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CHAPTER 1 

Introduction 

The health care business has created a complex fabric 

of relationships between consumers, health care 

institutions, employers, employees, and the community 

served. Not only are there economic decisions made in the 

exchange of health care services, there are ethical 

decisions being made. Some of the societal influences 

impacting this decision making process include: rising 

health care costs, increasing patient acuity, rationing of 

health care, and sophisticated medical technology. These 

technologic advances and diminishing resources have leaped 

beyond society's ability to cope with the ethical dilemmas 

they produce. No where are these challenges more evident 

than in the critical care units (CCU). 

Critical care nurses practice in these progressively 

more complex environments where they must face an increasing 

number of ethical and medical-legal dilemmas. It is no 

surprise that the numbers and complexity of ethical issues 

have left critical care nurses vulnerable to ethical 

conflicts. 

According to Reigle (1992), the nurse's role is 

increasingly more influential in ensuring that patients' 

1 
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choices are respected and honored. For example, critical 

care nurses collaborate with physicians, patients, and 

patients' families in making decisions regarding the 

withdrawal of life support systems and establishment of "no 

code" orders. However, many critical care nurses find 

themselves ill equipped to make sound decisions concerning 

ethical dilemmas (Thelan, Dave, & Urden, 1990). Wlody 

(1990) states that part of the difficulty in caring for 

these critically ill patients is that critical care nurses 

are unsure of their roles in addressing ethical issues. 

Consequently, CCU nurses find themselves in highly stressful 

environments, caring for acutely ill patients, facing 

ethical conflicts for which they may feel ill prepared and 

uncertain. 

Statement of the Problem 

The CCU nurses' duties of fidelity, veracity, and 

confidentiality are present in every nurse-patient 

interaction (Curtin, 1990; ANA, 1976). However, these 

duties often place the CCU nurse in conflict between a moral 

duty owed to the patient versus a duty owed to the physician 

or institution. The nurse can not delegate this moral duty 

to the patient to another. Breach of this duty can impose 

irreparable da.magE: to the individual CCU nurse and the 

profession of nursing, when the trust of the nurse-patient 

relationship has been violated. 

Fidelity, veracity, and confidentiality are considered 

the ethical basis of the nurse-patient relationship. At 
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stake in ethical conflict for CCU nurses is the nurse­

patient relationship. The nature of that relationship is 

fundamental to the nursing process. Furthermore, it is a 

necessary foundation for a nursing ethic. Because nurses 

are employees of institutions, it has been argued that they 

are not free to act apart from the risk of serious harm to 

their own well being (Yarling & McElmurry, 1986). In other 

words, nurses do not have free exercise of moral agency. 

Yarling and McElmurry (1986) argue that nurses must be free 

of the confines of the hospital or institutional dominance 

in order to assert their nursing ethic. 

3 

Yet how can it be said that CCU nurses are not free to 

fulfill their moral obligations to their patients, when in a 

sense they are already choosing between interventions via 

the use of their sophisticated knowledge and technical 

skills. They are in some sense free to choose. CCU nurses 

are also culpable for their action or inaction. Hudack, 

Gallo, and Lohr (1986) state: "the essence of critical care 

nursing lies not in special environments or amid special 

equipment, but in the nurses's decision-making process and 

willingness to act on decisions made." CCU nurses are 

constantly challenging established authority structures 

through patient advocacy in ethical decision making. 

Omery's (1986) phenomenological study of CCU nurses 

identified that these professionals used values not 

generally discussed in the moral reasoning literature as 

components of their moral reasoning. These values include 
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veracity, paternalism, and autonomy. Additionally, the 

decision making process that CCU nurses use seems to be 

indirect, in that certain mediating factors may be internal, 

such as character attributes, or external, such as the 

nurse-physician relationship. Only a few studies have 

addressed the ethical decision making process among critical 

care nurses. 

