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Abstract
Background: After more than a decade of the nursing profession contending that healthcare reform based almost exclusively on cost cutting was creating an array of serious ethical issues for
nurses, healthcare organizations and other providers are now facing increasing demands primarily from payers to demonstrate improvement in both quality of care and patient experience along
with continued cost reduction. Research Question: Have efforts by healthcare organizations to
comply with these recently imposed requirements influenced the ethical environment faced by
nurses and nurse leaders and if so, how? Materials and Methods: Data for assessing the current
ethical environment was gathered with a close-ended survey mailed in October 2012 to a random
sample of 3000 members of the American Organization of Nurse Executives. Results and Discussion: Statistical analysis of the data and comparison with the findings of a similar study conducted
in 2000 indicated that along with five highly rated issues in the earlier study attributed largely to
economic constraints imposed by healthcare organizations, the top-10 key ethical issues today included five issues primarily attributable to interprofessional conflict. Conclusion: Given the success of many ongoing efforts aimed at weakening these key sources of ethical conflict that have
blocked many proposals to improve the quality of care, opportunities should arise for the nursing
profession to more fully achieve its goals of improving the quality of care, safety and patient satisfaction and enhancing nurses’ work environments essential to that effort.
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1. Introduction

Responding to significant pressures for increased cost control imposed on hospitals by managed care organizations through selective network contracting during the 1990s [1] [2], healthcare organizations (HCOs) subsequently undertook a number of reengineering and restructuring initiatives aimed at lowering the cost of delivering care [3]-[5]. Steps taken by HCOs included reduced staffing which led to increased patient loads, mandatory
overtime, inadequate administrative support, overwhelming stress, less competitive wages, hazardous working
conditions, and reduced support services for patient care [6]. Surveys of nurse leaders [7] and staff nurses [8]
conducted in 2000 and 2002, respectively, to identify the key ethical issues those face in the profession indicated
widespread disappointment in the eyes of consumers, nurses and other professionals with the quality of service
provided by HCOs. Respondents to both studies attributed these outcomes primarily to economic constraints established by the organizations that led to conflict between organizational and clinical ethics. The outcome of this
conflict saw numerous proposals by the nursing profession to improve the quality of care overwhelmed by the
strength of HCOs’ seemingly unconditional focus on cost control.
In recent years, governmental and nongovernmental payers have increasingly demanded that HCOs raise their
standards for patient care, safety and satisfaction while continuing their efforts to reduce the cost of healthcare
[9] [10]. For example, as Medicare’s programs for reducing hospital readmissions [11] and increasing reliance
on value-based purchasing [12] illustrate, failure to improve quality of care along with cost reduction is likely to
have a negative impact on HCOs’ reimbursements for services provided or opportunities to qualify for quality
bonuses. In response, hospitals are taking steps to implement and assess the performance of a variety of initiatives aimed at improving quality of care, safety and patient satisfaction. In addition to development of effective
interventions to reduce hospital readmissions and increase reliance on value-based purchasing, a wide array of
innovative models are currently being designed and tested that would enable HCOs and providers to improve the
quality of care while reducing costs by, among other things, preventing medical errors, providing better primary
care, improving care coordination through team-based care and bundled care payment, providing holistic health
care for people with chronic conditions, and focusing on cost-effective prevention, testing and treatment.
Under pressure from governmental and nongovernmental payers to broaden their organizational objectives
beyond their traditional heavy emphasis on cost reduction to also include giving serious consideration to factors
reflecting professional and personal values of critical importance to nurses, HCOs have created an opportunity
and incentive for members of the nursing profession to fulfill their ethical responsibilities related to improving
patient care, safety and satisfaction, as well as securing a suitable work environment essential to meet those obligations. In an effort to identify the key ethical issues nurses and their leaders face at this time as well as explore ethical environmental shifts over time, members of the American Organization of Nurse Executives
(AONE) were recently surveyed. This paper presents the findings of the survey and compares them with those
of the ethical issues survey of nurse executives conducted in 2000 [7]. The authors also discuss the implications
for the profession and the healthcare industry today and in the future.

