and Health Service Ombudsman,
2011) highlighted ten cases which demonstrated how patients and their families had
been let down by health care professionals. The report identified how it is often those

patients who are most vulnerable who fail to receive appropriate care (Parliamentary

and Health Service Ombudsman, 2011). This may be due to their complex needs,
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compromised ability to communicate effectively or poor co-ordination between health

care professionals and services.

Issues of poor care standards and failure to respond appropriately have recently
been highlighted in the Report of the Mid Staffordshire NHS Foundation Trust.

A Public Inquiry found that failings both of the Mid Staffordshire NHS Foundation
Trust as an organisation and of individuals had resulted in unacceptable standards of

care for patients within the mid Staffordshire NHS Hospital Trust (Francis, 2013).

For Sam, the complaints received from patients ffamilies and staff on the ward
informed the decision to take a more serious approach to managing the nurse who

had put standards of care at jeopardy.

HMHUHDOO\ ZUHVWOLQJ ZLWK LW DQG IRMY@EEMEWerl HDO O\ T

by situations worsened and worsened and complaints started coming in about her

IURP WKH VWDII FRPSODLQWYV VWDUWHG FRPLQJ LQ DERXW

Sam

The complaints were related to standards of care and, GHVSLWH 6DPfV EHVW HII

support the nurse involved to develop her practice to ensure that high quality care
was received by patients on the ward, things did not improve. Finally, Sam had no

choice but to refer this to a competency assessment and the nurse left the ward.

H&ERPSODLQWYV ZHUH LQ UHODWLRQ WR HLWKHU VWDQG

worked through the complaints and involved her completely with them all the way,
interviewed her, lots of denials.................... it was just all cover-up really from her
point of view, probably that she was panicking as well at that point and all the time
right up to the end | supported her and always tried to help her and she'd got no idea

ZKDWVRHYHU QRW RQH VPLGJHQ RI DQ LGHD amKRZ ,

IHOW

6DPYV DFFRXQW GHPRQVWUDWHY WKDW SXWWLQJ HIIRUW
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team are appropriately skilled and always present themselves in an appropriately
professional manner is important, however the patient takes priority and care must

not be compromised.

5.3. Conclusion

7KH WKHPH pPpEHVW IRQOQGWWKHSDYWHWRMAHY RI uDGYRFDF\Y D
F D Uddggear to be one of the most important aspects for nurses when making

decisions about patient care and were felt by participants to be paramount when they

were confronted with ethical dilemmas. p%tHor WKH SDWLHQWY ZDV WKH Il
every participant referred to in their account. This is also supported by The Code

(NMC, 2008) and is also a major theme in the review by Lord Darzi, High Quality

care for all, (Darzi, 2008) identifying that the next stage for the National Health

Service is to progress from a quantity focused agenda to one which focuses on

guality. Chapters 6 to 8 will now explore other themes from the data.
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Chapter 6 - Accountability

6.0 Accountability

The participants did not all refer directly to accountability within their accounts.

However, when analysing their interview transcripts it was possible to identify that all

participants were aware of their accountabilty,. 7KH SDUWLFLSDQWVY DzZDU
accountability as a responsibility that may be punitive or supportive of action sheds

further light on factors affecting ethical decision making. Within accountability the

sub-category R Q X U Mtéhwrfiy Bmerged, which is discussed in section 6.1 below.

Two of the participants referred directly to accountability. The type of accountability
was not specified by the participants. The incidents discussed fell under several

types of accountability: ethical, professional, legal and employment (Caulfield, 2005)

Brooke shared an experience from early practice in which a drug error occurred. In
the incident described the error was a prescription error. The prescribing doctor
made the error when writing the prescription but only the nurse who administered the
drug was held accountable. The drug error was reported, according to The Trust
policy, and no harm came to the patient. From Brooke § perspective, the burden of
responsibility appeared to fall solely on the nurse. Brooke felt it was unjust that only
the nurse involved at the point of administration was held to account for the error:

iwas honest about it, yes, and | actually went through the proper process,
but | just felt that the way it was handled was really negative and it was.... and |
mean | know we're all accountable, it's accountability and responsibility isn't it? But
some other people were responsible | felt. Brooke

There are processes which every prescription undergoes before administration,

including the writing of the prescription, which is checked and dispensed by a
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pharmacist and, on this occasion, the drug was also checked by a second nurse at

the point of administration. The dilemma here is who was responsible and that, by

holding only the nurse accountable, it felt unjust. Brooke recognised WKH QXUVH({V
accountability. However, Brooke also viewed others within this incident as having

some responsibility, as not only did the doctor prescribe an incorrect dose, checks

built into the process to reduce the risk of drug errors were undertaken by the
pharmacist, who ensured the drug had been prescribed and checked for drug
interaction. Each of these individuals belongs to a profession with a code of conduct

which indicates their professional accountability for their actions. Accountability and

a code of ethics are viewed as hallmarks of a profession (Hood and Leddy, 2006).

This experience has influenced the way Brooke manages drug errors within the

clinical area. Brooke explained the importance of ensuring that, whilst those who

make errors are held to account, LEODPLQJY RQH LQGLY wWay BookeV QRW W
recommended a review of the incident and that measures to reduce the risk of

repeated errors should be identified and implemented. The use of professional

codes as punitive measures may result in a reluctance to report errors by nursing

staff, which may impact on the quality of care. Professional codes should be used to

facilitate dialogue and provide a standard to work to (Esterhuizen, 1995). Brooke

viewed this as part of the charge nurse { kle, as the charge nurse is responsible for
maintaining safety and standards of care in the clinical area. Brooke took the

welfare of the ward staff seriously; this is explored further in Chapter 8.

Drew also referred directly to accountability in relation to a drug error. In "UHZ YV
account the error took place at the point of administration; the nurse who made the

error was an agency nurse who did not normally work on the ward in question. The
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issue for Drew was not so much the error itself but the way that the nurse who made
the error acted subsequently. The agency nurse [who made the drug error] did
inform the doctor and the nurse in charge of the ward at that time but refused to
inform the patient:

go then it was left for myself and some other members of staff to then explain
the procedure to the patient. So then it is not necessarily my accountability, |
suppose its more her accountability but | had to intervene because to me she just did
not recognise that area of her accountability. She [the nurse who made the error] felt
it was important to follow certain procedures in terms of the medical side of things
EXW DV WR LQIRUPLQJ WKH SDWLHQW DQG PD\EH WKH
LPSRUWDQWY Drew
Drew explained the feelings this evoked:

p:HOO , IHOW VKRFNHG WKDW VKH GLG QRW IHHO WKL)
experienced nurse even though she was from the agency and her argument was
ZHOO , DP IURP DQ DJHQF\ DQG LW GRHVQTW PDWWHU 7R I
error] is a registered nurse and she is accountable to the patient regardless of where
VKH LV SUDFWLFLQJ XPP« 6R , ZDV YHU\ IUXVWUDWHG E\ V
could not understand we had offered support for her and everything, but she seemed
to totally disagree that the patient should be informed. | found her response at
OHDYLQJ WKH ZDUG LQ ZHOO , ZRXOG VD\ LW zZDV D VWU
DOO KHU UHVSRQVLELOLWLHY KDYLQJ JLYHQD@eVVEDWLHQW W
Drew felt VWURQJO\ DERXW QXUVHVY UHVSRQVLELOLWLHY DQG
referring to professional accountability Drew emphasised PV D UHJLVWHUHG QX
indicating that the nurse had failed to fulfil her responsibilities to the patient by
explaining that an error had occurred. DrewfV FRQYLFWLRQ WR XSKROG \
rights resulted in her fulfilling the responsibilities of the nurse who refused to discuss
the error with the patient. Where there is a right, someone, in this case the
administering nurse, has a duty to uphold those rights (Beauchamp and Childress,
2001). In DrewfV DFFRXQW IRU LQVWDQFH Wd&KéhlyDp@riallyQ LV WHUL

fulfilled her duties as she had refused to inform the patient of the error. The nurse

[who made the error] could be held to account to the patient, for failing to respect her
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rights, to the employing organisation, as she has failed to follow The Trust
medication error reporting policy fully and to the profession, as The Code (NMC,
2008) specifies that, as a registered nurse, she must be open and honest at all
times. A nurse must also protect and promote the health and wellbeing of their
patients. In this case the administering nurse who did not fulfil these duties was
professionally accountable for her omission (NMC, 2008). Accountability may be
viewed as punitive, as indicated above. The negative connotations associated with
accountability emerged in the 1930s when fewer nurses worked in private homes
and began to work for larger organisations. Nurses began to view the organisation
in which they were now employed as accountable and the view that accountability

was a disciplinary tool emerged (Hood and Leddy, 2006).