Ray (1987) studied the nature of CCU nurses' lived 

experience of ethical decision making through 

phenomenological inquiry. Ray described and analyzed the 

dialectal process between a technical-ethical modality of 

care and an integrated techno-ethical human caring modality. 

He determined that the fact that critical caring is mediated 

through ethical choice is important. 

Critical care nurse decision making does not seem to 

rest upon whether or not the profession as a whole is 

autonomous, but upon the fact that through the intense human 

experience each individual CCU nurse is an autonomous moral 

agent, and is therefore free to make decisions. 

Additionally, the process and certain mediating factors of 

ethical decision making differ from the established models 

of moral reasoning. Therefore, the purpose of this study 

was to identify and describe the process involved when 

critical care nurses make ethical decisions. 
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Research Questions 

The research questions guiding this study were: 

1. How do critical care nurses make ethical decisions? 

2. What are the essential characteristics or 

components of the ethical decision making 

process? 

3. What are the interrelationships between these 

essential characteristics or components of 

ethical decision making? 

Significance of the Study 

This research study is significant in that it attempted 

to describe the complex process of ethical decision making 

among critical care nurses. It is essential that nursing 

begin to describe the process of ethical decision making. 

This study is a beginning step towards development of a 

substantive theory for predicting and explaining ethical 

decision making among CCU nurses. The profession's movement 

toward a nursing ethic will help differentiate for nursing 

and society the uniqueness of the discipline (Ornery, 1989). 

Without grounding in data, any theory about ethical 

decision making among critical care nurses will merely be 

speculative. Strauss (1990) states that social phenomena 

are complex and require complex grounded theory or, in other 

words, conceptually dense theory that will account for a 

great deal of variation in the phenomena studied. Swanson 

and Chenitz's (1986) concept of "surfacing nursing process" 

by taking grounded theory and making practice theories will 
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guide the critical care nurse in making ethic&l decisions in 

practice. 

On a practical level, the theory described in this 

study may be used by nursing educators and nurse 

administrators to better understand how CCU nurses make 

ethical decisions. Historically, ethical decision making 

has been taught based on the ethic of justice using such 

principles as beneficence, truth, fidelity, and equality. 

As a result of being more aware of CCU nurses' ways of 

making ethical decisions, nurse educators will be able to 

rethink the teaching of ethics to incorporate other 

approdches of ethical decision making. Nursing, as a 

profession, has an obligation to prepare practitioners for 

an ethical practice. Accordingly, nurses need knowledge of 

the ethical processes of critical care decision making. 

In looking toward the future, developing a theory of 

ethical decision making will serve to explain reality and 

predict phenomena and this would provide a philosophical 

basis for a research-based ethical practice (Fry, 1989). 

Additionally, research conducted on ethical issues is of 

interest to many disciplines inside and outside of health 

care. Research into the ethical decision making among CCU 

nurses may be of benefit to other disciplines. With the 

current interest in ethical issues in all professions, there 

seems to be a societal h~ndate for professions to examine 

their own ethical practice. 
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CHAPTER 2 

Review of the Literature 

The review of the literature stimulates theoretical 

sensitivity, and provides ways of approaching and 

interpreting data (Strauss & Corbin, 1990). Additionally, 

the literature can stimulate questions that may be asked of 

the respondents and guide initial observations. Similarly, 

the literature can direct theoretical sampling. A further 

reason to review the literature is to clarify the relevance 

of the problem, what is presently known about the problem, 

and what waits to be discovered (Morse, 1989, p. 292). 

First, historical perspectives of ethical decision 

making in nursing will be reviewed. Second, moral 

development and ethical decision making in nursing will be 

examined. Finally, nursing research in ethical decision 

making is reviewed and critically analyzed. 

Perspectives of Ethical 

Decision Making in Nursing 

Professional Accountability 

In the early history of nursing the commitment of the 

nurse to the patient was diluted by the nurse's relationship 

to the hospital and to the physician. However, today CCU 

7 
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and other practicing nurses are far removed from the ethical 

practice of nurses during the nineteenth century. 