2. Materials and Methods
In October 2012, 3000 members of AONE were surveyed by mail. Survey participants were selected at random
from AONE’s membership list and each received a 3-page questionnaire. Prior to the start of the study, an exempt application for research (IRB 2011-12031) was submitted to the Institutional Review Board at Drake University and approved 20 March 2012 with no expiration date. Since those participating in the survey were promised anonymity, a follow-up letter was sent to each nurse leader surveyed thanking those who had responded and
requesting input from those who had not.
The questionnaire was developed by modifying the form used in the issues survey of AONE members conducted by Cooper, Frank, Gouty and Hansen [7] in 2000. Survey modification was led by one of the authors and
feedback regarding the revised form was sought from others in the local healthcare community as content experts.
The questionnaire presented 40 ethical issues listed in Table 1. The nine lowest rated issues contained in the
2000 survey form were replaced with ethical problems receiving increased attention in the literature in recent
years—that is, issues 14 - 22 in Table 1. Survey participants were asked to rate each of the 40 issues on a 5point Likert scale (5 = major problem; 1 = not a problem) indicating the extent to which the issue presents an
ethical problem to HCOs today. In an open-ended response, respondents were asked to indicate other ethical issues
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Table 1. Ethical issues in the 2012 study—all respondents (N = 283).
Issue
1. Failure to provide service of the highest quality in the eyes of the consumer regardless
of social or economic status, personal attributes or the nature of health problems
2. Failure to provide service of the highest quality in the eyes of the health care providers
not employed by the organization
3. Failure to provide service of the highest quality in the eyes of the purchasers of care
(e.g., insurance companies)
4. Failure to provide service of the highest quality in the eyes of the health care providers
employed by the organization
5. Failure to provide service of the highest quality consistent with the standards of the
nursing profession
6. Failure to provide service of the highest quality due to economic constraints determined
by the organization
7. Failure to provide service of the highest quality consistent with the ANA Code of Ethics

*

Mean*

Rank

Percent Indicating
4 or 5

2.73

8

29

2.48

16

21

2.71

10

29

2.64

11

26

2.83

7

34

3.32

2

52

2.41

20

12

8. Failure to provide honest information regarding resources, employee competence or service

2.35

23

21

9. Showing partiality toward clients perceived as influential

2.58

12

25

10. Showing partiality toward providers perceived as influential

2.72

9

30

11. Lack of knowledge or skills to competently perform one’s duties

2.40

21

18

12. Misrepresenting or concealing limitations in one’s abilities to perform the assigned task
13. Failure to identify the consumer’s needs and provide services that meet those needs
(e.g., referrals)
14. Failure to provide quality end-of-life care

2.15

30

12

2.52

14

19

3.13

4

44

15. Failure to adequately assess the unique needs of the geriatric population
16. Withholding or withdrawal of life-sustaining treatment against the patient’s and/or
family’s wishes or best interest
17. Failure to provide the patient and/or family full disclosure essential to informed consent

3.19

3

44

2.13

31

16

2.42

18

22

18. Failure of providers to discuss a patient’s DNR status

2.95

5

38

19. Rationing of some forms of medical treatment due to scarcity of health care resources

2.23

26

16

20. Providing treatment when a positive outcome is highly unlikely

3.38

1

53

21. Providing misleading information to a patient regarding a diagnosis or prognosis

2.35

23

18

22. Failure by clinicians to use consults to address ethical issues regarding patient care

2.89

6

35

23. Failure to be objective with others in discharging one’s professional responsibilities
24. Conflicts of interest involving consulting, marketing, business, or financial relationships
that influence, or appear to influence, one’s ability to carry out his or her responsibility
25. Misuse of proprietary information

2.51

15

18

2.23

26

17

1.78

39

8

26. Misuse of sensitive information related to consumers and employees

1.87

36

9

27. Making disparaging remarks about competitors

2.45

17

22

28. Making disparaging remarks about vendors

2.13

31

12

29. Misuse of the organization’s assets or property

2.07

34

15

30. Giving gifts or entertainment in an effort to influence decisions
31. Offering or soliciting payments or contributions for the purpose of influencing legislation,
regulations or accreditation
32. Exaggerating the seriousness of a problem to obtain price or other concessions

