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ABSTRACT

This study was directed toward an examination of the ethical
dimension of nursing over time. The study was limited to nursing in
Canada during two decades, the '1920's and the 1970's. Specific |
concepts under study were "nursing ethics" as a system of beliefs,
the context of those beliefs, as well as the relationship between the
two. The research approach was that of descriptive-camparative social
analysis using current and historical data. The major source of data
for this study was the Canadian nursing literature.

The ethical beliefs of nurses and the contexts of those
beliefs are described in temms of the major ethical themes of each
decade. These themes were selected following a review of the litera-
ture of each time period, and they related to broad aspects of nursing
ethics rather than single ethical issues. The description of nursing
ethics of the 1920's focuses on the service ideal, duty to the
camunity, and the "spirit" of nursing. Nursing ethics of the 1970's
is described in relation to the themes of person—centered care, patient
rights, and quality of care. |

"IhemodecadésofnursinginCanadawereoarparedintems
‘of the similarities and differences in ethical beliefs and in terms
of the contextual factors that .seemed to influence or be mfluenoed :
by the ethical beliefs of nurses. On the basis of these camparisons,
several changing and unchanging aspects of nursing ethics are des-
cribed. Nurses of the twenties tended to focus an the sort of persan
the nurse ought to be, nursesofthesexmti&smﬂmebehaﬁwrsdxat

nurses ought to demonstrate. The broad moral principles that nurses

iv
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of both time periods 1dent1f\1ed as those guiding nursing conduct seemed
to be fairly stable over t.une}\ Many of the specific moral ocbligations
or qualities described by nursa of both decades changed within and
between the two time periods. Changes in these more specific moral
rules -were generally associated with changes in the social context of

nursing. : T
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CHAPTER 1
INTRODUCTION
o &
Contemporary nursing- literature reflects considerable

interest in and concern abo‘uglhe ethical dimension of nursing. The
literature indicates that ma\}ny authors seek to clarify the ethical
dimension in their discussions of specific moral issues and related
moral concepts, ethical implications of recent changes in nursing
practice and ways and means of pramoting ethical conduct. This study
is directed toward an examination of nursing ethics over time.

A frequently emphasized point in the health care literature
is that scientific and technological advances have br@ught about
mprecedente‘d changes in health care, creating new ethical challenges
for health pr;ofmionals. In addition, it isoften underlined that
ethical decisions must be made in a modern social climate of moral
uncertainty and pluralism (Curtin, 1977). The "newness" of ethical
problems and changes in the context of nursing seem to have directed
attention away fram the past. Of the few historical references made
to nursing ethics, most carry the implication ttﬁk{itwas once mainly
a matter of etiquette and social conformity (Crowder, 1974). Those
authors who have reviewed early codes of nursing ethics generally
support such a contention (Carroll & Humphrey, 1978). While it would
appear that the system of beliefs known as nursing ethics has changed,
asln\eﬂuecalte:ctsofﬂmebeliefs, there is a paucity of systema-
tic research on those topics.

The literature of the past ten years would indicate that
nurses frequently experience conflicts and confusion in relation to




~
the ethical aspects of nursing practice (Tate, 1977). In respanse to

ethical problems, several authore have proposed changes. for the nurs-
ing profession. These changes include ns, approaches to the nurse-
patient relationship (Caxpei:, 1979), the revision of nurse practice
acts (Curtin, 1978), and the introduction of new ethics courses in
nursing curricula (Aroskar & Veatch, 1977). Current uncertainty about
the ethical dimension of nurs‘ing and the search for creativ% solutions
to ethical problems are indications that the concepts and ccr}texts of

nursing ethics merit study.

Gbjectives
'ﬁxenajorobjectivesinthisstuiyazetodescribeand
analyze nursing ethics over time. The major questions underlying the
research are: Hawve beliefs nursing ethics changed over time?
How have ethical beliefs changed? Wwhat is the relationship between

' ethical beliefs in nursing and the context of those beliefs? The

specific concepts under study are those of "nursing ethics" and the
"context” of those beliefs, as is the relationship between the two.

The Approach
Theresearchai:proac:husedinthisstudyisthatbfades—

criptive-camparative social analysis using current and historical
data. 'Ihen\\ajor»soun:e of data for this study was the Canadian nur-
sing literature of two decades; the 1920's and the 1970's. The 1920's
ueredmmbecmsetmsdecaderepresentstheearhesttamepamd
in which nﬁming could be considered a profession (Stinson, 1969).

The 1970's were chogen for study as this most recent decade was
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“social facminflmng or infltmmced-by ethical beliefs during the

\
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N ‘ .
characterized hy discussions of nursing ethics that are of greatest
relevan@e to ourrent—day nursing. -

As ‘mentioned above, the majob focus of this study is nursing
ethics as defined andchscn.bedmﬂxenurslng literature. "Nursing
ethics" refers to beliefs about the moral va}ues, ideals, virtuves,
abligations and principles identified by nurses as important anes
during the two decades under study. ‘Several factors‘constitute the
context of nursing ethics. These include the mSde of nursing practlcef
the organized nursing profession, the health care system, and Canadian
social conditions. Storch's (1977). analysis of consurer rights and
nursing Indicates’ that changes in.such contextual factors have had
ethical ilnplications for the prmofession. .

In this study,‘ the description of nursing ethics is based on
major ethical themes sélected following a review of the literature of.
each decade. The use of themes was considered to be the best method
of descnbu)gtheccnceptsandcgwct of nursing ethics foré ~
beginning "macroanalysis.” These themes were sele:*d 28 major anes
as they received greatest attention and arphasls in the contmt of the
nursmg literature ofeadmcbcade theymlabe to the largest,‘,l e.,
"mdal gzmxpofrnnsn\gpract.ltxaxers ofeachdecade andtheylm;olve‘
broad aspects of nursing etlncs rather than single ethical igsues.

mthebasisofthehscriptweporumoftlus't\ﬁy the
two decades of mursing ethics ocompared; similarities-and differ-
mmﬂnmof‘nmmetmgmm The camparisaon
ofcmwctslsﬁocmedmtheumlanuesa:ﬁdlffmmtle

N




Limi tations

‘ The description and analysis ursing ethics is confmed
to the Canadian setting and to two points in time, thus generalizations
‘carmotbemade.tonursiﬁginCanadabet:veenthosepointsintimnor
can generalizations be made to nursmg m other countries. The data
base for th:Ls study is current and historical literature, much of .
which was written by nursing leaders and educators. The beliefs and
views expres#sed in that literature do not ;xecessarily reflect tﬁose
of the majority of practicing nurses. Further, as only the major
ethical themes of each decade are described, not all aspects of nursing
ethics are examined. For reasons such as these, this study should be ‘

regarded only as a beginning analysis of nursing ethics ove~ time.

i

‘Sequence of Analysis
The focus in Chapter II is upon describing the concepts and

context of nursing ethics in the 1920's. The discussion of ethical
themes follows an introductory section on the "status quo" of nursing
ethics and practice at the begiming of the decade. Chapter III
describes nursing ethics of the 1970's and is organized in a similar
marmer. Chapter IV constitutes the camparative analysis of the 1920's
and 1970's and this chapter also contains concluding comments.



CHAPTER 11

NURSING ETHICS: THE TWENTIES

vy

o In order to both establish a starting point and provide
" same background for the subsequent discussion of ethical themes, a
brief description of nursing practice, prevailing ethical beliefs, and
major soc1al factors related to nursing at the beginning of the decade

are first outlined. ‘

Nursing Ethics and Practice; 1920

By 1920, most graduate nursing servides in,Canada were pro-
vided by private duty nurses. These wamen Jave nursing care in the
home or hospital for a daily rate of approximately five dollars for
12 or 24-hour duty (Cashnan, 1966; Weir, 1932) Most of these wamen
were dues-paying members of registries set up to accept calls fram
physicians, hospitals, or patients and to dispatch nurses on cases.
Most registries were operated by the nli;'se-mxbers and the organizatian
usually set fee rates in accordance with the _recam\endaticns of the
provincial nursing association (Robinson, n.d.; Weir, 1932).

In the early twenties, an individual who was ill was gener-
ally cared for at hame by a private physician and, if advised by the
phys:.c:Lan or requested by the family, by a privatk nurse. If hospitaliza-
tion was necessary, the patient ccﬁld hire a private nurse for "special"
duty. 'aneﬂncmﬂdmtaffordspeca.almmwerecaredforby
student nurses. The major proportmn of nursing services in Canadian
hosplta.ls was provided by students, even in small hospitals (Ellis,

1927a; Weir, 1932).