'KHQ QXUVHVY DFWLRQV DUH SODFHG XQGHU VFUXWLQ\ E

conduct cases it is The Code (NMC, 2008) which is the standard against which a
QXUVHTV FRQGXFW LV MXGhbiaver, $&F BeX Op@ErNng, LAy \

demonstrated in participaQWVY DFFRXQWV EHORZ

Alternatively, accountability can be used to motivate. To be accountable can help to
promote good practice and motivate good actions, especially where the professional
boundaries are blurred (Savage & Moore, 2004). The hierarchical culture within
health care can influence the decision making process; whilst it does not relieve the
individual of all accountability, the position held within the hierarchy impacts on the
influence and authority members of the team have in any given decision making
situation (Hood and Leddy, 2006). InDrewfV DFFRXQW EHORZ WKH

instructed Drew to administer sedative medication to an elderly patient. The drug
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was prescribed as a when required fmedication to be administered by a registered
nurse when or if the need arose. In this account Drew explained how personal
responsibility and professional knowledge informed her decision making and
consequential action:

H$QG , ZDV UHVSRQVLEOH IRU ORRNLQJ DIWHU WKH SD
decision not to give the drug .................... | felt confident at that time | could justify
ZK\ , ZDV QRW JRLQJ WR JLYH WKLG/L 6 QDWW HE®WONK K L& USKI WILE

the drug at that moment in time and that | disagreed with his [the charge nurse]
UHDVRQLQJ , VXSSRVH LI \RX OLNH RI ZK\ , VREWXOG JLYH W

The Charge Nurse was Drew V OLQH PIyeéywDdid-hot follow the instruction but
considered her responsibility to the patient and acknowledged her accountability to
the patient in declining to administer medication that was felt to be unnecessary

basedon Drew fV RZQ DVVHVVPHQW RI WKH VLWXDWLRQ

6.1. Autonomy

Examples of nurses undertaking autonomous decisions informed by their own
knowledge and understanding of the situation were described by participants. Some
of the interview transcripts gave accounts of how some of the decisions made were
contradictory to the judgments of other health care professionals, senior nursing staff
or The Trust policy in a given situation. In each case the participant understood their
rights and responsibility to act with autonomy, was able to justify the rationale for

their decision and was happy to be called to account.

Sam was motivated to strive to improve standards of care on the ward by investing

time and energy in the professional development of a nurse from the ward team.

pHZKDWLG 2DV ,1G VHW VRPH REMHFWLYHV IRU KHU D
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occasions in one year............... | very much left to do my own thing with her really,

everyone was aware, but | knew that Associate Director of Nursing and the Matron

trusted me to manage her and that was nice to feel that | could be trusted so | felt it

was imperative that | dotted the i's and crossed the t's as | would with any member of

VWDII RQ WKH ZzDUG JRLQJ WKURXJK WKH VDfamh WKLQJ 1
Although Sam explained how the situation was managed, he was required to make

decisions about the approach XVHG WR VXSSRUW WKH VWDahdQXUVHT
what strategies to use when the situation became unacceptable. Sam felt that the

senior nurses, who were also her managers, were supportive of those decisions on

the whole, trusting her and respecting her autonomy as a nurse.

Ross, however, did not feel supported when asked to transfer patients into the
discharge area to await hospital transport to take them home; this is an area where
they are no longer classed as acutely unwell or in need of hospitalisation. When the
Bed Manager, whose job it is to ensure patients flow through from accident and
emergency or other admission routes swiftly to an appropriate ward base, requested
that two patients be transferred to the discharge lounge to await their transport
home, Ross did not feel that moving the two patients was appropriate and was able
to explain why. Here Ross was demonstrating both an ability to make autonomous
decisions and the preparedness to be called to account for decisions and action.

Mes they might feel comfortable back in their own environment once they got
home. But we muddled them just by moving them for that short time in between. But
the main one the main ethical dilemma for me was she wanted me to move a
terminally ill man who was asleep in bed, who was actually going home to die. She
expected me to get him out of his bed and sit him out so that she could move

VRPHERG\ HOVH LQWR WKDW EHG DQG , MXVW IRXQG WKDW
Ross

HW Kdéuld have sent the chief executive on the ward | would have stuck to
my guns and did what | thought was best for these patients. And | know that there
were two other patients that were in need of a bed but | actually had to look after the
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patients that were there then. So, you know, it did make me question, even now, |
IHHO , PDGH WKH ULJKW GHFLVLRQY Ross

In charge of the Intensive Care Unit, Nicky explained the role of the senior nurse as
advocate and resisted moving a staff nurse; within this account Nicky justified the
decision and recorded the rationale for the decision on an incident form. Nicky was
fully aware of WK H Q XéspoHsibffity in relation to patient care and safety on the

unit and was ready to be called to account for the decision.

Nicky explained that completing an incident form was in line with The Trust policy
which advises that the form be completed whenever a clinical area is thought to be
unsafe. Nicky was able to justify the decision and explained:

u, ZURWH GyRsih@e Hatiéht on the intensive care, the care they were
getting and why they needed one to one nursing. | wrote down about NICE
guidelines, quoted NICE guidelines about level 3 patients which are ventilated and
should have one nurse, but yes one nurse can look after two high dependency
patients but | put down the constraints about how it was very difficult to help each
other then, patient moves if somebody became sick, going for blood, things like that
and just dealing with the everyday running of the intensive care unit by being a nurse
down, and I don't know how far that incident form got, because | later got told along
the grape vine that Matron tore it up, our Matron for intensive care and said that
there was nothing they could do, we had to staff the overflow ward, there was no-one
HOVH FRXOG GR LW ZH MXVW KDYH WR VHH Wikkj ELJIJHU SL
Nicky presented a rationale for the decision not to move a nurse off the unit. This
decision was based on sound knowledge both of the needs of the patients on the
unit and the National Institute for Clinical Excellence (NICE) guidelines, which are
UK guidelines and thus hold more weight than organisational guidelines in publicly
funded UK hospitals (Caulfield, 2005). This indicates that Nicky acknowledged that

nurses also are accountable to The Trust (employment accountability) and to those

to whom they have a duty of care (professional accountability) should there be
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evidence of negligence (legal accountability) and Nicky had to consider the impact
on those involved and their intrinsic value as human beings (ethical accountability)

(Caulfield, 2005).

Nicky fought hard to maintain safety, ZDV pRYHU UXOHGY E\ D PRUH VHQI
was left feeling that the vulnerability of the patients on the unit had not been
recognised, nor had the senior nurse been prepared to fully consider the rationale for
resisting the loss of a nurse from the unit.
M, VDLG \HV DQG ,fYH JRW VL[ YHQWLODWHG SDWLHQW
UHDOO\ TXLWH \lgéiny to \Wok @fter thede Rifile you take a nurse off me?
:KDW LI VRPHWKLQJ JRHV ZURQJ RQ P\ VKLIW" :KRfV JRLQJ
shift." So Matron then got involved and Matron came along and demanded that |
send a nurse down to the overflow ward, so | was overruled and | had to send a
nurse down to the overflow ward and consequently one nurse had to look after two
ventilated patients, one of which was on the haemofiltration machine, which is like
the dialysis. And obviously | was in charge of the unit and was looking after a
ventilated patient as well, as well as trying to support members of staff and look after
WKH SDWLHQWVY Nicky.
Nicky felt that the ability to act autonomously is limited by the position held within the
organisation. The position of Charge Nurse did not hold sufficient authority in this
context to allow Nicky to act on the judgment made in relation to maintaining the
safety of the unit and fulfilling a duty of care to the patients on the unit. However,
each individual is responsible for their own actions and escaping accountability by
claiming to be acting on the instructions of another is not seen as justifiable
reasoning (Ormrod and % DUORZ $SSO\LQJ 2UPRQG DQG %D
interpretation, Nicky, the nurse manager who instructed the nurse to move to another
ward and the nurse who moved to the other ward based on the instruction of the

nurse manager were all accountable for their actions. For what each member of the

team is accountable will vary depending on the situation and level of authority held
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by the individual. In cases where health care staff have acted in accordance with the
RUJDQLVDW L &e frgansaion_olds some accountability with regard to the

outcomes of the applications of these policies (Hood and Leddy, 2006).

1L F N&gcdunt demonstrates how accountability influences decision making but it

also illustrates the limits of personal autonomy, both with regard to the position held

and the context within which the nurse works (Hood and Leddy, 2006). There are
LQFLGHQFHYV ZKHQ DQ LQGLYLGXDOYY DXWRQRP\ LV UHVWL
community or society (Caulfield, 2005). It is possible that, in some cases, the

nurse § preferred action to achieve the best for a particular patient conflicts with the

needs of others, WKHUHIRUH D FRPSURPLVH KDV WR EH IRXQG
senior nurse had made the decision to reduce the staffing levels on the unit and was

therefore accountable for both her decision and the consequences of her actions

(Caulfield, 2005).