Florence Nightingale's training schools emphasized 

character development, the locus of health, and strict 

adherence to orders passed through a female hierarchy 

(Reverby, 1987). Reverby (1987) describes Nightingale's 

model of nursing as being built on a concept of duty rather 

than rights. This duty became translated into the demand 

that nurses merely follow doctors orders. This tradition of 

obligation made it impossible for nurses to speak about 

rights at all (Reverby, 1987, p. 8). 

At the turn of the century, absolute and unquestioning 

obedience was the foundation of the nurse's work, and it was 

expected from her professionally at all times (Dock, 1966). 

Nurses were expected to do what they were told, and loyalty 

to the physician was premier (Aikens, 1925). Even after the 

turn of the century this theme continued. The 1929 case of 

Lorenza Somera is an exemplar case wherein a nurse was 

sentenced to a year in prison for the death of a 13 year old 

girl undergoing a tonsillectomy (Grennan, 1930). Somera 

acted precisely as she had been trained and did not question 

the orders of a physician except to verify it. 

Nevertheless, she was held criminally liable for her action. 

This case was significant in the evolving role conception of 

the nurse. The court made it clear that following orders 

was not a defense available to nurses. Grennan (1930) 

states that this court's decision lifted nursing from a 
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subservient place to one of equality in responsibility and 

dignity with that of the doctor. 

The 1929 Somera case (Grennan, 1930) is an example of 

the shift in locus of accountability within nursing from the 

physician to the patient. Somera verified the physician's 

order for cocaine intravenously, when in reality the 

physician wanted procaine. Somera acted in the manner she 

had been trained, which was to follow doctors' orders. In 

the end, Somera was pardoned. However, the case brought to 

light that following doctors' orders was not a defense 

available to nurses. The nurse is professionally 

accountable and responsible to protect the patient and 

provide safe care, and should not be subservient to other 

professionals in this accountability. 

Yarling and McElmurry (1986) state that for nurses to 

be free to be moral, two necessary, but not sufficient, 

occurrences must take place: "a) emergence of a strong sense 

of professional autonomy, and b) a shift in the locus of 

accountability from the physician to the patient" (p. 66). 

The hospital or other health care institution may have 

moral commitments of its own from which it attempts to 

structure the nurses' ethical obligations. This raises the 

question of whether the nurses' moral duty and that of the 

health care institution are always compatible. The nurse as 

an employee has had the ethical dilemma over time of 

deciding whether to go on strike or fulfill her commitment 

to the patient. Muyskens (1982) believes that economic 
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issues are not detachable from quality of care issues and 

that quality of patient care is an ethical obligation of the 

nursing profession. 

Yarling and McElmurry (1986) state that perhaps the 

most symbolic evidence of the changes that were afoot was 

the American Nurses Association (ANA) Code for Nurses 

adopted in 1950. Prior to 1950, the 1926 suggested Code for 

Nurses stated that: "No worker is welcome to the ranks of 

nursing who does not put the ideal of service above that of 

remuneration" (American Nurses Association, 1926). The 1940 

suggested code declared that hospitals have "no claim for 

unremunerated service" but recognized the obligation of 

nurses for continuity of service to patients (American 

Nurses Association, 1940). The first official code adopted 

by the ANA in 1950 said: "The nurse is entitled to just 

remuneration for services rendered and has a corresponding 

obligation to make a conscientious return in services" 

(American Nurses Association, 1950). In 1953, the ANA 

Committee on Ethical Standards stated the following: "While 

the strike is considered an ethical means for many groups of 

workers, the danger to patients makes it undesirable and 

usually also unethical for nurses" (American Nurses 

Association, 1953). Since 1950, each version of the Code 

for Nurses has reflected the emergence of professional 

autonomy and a shift in accountability. 