The nursing literature of the post—mrld War I period
indicates that the beliefs that Canadian nurses held about nursing
ethics remained 1afgely unchanged from those articulated by Florence
Nightingale, years earlier. However, there are indications that
traditional beliefs were sametimes strengthened or sametimes weakened
by the events and social currents of the period.

Nursing had an ethical camponent as surely as it had a
}mowledge-sklll component.  As Potts (1921T explained, "the profession
originated for the good of humanity" and was founded on Christian
principles (p. 223). Although it was true that the trained nurse
" must have special knowledge and skill, the theoretical and practical
sides of nursing were deemed insufficient by themselves:

The third side is not les§ important. It may be

called the moral side or the ethical side, but . i

I prefer to call it the Spirit of Nursing. It

is that attitude or feeling which the true nurse

has for her work, which provides the motive power,

the ideals of service, the inspiration and the

morale, which are so vital to all good nursing.

(Stewart, 1918 p. 1394)

'Ihe‘ notion of service embodied an altruistic ideal calling for self-
sacrifice on the part of the nurse. As stated by ane nurse, "If nurses
shrink from self-sacrifice and devotion, called for in private duty

| nursing, then they should not take up this branch of nursing” (Browne,
19.1, p. 626).

Nursing was a particularly human service that "had to do not
only with the bodies of suffering mankind but with the spirit as well"
(Scovil, 1917, p. 463). The nurse was to devote her abilities to the
individual in her care. She was to win the confidence of her patient,

3
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learm and adapt to his likes and dislikes, and be attentive to detail
in meeting the physical and mental needs of the individual (Clint,
1914; Scovil, 1917). As the victim of disease, the patient 1
strength, energy, and oftentimes reasoning ability. For these reasons,
the nurse was justified, even cbligated, to take a protective, mother-
ly attitude with respect to the patient:

In her relation to the patient the nurse must

shield her from all adverse influence and anxiety,

standing between her and relatives, if necessary,

and must see that all details are run smoothly

for her advantage, at the same time studying her

characteristics so as to determine when to yield

and when to be fim in executing orders disagree-

able to her. (Clint, 1914, pp. 645-646)
Such an attitude did not imply any lack of respect but rather an
intention. to act in the best interests of the individual, as an
"attitude of gsuthority" was believed to give the patient a feeling of
security and confidence (Byers, 1922). Although finmess was scmetimes
necessary, a good nurse was kind and tactful, yet not overly "familiar"
with the patient (Robb, 1916). Tact was a quality hj:ghly praised by
physicians, and nurses agreed that it was essential in private duty
practice.

Fram hfer obligations to the patient stemmed those duties -the
nurse owed to the physmlan As of the two key professions
in the field of sickness care, and the physician worked

toward the same goal and both worked in the interests of the patient.

6\

"gpgetherﬂxeyfomedateaninthebattleagainstdiseaseanddeaﬂx

(Byérs, 1922). The phys:.c:Lan was "éapta.i.n of the team" and the nurse's
role on the team was to obse:z}e the patient, carxy out the physicia}l's

~



orders, ensure that the patignt wég ag-ramfortable and contented as
possible, and report her obsewatmns and concerns to the physician
when he visited. Anydisoordinthis'teamwasviewedasmtbeingin
the best interests of the patient. His recovery would be jeopardized
by any lédc of confidence in the nurse or physician (Scovil, 1917).

Several factors appear to have strengthened the notidn of
nursing as a public service and sense of professional pride and
commitment that formed part of the traditional nursing ethic. World
War I, the Halifax explosion of 1917, -and the Spanish flu epldemc of
1918-1919 were well-known exanples of disastrous events that had called
for public semcearxdcouragemtlppartofCanadlannuxses. Members
of the profession were aware of the nutbe.xs of nurses who had lost
their lives in "the line of duty" (Editorial, 1918a, 1918b;. Graham,
1918). Beamish (1970), who was a student nurse auring the flu epidemic,
recalls: "You could not go through such an experience without developmg
more stamma anddaaracter Your code of nursing ethics was de§eloped
by the day" (p. 31). _ o

During the post-war years, Canadawasinthemidstofamoral
and soé;.al reform movement (Allen, 1971). The social reform spirit
fostered tiae development of public health nursing as a special branch
" of tln pmfesslm. A public health section of the Canadian National
Association of Trained Nurses (CNaTN) was formed in 1919, and nursing
leaders expressed considerable pride and opt.um.sm about the cmtnbuta.m
that the profession would be making to the health of Canadian citizens:

Canada has, J.nev1tab]_,x, a great industrial future,
ly.xtyoucamnthavei‘agreatmdustr:.al future

]
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- without a healthy people; and inevitably nurses

must have a big share, a large and important and

deep-seated share, in the maintenance of the health

of the people, wherever they are; nothing is more

certain than that. (Nutting, 1918, p. 1354) ‘

Wamen's groups had long been active in Canada, but the war
years had brought more wamen into the labour force and greater politi-
cal activity by wamen (Thampsan, 1975). In the eyes of many, women
had sacrificed equally with men during the war, and the 2,000 nurses
overseas were public examples of the contribution that the "gentler
sex" lhad made to the nation during the war effort. It was the belief
of same citizens that the influence of recently-enfranchised wamen
would bring a stronger moral tone to the life of the nation (Thampson,
1975). The moral qualities and finer sensibilities of waomen made
nursing a "natural vocation" for females (Cameron, 1922, p. 641).
Nurse authors stressed the importance of "dxafacte.r"’ in nursing, and
among the requisite qualities for the membership in the profession
were honesty, loyalty, diligence, trustworthiness, unselfishness, and
self-discipline. Among the most desirable characteristics were those
of tactfulness, adaptability, pati.ence,“ endurance, co&rage, mpect for
authority, dignity in demeanor, cheerfulness; a sense of hanour, and a
sense of pride in her profession (Rotb, 1916; Scovil, 1917). |
| DiscontentarmmgCanadiansthathadbemsuhnergeddu{ing
the war effort resurfaced amid the inflation accampanying the pc;st-war
boom (Morton, 1967). Unrest aming labourers and strike activity
increased after the Ammistice, quminati.pgintheWi.rmipegGene_ral

" Strike of 1919 (Robin, 1968). Concern with working conditions in

nursing was reflected in a movement for the eight-hour day by private

k
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duty nurses. This movement was noted at the 1919 annual convention of
the Canadian National Association of Trained Nurses:

We are having same difficulty locally in Toronto

with the nurses on special duty wishing to

establish an 8-hour day, and while at the

present time this is only a local condition it

is the sort of thing that may rapidly spread

to other commmities. (CNATN, 1919, p. 25)
During that discussion, members (most of wham were superintendents of
nurses in hospitals) pointed out that patients would have to hire more
nurses and that the costs would be prohibitive. They believed that the

patient should be considered first, that "it would be too bad if it

. [the 8-hour day] became general,” and that "we should act as a

profession and not place ourselves on the level with cammon labor"
(p. 26). Nursing educators (who were usually superintendents of
nurses) had long hoped for refomms in nursing schools, but these had
not yet been achieved:

I think we are losing sight of the main point.

While we approve of the 8-hour day for pupil

nurses on account of the educational features

of the matter, we would not take the graduate

nurse into consideration in the same way,

mcausetheyhavemtthatsaremtalstrain,

wreparing their class work. I would like to-

me7e that we disapprove of the 8-hour day for
g~ -~uate nurses special duty in hospitals. (p. 26)

The motion »f ~usapproval was carried, but aé mermber suggested that
the association snould “ake a positive stand an hours as same special
nurses were providing 24-hour dutv and having difficulty gettipg time
off to rest. Althougt same believed this matter could be "left to

the superintendents" without going on record, a motion was carried

N,
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recamending that spec1al duty in hospitals not exceed 12 consecutive
hours (CNATN, 1919, p. 27).
The Service Ideal
One of the major perceived threats to the nursing ethic at

the beginning of the 1920's was that of "materialism." Accordlng to
sare social critics of the day, the spirit of materialism was so
widespread in Canadian society that traditional values, religion, and
family life were threatened (Allen, 1971; Fairley, 1923). Although
nurses had long professed a belief in the need for self-sacrifice and
altruism in nursing, during the early twenties, scme mphed that
contemporary life was so characterized by a concern with‘mmey and
goods that ethics and the altruistic ideal could became a thing of the
past within the profession (Canadian Association of Nursing Education
(CANE) , 1924). The movement by private duty nurses to shorten their
hours of duty while maintaining their daily fee rate generated fears
that nursing was becaming commercialized. To same onloockers, such a
movement was evidence that nurses were becaming materialistic and less
ethical in their attitude. Those holding such a belief emphasized that
as a professional, and a participant in the healing art, one was
supposed to be above "mere money getting" (Field, 1923).