1.74

40

9

1.88

35

13

1.87

36

11

33. Abuse of expense accounts

1.81

38

10

34. Department closings and layoffs

2.55

13

27

35. Discrimination in the work place

2.23

26

16

36. Drug and alcohol abuse in the workplace

2.38

22

18

37. Employee theft

2.20

29

12

38. Relationships with local communities

2.10

33

12

39. Relationships with other health care providers

2.33

25

15

40. Conflict between organizational and professional philosophy and standards

2.42

18

21

Scale: 1 (not a problem)—5 (a major ethical problem).
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not listed in the survey form as well as to identify what they believe is the most important specific ethics problem or issue facing those who work as nurse leaders. Demographic information was also gathered anonymously
about the respondent and the organization for which they worked.
In terms of organization level, approximately 44 percent of the respondents completing the survey indicated
they were either vice presidents (35 respondents), chief nurse executives, CNEs (17) or chief nursing officers,
CNOs (71), 31% were directors (86), 12% were managers (32), 2% (5) were CEOs, 3% (8) were COOs, and 9%
(25) indicated “other”—that is, other healthcare upper- or middle-management positions not identified in the
survey.
With 39 surveys returned as undeliverable, responses were received from 283 of the 2961 AONE members
successfully surveyed (9.6%). While the response rate is too low to permit generalizations to be made regarding
the views of all nurse leaders, the findings are grounded in a sufficient number of responses to provide a sense of
the key ethical issues encountered in healthcare organizations today as compared with a decade ago, and serve
as a resource for further research related to healthcare ethical issues and appropriate strategies for effectively
dealing with them.

3. Results
Table 1 shows the mean ratings for each of the ethical issues based on the individual ratings given to that particular issue by survey respondents. The table also shows the rank of each issue based on the size of the issue’s
mean rating and the percentage of the respondents indicating 4 or 5 for the issue. For example, Issue 20 (providing treatment when a positive outcome is highly unlikely) was rated 3.38 on average by all respondents to the
survey, had the highest mean rating among the 40 issues listed in the questionnaire, and was rated 4 or 5 by 53%
of the respondents.
As indicated in Table 1, four issues (Issues 6, 14, 15 and 20) received mean ratings greater than 3.0, the midpoint on the rating scale, and were rated 4 or 5 by more than 43% of the nurse leaders responding to the survey.
They were rated 5, a major ethical problem today for health care organizations, by 17% or more of the respondents. Moreover, 6 more issues (Issues 1, 3, 5, 10, 18 and 22) have mean ratings above 2.70 and were rated 4 or
5 by 29% or more of those responding to the survey, suggesting that they are also perceived as presenting real
problems for healthcare organizations.

3.1. Five Key Ethical Issues Same as Those in 2000 Study
As indicated later in the comparison of the findings of the two AONE issues studies, five of these top-rated issues were also highly ranked in the AONE 2000 issues study.
• Issue 1: Failure to provide service of the highest quality in the eyes of the consumer regardless of social or
economic status, personal attributes or the nature of health problems (rank in 2012 = 8; 2000 = 4);
• Issue 3: Failure to provide service of the highest quality in the eyes of the purchasers of care, e.g., insurance
companies (rank in 2012 = 10; 2000 = 12);
• Issue 5: Failure to provide service of the highest quality consistent with the standards of the nursing profession (rank in 2012 = 7; 2000 = 2);
• Issue 6: Failure to provide service of the highest quality due to economic constraints determined by the organization (rank in 2012 = 2; 2000 = 1).
• Issue 10: Showing partiality toward providers perceived as influential (rank in 2012 = 9; 2000 = 9).
In fact, the second highest rated issue in the current survey—Issue 6: failure to provide service of the highest
quality due to economic constraints determined by the organization—ranked first in the earlier study. Issue 6
also ranked first among the responses to the open-ended 2012 survey question asking participants to indicate
what they believe is the most important specific ethical problem facing those who work as nurse executives.