Accountability and autonomy can be seen to be inseparable; if a person acts
autonomously then that person must be accountable for that decision or action
(Hood and Leddy, 2006). Where a nurse has a responsibility to the patient which
requires autonomous decision making, the nurse may need the authority (or need to
take on the authority) to act accordingly (Hood and Leddy, 2006). This is not to
imply that nurses are not accountable for omissions where restrictions limit their
ability to act autonomously, for example where the nurse has no authority or when
availability of resources is limited (NMC, 2008). The nurse must strive to fulfil those
responsibilities as far as is possible given any limitations that may occur and needs

to demonstrate that everything possible has been undertaken to meet those

117



responsibilities, including reporting shortcomings to a manager or person in authority

(NMC, 2008).

IJHHYV DEFRXQW GHPRQVWUDWHY KRZ W KaH b&jHskfiet bR Q WR p|

weighing up the benefits and burdens of each option to inform the decision making

process:

HO\ GHIHQFH ZRXOG EH WKDW DV D QXuyeéthies\altRGH R |

that | do the least harm for the patient. And to me in that situation the least harm was
leaving the patient where they were in a warm comfortable bed and taking the drugs
over the telephone and giving the drugs. opposed to........ | think, causing great harm
and discomfort and distress, which could be quite detrimental when they are very
poorly getting cold and uncomfortable banging over bumps in roads and being taken
up to [the infirmary]. Where they might have to sit about in A&E for an hour waiting to
see a doctor to go down and write up a script and see them. Then wait another hour

RU WZR IRU DQ DPEXODQFH WR EXPS WKHP DOO WKH zZD\ ED

Lee

It is evident that Lee knew that the action taken following the weighing of the benefits
and burdens of each course of action fell outside of the Trust§ usual policy and
acknowledged that acting autonomously and outside of the organisation § policy
might leave those facilitating this action fully accountable; they would not necessarily
be able to look to The Trust for support through vicarious liability. In this case Lee

was able to take the preferred course of action only by collaborating with others who

had the authority to prescribe the required medication, fDFLOLWDWLQJ

administration of the drugs. Those who collaborated were also accountable for their

involvement in this incident (collaboration is discussed further in Chapter 7).

Risk waV YHU\ PXFK DW WKH [ RibdHVHISR @Mdntrng dHINe/chosen
course of action. Lee identified how there was an attempt to reduce the risk to the

patient.

/H

H« DQG JHWWLQJ D VHFRQG FROOHDJXH WR OLVWHQ WI
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XPP %XW QR , NQHZ WK DVemdiKg thel liska3 HpuosdcdRaVIEHDK)
causing great harm and discomfort and distress, which could be quite detrimental
when they are very poorly getting cold and uncomfortable banging over bumps in
URDGY DQG EHLQJ WDNHQ XS WR >WKH LQILUR®OU\@ 1
From these accounts it is possible to see that the nurse participants felt able, if not
always empowered, to make autonomous decisions and were prepared to be called

to account for their subsequent actions. In these situations the participants felt
confident in their knowledge and XQGHUVWDQGLQJ RI WKH SDWLHQWYV
situation in context. There is also indication that, whilst able to make judgments
about the situations described, participants were not always able to act as they
wished to. This, for some, resulted in feelings of frustration and of being
undervalued and disempowered. This was the case for both Charlie and Jo who
explained how, when caring for patients who were terminally ill, they recognised that
the appropriate time had come to instigate the care of the dying pathway; the doctor,
however, had another view. The doctor in both of these accounts continued with
curative treatments for what the participants felt was too long, before commencing

palliative care. Both Charlie and Jo expressed that they felt that this had made dying

more stressful for both the patients and their families.

Ross, having refused a direct instruction from the bed manager, explained the
feelings that this had generated:

M LQ D zD\ LW JDYH PH QXPHURXV IHHOLQJV EHFDXVl
that this is somebody that is on a higher grade than me and you should respect
them. But | actually could not respect them that they had actually considered doing
that to somebody that was dying. And how would they feel if that was their relative or
\RX NQRZ 8PP« 6R , KDG VRUW RI PL[HG IHHOLQJV , ORVW
| had had previously. In fact | had lost a lot of respect for them and it gave me, it
made me realise that suddenly in the NHS a bed had become a bed and the patients
ZHUH MXVW PLVVLQJ LQ WKH PLGGOH RI LWT Ross
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Ross felt confident, having assessed it as inappropriate to move patients into a
discharge lounge, that it was the right decision for the two patients to stay on the
ward in spite of it being in direct conflict with the instructions given by a senior
colleague. Ross felt uncomfortable that the situation had arisen and that there
appeared to him to be no alternative other than to refuse to comply with the
instructions. The fact WKDW upuD QXUVHY ZRXOG FRQVLGHU VXFK I
appeared to make this even more difficult to accept:

M, FDQQRW EHOLHYH WKDW VRPHERG\ ZKR LV D WUDLQI
KDG GRQH VWXG\LQJ ZLWK ,1G ZRUNHG DORQJVLGH FRX(
moving somebody like that dragging them out of bed when they are actually fast
DVOHHS DQG WHUPLQDOO\ LOO DQG , MXVW HR®R¥OG QRW EH
Ross indicated, through this account, the importance of values in nursing, the
expectation that nurses, for Ross, are expected to be particularly sensitive to the
needs of vulnerable people, that the National Health Service is not like other

organisations and that the person [patient] should be at the centre of decision

making (Benner, 1984; NMC, 2008; DH, 2012).

Nicky demonstrated how important patient safety was to her within her account and
was prepared to justify her decisions:
L, TP UXQQLQJ LQWHQVLYHIFDBXWIRQ WKDW SRVIWLRQ

that shift to make decisions based on what | believe is correct, research based,
clinical knowledge, patient safe W\ 1 Nicky

Nicky also indicated that part of the problem was that the person who was
challenging her assessment of safety on the unit was a nurse, indicating that there
was an expectation that, as nurses, there ought to have been some shared values
and understanding of her assessment of the situation:

uH, ZDV LQ WKDW SRYVLWdeBsphnxaGt wab @&ken WK DfVihy
hands because ‘it doesn't matter now, we're [matron and the site manager]
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overruling you. It doesn't matter that you're in that position, | don't care when you say
LW V XQVDIH T Nicky

When explaining, in the accounts shared during the interviews, how nursing
colleagues did not appear to share their values in relation to direct patient care, their
duty of care and professional accountability, Nicky and Ross were passionate; both
became animated, in both their verbal and nonverbal communication of the issue,

while expressing the level of feeling they had had.

Professional codes of standards / ethics and, in this case, The Code (NMC, 2008)
reflect the values of the professional group. Adopting these values forms part of
what Benner (1984) describes as socialisation into a profession where these values
become internalised by the members. Individuals become socialised into a set of
cultural moral values and beliefs through exposure to the group, as these values are
transmitted by members of the community and the behaviour of its members

(Settelmair and Nigam, 2007).

Here Charlie explained the conversation between himself and the Sister from
Radiology; the medical team wanted a scan performed but both nurses felt this was
inappropriate and were prepared to advocate to prevent the discomfort the patient
might experience. Undertaking the scan would not have changed the treatment plan
or outcome for the patient. Both nurses recognised the importance of advocating for
the patient, demonstrating their shared values in relation to facilitating a dignified
death for this man, as his prognosis had already been established:
lknow you're going to take this man down on Sunday morning for an
expensive scan'. Ourward VLVWHU VDLG ORRN ,fP QRW KDSS\ DERXW

QRW ZHOO HQRXJK P QRW ERWKHUHG DERXW WDNLQJ L
ZRUNHG LQ ,&8 ,fYH RQO\ EHHQ KHUH ZHHNV ,fP KDSS\ Z
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going to change the outcome she said he needs care of the dying pathway, and | felt
like we had to fight for this man, | felt we had to fight for him to die with dignity and
we shouldn't have to do that

Charlie

This section of & KDUOLHYV DFFRXQW SURiY thiS eage, Hhoth GHdrfpeF H WK DV

and the radiography Sisterhad D VKDUHG XQGHUVWDQGLQJ RI WKH SDW

opinion of what might be best for the patient.

6.2. Conclusion

Accountability and autonomous decision making were clearly expressed by the study
participants. Participants explained how, when faced with difficult ethical dilemmas
in practice, they were aware of their accountability. Brooke and Drew both discussed
accountability in relation to drug errors, clearly demonstrating both their

understanding of accountability and how it applies in a specific situation.

Other participants explained how they were able to make autonomous decisions for
which they were happy to be called to account; the level of accountability may be
influenced by the context of the decision or action, for example Sam had to manage
an underperforming member of staff and, although supported by managers, Sam

recognised the level of accountability held personally and professionally

Chris HISODLQHG WKDW LW LV SDUW RI WKH QXUVHYV UROH W

decision made with or on behalf of patients must be justified, as nurses are
accountable for their actions, including when they advocate or fail to advocate for

patients; this is clearly identifiable in The Code (NMC, 2008)

/IHH KDG D GLIILFXOW WLPH PDQDJLQJ D G\LQJ SDWLHQWT
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working outside Trust policy left him accountable with no security of vicarious liability
from the employing Trust. In this situation Lee was seen to collaborate with

colleagues, this is discussed further in Chapter 7.