According to the Nursing Code of Ethics, the goal of 

nursing is "to support and enhance the client's 
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responsibility and self-determination to the greatest extent 

possible" (American Nurses Association, 1976). The ANA Code 

of Ethics would be a key factor in many patient care 

decisions where ethical dilemmas exist. However, ethical 

codes for professions do not necessarily settle the question 

of what is right or wrong in any particular situation. 

Decisions regarding values can not be reduced to appropriate 

applications of universal principals such as those listed 

from the Code for Nurses (ANA, 1985), such as: autonomy, 

beneficence, nonmaleficence, confidentiality, fidelity, and 

justice. Assuming that all questions of ethics can be 

~i:F~0red using the so-called universal principles is 

:. ~cL_,,:;tionist in that it distorts and oversimplifies the 

ethical dilemmas nurses find themselves in (Cunningham & 

Hutchinson, 1990). 

Economic and Social Trends 

Historically, medicine in the time of Hippocrates was a 

holistic science. However, the discovery of the germ theory 

in the mid-19th century steered medicine into a tightly 

focused biochemical orientation that stressed causation and 

treatment of specific disease within a mechanistic view of 

the body (Allen & Hall, 1988). The germ theory 

revolutionized medicine and continued its commitment to the 

Cartesian belief in opposition of mind and body (Allen & 

Hall, 1988). Medicine has always functioned as an agent of 

social control, especially in trying to normalize illness 

and return people to their functioning capacity in society. 
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Some of the problems that have evolved in this effort to 

normalize illness are economic mismanagement and inequitable 

resource allocation. Problems in equitable distribution of 

manpower, technologies and funding surfaced in the 1960's 

with the advent of socio-political-economic changes. These 

changes include some of the following value shifts: the 

elimination of poverty, economic growth, full employment, 

the burgeoning growth of a social security system, and 

health as a right (Allen & Hall, 1988). 

An example of the results of these value shifts during 

the 1960's is the beginning of kidney dialysis for end-stage 

renal disease. The scarcity of this life sustaining 

technology necessitated the establishment of selection 

committees in centers offering dialysis. Several selection 

panels came under severe criticism when social worth 

criteria were used to choose patients for dialysis (Pinch, 

1985). The federal government responded in 1972 with an 

amendment to the Social Security Act bringing treatment for 

dialysis patients within the medicare/medicaid program 

(Caplan, 1981). The economic impact of this social policy 

move was originally estimated to be $35 million. It now 

costs the federal government greater than $2 billion to 

dialyze 80,000 patients (Callahan, 1987). 

In the late 1980's, 11 percent of the nation's acute 

care hospital beds were critical care beds with occupancy 

rates averaging 14 percent above the average hospital 

occupancy rate (Searle, 1988). Critical care is 
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approximately four times more expensive than routine 

hospital care and admission to CCU's is increasing 

(Strosberg & Fein, 1987). However, since the implementation 

of diagnostic related groupings (DRG's) and payment based on 

fixed categories of cost for medicare patients, CCU Medicare 

patients have represented financial losses to many hospitals 

(Strosberg & Fein, 1987). Furthermore, it is predicted 

that there will be a continued shortage of CCU nurses which 

will only intensify as complex technologic advances in 

critical care occur (Curtin, 1986). 

Most Americans believe that every citizen has a right 

to a decent minimum of health care and that society should 

be equipped with some mechanism that would provide a minimal 

standard of health services (Larkin, 1988). Additionally, 

the President's Commission for the Study of Ethical Problems 

in Medicine and Biomedical and Behavioral Research (1982) 

stated that society has an ethical obligation to ensure 

equitable access to health care for all. However, what was 

once considered extraordinary care is now considered routine 

care in many settings. Advancing technologies are resulting 

in dramatic benefits to larger numbers of people. Limits 

may need to be placed on these practices, if not for ethical 

reasons, at least for economic reasons. These societal 

trends have wide reaching implications for ethical decision 

making among CCU nurses, such as the following: 

a) increasing patient acuity, b) decreasing resources, and 

c) rationing of critical care services (Curtin, 1986). 
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Frameworks for Ethical Decision Making 

Several theoretical frameworks for assisting the 

ethical decision making process for CCU nurses have been 

utilized. Yeo (1989) states that "nursing ethics can be 

divided into two streams, each borrowing its conceptual 

paradigm from different sources" (p. 38). The first 

approach borrows from ethical theory. The second approach 

relies heavily on developmental psychology and will be 

explored in a later section. 