3.2. Five New Key Ethical Issues
As mentioned earlier, nine ethical issues were newly added to the 2012 survey form to replace the nine lowest
ranked items in the 2000 study. The following five newly added issues were among those identified as presenting the top-six ethical problems for HCOs today:
• Issue 14: Failure to provide quality end-of-life care (rank 4);
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•
•
•
•

Issue 15: Failure to adequately assess the unique needs of the geriatric population (rank 3);
Issue 18: Failure of providers to discuss a patient’s DNR status (rank 5);
Issue 20: Providing treatment when a positive outcome is highly unlikely (rank 1);
Issue 22: Failure by clinicians to use consults to address ethical issues regarding patient care (rank 6).

3.3. Different Organizational Levels
When the issue means were compared for the eight organizational level groups—CEOs, COOs, vice presidents,
CNEs, CNOs, directors, managers and others—that responded to the survey, statistically significant differences
were found for three key ethical issues. CEOs viewed Issue 14, failure to provide quality end-of-life care, as
presenting significantly greater problems for HCOs than did COOs. Chief nurse executives, managers and those
indicating “other” perceived Issue 18, failure of providers to discuss a patient’s DNR status, as presenting significantly greater problems for HCOs than did CEOs, and managers also viewed Issue 20, providing treatment
when a positive outcome is highly unlikely, as being a greater source of ethical problems than did CEOs.
As indicated in Table 2, correlation coefficients ranging from 0.733 to 0.954 suggest that the vice president,
director, CNE, CNO, manager and the “other” groups when paired with one another have similar, and in five
cases very similar, perceptions of the relative importance of the 40 issues. In contrast, in addition to no significant relationship being found between the CEO and COO group issue means, the low positive relationships between the CEO group and the other six organization level groups as well as with one exception (a high positive
relationship between the COO and managers groups), the only moderately positive relationships found between
the COO group and the other five groups give rise to a major concern.

3.4. Comparison with the AONE 2000 Study’s Findings
As mentioned earlier, thirty-one of the 40 ethical issues included on the 2012 questionnaire were also on the
2000 issues survey form. This was done to permit a comparison of the findings of the two studies in an effort to
examine the extent to which nurse leaders responding to the 2012 issues survey perceive the ethical environment
in HCOs today as having changed, if at all, from that encountered more than a decade ago. Table 3 makes this
comparison with the common issues listed in the order they ranked based on the relative size of their means in
the 2012 study. Thus, for example, Issue 10, showing partiality toward providers perceived as influential, ranked
4th among the common issues included in the 2012 study with a mean rating of 2.72, but ranked 9th in the 2000
study based on its mean rating of 2.76.
As indicated in Table 3, in many cases the common issue ranks in both studies were similar, in some cases
identical. For example, Issue 6 (failure to provide service of the highest quality due to economic constraints determined by the organization) and Issue 5 (failure to provide service of the highest quality consistent with the
standards of the nursing profession) ranked first and second, respectively, among the 31 issues common to both
the 2000 and 2012 studies. In addition, respondents to both surveys perceived the following seven common issues as being among the 10 most problematic:
• Issue 1: Failure to provide service of the highest quality in the eyes of the consumer regardless of social or
economic status, personal attributes or the nature of health problems (rank in 2012 = 3; 2000 = 4);
Table 2. Correlation coefficients for issue means of pairs of organizational level groups.
CEO

*

COO

VP

Director

CNE

CNO

COO

0.262

VP

0.405*

0.612*

Director

0.464*

0.679*

0.835*

CNE

0.456*

0.626*

0.733*

0.898*

CNO

0.433*

0.671*

0.819*

0.954*

0.885*

Manager

0.467*

0.709*

0.806*

0.948*

0.848*

0.918*

Other

0.421*

0.697*

0.818*

0.901*

0.749*

0.841*

p < 0.01.
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Manager

0.905*

Table 3. 2012 study and 2000 study common issues means and ranks—ordered by 2012 study ranks.
2012 Study N = 283
Issue