5RVVIV H[SHULHQFHY ZKHQ GLVFKDUJLQJ SDWLHQWYV DOVI
advocating is an important part of their role and they feel distressed when other
nurses do not share their interpretation of the situation and the values that underpin
that decision. Nicky resisted moving a nurse in the team to another clinical area, as
a personal assessment of the situation identified that this would reduce the staff ratio
to an unsafe level, resulting in increased risk to patients on the unit. 1 L F NaljjINy to
act autonomously was limited by the position held within the organisation and the
nurse was moved. It is evident that the participants were not always able to act
autonomously and they identified that their autonomy was limited by the position they

held within the organisations, Trust policy and the resources available at the time.

How participants have worked within these constraints, collaborating with other

nurses and the wider team, is further discussed in Chapter 7.
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Chapter 7- Collaboration and Conflict

7.0 Collaboration and Conflict

Collaboration or conflict, in some cases both, appears in most of the accounts
described by participants. Nurses do not work in isolation, within the context of
secondary care nurses work as part of a multidisciplinary team. How nurses engage
with other team members can be seen within these accounts. Within participant
accounts, working with various people, including the patient and their family and
other health care professionals, leads to situations of collaboration and conflict; the
objective, however, continues to be finding the best outcome for the patient. In some
accounts, VXFK DV bRare/Was clear conflict; other accounts demonstrated
how nurses collaborated with others to achieve what was viewed as the best
possible outcome. 1Q /HH TV DthiE Refu@ad almost colluding with others to work

outside Trust policy.

7.1. Collaboration
Charlie effectively summed up the importance of a shared vision and working
collaboratively when striving for the best outcome for the patient; here Charlie talked
about caring for a patient who was dying and using the care of the dying pathway, in
this case the Liverpool Care Pathway (DH, 2009):

uH, WKLQN ZH DOO VLQJ IURP WKH VDPH K\PQ VKHHW
where what we do everybody does and yes | think it works. | think we know exactly
where we're going. Once we've got that we know we're not giving non-essential
medications, we're giving medications to be comfortable with, we're not filling them
full of fluids which just you know hang around, we are just making them comfortable,
DQG , WKLQN WKDW V UHDOO\ LPSRUW D Q@&rlie

For Charlie, collaboration occurred within the health care team when caring for a

patient who was close to death. & KDUOLHYV D F Feld Xiatweateh[ 8:énibérQ
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contributes; the physicians are able to prescribe the appropriate medication to
manage the distressing symptoms which can occur when someone is close to death,
physiotherapists, when required, can help with breathing difficulties and the family
PD\ NQRZ WKH SDWLHQWYV YDOXHY DQG ZLVKHV DV ZHOO |
end of life care is in line with Department of Health (DH, 2009) and National Health
Service standards of care (NHS, 2011) which, Charlie felt, have brought some
improvements to end of life care. However, both Charlie and Jo struggled with the
reluctance of some doctors to commence the palliative plan of care, resulting in a

delay in its implementation.

ChrivV DFFRXQW G HMRv@NXiWLLollsber&ively helped to promote the
SDWLHQWTTV ZHOIDUH DKWRNS LGUWD/F K D&KWL W REDRIFIREX QW PRY
health care team to include social services, as the social worker is able to access the
resources required to achieve this. Chris explained that the need for social services
input had arisen from working closely with the patient and his family:
M, W V PDNLQJ WKDW alibkppNkngwihg\uvhe Bau cap oo iget that
extra support and who's the best person to deal with a situation at the time and |
think | liaised really well between him and his family and even Social Services and
you're an advocate for patients aren't you? And it's important that you know that
you're doing the right thing for everybody and it's bridging that gap and that support
DQG QRW QHFHVVDULO\ GRHVY KH KDYH FDSDFLW\ RU GRHVQ(Q
Chris
Like Chris, Ashley worked with other agencies to ensure the best possible outcome

for vulnerable individuals:

we do have a child protection nurse that's situated on the ward, she's here
Monday to Friday, so if | have any issues | go straight to her and she'll tell me

whether it needs dealing with or she'll take it on board......... we work with them in that
we've probably still got the child, and they take over and sort of, once the child's
JRQH KRPH Ashley

&KULV DQG $VKO4# usnonbtatedR Moy Wiurses in secondary care pay
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attention to patient welfare whilst in hospital and on discharge home. By examining
& K D U @dcelfitvt is possible to see how the transfer of patients within the hospital
environment from one ward to another also requires nurses to work collaboratively to
ensure continuity of care and the best possible outcome for patients. This is in line
with their duty of care as health care professionals to their patients for both their acts
and omissions; working collaboratively to plan care to prevent foreseeable harm
(Caulfield, 2005; Dimond, 2008). ,Q &K D U O L thR/ofFeéntirtdity of care might
have resulted in an increased length of stay in hospital or emotional and
psychological distress for the patient. 1Q &K ULV §¥n Em3&fdddischarge might
have resulted in harm to the patient who had been assessed as vulnerable. In the
secondary care context Charlie, like Chris, recognised the responsibility of the nurse

beyond direct care (Dimond, 2008; 2011).

When the non-availability of beds on the specialist ward resulted in the need to
transfer a patient to an alternative ward, it waV & KDUOLHfV UHVSRQVLELOL
which patient would be transferred and which would stay. Charlie worked
collaboratively with the nursing team on the receiving ward to try to minimise the
disruption to the patient § care and try to make his experience of this change and his
stay in hospital as comfortable is it could be:

lrelated all the history obviously to the other ward, the problems with his son
and his home circumstances, the problems we'd had with the pain team was
ongoing, and | mean | said to the physios ‘can you make sure you go sort of morning
and afternoon just so he knows we haven't forgotten him, that he hasn't been sent off
somewhere where that's it we're not having anything to do with you any more'.

Charlie

Charlie ensured WKDW WKH S D Were efecfively @ohtinGrvcated, including

his progress and any plans made for discharge. Effective communication is
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essential between all members of the team, especially the patient and those
delivering direct care, if standards are to be maintained (Finkelman and Kenner,
2010):

MZH ZDQW L Walgay &peviéhce, fou don't want them to think about
that experience and think oh it was absolutely dreadful and | never want to go there,
we want it to be as good experience as we can, but also | want the staff to know him
and know what he's capable of and what they're up against, because | think it's
difficult if you get someone who's a complex discharge, you get them from no ward,
you get half a handover and then you're sort of thinking well where are we here?
How far have we got? Do | need to refer to Social Worker? Has he had a home visit?
Has his wheelchair been balanced because he's a bilateral amputee? Charlie
Working collaboratively, following the loss of the specialist nurse from the team,
Jordan set about developing information and support for patients undergoing lower

limb amputation so that a good level of service was maintained:

H:HOO ZH UH JRLQJ WR KDYH PHHWLQJV ZLWIrdahKH 27 DQG 3

Interprofessional working is viewed as the way to achieve the best possible patient
outcomes in complex situations (Johnson and Webber, 2010). Interprofessional
working has been on the United Kingdom government { \Agenda since the late
1960s, however it gained momentum in the 1980s and by the mid 1990s was central
to the National Health Service reform (Torp and Thomas, 2007). The Nursing and
Midwifery Council now requires all new nursing programmes to include inter
professional learning so that newly qualified registered nurses have the skills to
effectively interact with and understand the roles of all the health care professionals

(Longley et al., 2007).