In 1919, the Graduate Nurses Association of Ontario (@WAO)
fomed a private duty section following a request fram the Central
Registry in Toronto for representation (Carruthers, 1923). A private
duty nurse representative from GNAO, Mrs. Gaskell, attended the 1920
AN convention. At ﬂwis\ cmwentlm, part of the discussion centered

on pnvate duty nurses, and Mrs. Gaskell was appointed national

11



convenor of a camittee to organize private duty nurses in all
provincial asgociations. In the past, these nurses had rarely
participated in professianal associations as "it was very difficult
for the Private Nurses to get together for organization, on account of
[ ]

their duties being continuous” (CNAIN, 1920, p. 2). Private duty
nurses hoped that they could achieve their goal of shortened hours by
organizihg as a group and gaining official nursing support within
professional organizations. They considered their demands to be
justified but they were aware that they were being criticized for
being unfair to the public. One nurse reported such criticism in
Sherbrocke:

It seems to the public [sic] why we s‘d ask

for shorter hours, and a fee of $25 a week. A

nunber of the nurses live outside the city, and

consequently cannot do 24 hours duty and feel

they are giving their patient justice. The
( Medical Profession seems to think we are asking

for too much, in asking for this fee and shorter

hours. (CNATN, 1920, p. 2)
These nurses acknowledged the problem of citizens who could not afford
their services, but they could offer no solution: "People need our

services and we would like to be able to give it to them, but we

cannot afford to do it without payment” (CNATN, 1920, p. 2).

In 1921, Mrs. Gaskell reported to the ONATN convention and
presented the by-laws for the néw "private duty section” of the
association. In her address, she stated that long hours of labour
wereafactorinthefailuréofprivatedutynurswtocmtributeto
the solution of problems facing the nursing professiaon. Although same
m:pponforpﬁvated:tyainswasa@mssedatﬂusnéetim,m
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nursesdidmtseancawimedthatamoveforsh:rterlnlrsbynum@

was justified. Browne (1921) spoke at the 1921 CNATN convention on

private duty nursing:

OGne of the noblest professions open to wamen is

tending to become a soul-less trade, a purely

cammercial contract, a simple exchange of goods

for money, the goods being their knowledge, skill

and bodily powers. Forthesegoodstheyazeout

to secure the highest ocbtainable price at the

minimum expenditure of time and trouble. (p. 627)
A military nursing leader, Matron MacDonald, addressed members of the
GNAO in 1921, and spoke of "the need of regeneration in the idealism
of the nurse of to-day"” (Ontario, 1921, p. 111).

Much negative publicity had been generated by‘a famous
American physician, Dr. Charles Mayo of Rochester, Minnesota
(Nurses selfish thinks, 1921). He had accused the American nursing
profession of "miaa’.sm" and of selfishness, and his well-public:zed
views gained same support in Canada. Dr. Mayo's proposal for a
shortened course for nurses was supported by a Dr. Cameron (1922) and
the proposal was based on the belief that nurses were overtrained for
the job required by most citizens (Hospital Association, 1922). Mayo
hadaccmed'ovextrained'nursesofputtingapmhibitivepricema
public service, andhebellevedthatttwsemthless%hmtlmwould
be more content with fair wages and conditions (mouhae 1922).

Nurses pointed out that physicians could more easily offer

fzeeserwcesafﬁ\zshdmgscaleoffeeswhennecessazy as they did

'mtpu:ovz&cmtlmnzsserncesandcaﬂ.dd’xarqehxgherfeesto
wealtl'ue.r patients. Several Canadian nurses respondedtoDr Mayo's
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criticisms (Gaskell, 1922; Gibeon, 1922; McQuhae, 1922). McQuhae
defended the ethical image of the nurse. She pointed out that nurses
would gladly provide free services to those who could not pay, that
they were no less charitable than Dr. Mayo, but that they were not in
a position to be philanthropic nor had they been able to accumlate,
much less give away, $2,000,000 (a reference to Dr. Mayo's recent
contribution to the University of Minnesota).

Physicians expressed concern about the inability of their
patients to hire a trained nurse during illness. Treatment of
pneunonia and other camplicated cases required the continued éttentive—
ness andﬂ skill of a graduate nurse, as it was bep.evpd that recovery
might well depend on it (Kekping fit, 1926; Weirs 132). Dunlop (1925)
told student "staff” in.Calgax'y that they must remember to consider
the viewpoints of those in authority and of patients. The nurse "must
analyze herself and see that her motives are unselfish. Hers is more
or less a life of self-sacrifice" (p. 363).

. There were same physicians who supported the shortened day
for nurses, and Cameron (1922) even justified his views with a de-
tailed caomparisan of the work and wages of female teachers and nurses.
Although some sympathized with the nurses, they could not support a
plan‘that seemed unfair to the public. Dr. Byers (1922) acknowledged
the demands of nurses, and considering that "the average active life-
time of a nurse is about 20 years,” he agreed that they needed to be
ablét:osavemrenﬁneyfortheirdeclinMy or lengthen their
working years (p. 88). Private duty nurses the length of a
nurse's working life at ten years, due to the "mental and physical



endurance” required (Beers, 1921, p. 628). Byers rejected the solutions
of shorter hours and more pay as unywaxldbemfairtomepublic.
butsu;gestedmsteadthatnursesbepmdedwlthd)eaperaocamvoda

tmnsthatumldallowﬂmto;mreasetheammttheysaved
£

Nurses and Hospitals

In the early ?i)'s, there was a shortage of applicants for
training schools, and many attributed the hours of duty to be a major
factor in the reluctance of young wamen to enter nursing (Carter, 1921;
Gaskell, 1921). Same sacrifice however, would always be required in
nursing practice (Browne, 1924). Potts (1921) wrote an article on
the teaching of nursing ethics and emphasized that:

The yourg waman, therefore, who ides to take up

nursing should dismiss fram her mig t it is

merely a pleasant and lucrative of occupation.

If she would succeed, high ideals are absolutely

essential. (p. 223)

Same essays by student nurses that were published during the early
twenties reflect the teachings of the traditional ethical beliefs of
nursesandﬂxeinportanoeoftheservioeidealinnursing. Greenham
(1923), a student at the Children's Hospitai m\:vglmlpeg, described
moral lessons that student nurses had to leamn about to become nurses.
These included deference, cbedience, -honour, loyalty, and profession—
ality: "The nurse will early learn, and be told, that it is her
bounden duty to be ready to go anywhere, at any time, and to do
anything” (p. 290).

Although hospital admnlstrators agreed in principle with
the change to an eight-hour ‘day for student nurses, few had implemented

4
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such a policy in the early twenties and few thought these hours
applicable to graduate nurses (Carter, 1921; Haywood, 1922). Gaskell
(1921) saw no reason why the eight-hour day should not also awl§ to
private duty nurses for they had an "arduous field of labour."” She
implied that hospitals opposed any improvement in hours of work for
private duty nurses. dYospitals were accused of "exploiting” student
nurses (Carter, 1921), but according to Haywood (1922), budgets did
not allow fgm :ncreased expenditures on nursing education. It would .
seem that those who operated hospitals would not favour shorter hours
for graduates so long as their students worked 12-hour d:‘xty

L
Nursing ethics applied to the relationship between the nﬁr—sb\
\

on special duty and hospital authorities (Catton, 1922). Although the -

Qurse was paid by the patient, she was acbligated to abide by the

. requlations of the hospital regarding appearance, demeanor, réportmg
off and on duty, and nursing tasks. As students, nurses had been
taught that they had an cbligation to be loyal to the training school
and hospital (Aikens, 1925). Considering "the influence that the
graduate nurse carries into the mmnicipality where she takes up her
work," such an cbligation continued after graduation (Ammstrong, 1930;,

. p. 8).
£

Most hospital boards had to depend cn public good will and
donations to finance projects (Agnew, 1974); as such, the behaviour of
graduates reflected on the hospital (Aikens, 1925; Ammstrong, 1930a).
Students were taught that any hint of criticism or dissatisfaction
could jeopardize the patient's welfare (Dunlop, 1925). Camplaints.
were to be taken to the proper authorities and never to be discussed

16
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with patients or members of the public. An ex—govermor of a hospital

board deplored the publicity generated by student unrest at a hospital -

in Guelph (As an ex-governor, 1928). Although the student protest was
not about hours, the local Trades and Labour Council passed-a resolu-
tion advocating an eight hour day foy hospital nurses (Qi.nciai

inquiry is, 1928). Such support was not solicited; ane local citizen

noted that the nurses were "recruited fram a class which have no

sympathy for the ordinary working man" (Council deals with, 1928, p. 3).