2000 Study N = 334

Mean

Rank

Mean

Rank

6. Failure to provide service of the highest quality due to economic constraints determined
by the organization

3.32*

1

3.62

1

5. Failure to provide service of the highest quality consistent with the standards of the
nursing profession

2.83*

2

3.37

2

1. Failure to provide service of the highest quality in the eyes of the consumer regardless
of social or economic status, personal attributes or the nature of health problems

2.73*

3

3.18

4

10. Showing partiality toward providers perceived as influential

2.72

4

2.76

9

2.71

5

2.74

12

2.64*

6

3.31

3

9. Showing partiality toward clients perceived as influential

2.58

*

7

2.89

8

34. Department closings and layoffs

2.55*

8

2.98

6

13. Failure to identify the consumer’s needs and provide services that meet those needs
(e.g., referrals)

2.52

9

2.55

16

23. Failure to be objective with others in discharging one’s professional responsibilities

2.51

10

2.43

21

2. Failure to provide service of the highest quality in the eyes of the health care providers
not employed by the organization

2.48*

11

2.92

7

27. Making disparaging remarks about competitors

2.45

12

2.34

25

40. Conflict between organizational and professional philosophy and standards

2.42*

13

3.00

5

7. Failure to provide service of the highest quality consistent with the ANA Code of Ethics

2.41*

14

2.76

9

2.40

*

15

2.60

14

36. Drug and alcohol abuse in the workplace

2.38

*

16

2.69

13

8. Failure to provide honest information regarding resources, employee competence
or service

2.35

17

2.52

18

39. Relationships with other health care providers

2.33

*

18

2.57

15

24. Conflicts of interest involving consulting, marketing, business, or financial relationships
that influence, or appear to influence, one’s ability to carry out his or her responsibility

2.23*

19

2.52

18

35. Discrimination in the work place

2.23*

19

2.55

16

37. Employee theft

2.20

*

21

2.76

9

12. Misrepresenting or concealing limitations in one's abilities to perform the assigned task

2.15*

22

2.40

22

28. Making disparaging remarks about vendors

2.13

23

2.11

30

38. Relationships with local communities

2.10

*

24

2.44

20

29. Misuse of the organization’s assets or property

2.07

25

2.25

26

31. Offering or soliciting payments or contributions for the purpose of influencing
legislation, regulations or accreditation

1.88*

26

2.22

27

26. Misuse of sensitive information related to consumers and employees

1.87*

27

2.35

23

32. Exaggerating the seriousness of a problem to obtain price or other concessions

1.87*

27

2.18

28

33. Abuse of expense accounts

1.81*

29

2.09

31

1.78

*

30

2.26

25

1.74

*

31

2.15

29

3. Failure to provide service of the highest quality in the eyes of the purchasers of care
(e.g., insurance companies)
4. Failure to provide service of the highest quality in the eyes of the health care providers
employed by the organization

11. Lack of knowledge or skills to competently perform one’s duties

25. Misuse of proprietary information
30. Giving gifts or entertainment in an effort to influence decisions
*

R. Cooper et al.

2012 study issue mean significantly lower than 2000 issue mean (at the 0.05 level).
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• Issue 4: Failure to provide service of the highest quality in the eyes of the health care providers employed by
the organization (rank in 2012 = 6; 2000 = 3);
• Issue 5: Failure to provide service of the highest quality consistent with the standards of the nursing profession (rank in 2012 = 2; 2000 = 2);
• Issue 6: Failure to provide service of the highest quality due to economic constraints determined by the organization (rank in 2012 = 1; 2000 = 1);
• Issue 9: Showing partiality toward clients perceived as influential (rank in 2012 = 7; 2000 = 8);
• Issue 10: Showing partiality toward providers perceived as influential (rank in 2012 = 4; 2000 = 9);
• Issue 34: Department closings and layoffs (rank in 2012 = 8; 2000 = 6).
A strong positive correlation coefficient for the means, 0.864 (significant at the 0.01 level), suggests that the
order of the 31 issues common to both studies is quite similar overall.
The means for the common issues in the two studies were compared statistically in an effort to determine
whether the ethical environment in HCOs was perceived by nurse leaders to have changed since the earlier survey conducted in 2000. As indicated in Table 3, statistically significant differences were found between the
means for 23 of the 31 common issues. In all these cases, the AONE 2012 study mean was significantly lower
than that for the AONE 2000 survey, suggesting nurse leaders perceive most of the common ethical issues to be
presenting less of a problem today than they did more than a decade ago. In fact, with the exception of Issue 10,
showing partiality toward providers perceived as influential, the top-ten ranked issues in the 2000 study received
significantly lower ratings in the present study.
Six of the seven issues referring directly to failure to provide service of the highest quality that ranked in the
top 10 in the earlier study were viewed as presenting less of a problem today, possibly a reflection of the success
some HCOs have experienced with various healthcare delivery initiatives they established in recent years. Regardless, the quality of patient care and safety should improve considerably in the future in response to various
incentive [penalty] programs established by the government and nongovernmental payers.