Working with other nurses within the immediate ward team is almost a subsection of

the above. For example, in addressing issues on the ward associated with the
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prevention of pressure ulcers, Brooke, as Charge Nurse, explained how a member of
the team was supported to develop a specialist role in order to ensure standards of
care were maintained effectively:

MZKDW ,YYH GRQH QRZ LV JLYH KHU WKDW GD\ VR VKH
so she hasn't particularly lost the office day but she's here doing it and she's doing all
the tissue viability teaching on that day and she's doing the intentional rounding with
them and she's looking at the paperwork we use and she has chances then to go to
the link nurses meetings and any other meetings as well, and | make sure that
there's a ward meeting on that particular day so she can do her teaching session as
well, so we've actually turned it round and used it to quite a useful thing and it's also
giving her a more fulfilled role so it's handing her scope of practice as well, because
LW V DOPRVW OLNH RQFH D PRQWK VKH V GRLQJ D VSHFLDC

Brooke
Brooke § approach here was to maintain standards of care by encouraging the
nursing team to work together in their management of tissue viability, including the
prevention and management of pressure ulcers. Brooke demonstrated the
importance of this issue by charging one of the team to take a lead and ensuring
there was time for any plans to be implemented. Where there is cohesion within the
nursing team, which is likely to have a positive impact on the quality of patient care,
nurses are found to have greater job satisfaction (Adams and Bond, 2000). The
leadership style here was to lead with rather than lead over (Hood and Leddy, 2006);
although the nurse who took responsibility for leading this project was nominated, as
such, she did not hold a position of authority over others in the group. Nurses
working within secondary care fall into two main types of teams: (1) that of the health
care professionals other than nurses and the senior nurse and (2) direct care giving
staff, mostly nurses and health care assistants (Cott, 1998). The team referred to

ZLWKLQ %YURRNHTV DwithiR ¥1© S&con® type Gf teBnOr@ade up of direct

care giving nurses.
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7.1a Collaboration with Patients and Families

Patients fwishes appear to be at the centre of the way nurses work and this informs

their decision making. Participants recognised the contribution SDWLHQWVY IDPLC
make in promoting this as they often have a greater knowledge and understanding of

what the patients want in cases where the patients may not be able to fully engage

with decision making themselves.

Ashley explained the importance of trust in the relationships nurses share with their
patients. TKLVY FDQ EH SUREOHPDWLF IRU FKLOGUHQYV QXUVHYV

having capacity to make their own decisions:

MEHFDXVH ZH YH JRW WKH WUXVW RI WKDthat FKLOG

information, she doesn't even want us to tell her mum so if we're going to go and tell

the authorities.... do you see what | mean?.......... Depending on how much time

you've got you might talk to the child..............

Ashley

Ashley explained that it is the time nurses spend with patients, especially with

children, that helps to develop good relationships. This helps them understand the
SDWLHQWVY ZLVKHV DQG WithithdmlaQd e @aéhieteDhe/ haltQ

possible outcome and to avoid conflict. It is the close relationship that nurses have

with patients that facilitates a unique perspective that contributes to and influences

the decision making associated with patient care (Storch et al., 2004; Lamb et al.,

2011).

LWKILUOV >QXUVHV@ FDQ JHW \RX NQRZ TXLWH « HV
JRW D WHHQDJHU \RX PLJKW VLW DQG WDMhEYWR KHU IRU KR

Jo also identified the importance of developing appropriate relationships with
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patients, recognising that this takes time but is necessary to ensure that a proper
XQGHUVWDQGLQJ RI WKH SDWLHQWVY ZLVKHV LV JDLQHG
M ZH KDYH SDWLHQWYV IRU DQ\WKLQJ IURP GD\
sometimes they've social side and we get to know the patient and the family, as daft
as it sounds, is sort of like our family and the patients are like our family because you
JHW WR NQRZ WKHP UHDOO\ ZHOO DQG \RX JHW UHDOO\ UH
Jo
Chris and Jordan explained the importance of working with patient V families. Chris
understood how important this was when resolving issues of patients fyulnerability on
discharge from hospital. & KULV ZDV DEOH WR ZRUN ZLWK WKH SDV
finding a solution to his problem and helped them support the patient with the
changes he was facing in life:
MU REYLRXVO\ JHWWLQJ KLV IDPLO\ LQYRO)
really close to his daughters and in fact he was really happy with the outcome as well
ZKLFK PDGH LW HYHQ EHWWHUY Chris
When developing information and a support plan for patients following lower limb
amputation Jordan not only involved other health care professionals but recognised
how patient Vfamilies could also make a valuable contribution:
Mes, we're going to get the families involved as well because obviously they
QHHG VXSSRUW DV ZHOOY Jordan

It is important that nurses work closely with patients and their families to ensure high

quality care and to support patients to stay healthy (DH, 2008, NMC, 2008).

7.1b Collaboration with Doctors
Doctors are also health care professionals and have a long history of working with
nurses. The changes that have occurred in the nurse § role and positions held by

nurses within the NHS have impacted on the way these two professional groups
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build effective relationships (Davies, 2003). The way these two professions work
together has the potential to have a significant impact on patient outcomes (Faulkner
and Laschinger, 2008). Whilst this section focuses on the collaborative nature of
relationships with doctors, it also illustrates how close the relationship between

collaboration and conflict can become.

Jo explained that being able to engage assertively with doctors is something that has
developed with experience and through the building of effective professional
relationships with the medical team:
H, WKLQN WKDW V FRPH ZLWK JHWWLQJ WR NQRZ WKH
XXXxxX because you have more time to talk to them there. | got to know the
consultants a bit more and you get to know the doctors because they're all on the
ward for about 6 months at a time, you get to know them slowly and | think you just
get more confident and the more you're qualified and the more experience you get,
WKH PRUH FRQILGHQW \RX DUHT Jo
Jo explained that this can, however, depend on the individual doctor:
uM6RPH RI WKHP WKHUH V WKH RGG RQH RU WZR WKDW
, TP WKH GRFWRU DQG \RX UH ZURQJ E 2nd/ theéywIstero®\ WK H\ |
ZKDW \RX WKLQN DQG WKH\ OO WDNH RQ ERDIG ZKDW \RX V

Jo recognised how when nurses and doctors work together in this way, there is the

potential to improve patient care (Faulkner and Laschinger, 2008).

Nicky expected support from the doctors who formed part of the team in the
intensive care unit. However, on this occasion the response was less than expected.
Nicky was concerned about maintaining safety on the unit and the risk to the patients
if staff were moved away. 7KH GRFWR U fwas fatLligdaRs® it related to
nursing staff, it was not an issue in which he wanted to become involved. This was a

disappointment for Nicky:
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H, IHOW WKH RWKHU VLGH RI WKH FRLQ ZDV , VSRNH W
the weekend and he wasn't interested. He basically said 'well it's a nursing issue’
and | said 'but it's not though is it? Because at the end of the day you're in charge of
WKLV XQLW IRU D GRFWRU DQG PHGLFDO SRLQW RI YLHZ D
you that there's patients who are going to be left unattended and clinically if
something goes wrong...." and he just said 'well it's a nursing point of view, what do
\RX ZDQW PH WR GR™" , VDLG ZHOO ,1G OLNH \RX WR ECLC
yourenottaNLQJ D QXUVH DQG KH ZRXOGQ WT{ Nicky
The differences in the roles which can have an impact on the way these two health
professionals collaborate were further exacerbated by the organisation § hierarchical

structure (Oberle and Hughes, 2001).

Ashley tried hard to help the parents of a child needing life saving surgery to
understand why it was essential and to assure them that blood products would not
be administered in theatre:
H,Q WKH HQG ZH KDG WR JHW D FRQVXOWDQWN&DHGLDW
throat] Consultant to come in, in the night to speak to these parents, because they
VWLOO ZRXOGQ W EXGJHY Ashley
Unfortunately, RQ WKLV RFFDVLRQ WKH GRFWRUYV DWWHPSWYV
case was taken to the court of protection. Under the Mental Capacity Act (2005)
adults and children who have limited capacity to make autonomous decisions are
provided for. Where there is a serious conflict of opinions the court of protection may

be accessed in order to make the decision and ensure that the patients are

appropriately represented (Dimond, 2008).

$VKOH\TV PRjpRRedQMRZ WKH WHDP VWUXJJOHG ZLWK D IDPLC
allow a child to undergo surgery, based on the fear that blood products would be
given against their wishes and beliefs. At this time the child required surgery to

avoid death. The surgeon did not think there would be a need for blood products
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and, though the parents had been assured none would be administered, they did not

believe this and refused to consent to the surgery.

Ashley explained how the beliefs of the F KL p&&nts were so strong that even
when their own minister tried to assure them that surgery was the best option for the
child, they were not happy:

H, GRQ W NQRZ ZKDW WKH)\ & Be@edwivVK Hlre pliestUofZHe QW R |
Jehovahs Witnesses, they've probably got another name, but whatever they are,
they got him in and he actually tried to persuade these parents and | can't remember
how it all came about, but in the end they had to.... they took out some kind of legal
« q Ashley
Having engaged members of the heath FDUH WHDP DQG WKH IDPLO\fV P
and find a resolution which they were happy with whilst trying to save WKH FKLOGY{V OL
Ashley explained that the only option was to go to the court of protection:

M7KDW V ULJKW DQG WKH\ RYHUWXUQHG WKH SDUHQWYV
ZDV LQWXEDWHG DQG HYHU\WKLQJ ZDV I|lAghiay
Ashley felt sad that the parents did not understand. It was not that the health care
team were WU\LQJ WR RYHUULGH W K HTH®imen@orfiwasembt @lghé VIV WHP

blood. The family did not trust the health care team and continued to refuse to

consent to the surgery.