Graduate nurses seemed reluctant to alter the status quo until they
had the support of their professional organization and they indicated
that as professionals, they would never use tactics employed by labour
groups (Gaskéll, 1922). Public airing of camplaints and prob]‘.ans
wonld be inconsistent with nursing ethics. '

| Private duty nurses seemed to consider it advisable to
wmxmdsesalewrmtaﬁungamsmtforathdSy. At
the 1924 h).ermal convention of the newly renamed Canadian Nurses
Associatiold (W), the private duty section forwarded the following

W9

resolution for a general membership vote:

fa)’matwhemasthemduela)gthofmewoﬁungdayof '
the Private Duty Nurse is either forcing many such __
nurses into other branches of the profession, or out
of the profession altogether, and thus depriving the
private duty body of experienced nurses, to the great
detnmentoftheﬁody L

(b)AndwhereasﬂaeLengthofthewodcmgdaymanyoﬂme,r
profedsion than that of nursing, or in any other branch
of the nursing profession, is not as great as is that
of the private duty nurse;

wd

-
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(c) And whereas the continued overweariness due to long
mursofthennstexactlnglabournmstmentably
resultmanmchpoorerquahtyofsmcerende.red
to the sick;

(d) And whereas the private duty nurse knows that even
a ten-hour day is too long for the kipd of work she
has to perform, yet because she realizes the
difficulties under which hospitals carry on, and
because her desire is to disturb hospital management
as httle as possible: _

THEREFORE BE IT RESOLVED That the hours '/(I)f duty for Private
Duty Nurses in hospitals be fram 8 a.m. to 6 p.m., and
8 p.m. to 6 a.m. The same hours to cbtain in private hames

where possible, at the dlsczet.mn of the nurse. (A,
1924, p. 17)

During the discussion of the resolution, one étmerintgndeni:
of nurses cbjected to the specification of hours and preferred this to
be left for negotiation between hospitals and private duty nurses.

day and not specific hours. The resolution was amended accordingly.
A motion to send a copy of the ten-hour day resolutim to superinten-
* dents of nurses and hospital boards was seconded, but during discussion:

It was stated that this motion presented to

hospital boards would cause considerable criticism,

possibly of an adverse nature, but by presenting

the resolution to superintendents of nurses the

latter could quietly put the experiment into ‘

effect. (CNA, 1924, p. 18)

. ' - | . o
Based on this discussion, the sacond resolution was amended so that
members of hospital boards would not be immediately confronted with -



Nursingv leaders during the 1920's generally held the position
SN
of superintendent of nurses in a hospital. This position carried the

W

dual respansibilities of ensuring proper nursing care of patients and
the education of student nurses. In accordance with nursing eﬂuics,
their duties to patients came before their cbligations to students,
and the wamen in these positions experienced many conflicts during
"their careers (Brown, 1924). They hoped to improve the quality of
nursing education and improve such conditions as long hours of duty
for students. To sane of these nurses, educational reforms were a
priority for the érofessim. Ellis (1927a) noted that most students
spent 8,000 hours in hospital duty during their course, with only 300
£0 600 hours devoted to "theoretical work." She asked: "Could we,// '
offer less and call it education?" (p. 472). ye /
M)st superl.ntendents had ij.ttle or nc; experie:bg,as"i:rivate
duty nurses (CNATN, 1920). They were willing to assist with the
development of a private duty section, but they generally did not
consider the problems of these nurses to be theirs. Johns (1921)
reminded private dﬁty nurses that cr:iticisns of graduate nurses were
threatening attempts to improve nursing education. As private nurses
began to participate in professional organizations, there seemed to be
greater sympathy for the group -(CNA'IN, 1921) and the degree of support
that nursing leaderé gave private duty nurses J.ncreased Although
official support for a shorter day increased, there was still some
concern that demands might antagmlze hospital boards and affect the
progress in improved conditions for students (ONA, 1924).

References to "materialism" ‘or "comercialism" in nursing
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seemed to fade by mid-decade when unemployment among graduate nurses
became a widely-recognized problem (Unemployment among nurses, 1925).

. Less 6ften was it implied that private duty nurses were lacking in
ideals and unethical. It was thoughttfhat alternate approaches to the
high cost of nursing services should be studied, and the Canadian |
Medical Association (CMA) expressed an interest (Cameron, 1927;
Supplement, 1926). Subsequent joint activity by the CNA and CMA led

to a "scientific study" of nursing practice and nursing education. The
- study lasted several years, and the final report entitled,_Su_r\n_eX of

Nursing Education in Canada, was released in 1932. (The "Nursing

Survey" will be used to denote subsequent references to this study.)
Despite the decrease in the criticism about the motives of
nurses and the growing sympathy for their ecanamic problems, few
nursing leaders or physicians could justify any inomas;e in costs to
patients. Prlvate duty nurses Just.lfled their demands by quest_mnlng
the quallty of care given to pat_1ents dunng long hOurs, by camparing
their fees to other wamen and other nurses, by pointing out their duty
to provide for the.lr 0ld age, and by implying that few would be
attracted to a pz;bfessmn that offered such unattractive work:.ng
condi tions (Gaslﬁeljﬂ. 1922). They professed a desire to be of service
to the puwblic, but did not see any way around the problem of fees given
prevailing econamic conditions. The private duty section of the
Canadian Nurses_Association presmted rwolutmns advocating the ten-
hour day at the convent:.onsbof 1926, 1928, and 1930 (A, 1926; 1928;
1930) .- There was a limit to their obligation to serve; they offered a

professional, not a charitable service. There was a noticeable decline



in the number of references in the literature relating to the impor-

“ tance of self-sacrifice in nursing.

WD‘KY to the Public

It was mdel{ acknowledged by 1920 that many Canadlans did
not have ready access to the services of a trained nurse durlng
~illness (Clint, 1914; CNATN, 1919; Johns, 1921). Those thought to
suffer most were middle income earners and their families. These
Canadians could not afford private duty nurses for any length of time
- beyand perhaps a few days; even a few days could constitute a financial
hardship (Perry, 1929). It would seem that private duty nursing was
available only to the wealthier citizens of the country The "middle
income group" was never clearly definéd in the nursing literature in
terms of annual incame, but it seemed to include anyone who oould not
easily afford private hospital rocm? and private duty nufses, and any-
one who worked for a living and was not indigent .or poor. ' In temms of
hospital care costs, middle income eamers were considered to be
'unj‘ustly burdened by a daily rate established to offset the costs of
non-paying patients (Armstrong, 1930b; Johns, 1921). |

At the annual meeting of the CNAIN in 1920, Ethel Johns
raised the issuve of nursing care for middle incame people in an
address entitled, "The Challenge of the Future." That challenge was
clearly directed to the private duty nurses. While she acknowledged -
the difficult life and econamic problems facing these nurses, she

pointed out .that they had failed in their duty to the commmity:
“ b
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My quarrel wic%l;: private duty nurses is this:
.As a group they usually inarticulate, unless

it is a question of raising fees or reducing hours.
Not that they should be blamed for doing either, or

both, when it becomes just and necessary; but, in b

addition, they should take their part in formulating

a constructive programme which will help solve the

burning question of how people of moderate means

are to be cared for when they are ill. (p. 7)
In the opinion of Johns, nurses were not meeting their obligations to
the Canadian public. She implied that private duty nurses were .can—-
tent to work below the level of their skill caring for the wealthy
when their talents could be put to better use in society. In her
speech, Johns suggested conferences with physicians and wamen's groups,
camunication with the public, investigation of insurance plans or
govermment-sponsored plans, and trained attendants for routine nursing

Members of the Q@®ATN had adcrmledged the nursing shortage
and the need for trained attendants at the 1919 annual meeting. They
believed that attendants could offer damestic services and simple

nursing care in times of illness (ONATN, 1919) .. These nurses agreed
that the developinent of such a category of worker was in the public

intereﬁt, but to ensure that the public was protected, attgndants
should be licensed, éazt;fully taught, and supervised by trained nurses.
An attempt by the nursing profession in Manitoba to gain legislative
jurisdiction over trained atténdmts had failed (Johns, 1921). Courses
were established in Saskatchewan, Alberta, Ontario, and Quebec during
the early part of the decade (Brown, 1924; CNA, 1924; Smith, 1921).
Although same nursing leaders and physicians supported the

develomment of a category of worker to supplement graduate nursing
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services, private duty nurses éid not heartily endorse such plans.
They were concerned that "subsidiary nurses” wbuld be taking cases
that rightfully belonged to graduate nurses. Registered and supervised
trained attendants were acceptable, but legislation was nec;essaxy to
ensure that these workers were properly regulated. The public often
did not know the difference between a trained nurse and a non-graduate
"nurse" (Gibson, 1922). At the 1922 CNATN convention, the private duty
section proposed a resolution disapproving of the "sub-nurse" as they
considered such a worker "inimical to the best interests of both the
Pyblic and the Nursing Profession.” This resolution was withdrawn
however, pm@ly due to pressure from other members. -A resolution
was passed however,v condemning hospitals that assigned students to
private nursing care angl collecbeﬁ a fee for the service (CNATN, 1922).-
While trained attendants or housekeepers were acceptable,
"practical nurses" were not (CNA, 1924). For several years,. Dr. Mayo
had been calling for shortened courses for nurses and the development
of a group of practical nurses (};ospital Association, 1922; McQuhae,
1922). Be condermed the nursing profession for resisting the
" Gevelopment of courses for practical nurses in the United States and
his coments were published in Canada. Mayo raised questions that
dxallexgedﬂmeethi&albasisofnursing. How ocould nurses claim to be
a service that met the needs of the public? Mcuhae (1922) publicly
contested Dr. Mayo's solution to the cost 6f nursing serwm py
attacking the idea of a._ lowe.r standard of nursing care for Canadian

citizens with moderate incomes:



Everything seems to be fair except the results,
and they undoubtedly would be very unfair to the

. sick patients. And this from Dr. Mayo, a man famed
for retrieving patients from the 'gray menace of
the shadows.' He may still retrieve the rich,
because they apparently will have p care, but,
if he continues this mad and reckless s exeof
thrusting the people of moderatue c1

will soon be known as a good ally of the

(p. 227)

If justice was to be servgél, all Canadians should have access
to professional nursing care. Same nurses_had suggested government-
subsidized nursing services during the war years (Kennedy, 1916).
Johns (1921) had considered govermment-sponsored plans for care of
the sick a possibility worth investigating in 1920. McQuhae (1922)
proposed a similar plan as an alternative, to practical nurses:

Each city or cammunity should maintain a staff of

graduate nurses, to be paid for by taxation. These .

nurses should be paid a reasonable salary and given pd

reasonable hours, and, when the man of moderate P

means is ill, he should have the care of a qualified .~

graduate nurse hourly, daily, or twenty-four hourly ,/

as indicated by the condition of the patient. (p. 228)
Despite such sugg‘&stims,‘tax—smported nursing services had little
appeal in the early 1920's. Most nurses did not seem to consider the
possibility of state intervention and the development of courses for
trained attendants™or housekeepers was more frequently proposed-as a
solution. |

Courses for practical nurses and nursing housekeepers
ccntim:ed'to develop during the first half of the decade, and the
private duty section provided grudging support at the 1924 (NA conven—

tion by acknowledging that "practical and housekeep:.ng nurses should
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have a definite place in the profession" (p. 1324), but they should in
no way replace the graduate nurse. By 1925, however,'unemployment was
an acknowledged problem in nursing and such conditions did not foster

. a kindly attitude to potential wrpedmr;. Adiu'.ttedly, it was a
tragedy that many nurses sat waiting for a call from the registry
while many citizens went without needed nursing care. The editor of
the Canadian Nurse supported private duty nurses by insisting that o

students not be used for private duty service, that visiting nursing
services not compete with private duty nurses and offer services below
cost to those well able to pay, and that doctors not engage the services
of untrained wamen when skilled nursing care was required (Unemployment
among nurses, 1925).

Courses for sub51d.1a.ry nurses or trained attendants did not
seemtoexpanddurmgthedecade, andtheoneﬂmathadstartedm
Saskatchewan in 1920 was discontinued in 1926. Several reasons were
given for failure of the course. According to Robinson (n.d.),
citizens still preferred to manage with family and friends, registered
nurses were msmpportive, and nursing housekeepers frequently left

practice to enter nurse's training.
~

Group and Hourly Nursing

Bythemddleofthe19205,the.rewerereportsofrew
methodstodealmththeproblenofprcndmgnursmgcaretothe
middle incame group. One approach used for hospital care was called
group nursing. A graduate nurse would provide care for two patients
.andtl'iepatimtswmlldsharetlncost. In the system described by
Sister Damitilla (1925), nurses alternated day and night duty monthly,

4
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and worked a 12-hour shift.
’ The nurses receive five dollars a day and their

meals. The patient pays the hospital $6.75 a day

forﬂwenursmgsemceandﬂlenursesmeals

and the hospital in turn pays the nurses. (p. 586)

Such a service provided nurses with steady employment, but Domitilla
noted that the service had to be located in one suitably-designed
section of the hospital, that\ administrators had to 1te patients
so that one nurse would not have two acutely ill patients and that
nurses ‘must be chosen who were capable of caring for tw. patients and
who were "fired with the spirit of service and good will."

Such a service had been introduced on a limited, experimental
basis during the -first half of the decade, but interest in the schere
grew (CANE, 1924). By the late 1920's, more members of the publicagre
w1111.ng to enter hospitals during illness, and private duty nurses
wer\e employed less often in the hame and more frequently in hospitals
(Carruthers, 1927). Agnew (1930a) noted greater p\bllc confldence in
hospitals, a trene.ndms hospltal building catpalgn, and a growmg
discontent about 'the costs of hospltal services. Most abservers

\/Vlened the development of group nursing systems necessary as skilled
nursmgcarewasmperatlvemthecareofpatlentsmdezgmngnewand
camplex surgery (Agnew, 1930b; Cameron, 1927). ’

One private duty nurse (Carrut.hers 1927) agreed that

_phys:.clanspreferredme@enencednume for the first few days
following surgery, andshebehevedﬂ:atmcetpecnucalpost—
operative period was over, students could take over fram special

nurses. However, group nursing was a controversial issue according to



.
" Agnew (1930b), and Weir (1932) reported that an active campaign
against group nursing had been waged by pri duyty nurses in Ontario.
Same private duty nurses indicated thaf they feated such schemes would
incn;ase unemployment, that the ledst ill pati ‘ would get less care

although he paid half the cost,: @t‘ ioukly i1l patients would
-7

"

not get sufficient care when a nurse was shared (Weir, 1932). These
nurses seemed to think in terms of their abligation to provide atten- '
tiveanddevotedcafetoanindividualpatientratherthantheir
cbligation to Canadian society. -

'Ihere were several indications that private dﬁty nurses
resisted the idea of working for hogpitals. As an independent
professianal, the nurse was free to "use her own initiative" and "make
her own arrangements with the family" (de Nully Fraser, 1925, p. 22).
Private Quty nurses also enjoyed the freedom that private practice
offered (Clint, 1914; Private duty section, 1929). Carruthers (1927)
amside.rgdtheabilitytochooseone'sfield_andtochange it when
desired just two of the advantages of private duty practice. As
special duty increased, same of the usual freedam was mtnctedby
hospital rules. In 1921, a superintendent of nurses told her audience
that "the special nurse has everything to gain, and nothing to lose by
her work in the hospital” (Catton, 1922, p. 288) . In 1928, Jamieson
preéented a private duty nurse's view when discussing hours of chty
for special nurses: '

' © Yet there are superintendents and hospital officials
who are still trying to hold us down to these hours,

-even when our patients are convalescent-—enjoying
abodcornevspaper&mt;co—operatingwithushut

b | : ” 4
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laying down rules and régulations., etc., without
any consideration with us: treating professional
wamen as probatianers. (p. 197) ' N

The desire for independence and antipathy toward hospital control
suggest that opposition to group nursing schemes during the twenties
was not all due to fears about unemployment. N

The greatest problem did not seem to be nurses however, but
lack of an appropriate administrative structure. Hospital administra-
tors only began to express an interest in group nursing towards the
end of the decade. A hospital adninistratorv (Armstrong, 1930b) told
merbers of the Registered Nurses Association of Ontario (RNAO) :

\

We have a fine group of nurses to work with but
the general organisation principle by which they
are employed in the hospital is wrong. Working
towards efficient service of the graduate nurse
in the hospital, the first feature seems to be a

tion held responsible for the efficiency of the
service....Under such a general arrangement it
would be quite an easy matter for the hospital to
'spread the service of the group-nurse over two,
.and possibly three; patients. (p. 348)

4

Of those surveyed across Canada, most nurses professed no strong views

the Nursing Survey indicated the practical value of group nursing in
hospitals, and she emphasized that nurses must make an "honest,
cooperative attempt" to solve the problems of their profession (p. 124).