4. Discussion
4.1. Key Ethical Issues Related to Organizational Cost Constraints
While economic constraints are still perceived by nurse leaders responding to the 2012 survey as leading several
groups, including, among others, consumers (patients and their families), providers and payers to continue to be
dissatisfied with the quality of health care, the primary source of these constraints is changing as are expectations regarding their future impact on the value of care provided. Rather than arising from cost-cutting actions
aimed primarily at maximizing the financial status of a particular organization, economic constraints imposed by
HCOs in the future will more often be established in response to requirements imposed by governmental and
nongovernmental payers in an effort to restrain the rapidly rising costs of the healthcare system. Moreover, accompanying these cost control requirements are demands from payers, consumers and regulators that HCOs and
providers also improve outcomes, quality, safety and satisfaction in the future.
Ability to control costs and improve quality of care at the same time will, in turn, require increased innovation
and cooperation by those working in HCOs. However, a growing body of research indicates that interventions
can and are being developed successfully to accomplish both goals simultaneously [13]-[16]. While these efforts
would continue to be challenging to the nursing profession, recent studies suggest that cooperation of nursing
professionals and their organizations in efforts to improve quality of care, safety and patient satisfaction and enhance nurses’ work environments may have very promising effects for patients, nurses and their organizations.
Findings of a study including 27,509 nurses and 11,318 patients in the U.S. conducted by Aiken et al. [17] indicate, “Hospitals with good work environments and better professional nurse staffing have more satisfied patients
and nurses, and evidence of better quality and safety of care.” Findings of a study of readmission penalties received by 2826 hospitals conducted by McHugh, Berez and Small [18] indicate that those with higher nurse
staffing had 25 percent lower odds of being penalized than those with lower staffing. The odds of receiving a
maximum penalty were 41 percent lower with higher nurse staffing.