/IHHYV FROODERUDWLRQ ZLWE h&R,FWRUdmMmWiRIisRds® arfdlLVH WK
discomfort, resulted in both of these health professionals knowingly working outside
Trust policy:
gs a registered nurse, you know absolutely damn fine that you should never
take a drug prescription over the telephone. The alternative was to parcel the patient
LQWR DQ DPEXODQFH DORQJ ZLWK WKH SUHVFULSWLRQ FK!

so a Doctor could write on a prescription chart and look at the patient. And write
them up for some drugs and ship them all the way back, but quite often we were
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dealing with people who were frail who were older. For people who were elderly it
would be really disruptive, dense strokes you know an awful lot of trauma to your
paWLHQW WR GR WKDW Lee
Lee, in order to avoid the patient having to be moved to the main site for drugs
prescribing, as described above, worked with the doctor who prescribed the drugs
verbally over the telephone to two nurses in order for the drug to be administered.
/ H H xpetience indicates that this was the usual custom and practice especially
where patients are cared for on peripheral sites, without a duty doctor; it is the ward
doctor who will sign the prescription the following morning:

peven used to think about doctors doing it | mean doctors feel or appear to
be quite blasé about it they were quite happy to do it. | used to think how do they
feel prescribing a drug for a patient they have never clapped eyes on, how do they
know tthey DUH YHU\ WUXVWLQJ WKHPVHOYHVY Lee

These two professionals worked together to achieve what they believed to be best

for the patient although they both knew it conflicted with their employing Trust §

policy.

7.2 Conflict
Whilst it is possible to identify collaborations, many of these accounts also
recognised that developing relationships to aid ethical decision making can lead to

conflict with other members of the team, patients and their families.

Doctors and nurses are seen to come into conflict about patient care, including
treatment which has traditionally been viewed as the doctor § domain (Oberle and
Hughes, 2001). However, nurses are required, through their code of conduct, to

challenge doctors forders where they are perceived to not be the best possible
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option (NMC, 2008). Nurses are accountable, as discussed in Chapter 6, for their

actions regardless of directions given by others (NMC, 2008).

7.2a Conflict with Doctors
Both Charlie and Jo explained how they experienced conflict with the medical team
when caring for terminally ill patients. The conflict occurred when they were
struggling to influence the doctor¥ GHFLVLRQ UHJDUGLQJ WKH SDWLHQW
and care. Charlie used strong language to demonstrate the depth of feeling aroused
by the decisions that had resulted in the conflict between the plan of care prescribed
by the doctor and what Charlie believed to be best for the patient:
feel that you know we should have dignity in death and | don't always think we
do and | don't think that's a nursing fault, | think it's a doctors fault, | think our

surgeons think if they can save life if someone has a pulse then they're alive and
WKHUH V QR TXDOLW\Y Charlie

Jo had similar issues in relation to the care of the dying and explained how attempts
to work with doctors and influence changes to the plan of care were not always
successful, resulting in conflict. Jo explained why, as the nurse caring for this
particular patient, it was felt that commencing the patient on the care of the dying
pathway earlier would have been better than the decision taken by the doctor to
keep trying curative treatment for longer:

Mes, and | just think she just needed to be comfortable and you know spend
her time with her family. We had to keep pulling the family out of the room to do all
these tests and you know they needed to spend the last couple of hours with their
mum. | just thought....you know it was unfair, on the relatives and on the patient {

Jo

Historically nurses ffoles were viewed in terms of supporting the work of doctors and

following doctors forders (Pugh, 1944). Substantial changes have occurred over the
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decades. Nurses are now required to challenge doctors fprders (NMC, 2008) where
appropriate; they are accountable for their actions and following the instructions of

others does not relieve them of their accountability (NMC, 2008).

7.2b. Conflict with Patient and Family
Conflict can occur, however, when patient V §r their families fexpectations are not
realistic:

MEHFDXVH VRPHWLPHV \RX JHW IDPLOLHV WKDW \RX
bothered and they're just like 'well we want this', sometimes if you say it's a DNAR
for instance, the family says 'well |1 don't want a DNAR', unfortunately it's up to the
doctor, the family can't decide. Now they'll discuss it with them but if they think it's in
the patient's best interest then they'll do it even if the family kick up a fuss and say
'we don't want it, or we do want it', the doctors have overall.... you know they can
GHFLGH RYHUDOO QRW WKH IDPLO\T Jo
There are a number of reasons why this occurs. Firstly, in some cases the treatment
would be futile and therefore be an unjustifiable use of resources (Beauchamp and
Childress, 2001). Secondly it is important to consider the patient who may be
receiving futile treatment, as this has the potential to cause harm through stress and

may give the patient or family false hope and unrealistic expectations (Hurst et al.,

2005; Clara et al., 2006; Gallagher, 2010).

Jo explained how, when treatment options are at the health care team § disposal,
they may not be made available, for example, attempts to resuscitate:

MWKH\ > GRFWRUV@ GR GLVFXVV LW ZLWK SDWLHQWYV L
be honest with you the patients usually do understand and they're quite happy for

that and a lot of patients actually say 'if anything happens | don't want any
resuscitation’. Jo
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Ashely explained in depth how complex and distressing decision making can
become when there is conflict between the health care team, of which the nurse is a
member, and the family of a child in their care:

K.....she was only 3 or 4 | think and she had tonsillitis, and during the night
she got worse and worse and when we looked her tonsils were practically meeting in
the middle, to the extent that she needed to go to theatre to be intubated, which you
would think would be fairly straight forward except her parents were Jehovahs
Witnesses, and they wouldn't let her go to theatre in case we gave her a blood
transfusion. We explained that there was no way she was going to have a blood
transfusion but they still wouldn't, and we spent a lot of time trying to persuade these
parents, and they wouldn't be moved,.......... but at this point we're responsible for the
child... p Ashley
Finally, things went to the court of protection:

u they overturned the parents and the child went to theatre and was
intubated and everything was fine, but apparently they had an older child who had
been to theatre and had a blood transfusion, and that was why they felt so strongly
about it, but | mean the doctors were prepared to swear in a court that they weren't
going to give this child a transfusion § Ashley
7TKURXJKRXW WKLYV $VKOH\ ZDV VWLOO DEOH WR HPSDWKL
respect that this was their belief, recognising the conflict:

'We explained that there was no way she was going to have a blood
transfusion, which you know is fine, it's their belief .......... as a mother | can't agree,

as a nurse | can't agree and as a catholic | can't agree’,
Ashley

$VKOH\YV DFFRXQW ZDV ILOOHG ZLWK XQGHUVWDQGLQJ IRLU
LQ WKH VLWXDWLRQ DQG UHDO FRQFHUQ IRU WKH FKLOGT\
VKH IHOW GUDZLQJ WRJHWKHU UROHV DV pPRiMKtHU pQXU
ZD\ LQ ZKLFK KHU GHFLVLRQ PDNLQJ ZDV LQIOXHQFHG LQ
EHOLHIV ZHUH UHFRJQLVHG EXW WKHVH ZHUH LQ FRQIOLF
team and what was felt by the team should be done in the best interests of the child.

This included their duty of care to the child as the first concern and respecting that
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child as an individual with rights separate to those of the parents, although she had

not reached the age at which capacity to consent is formally recognised.

The Mental Capacity Act (2005) has laid down guidance and regulations for those
adults without capacity to make a decision in a particular situation, however, for
children it is more complex and may involve several agencies. Decision making
where there is conflict regarding the treatment of a child can involve a wide number
of agencies as well as the child, the family and the health care team. Decisions
VKRXOG EH PDGH FROOHFWLYHO\ DQG *LOOLFN 2068P SHWHQT
are used to help determinethH pULJKWY DFWLRQ ,Q WKH VLWXDWLRQ |
court of protection for a final decision as the situation could not be resolved any other

way.