14 

Yeo (1989) states that nursing ethics primarily borrows 

its framework for ordering ethical theories from medical 

ethics (p. 39). Medical ethics has focused almost 

exclusively on the theories posited by Immanuel Kant and 

John Stuart Mill (Beck, 1959). These two major schools of 

thought are delineated as a deontological theory and a 

utilitarian theory for ethical decision making. 

Kant's deontological theory poses questions about what 

kinds of acts are right, and asserts that rightness and 

wrongness are inherent in the act itself independent of the 

consequences (Beauchamp & Walters, 1g89). Fulfillment of 

duties and adherence to rules take priority over their 

consequences. The major principles of deontology identified 

in nursing literature have been justice, autonomy, 

beneficence, and nonmaleficence. 

Justice is the dominant ethical principle of health 

care. Veatch and Fry (1987) state that taken in the sense 

of fairness in distributing goods and harms, justice is held 
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by many to be a right making ethical characteristic even if 

the consequences are not the best (p. 8). The deontological 

view would hold that justice is a right-making 

characteristic independsnt of utility and does not require a 

calculation of benefits and harms before concluding that 

unequal distribution of goods is prima facie wrong in 

regards to fairness. 

Autonomy focuses on respect for persons and the right 

of persons to self-determination. The principle of autonomy 

confirms the patient's right to refuse beneficial medical 

treatment. Respect for autonomy is one of the most 

frequently mentioned moral principles in the literature of 

bioethics (Beauchamp & Walters, 1989). This principle is 

rooted in the liberal western tradition of importance of 

individual freedom and choice (Beauchamp & Walters, 1989). 

Nursing has included this principle in the American Nurses' 

Association Code for Nurses: "The fundamental principle of 

nursing practice is respect for the inherent dignity and 

worth of every client. Nurses are morally obligated to 

respect human existence and the individuality of all persons 

who are the recipients of nursing actions ... Truth telling 

and the process of reaching informed choice underlie the 

exercise of self-determination, which is basic to respect 

for persons" (American Nurses Association, 1985, pp.2-3). 

Beneficence focuses on doing good for others (Veatch & 

Fry, 1987). However, forecasting long term societal good is 

not a simple matter. The goals of patient centered 
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whole can create ethical conflicts. Moreover, the dilemma 

is complicated further by nurses' obligation to adhere to 

the principle of distributive justice. Fair and equitable 

distribution of goods and nursing services which promote 

public good needs to be addressed in nursing practice. 
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Nonmaleficence encompasses doing no harm (Veatch & Fry, 

1987). The ethical codes of health care professionals have 

given special emphasis to this principle. The Hippocratic 

Oath of physicians states that the physician will work for 

the benefit of the sick according to his/her ability and 

judgment, and will keep them from harm and injustice 

(Edelstein, 1967). The Florence Nightingale Pledge includes 

the promise: "I will abstain from whatever is deleterious 

and mischievous ... and devote myself to the welfare of those 

committed to my care" (Tate, 1977). The American Nurses 

Association (ANA) Code for Nurses states: "The nurses' 

primary commitment is to the health, welfare and safety of 

the client" (ANA, 1985, p. 6). However, ethical conflict 

may be created between the duty to do no harm to the patient 

and the ethical principles of respecting autonomy of the 

client and distributing resources fairly (Veatch & Fry, 

1987) . 