Despite the increasing popularity of hospitalization, most
care of patients took place in the hame (Agnew, 1930b). In 1926, 17.8%
of births took place in hospitals, and by 1930 the percentage had only
risen to 26.6 (Urquhart & Buckley, 1965). According to physician
estimates contained in the Nursing Survey, more than 60% of cases of
average acute illness were nursed by untrained "nurses", maids, or
family members (Weir, 1932). Hourly nursing offered a solution to
sane of the economic problems for the middle incame group. This
system offered a patient the services of a graduate nurse who would
visit the home, provide the amount of care necessary, advise a member
of the household about care, and charge for the amount of time spent
in the hame before going on to the next case (Cameron, 1927; Moag,
1929). Registries in Toronto and Montreal began to offer hourly
‘services on a small scale early in the uﬂenties (Cameron, 19‘22; CANE,
1924), but the services had not expanded to the same extent in Canada
as they had in the United States (Moag, 1929). Registries offering
these services reported few requests by pl_iysicians or the public for
hourly nursing, but MacIntosh (1930) attributed the low demand to lack
of publitity on the part of registries, and poor organization. She
thought that perhaps it would not be unethical to advertise such/\
services, as there seenedy\to be a public need for them. )

In 1929, private duty nurses attending the Congress of the
International Council of Nurses (ICN) in Montreal discussed the need
for collective efforts to establiéh nursing as a cammmity service.
Ideally, such a service would be regulated by new legislation designed

to ensure quality and protect the public. (Private duty section, 1929).
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Nurses at this conference asserted that individualism must give way to
collective action if the public interest was to be served. Moag (1929),
a VN superintendent, considered the organization of hourly nursing
services in Canada to be the moral duty of nurses:

Is it not our responsibility as nurses to provide,

so far as in our power, ‘satisfactory nursing care:

and if we fail in our duty are we not liable to be

censored [sic] as a group, because we are not

meeting the nursing needs of our people? (p. 141)

Private duty nurses registered greater support for hourly nursing
services than for group nursing (Weir, 1932) » but it would seem that
the logistics involved in organizing such a service plus the inertia
of members of the registries, prevented any large-scale development -
of this system during the decade.

The literature would indicate that most private duty nurses
focused more on their oéligations to patients who engaged their
services than on their obligations to society (Kay, 1926; Keeping fit,
1926; McIntyre, 1925). They had been trained to serve individuals,
not to organize services, and omms of service were quite foreign
to their idea of duate practice. Same expressed quite a pessimistic
attitude to'the middle income problem (Jamieson, 1928). Others
expressed optimism about new hd.lrly and group nursing services, and
they urged nurses to engaée in collective and wnified effort '(p’ri%ate
duty section, 1929). MacIntosh (1930) affirmed that "for the future
we have faith in the further growth of the principle of our organiza-
tion for higher and better service" (p. 357). | 1

f -
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The Spiri't of Nursing

# The spirit of nursing was a term associated with the "art" of
nursing and the ethical aspects of professianal practice ((St:ewart, 1918).
The spirit denoted the human concern that the nurse demonstrated and
the ethical principles that guided her conduct in the practice of her
profession. Christian love of one's neighbour and humanitarian ideals
were to be manifested in the nurse-patient relationship (Aiken’s,‘1925;
Potts, 1921). Such a spirit directed the art and science camponents
of nursmg and inspired the nurse in her efforts to pramote the total
welfare of the patient (Stewart, 1926). During the twenties, concerns
were expressed that the traditional spirit of nursing was being
weakened by changes in societal values, nursing educatiaon and methods

of caring for the sick.

Most nursing leaders hoped to raise educational standards by

-

offering students programmes that had more hours of theoretical content
in medical science as well as courses in psychology and sociology
(Gibbon & Mathewsan, 1947). Given the traditional emphasis on the
mental as well as the physical aspects of nursing care and the develop—
ment of public health nursing, such curriculum changes"were considered
to pramote a higher standard of nursing service for society (iart':vm,
1924). Graduate nurses also sought courses to keep_them up to date
with developments in these fields, and they generally agreed that such
information was necessary in modern practicg (Gaskeil, 1922; Weir, -

1932).



N

Same considered greater scientific knowledge unnecessary for
nurses and impliéd f.hat such changes were more in the interests of the
nursing profession than in the interests of society (Hospital Aésocia—
tion, 1922). The Rockefeller Eoundatlon had sponsored an investigaﬁion
of American nursigg educdtion, and the study camittee's recamendation
to upgrade curriculum content was rejected by a British physician:

As a curriculum for a woman doctor it is madequaté,
~ for a nurse it is excessive and superfluwous. The
Camutteeappearstolodcuponanurseasarv*rson?
_to be trained to became a sort of doctor's
assistant. This is not her function. Her duty is
to carry out aocurately the instructions of the
doctor as to the nursing of the patient. (Eason, ’
1925, p. 82)
He seemed to agree with Dr. Haywood (1922) who had warned nursing - ’
educators "ig.p guard against our currit:ulgn becaning too much theory
and too little practice" (p. 73).
'Ihe CNA president, Jean Browne (1925), wrote a respanse to
a
Dr. Eason's critique of the Rockefeller Report and described the
Canadian medical and nursing epinion as one halfway between that of

the Amencan report and the British physician. She objected to the

L

4 'lbckefeller Report on the grounds that 1t failed to acknowledge the

presenceandimportanceoftheservice ideal in nursing. Brwnealso ?
cbjected to Dr. Eason's interpretation of the role and requisite

qualities of the nurse:

Itwouldaiapearthathlsldeaoﬁanurse is a

Ny ttnroughly trained autamaton whose only lode-star
is obedience. It is a characteristic feature of
the modern young weman in this country. . . if
~ she chooses nursing as her: profession, she does

—
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not see any neeessity for suspending her processes

of thought . . . Be very sure that this young

waman does not consider that she is working for

the doctor. She has very definite ideas that R

she is working for sick people. She is endeavoring

to give to the physician intelligent co—operatlon

rather than blind obedlenoe (p. 83)

There seemed to be same fear that scientific knowledge would
interfere with the traditional humanistic approach in nursing and build
a barrier between nurses and patients. Nurses were reminded of their
traditionally close relationship with families and individuals in
times of illness (Carter, 1921; Eberts, 1925). Johns (1921) reported
that critics of nursing believed that higher education made nurses
urwilling to do the ordinary duties required in the care of patients.
Dr. Craig (1923) noted the development of nursing specialties and that
increasingly, "the nurse has been delving into the field of science
until the tem 'nure’ no longer holds its old-time meaning, applying

to one who has to do directly with the care of the sick" (p. 657).

;%ile Dr. Carter (1921) -supported the changes in nursing education and

the trauu_ng of specialists through higher education, he did not fore-

see the private duty nurse ever being replaced at the bedside. Private

‘duty nurses would always have for their task "the mterpretatlon to

. the people of the true spirit of the nursing profession" (p. 149).

Nursing leaders stressed the mlportance of the spirit of
nursing and were aware of the criticism that the newer graduates did

not campare well with earlier graduates (Haywood, 1922) . At the 1923

_convention of the American Medical Association, the CNATN President,

stated:
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"

While our efforts in Canada have been directed to
giving the student nurse a more scientific training
than used to be thought possible, the superintendents
of our training schools have been vigilant in safe-
guarding the art of nursing. We don't want our
Canadian nurses to lose that essential quality of
devotion to the interests of the patient. (Brown,
1924, p. 783)
Private duty nurses also emphasized the importance of teaching the
spirit of nursing as most complaints about graduates involved: character
rather than skill. According to Jamieson (1928):

' Very often the problems are largely a matter of

ethics rather than skill or good nursing technique.

So look to schools to study the whole question of

ethics, and instill in students that they must

realize their responsibilities in peérsonal

obligation. (p. 196)

Although nursing educators and priVate duty nurses agreed on .
the need for nurses to learn their duty of devotion to the patient, the
methods of ..instilling ethical teachings and of pramoting ethical conduct
were disputed. 'I‘radit;ionalists emphasized the importance of obedience
to rules and strict discipline in the formation of moral habits (Aikens,
1925). Those who thought harsh discipline inhibited the initiative
necessary in nursing stressed the value of ethical discussions and
student government in nursing schools (Sidelights upon professional,
1926; Talley, 1929).

Most nurses agreed that students should be carefully selected
for nursing on the basm of character, that ethical teachmgs should
begin early in the probatlonaxy ‘period, and that teachings should be
cont.mued during the three year course (Aikens, 1925; Potts, 1921;

'ralljyl929) . There was less agreement on other methods of fostering
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the spirit of nursing and pramoting ethical conduct in nursing. Fraser

(1925) represénbed the modern view:

If we ocould throw greater emphasis on respecting
the sensibilities of the patient, on the giving
of expert scientific care with better cheer, .
could we gather our courage to fling same of our
vaunted professional etiquette to the winds?

- Might we even stand aside and let the shades of
the old military discipline pass? (p. 641)

Throughout the country there were superintendents of nurses
who believed that the best way to ensure ethical practice was to
protect students fram outside influencés, maintain strict discipl;ne,_
“and emphasize loyalty and cbedience dugipg hospital training. Accor-

ding to Wakeling (1930):
*) !