7.2c Conflict with Nurse Managers

For the participants interviewed within this study it was this conflict that appeared to
have the biggest impact on both the care delivered and the nurse participants, as
they appeared to believe that, as nurses, these managers should have a shared
understanding of the dilemma and should share the values that informed the

SDUW L Fde8do@sW V

Drew explained how a direct instruction from an immediate line manager was felt to
be inappropriate and therefore Drew did not undertake the task as instructed:

H, ZDV DVNHG ZRXOG , JLYH D GUXJ \ager DD W GH QG W &\
IHHO WKDW WKH SDWLHQW VKRXOG KDYH WK BresvU X J 1

This was not an easy thing for Drew:
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But | felt a bit threatened by my manager because he kept advising me that |
should give this drug to calm the patient down so that the patient dd QW FOLPE RXW
EHG EHFDXVH WKH SDWLHQW ZDV FRQIXVHG XPP« DQG WKH
....... So at the time | felt under pressure because this person was my boss and | was
D YHU\ MXQLRU VWDII QXUVH 8PPP« $Q @ tisrdragbDrivirdRtU GHU L Q .
of other people such as some of the medics that happened to be around the ward at
WKH WLPH DQG XPP«f Drew
Following instruction from a nurse manager Ross explained the feelings caused by
refusing to follow instructions:
u Dadyt because at one time we were equals she was now actually yes she
ZDV EHG PDQDJHU EXW VKH ZDV D KLJKHU JUDGH WKDQ PH
gave me numerous feelings because one my values and beliefs are that this is
somebody that is on a higher grade than me and you should respect them. But |
DFWXDOO\ FRXOG QRW UHVSHFWY Ross
1XUVHVY UROHV PD\ YDU\ DFFRUGLQJ WR WKHowev&RVLWLRC
all have responsibilities to ensure that high standards of care are maintained (NMC,
2008). The context within which nurses work can have a limiting impact on the care
delivered as resources may be limited (Oberle and Hughes, 2001; Colebatch, 2009).
A common example identified in the literature, within the context of limited resources,
is the pressure on bed occupancy within NHS Trusts (Oberle and Hughes, 2001,
Sinuff et al., 2004). This is supported by the National Audit Office (NAO) who have
reported that emergency department hospital attendances have risen 47% over the
last 15 years with more of those attending requiring hospital admission (NAO, 2013).
This can lead to conflict manifesting in a resultant ethical dilemma. In Chapter 6
Ross demonstrated her autonomy in a decision not to move two patients from the
ward and remained steadfast in refusing to follow the instructions of the bed
manager. Despite being pleased to have made the right decision, this did cause
conflict:
judid not care who thought | was wrong at my decision that | made and | did
not move either of those two patients. And seriously did not care they could have

sent the chief executive on the ward | would have stuck to my guns and did what |
WKRXJKW ZDV EHVW IRU WKRVH SDWLHQ WY
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KYHQWXDOO\ ZKHQ VKH UDQJ PH DJDLQ WKH ®©HGrPDQDJH!
HIDFWO\ ZKDW , WKRXJKW XPP« $QG VKH MXVW VDLG up2N
she never came and apologised for the fact that she even contemplated moving
WKHP $QG , GLG QRW KHDU DQ\WKLQJ EIRB IURP DQ\ERG\Y
Unfortunately for Ross, although the decision made to keep the patients until they

were taken home was followed through by her actions, there remained

disappointment in the conflict experienced.

/IHH YV D F#aR kg3 About an individual person but explained how policy which is
associated with nursing management as has resulted in the problem. Lee explained
that Trust policy may at times be at odds with what the nurse views as a professional
obligation, resulting in conflict:
MEHFDXVH RI ZKDW \RX KDYH W RheZrldd MndredMiktioadH FD X V H
and the policies and everything else so you do feel to be in an ethical dilemma really
because you think your professional body and people are saying one thing but in
reality your practice are saying you should do another one. Which sounds a bit
confused..........ccoevvvvieeeeennins | think it is an ethical dilemma if it wasQ W PD\EH LW ZD)\
just a policy issue but ethically | felt pulled | felt | should have been .. and | did not |
should have been ringing somebody and starting it out but my gut instinct was to say
no because it was going to cause that much fuss and problem because you have
ZRUNHG ZLWK WKH V\VWHP EHIRUHY Lee
Nicky had the same experience when challenging the decision to move a nurse from
the intensive care unit. Nicky showed a strong sense of respect for nurse managers
and was concerned that by trying to do what was felt to be best for patients in the
unit, she was perceived to be obstructive:
M, UHDOO\ IHOW EHUDWHG , UHDO O ahd Owes BeingH , ZDV
REVWUXFWLYH DQG , ZDVQ W VR LW ZDV YHWIcK/LIILFXOWT

Lee recognised that there are a nhumber of things that may impact on what nurses

are able to do for patents 7KHVH LQFOXGH LQ VRPH FDVHV SDWLH
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health care professionals, Trust policy and the available resources, whilst nurses still
strive to do the best for patients:
u T X afiehHve were dealing with people who were frail who were older. For
people who were elderly it would be really disruptive, dense strokes you know an
awful lot of trauma to your patient to do that. And err for years and years and years
we asked our manage PHQW WR VRUW VRPHWKLQJ EHWe&HU RXWY
7.3 Conclusion
Both conflict and collaboration occur when addressing ethical dilemmas in the
context of secondary care. In a sense these are two ends of a single continuum;
once agreement about a plan of care has been made, collaboration can occur to

ensure that this is delivered effectively but conflict can arise when all parties do not

agree.

The importance of team and interprofessional decision making to achieve best
SDWLHQW RXWFRPHY FDQ EH VHHQ WKURXJKRXW SDUWLFLS
of communicating effectively with everyone involved. Collaborative interprofessional
working is essential to ensure high standards of care are delivered where possible,

developing shared goals (Botes, 2000a).

Both collaboration and conflict between doctors and nurses LQ SDUWLFLSDQWVY DI
tended to relate to direct patient care, in particular in relation to the care of the dying
pathway and when to commence this for patients who appear to be terminally ill.
This may be explained by the differences in the perspective of care for nurses and
doctors, with doctors femphasis on treatment and cure (Torjuul and Sgrlie, 2006).

However, WKH RUJDQLVDWLRQYY KLHUDUFKLFDO VWUXFWXUH
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the different perspectives doctors and nurses bring to these ethical dilemmas

(Oberle and Hughes, 2001).

Collaboration between other health care professionals was also identified as being
important if patients were going to receive the best outcomes, both during their
hospital stay and after discharge; in some cases specialist services were also

involved (DH, 2000).

Collaboration with patients was identified as an essential part of getting the right plan
of care in place; the building of effective relationships with patients and their families

was viewed as an essential part of achieving this (NMC, 2008).

In extreme circumstances where following policy was viewed to be potentially
harmful to the patient, /HH LGHQWLILHG KRZ QXUVHV PD\ ULVN upE!
achieve what is seen to be the best for the patient, even when this involves colluding

with other health care professionals.

Conflict has been identified within participant transcripts where team members, for a
variety of reasons, held different views of what might be the best option. This, in
some cases, was differences based on the values and beliefs of team members,
including various health care professionals, patients and their families. Conflict may
also occur where the first choice of action is obstructed by Trust policy or limited
resources. For both Nicky and Ross this caused their distress and disappointment in

colleagues who failed to support their preferred course of action. Concern for others,
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including colleagues as well as patients and their families, is a feature of the conflict

experienced and is the focus of the next chapter
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Chapter 8 - Concern for Others

8.0 Concern for Ot hers

Although the dominant theme throughout all the accounts was about striving to do

what is best for the patient, including the delivery of high quality care, a smaller but

significant theme was that participants also demonstrated concern for others. The

concerns expressed were about the other people involved in the dilemma and the

impact that any decisions made would have upon them. The following examples
demonstrate how far-rUHDFKLQJ WKHVH FRQFHUQV ZHUH WKH\ ZHQ\
immediate family to other patients who also use health care facilities and resources

and other members of the health care team. Where concerns had been raised that
LPSDFWHG RQ WKH KHDOWK FDUH WHDP SDUWLFLSDQWVY
the best they could to ensure that team members felt valued and that their best

interests were also considered to be important.

Brooke explained how, when the management of pressure ulcer preventions on the
ward was under scrutiny, efforts were made to make staff feel valued and maintain
staff morale and she saw this as an opportunity for all the staff to improve their
knowledge of tissue viability, pressure ulcer prevention, management and the latest
guidance from the European Pressure Ulcer Advisory Panel (EPUA), and National
Pressure Ulcer Advisory Panel (NPUA) (EPAU and NPUA, 2009; EPAU and NPUA,
2010). Brooke explained the situation and her concerns around staff morale as, at
this time, they might have felt under scrutiny. Brooke appointed a nurse to take on
the role of tissue viability link nurse and ensured that the nurse was given time
during the working week to develop practice on the ward. Brooke was extremely

concerned about the morale of all the team members and expressed that it was
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important to consider this and to take measures to ensure they did not feel
reprimanded but understood that good practice did exist and that the incident would
provide further development opportunities:
uDV D PDQDJHU \RX YH JRW WR WKHQ ILQG ZD\V RI SXW
stop that happening again, but also to make the staff feel supported and because
they are very passionate about nursing and | do believe people do this job because

they want to care on the whole, they take it all to heart and it's all against them and
\RX IHHO VWDII PRUDOH JR GRZQ DV ZH O Brioke.