The second category of ethical theory is 

utilitarianism. John Stuart Mill argued that the 

consequences of actions are what is important. Acts are 

right to the extent that they produce good consequences and 
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wrong to the extent that they produce bad consequences 

(Priest, 1957). The key evaluative terms for this position 

are good and bad (Veatch & Fry, 1987). Classical 

utilitarianism determines what kinds of acts are right by 

figuring the net good consequences minus bad ones for each 

person affected and then adding up to find the total net 

good (Bentham, 1967). The infirmity of this theory is that 

utilitarianism is indifferent to who obtains the benefits 

and harm. 

Classical utilitarianism counts benefits to all in 

society equally and traditional nursing ethics focuses on 

the individual patient. The difference between the former 

and the latter is that the latter concerns loyalty to the 

patient, and the goal is to what will produce the most 

benefit and avoid the most harm to the patient and not the 

whole of society. 

Yeo (1989) states that nursing ethics has borrowed from 

medical ethics not only its list of canonical authors, but 

also certain ways of relating to ethical issues (p. 39). 

White (1983) would call these ways of relating to ethical 

issues as formula ethics, wherein one applies ethical 

theories to specific situations (p. 42). Yeo (1989) goes on 

to say that cookie cutter applications or formula ethics is 

misguided because it over-simplifies and reduces nurses' 

ethical practice to correct technique and is overly 

mechanical. Furthermore, Yeo (1989) believes that the 
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danger is that the experience of nursing will be distorted 

or denied. 

There is growing criticism of the ethical theory 

approach to nursing ethics by those in nursing who realize 

it is important to focus on the moral situation of nursing. 

Chinn and Jacobs (1983) call for the integration of all 

patterns of knowing and advocate a holistic ideal that 

blends with nursing theory. The template from which nursing 

theories have been judged in the past are the assumptions 

and purposes of scientific theory. Bishop and Scudder 

(1987) urge that nursing ethics should begin with the moral 

sense of nursing rather than with ethical theory (p.42). 

Packard and Ferrara (1988) state that the moral foundation 

of nursing will have to derive from bold excursions into the 

meaning of nursing (p.63). These and other critics have 

championed that there should be a nursing ethic that issues 

from nursing itself rather than one borrowed from biomedical 

ethics or ethical theories. 

Caring as a Foundation for Nursing Ethics 

Caring has been posited as the essence of nursing. 

Watson (1985) stated that the core of nursing is caring and 

defined caring as the moral ideal of nursing, with concern 

for preservation of humanity, dignity, and fullness of self. 

Watson (1989) also states that the field of biomedical 

ethics creates objectivity, detachment, and distance between 

the professional and the client's human experience. 

However, ethics as the caring root of nursing is grounded in 
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receptivity, intersubjective relations, and human 

responsiveness. She also states that an ethic of caring has 

a distinct moral position. Caring is attending and relating 

to a person in such a way that the person is protected from 

being reduced to the moral status of objects. Similarly, 

nursing ethics of human caring can not be reduced to 

biomedical ethics. Nursing should be distinguished by its 

philosophy and moral ideals that affirm the personal unique 

contextual experiences associated with human caring. 

A few nurse philosophers have attempted to articulate 

values other than medical values as foundational for the 

moral practice of nursing. Gadow (1987) argues that the 

value of caring provides a foundation for a nursing ethic 

that will protect and enhance human dignity through the 

nurse-patient relationship. Gadow (1987) views caring as a 

commitment to certain ends for the patient. This 

existential caring is demonstrated in the nursing actions of 

truth telling and touch. Through truth telling the nurse 

helps the patient assess the subjective as well as objective 

realities of illness. This aids the patient in making 

choices based on the unique meaning of the illness 

experience. Through touch, the nurse assists the patient to 

overcome the depersonalization that often characterizes the 

health care setting. This affirms the patient's idea that 

he is a person rather than an object and communicates 

caring. Gadow views human caring as a philosophy of action 

with unexplained metaphysical and spiritual dimensions. 
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Again, Gadow (1987) and Watson (1985) view caring as a 

value of central importance to the nature of the nurse­

patient relationship. Both theorists see caring as a mode 

of being, a natural state of human existence in which 

individuals relate to the world and other human beings. 