The success of the training school depends largely
upon the personal interview with the applicant and
the acceptance of students not living in the city,
or in the immediate vicinity of the hospital. The
ignoring of this factor frequently gives rise to

. disturbance between the families of the pupil:

- nurses and is liable to upset the morale of the
t.raJ.n:Lng scbool (p. 25)

~ An ex-governor of a hospital boa.rd wrote that ignoring the
practice of' accepting only young wanen fram outsige the hospital
locale had beax one of the "root causes" of an unprofessicnal walk-out
-by students at a hospltal in Guelph (As an ex-Governor, 1928, p. 178)

According to the local newspaper account, the students had walked out

(leaving minimum student staffing) in support of colleagues who

A\



(Cashman, 1966).

Nursing leaders fram around the world discussed "profession-
al ethics" at the 1925 Congres;s of the International Council of Nurses.
They presented a mixture of traditional and modern opinians on the
ethics of nursing and the teaching of ethics (Sidelights, 1926).

'

Following a round table discussion, members concluded:

The young generation cannot and will not submit to
authority. - Young people prefer to gain wisdam by
personal experience and to use their own judgement .
It is for us to set a good example and to help them
to arrive at the highest solution. (p. 28)

These nurses seemed to agree with Brown (1924) that an ethical spirit

- in nursing could be pramoted, but that educators could not change the

chéi'acter of a student. According to Brown, any decrease in the
humani tarian ideals of the modern nurse was a reflection of a similar
decrease in society as a whole.

: | &
Nursing Practice :

, Although nurses professed a belief in thg importance of the
e’thiéal aspects of nursing as _.well as ﬂxe.knwledge and skill campo-
nents, graduate nurses were most often criticized for ethical failures,
and many critics noted a decline in the spirit of the profession.
Nurses were said to be "high-handed" (Perry, 1929) angarather than

 being helpful, they needed "waiting on" (Humbly, 1921). Laywomen

told nurses that most of the camplaints about private duty nurses (
involved thé attitude, efficienc;}, and econamy of ' the nurse in the
private hame. McWilliams (1921) reported that same nu:éLe_s/had a "too
professional® air and lacked a tactful approach. It was almost a maxim
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that "a maid walked out when a nﬁme walked in" (Johns, 1921). Plumptre
(1930) called for cooperation between the nurse and members of‘ the
public over issues such as damestic chores and meal hours.
These matters were tradit:-nally governed by nursing ethics

‘and discussed by authors ¢ :thice '.xks for mirses (Aikens, 1926;
Robb, 1916). Nurses had genera..iy been t- gnt to use their judgement
about taking on household duties in thc hame. If housework wés in the
best interests of the patient, the nurse should do it willingly

(e Nuliy Fraser, 1925). However, the nurse was trained and hired
' fér professional abilities and therefore, in wealthi’e/r hames, éhe
should not feel obligated to do daneétic chores when help could be
hired for these purposes (éarruthers, 1927; Robb, 1916). Nurses were
to be kind, tactful and adaptable. If they could not "fit in" to a
hare, theywere to resign fram the case if they could arrange for a
replacement (Kay, 1926). ‘

/ ~~ Members of the CNATN (1922) discussed criticism of the
private duty nurse and the private duty section decided to establish
a camittee to investigate camplaints. At the 1924 convention of the
CNA, the conve;nr reported that the camnittee had been inactive. It
wouldseent]ﬁtmostnurseﬁ dldnotcms:Lderxmethlcal conduct to be a
major prablem. Although Catton (1921) had proposed that a "Code of
Nursing Ethics and Etiquette” for Canadian nurses be prepared and
adopted' by the CNATN, the matter was not pursued Carruthers (1927)
and Jamieson (1928), both private nurses, agreed that same camplaints
were justified but that same membe.rs.‘of the public had unrealistic

.expectations of nurses. In Jamieson's opinion, private duty nurses
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did not receive more criticism than other nurses when one considered
that they were members of the largest group of nurses

Private duty practice was changing during the twenties as the
percentage of hospital cases increased. Developments in medicine had
also brought about changes in hospitals. If Canadians were to benef_it
fn:m‘ the advances made in medical and social science, organizations
and institutions would have to develop efficient methods of providing
services to citizens. The model for modern efficiency was to be found
in the world of business (Haywr i, 1921). Frederick Winslow Taylor's
principles of scientific man~ ~- .. were used in industry during the
1920's (Khandwalla, 1977), and such principles were deemed applicable
to the provision of hgalth and sickness services. It was thought that
efficiency would ‘be pramoted .through standardized procedures and
equipment, effective supervision, and appropriate use of workers
' carefully selected and trained for their jobs (Agnew, 1930a; Armstrong,
1930b; Brown, 1927). Amid the:enthusiasm for scientific medicine and
scientific management, scme warnings were sounded about overemphasis
on technlque and science to the exclusion of "hunanity" in nursing
care, seen as constititing the true spirit of the profession.

The principles of scientific management used in modern
industry began to be applied to nursing services in hospitals, and the
subject was discussed at the 1927 Interim Conference‘of the ICN
(Brown, 1927; Birkner, 1927). Smellie (1928) from Canada and Clayton
(1927) from the United States discussed the advantages of standardiza-
tion, but they cautioned against rigidity with respect to techniques
and routines. Clayﬁgq stated that Taylor's main cbjective had been to

4



bring about "the greatest well being for all concerned," and told
her audience:

Standardization must not be used when it interferes

with the best interests of the patient, either

physically, mentally or spiritually, nor must it

be used when by so doing it interferes with

the well-being of the nurse. (p. 52)

The spirit of nursing was seen as samehow dependent on the
closeness of the nurse-patient relationship, and even administrators
of hospitals viewed such reiatidnships as important ones. The
superintendent of the Kingston General Hospital (Amstrong, 1930a)
told nurses that as they were clc;sest to the patient in a hospital,
"they must convey human concern and avoid "appearihg to the patient
that we are creatures of an inflexible routine" (p. 60). Fraser (1925)
.expressed oconcern that nursifmg car;g!i in hospitals might became very
impersonal ar_'id centered on efficient routine rather than patients.
She advised supervisors about the importance of guiding nurses in the

proper spirit of nursing: e

Can she be helped to the consciousness that our

first duty to the patient is to make common cause

with his essential humanness; that the congideration

of his mental welfare and camfort is as important

as his physical tment? (p. 641)

New tests, tasks, and procedures delegated to nursés were
partly due to advances in medical science and partly due to new
standards of record-keeping (Dobbie, 1926; Ellis, 1927b): Many nurses
were aware of the criticism that patients did not receive the attention

and servioe_formerly provided by nurses in hospitals (Ellis, 1926;
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Reed, 1927). ' For both theé student and graduate, "the demands made upon -
her time and attention other than in affording actual nursing care to

its have increased” (Ellis, 1926, p. 633). One nurse

(sharpe, 1927) argued that more staff should be hired as demands on
nursesincreased. In her opinian, t.hei.}poor qual'ity of education and
the accampanying shortage of staff were responsible for any decline
in the nurse's spirit of service.

- Private duty nurses éxpressed a sense of pride in their
professional knowledge and the recent establishment of the profession
"on a scientific basis" (MacIntosh, 1930, p. 354). They continued to
affim a belief in the service motive and did not consider scientific
education to be incampatible with devotion to the patient (vay, 1926).
The disciplines of psychology and sociology offered kno» ede: about
human felationships (Fraser, 1925) that would be valuable to nurses in
their wdrk with patients and families. Knowledge of self and a "deeper
understandlng of life based upon psychology" were appllcable to ethics
(Sidelights, 1926, p. 27). The dlst.mctlcn between the science and
art of nursing seered to became less clear during the decade. Early
textbocks on nursing ethics such as Robb's (1916) included information’
on "the art ;f conversation" and nuxse-p;atient relationships. Similar
topics in newer curritula were included in courses on psychology and
sociology (Fraser, 1925). What one generation «msidered "tact,"
another generation considered the application ot psychological
principlés. Bmpirical knowledge of human iife was added to moral
knowledge, and both guided the nurse in her relat.l.onshlps with patients.

Attentlmmllmvbeduectedtothecaweﬁtsandcmtexts |

of nursing ethics in the 1970's. i y

< ’ “



CHAPTER III

. NURSING ETHICS: THE SEVENTIES

h-4
The first section of this chapter contains background
information ‘on nursing practice, nursing ethics, and related social
factors of the late 1960's and early 1970's. As in Chapter II, the

major ethical themes of the decade are then delineated.