Brooke attempted, through effective leadership, to empower the ward nurses to
improve care and to ensure that they felt valued. A variety of leadership styles can
be effectively used within health care settings; styles which focus on relationships
within the team are seen to produce better outcomes for the nursing workforce
(Cummings et al.,, 2010). These relationships involve the patients themselves as
well as other members of the team and the investment that nurse managers put into
the relationships they have with their nurses will have a positive impact on the well-
being of the nursing workforce and, consequently, outcomes for patients (Cummings
et al., 2010):

HTYH DOVR WDONHG WR DOO WKH VWDII DV ZHOO DQG ,
thought of', and in fact two of the managers have been on the ward and have been
really, really supportive of me as well now, because they realise how sort of
passionate we are about it and how we just don't want this to happen, but how just
sometimes things like that are unavoidable, somebody will fall [for example], you
NQRZ \RX FDQ W VWRS LW DOO WKH WLPHT Brooke
Brooke explained why effective working relationships throughout the team are so
important and how a culture of care can impact on the way people feel:

u, DP SDVVLRQDWH DERXW P\ MRE P\ ZRUN DQG P\ VWI
WKHP DQG , VHH P\ UROH DV QRW RQO\ D PDQDJHU EXW D
after their needs as well, and that makes a stronger team and it shows that | care
about them, you know within the realms of confidentiality they all come and tell me

things that never goes anywhere else except you know in here between them, but
also | feel that's the best way of leading people, isn't it? You know leading from the
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front and showing that you actually care. | mean they could tell | was actually upset
last Monday and | thought that was really touching, and a few came and gave me a
hug and | thought 'oh God, that's really lovely'. Brooke

Brooke showed how important the nursing team are and how, as Charge Nurse, she
was concerned about the impact this was having on them and strove to make them
feel cared about. This is important as Brooke wanted to maintain staff morale,
treating team members with sensitivity to reduce any stress or loss of self esteem
amongst staff members. Issues identified in the literature that impact on morale and
job satisfaction amongst nurses include increased stress associated with limited
resources and time constraints which negatively impacts on work place relationships
(Hong et al.,, 2011). Similar concerns were expressed by Nicky following the
request to move staff from the unit, which has been explored in Chapter 6. This had
resulted from a shortage of staff which, in turn, had impacted on the relationships

with both the doctor who was approached for support and the senior nurse who

made the decision to move the nurse from the unit.

6DPJV DFFRXQW RI WU\LQJ WR UHVROYH LVVXHV ZLWK D PF
behaviour on the ward fell below the required professional standard also revealed
how he was concerned not only for this particular staff member but also for the other
staff on whom this situation impacted. Concerns had also been raised about this staff
PHPEHUTTV F BFErdl&tiah@ caring for the particular types of patient on the
ward, having only just joined the ward team. The nurse in question had required
redeployment due to changes in service provision within The Trust. As time
SURJUHVVHG UHJD lWatetpisvd/sippol B fivse, standards of care on
the ward were being negatively affected as the situation impacted on other staff

members, particularly unregistered health care assistants. Sam was using a
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relationship focused approach to leadership (Cummings et al., 2010) to try and

improve nursing outcomes and patient care.

Recognising the importance of addressing these issues, Sam continued to work with
this nurse in an effort to bring her practice up to the required standards and to
support the ward team. These efforts resulted in Sam having a little time away from
the ward and working with senior nurses to try and ensure appropriate professional
development was achieved. Like Brooke, Sam (also a Charge Nurses) demonstrated

a high level of commitment to the ward staff as well as to patients.

Whilst addressing problems and complaints associated with this, Sam continued to
invest time and effort in this nurse, trying to facilitate her professional development
until there was no option but to take formal procedures:

M, ZDQWHG KHU WR VXFFHHG EXW WKH VWDII

she'd never [change].........cccc........ but | never give up on anybody me, I've always
been that kind of person..... Because it's nature to... I've always put a lot of effort into
people that are difficult or are struggling..... | think in my heart of hearts | knew how

bad it was going to go in the end, | knew eventually something would happen

because as every month went by, whenever there was an issue, a dilemma, a

FRPSODLQW RU VRPHWKLQJ LW zZzDV DOzZD\V ZRUVH
Sam

Sam showed the fundamental value placed upon people. Although Sam recognised

that this was a situation where things could not be changed, he continued to try:

LLput my heart and soul into guiding her along really put a lot of effort into
working through, checking with her, trying to support her, and feeling a bit sorry for
her really at one point because she was under a lot of pressure § Sam

Following a serious incident Sam recognised this had to be formalised and referred

to senior management and the human resources department; he recognised the

impact this might have:
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u, KDG WR HVFDODWH LW VWUD L JiNVZ0 binidas thirRicy , VDW L
what do | do here, what do | do here? | knew the consequences once that call was

made and that document was filled in............ The seriousness of the incident and
what | believed to be the lack of numerous things that led to it that were not done for
whatever reason. Sam

Sam clearly struggled with making this decision because of the consequences that
would follow for the nurse. However, in addition to patient care, Sam was also
concerned for herself and other staff on the ward:
Llwas worried about my registration and | was worried for my staff because
VKH ZRXOG MXVW SDVV WKH EODPH IRU WEMm QJY RQWR RWKI
An unexpected outcome for Sam was that when this member of staff no longer
worked on the ward, the team pulled together to ensure good quality care was

GHOLYHUHG WKLV PLIJKW KDYH EHHQ D UHVXOW RI 6DPYV

ZLWK WKH WHDPTV VKDUHG JRDOV ZKLFK KDG QRW IXQGDP

W LV HYLGHQW IURP 6DPTV DFFRXQW WKDW ZKLOVW JRLQ
support, setting targets and identifying areas for improvement with regular review
meetings, Sam was concerned not only for that particular nurse. The impact it was
having on quality of care on the ward and the impact it was having on the remaining
team members were of equal importance. Dilemmas of this kind go beyond direct
patient care and those in management positions face different dilemmas to nurses
responsible only for direct patient care. Similarity in the approaches taken by nurses

can, however, be recognised.
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Sam demonstrated that the value placed on the individual is not person specific, she
valued and was concerned about all the staff in the team and the patients in their

care.

As discussed in Chapter 7, another participant, Lee, had collaborated with the
doctors to access the medication required for a particularly frail male patient. Not
only did Lee express concerns for the patient but also for his family and the
SUHVFULELQJ GRFWRU ZKR pEHQW p WKH UXOHV WR DFKL

action for the patient.

Lee, the other nurse checking the medication and the prescribing doctor all put
themselves at risk. Lee justified the decision to take a verbal drug order over the
telephone as this was perceived to be what was best for the patient and, by following
Trust policy, the patient would have been at risk of experiencing avoidable upheaval
and further distress. Lee also demonstrated concern for all those who were involved
in the dilemma, not only the patient, his family and other health professionals, which
echoes the values demonstrated by Sam:

We have got to start upheaving her we have got to get a stretcher we have
got to move heroutand upsett LQJ EDVLFDOO\ WKH ZKROH IDPLO\ DQG V

Lee

&KDUOLHYV GLOHPPD ZDV GHFLGLQJ ZKLFK RI WKH HTXDOO
ZRXOG EH PRYHG WR SURYLGH D EHG IRU DQ PRXWOLHUT
each patient and, whilst there was an acknowledgement that transferring the patient

identified to move was not ideal, Charlie was also concerned about the patients
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waiting to be admitted to the ward. This dilemma forms a detailed case study in

Chapter 9, so is not discussed further here.

When managing patient care in the final days and hours of life, the accounts
SURYLGHG E\ ERWK -R DQG &KDUOLH QRW RQO\ FRQVLGHU
has on the patient but also the effect on their family, who experience their own
suffering during this time. Charlie explained how delays in implementing the end of
life care pathway (DH, 2009, NHS, 2011) had impacted on the family as well as the

patient. Charlie and Jo both recognised this in their individual accounts (see page xx)

8.1 Conclusion

It has become evident that the concern that nurses have for others is far reaching

DQG WKDW ZKLOVW WKH SDWLHQWYYV FDUH DQG ZKDW LV ¢
at the forefront of the decisions, nurses do consider others, recognising the impact

on those both directly and indirectly affected by the decisions and actions

undertaken by them as part of their professional roles.

As in other themes examined, [best for the patient, autonomy, collaboration and
conflict], professional relationships have an impact on what nurses are able to
achieve for the patient and others involved. When concerned for staff morale, both
Sam and Charlie used a relationship based approach to resolving the dilemma,
striving to help make improving standards of care a positive experience for the

nursing team (Cummings et al., 2010).
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When managing the care of dying patients, nurses develop close supportive
relationships with patients and their families, which results in the ability to advocate
for the patient and their family when negotiating care with the health care team
(Peter et al., 2004; Storch et al., 2004). The concern for their families is upheld in the

accounts of both Jo and Charlie.

,Q VXPPDU\ LQ WKLV VHFWLRQ RQese eRAdsHEQe tRU RWKHF

demonstrate a strongly held belief that people are important and that their welfare is
WKH FRQFHUQ RI QXUVHV 7KLV UHIOHFWY .DQWTYV
value, that each has the right to self direction and the associated principle of

autonomy (Cahn and Markie, 2006).

Having completed the presentation of the thematic analysis of participant accounts in
Chapters 5-8, Chapter 9 will present a single critical account in context and highlight

where these themes appear and where and