This is similar to Heidegger's (1962) notion of care as a 

fundamental mode of human existence in the world. As a mode 

of being, caring is natural. It is neither moral nor 

nonmoral; it is simply one's way of being in the world. 

Nevertheless, through the nurse-patient relationship, caring 

becomes strongly linked to the moral and social ideals of 

nursing as a profession. 

Noddings' (1984) model of caring is based on ethics and 

social psychology. Noddings (1984) built on Gilligan's 

(1977, 1982) cognitive developmental model of moral 

reasoning. However, Noddings (1984) combines a knowledge of 

ethics with perspectives on moral development in women. 

Noddings' purpose is feminine in the deep classical sense, 

rooted in receptivity, relatedness, and responsiveness. 

Yet, Noddings develops her notion of caring as applicable to 

both men and women. 

Noddings (1984) states "to care may mean to be charged 

with the protection, welfare, or maintenance of something or 

someone" (p. 2). This viewpoint begins with an attitude of 

"being moral or longing for goodness" (Noddings, 1984, 

p. 2). Caring is not an outcome of ethical behavior but is 

the root of ethics. Therefore, caring is not necessarily 
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gender dependent. Ethical caring is simply the relation in 

which we meet another morally, wherein males and females are 

partners in human relationships, not adversaries. However, 

Noddings (1984) claims that ethical caring depends on "the 

maintenance of conditions that will permit caring to 

flourish" (p. 5). 

Noddings' (1984) model of caring is relevant to nursing 

but it has been basically unexplored by the profession of 

nursing. Nevertheless, this model is a rich resource for 

future nurse researchers of ethical decision making in 

nursing practice. Noddings' notions of receptivity, 

relatedness, and responsiveness between the nurse and the 

client is a viable theoretical framework that realistically 

represents the nature of the nurse-patient relationship 

(Fry, 1989). 

It has often been posed that CCU nurses are uncaring 

individuals because of the technological and medical 

treatment orientation of this specialty. Smerke (1990) 

cites Heidegger's (1962) conceptualization of two modes of 

caring: 1) inauthentic caring, wherein the nurse takes on 

the responsibility for others and totally does for others, 

and 2) authentic caring, wherein the nurse helps the other 

person to take care of himself. Smerke (1990) feels that 

many CCU nurses portray Heidegger's (1962) inauthentic 

caring because the client is supposed to relinquish his/her 

responsibility for health and well-being to the team of 

health professionals. The CCU nurse in turn cares for the 
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patient and makes the best care decisions for the client. 

However, with caring as the ethical foundation for nursing, 

the goal of CCU nursing should be to gain a richer 

understanding of the client, how to assist with his care, 

and how to promote his well being (Srnerke, 1990). 

Moral Development and Ethical 

Decision Making in Nursing 

Yeo (1989) states that the moral development approach 

to nursing ethics differs from the ethical theory approach 

by being more empirical (p.40). This empirical analytical 

approach explains ethical decision making among CCU nurses 

as a mental process that intervenes between the recognition 

and reaction to a moral dilemma (Ornery, 1989). It is the 

decision making process by which the nurse chooses among 

her/his moral values to come to some decision as to the 

appropriate response to some moral dilemma (Ornery, 1989, 

p. 502). The most prominent theories of psychological and 

moral development propose a model of development where a 

healthy human is separated, individuated, autonomous, and 

disconnected (Kohlberg, 1976; Piaget, 1965). However, 

feminist scholars such as Jean Baker Miller (1986), Carol 

Gilligan (1982), and Nel Noddings (1984), suggest that 

morality for women is embedded in a network of personal and 

communal relationships that define and enrich life. Since 

nursing is a coalition of professional care-givers comprised 

primarily of women, it is important to assess the feminist 

perspective of moral development also. Additionally, this 