4.2. Key Ethics Issues Related to Interprofessional Conflict and Inadequate Education and
Training
The top-ranked ethical problem identified by the respondents to the recent survey involves providing treatment
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when a positive outcome is highly unlikely (Issue 20)—that is, futile treatment. The results of the 2012 Medscape survey of 24,000 physicians across 25 specialties indicated that only 24 percent of the participants responded “no” when asked if they would ever give life-sustaining therapy if they believed it to be futile [19].
With medical futility remaining controversial for physicians, it is understandable that in responding to the ethical principle of nonmaleficence, nurses encounter conflict not only with physicians, but also with patients, family members, other nurses and even themselves, often leading to either strong advocacy for patients’ best interests or moral distress [20] [21]. According to Robichaux and Sauerland [22], “The virtues of moral courage, veracity, and compassion are essential in such situations”. They [22] add, “To maintain a quality, ethical environment, management and leadership must support nurse advocacy and role model speaking up and create cultures
that support acts of courage in nursing.”
Caring for the elderly differs considerably from that for younger patients. As the human body changes with
age so do the ways in which diseases present themselves and the body responds to various treatments. In addition, elderly patients often have multiple disorders often unknown to the physician that can complicate diagnosis
and treatment [23]. Medication dosage levels for younger people are often not appropriate for older adults. Also,
the elderly often take a larger number of prescription drugs that may cause a variety of problems. As a result,
assessments as well as care planning, delivery and evaluation are more complex and subject to change in effectively dealing with geriatric patients. Research has indicated that care by nurses trained in geriatrics has benefitted older adults [24]. Unfortunately, however, according to Jennie Chin Hansen [25], CEO of the American Geriatrics Society, “There are not enough health providers, nurses included, who either specialize in geriatric care
or who possess the necessary competency of geriatrics knowledge in their practice.” With limited attention given to geriatrics in nursing school at present, the burden for preparing nurses to effectively care for the elderly
will fall primarily on training programs provided by HCOs and promoted by nurse leaders.
While conditions creating moral distress can be experienced throughout clinical practice, research indicates
that the majority of situations are related to end of life care [26]. In addition to ethical issues related specifically
to discussion of DNR status and futile treatment decisions, nurses also encounter an array of other situations associated with end-of-life care that also present serious ethical challenges and often lead to moral distress. Gruenewald [27] indicates that “patients near the end of life often receive aggressive yet unwanted medical interventions.” Witnessing patient suffering has been found to present physicians and nurses alike with the greatest
difficulty in connection with end of life care [28] [29]. Other factors contributing to ethical problems nurses encounter at end of life include lack of respect for them as well as patient autonomy, belief that the wrong course
of medical treatment was chosen, inability to influence physicians, exclusion from participation in end of life
decision making and formal end of life care conferences [30], failure to consider adoption of palliative care in an
effort to improve the patient’s quality of life [31], and poor communication throughout the process [21] [26].
LaSala and Bjarnason [32] conclude that action to effectively counter these and other causes of moral distress
with moral courage is an obligation and responsibility of nurses in all roles across all settings. Nurses and nurse
leaders alike must work together to promote moral courage in practice as well as with others in their HCO to
build a work environment that supports ethical behavior. For example, in response to the common exclusion of
nurses from end of life decision making and formal family conferences, Gutierrez [30] recommends that nurses
should be encouraged, even expected, to participate in formal end of life care conferences with families and that
nurse managers should work with medical directors to put in place a structure to ensure this occurs.
Research indicates that failure of providers to discuss a patient’s DNR status remains a problem despite hospital-based initiatives to improve communication for more than a decade [33]. For a variety of reasons, patients’
may have difficulty in gaining access to discussions with their physicians, and when they do, may find the sessions very short and lacking clearly presented information essential to making informed choices. Frequently,
delay in DNR discussions with the patient leaves the decision in the hands of surrogates who may not be aware
of what the patient wanted [34]. In addition to limited DNR discussions with patients, research also indicates
nurses often are neither consulted in the decision process nor even allowed to initiate the DNR discussion [35].
In view of nurses’ ethical obligation to “advocate for and play an active role in initiating discussions about DNR
with patients, families and members of the health care team” [36], Lachman [37] argues “If physicians resist
making time for these discussions, nurses must muster the moral courage to push for family meetings and, if
unsuccessful, for ethics committee consults.”
While 98 percent of the respondents to the AONE 2012 issues survey reported that their HCO has either a
clinical ethics committee or both clinical and organizational ethics committees, the nurse leaders perceived fail-
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ure by clinicians to use consults to address ethical issues regarding patient care (Issue 22) to be among the topranked ethics-related problems faced by nurses. Research indicates that physicians and nurses alike have traditionally refrained from seeking an ethics consultation even in situations they find to be ethically difficult [38]
[39]. Reasons physicians commonly choose not to use consults include, among other things, the belief they are
not useful in solving ethical dilemmas [40], they intrude on the physician-patient relationship [40], they
represent an abdication of the physician’s responsibility to resolve issues with the patient or family, their timing
is not consistent with the common physician goal of avoiding conflict in ethically difficult cases, they might lead
the patient or family to doubt the physician’s effectiveness in helping them with their decisions [41], they undermine the physician’s role as the primary decision maker, and they might create legal problems. Reasons
nurses avoid using ethical consultation include, among other things, fear of repercussions from asking questions
or disagreeing with a plan of care [42], the organization’s climate does not encourage ethical dialogue between
nurses and other healthcare professionals but rather discourages it, the ethics committee has little power and thus,
will not take a stand, nurses’ requests for ethical consults may be viewed negatively leading to retaliation or
alienation from physicians and other health team members, and “anonymous consultations may perpetuate and
possibly escalate an adversarial environment without promoting collaboration or communication” [29]. Whereas
the reasons given by physicians primarily reflect concerns that consultation might interfere with their responsibility for determining an appropriate course of action for a patient, nurses’ reasons reflect primarily negative
consequences they may encounter when carrying out their role of advocating for the patient’s best interest. In
responding to these repercussions that have been found in many cases to result in moral distress [28], Bosek [29]
recommends that nurse managers should work to empower their nursing staff by, among other things, ensuring
the organization’s ethics consulting mechanism includes staff nurses’ participation and viewpoints on ethical
problems, encouraging nurses to improve their ethics knowledge through unit-based educational activities, providing a safe environment where nurses can discuss ethical concerns and potential responses with other providers and family members, and making themselves available to their nursing staff. Nurse leaders at higher levels
should also work to ensure an organizational ethical climate that supports, even encourages, open discussion of
ethical issues and possible solutions with other healthcare providers and members of patients’ families. However,
findings of differences in how nurse leaders holding senior management positions (CEOs and COOs) perceive
the relative importance of the 40 issues as compared with respondents in the vice president, director, CNE, CNO,
manager and the “other” groups, suggest a challenge may be encountered in efforts to define and implement an
organizational culture that is built on truly commonly shared ethical values at all levels. It certainly suggests that
effective communication between these top managers and those at other organization levels is critical to the
success of such an effort.
While all of the key ethical issues identified involve the provision of less than acceptable quality care when
measured against the professional obligations of nurse leaders, the main causes differ. For example, four of the
top-10 ranked issues are unresolved do to a continuing clash between professional ethical values and organizational goals of cost containment, whereas the key ethics issues related to end-of-life care, geriatric care, DNR
status, futile treatment and ethics consults are primarily attributable to interprofessional conflict, particularly
between nurses and physicians, as well as inadequate educational preparation to deal effectively with challenges
such as the changing special needs encountered in caring for the rapidly growing elderly population, and the increased reliance on collaboration and team-based care under initiatives responding to healthcare reform.

5. Conclusions
Despite the general decline in the extent to which the common ethical issues studied in 2000 were perceived by
nurse leaders as presenting problems for HCOs today, the findings in Table 3 also emphasize the continued importance of ethical issues related to failure to provide quality care at the present time. Addition of the requirement for improved standards for patient care, safety and satisfaction to the existing goal of cost control has inserted an element into the goals of HCOs congruent with the professional values of nursing that should provide
an opportunity for nurses and their leaders working in cooperation with others throughout the organization to
improve the ethical environment encountered by healthcare professionals through enhancement of the quality of
care provided, while, at the same time, contributing to the HCOs’ competitiveness by enabling it to qualify for
financial incentives as well as avoid penalties.
Efforts to deal effectively with the key ethical issues related to end-of-life care, geriatric care, DNR status, fu-
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tile treatment and ethics consults have also been challenging, because they reflect the traditional interprofessional conflict between the professional values of nursing and those of other healthcare professions, particularly
physicians, as well as the lack of educational experiences providing members of the various professions with the
knowledge of, and experience with, the critical skills and behaviors essential to effective collaboration and participation in team-based care. Recognizing the serious negative effects these factors can have on both the quality
and cost of care, major efforts have been undertaken in recent years by the government, emerging policy and
practice development organizations, and HCOs themselves to reduce the impact interprofessional conflict is
having as a major barrier to the cost-effective delivery of healthcare.
Serious conflicts between professional values and organizational goals as well as those between the professional values of various healthcare providers have blocked the ability of the nursing profession to deal effectively with the key ethical issues it faces and thus, improve the quality of care to the extent desired. Ongoing efforts to reduce the negative influence of these conflicts should provide the nursing profession with an opportunity to better meet its goals of significantly improving the quality of care, safety and patient satisfaction and enhancing nurses’ work environments.
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