Nursing Ethics and Practice: 1970

In 1970, more than éO% of working nurses were employed by
hospitals or other institutions, and the majority of these nurses
worked as general duty staff nurses (CNA, 1971). Althouwgh not all
nurses were members of a wnion, collective ba.xga.lnulg activity had
increased con: deraoly during t‘ sixties (Murray, 1970). Most
registered nurses .n Canada were graduates of a 'three-yea"r hospitai
programme, but increasing _m.mbérs of students were enrolling in
camm:xity colle?e programmes, basic baccalaureate and post-basic
baccalaureate nursing programmes (CNA, 1971). Such trends were
oonsistent with the recommendations of the 1964 Royal Comissicn on
Health Services and the Cansdian Nurses Association (Kergin, 1969).

In 1954, the ONA adopted the International Code of Nursing

Ethics (hereafter called the ICN Code) that had been developed the

previous year by the International Council of Nurses (ICN). This

code was slightly revised in 1965, and it would seem that most nursing
students in Canada were introduced to the tenets of the ICN Code
during class discussions of ethical cbligations in nursing (Laycock,
1964). Students.in nursing schools operated by Raman Catholic orders
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were also taught the Moral Code that quided the operation of Catholic
hospitals (Godin & O'Hanley, 1959).

, Nursing was considered a "service to mankind" organized to
meet the needs of people, sick or well (Code,. 1965). Changes in the
nursing role were to be based on an assessment of the health needs of
the Canadian public (Clxart;axneau, 1966) . Although "preservation of
life™ was an acknowledged principle in nursing (Code}, the obiigation
to pm;m‘te health was increasingly emphasized by national leaders in
nursing and in government (Munro, 1969; Mussallem, 1968) as they began
to discuss the future of nursing more frequently in terms of cammunity

services than hospital services. The 1969 Task Force Reports on the

Cost: of Health Services in Canada (hereafter called the Task Force

Report) recommended the development of commmity health care services
‘as-alternatives to costly imhospital care (Department of National
Health and Welfare (DNHW), 1969).

The nurse‘s aobligation to the patient in her care was
considered to be primary (Peliey, 1964), and the nurse was to give
care that was "unrestricted by considerations of natianality, race,
creed, colour, politics or social status" (Code, p. 38). Nurses
" valued and derived satisfaction from the "human" aspects of their
role. Murray (1970) noted that nurses were neluctant to add on or
delegate duties that would reduce thelr contact with patients and
that they cons:.dered "direct care" rather than "direct cure" act1v1t1$
tobethe:.rmlquecmtnbutlmtohealthcare

During the late 1960 s and early 1970's, health professidm—-
als were acutely aware of criticiams about Canadian health care
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services (Health Resources Directorate, 1970; National Conference on,
1973). The demands for changes in the health care system were
attributed not anly to rising costs, but also to rising Mtim
about medical science, growth of the consumer movement, increasing |
public sophistication, and changing social values (Blishen, 1970;
Maloney, 1970). One of the major criticisms was that patients were
treated in an impersonal manner and given "assembly-line" treatment.
The ICN Code affirmed that "the nurse believes in the essential
freedams of mankind" (p. 38). As a personal service to humans, nursing
required a rm—dlscrnmnatmg attitude, a pataoent-centered approach
to care, andconductres;aectfulofthedlgmtyandworthofthe
individual (Rogers & Ballantyne, 1963). By the late 1960's, many
nurses were' expressing concern about the "dehunanizing" ?spects of
hospitalization (McMurtry, 1968; Munro, 1969). |

Nurses were obllgated to provide a high quality of care,
and to ma.mtaln high standards of knowledge and skill throughout
their nurs:.ng career (Code). Charbonneau (1966) wrote:

Nurses oonsicierthequa.'l;tyofthen.rworktobeof

paramount importance. Both individually and through

their professional associations, they strive to

establish and maintain high~quality services that

assure protectiand security to society. (p. 9)
During the late 1960's and early 1970's, examination of the Canadian
health care system led to many proposals for changes 1n the nursing
_pmfession. These changes were considered to be »neoessaxy if the
profession was to keep pace with develo;ments in health care, pr0v1de -
ahlghqualltyofnursmgcam, andneettheneeds ofCanadlans
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Increasingly, it was gpowht that nurses could and should be pre-
pared to function in an "expanded role" as specialists in acute care
facilities (Coambs, 1970) and as nurse practitioners in primary care
settings (Mussallem, 1977).

The ICN Code specified the nurse's cbligations to physicians.
The nurse was to "carry out the physician's orders intelligently and
ioyally and to refuse to participate in unethical procedures," and to
“sustéin confidence in the physician and othér merbers of the health
team," but aiert authorities to incompetent or unethical practice
(p. 38). Towards the end of the 1960's, nurses in Canada preferred
to refer to the.if‘obligations to physiciaﬁs in terms of co-operation
and teamwork (Li.ndabl;xy, 1967; Wedgery, 1967). Ethically, nurses were
not to diagnose or prescribe except in cases of emergencyv (Code), but
as nurses north of the 60th parallel frequently substituted for
‘ physicians, same practices that would be causl\dered Unethlcal and
illegal in the south were sanctioned in the more isolated areas of
Canada (Gascoyne, 1967; Munro, 1969). As greater numbers of medical
prt?cpdureswerebejngdelegatedtonurs&inallareasofthedmmy '
legislative changes or mechanisms were considered necessary (ICEW
‘Congress report, 1969; Mmro, 1969).

In a departure fram the cbligatory nature of most Atex\rents,
- ane tenet of the ICN Code was: "The nurse is entitled toéust

remme.rati_m and accepts only such compensation as t:he/ontract,

actual or jmplied, provides.” Such a Statement probably reflected the
_ growth of organizations for collective bargaining in mursing. Macleod
(1966) noted that nurses were becoming less reluctant to accept current



salary lewvels:

he Prevalent in society today is a great concern for
the welfare of the worker. Influenced by this trend,
_nurses feel strongly that they, too, have a right to

tter salaries, better hours, better conditions of
rk. But as a profession we have been inhibited
by a quilty feeling that pressing for our‘rights,
samehow conflicts with the professional ethic of
"putting the patient first." “(p. 20)
By the late 1960's, several groups of Canadian nurses had resorted to
strike action fOHGwing unsuccessful negotiations (Lindabury, 1968).
There still seemed to be a reductance to use st:n.ke action; same -
baxgammggmxpsdeclazedthatﬂ’xeymﬂdmtxesort to that tactic
(Controversy, 1967). A 1946 no-strike resolution by CNA members was
still in effect during the late 1960's, but increasing numbers of
riurses considered the "wn.thdrawa.l of services" threat a necessary one.
According to Lindabury (1968), withdrawal posed a dilemma as "there
is not a nurse in Canada who wishes to be put in the unenviable
" position of having to resort to strike action" (p. 29).
Person—-Centred Nursing Care

: Ed
Nurses had considered themselves unique among health

professionals in that their traditional focus was the "whole person”
as an individual, rather than a Limited interest in he disease
caxht.lm or physical status (M.lrray 1970;" mssallan, 1968) 'Ihere- '
fore, public catplamts abourt mpersonal care, &spec:.ally m hospltals
alarmed many members of the profession. An ex-patlent (Rose, 1970)
cmpla.med that *hospital nurses seem content to deal with patients

as physical beings" (p. 32), and unlike public health nurses, they

N



failed to provide patients with information and psychological support.

In 1970, an a_fticle én the topic of individualized care was

i:hblished in the Canadian Nurse. Poole, a federal nursing consultant,

challenged hospital nurses to improve their care by examining practices
t;hat were not based on patient needs. She c’ritici’zed nursihg care that
was all too often organized around hospital toutine, based an ritual
and tradltlon rather than scientific knowledge, and gquided by(‘varchaic .
hospjtal policies rather than nursing judgement. DuMouchel (1970)
directedv her comrents to nursing administrators and advocated the
reorganization of hospiota; nursmg services to meet patient rather

than personnel needs. ) : ,

1 Consumer representatives and govermment reports confirfred

- for nurses that patients wanted the profession to retain the‘ "Lmique

focus" of m;rsmg The nurse's Professional knowledge and skill
should be directed to meeting the needs of the individual patient
(DNEHW, 1969) . Patients wanted the feeling of knowing "their nurse"

(Murray, 1970), and they cbjected to being treated as clinical cases

or disease entities (Frayne, 1973). Speaking on behalf of patients,

Dutrisac (1973) told a group of nurses:

1

'mepatientwantstobecmisideredasawl'nlepersm
with unique personal problems, reactions, tempemrments,
habits ofth:mkmgandactlng .... Deprived of his
abilities, he experiences anxiety because he has to
rely entirely on the nursing team. It is the nurse
that he sees most often; in order to retain his
sa'xseofpersonalldentltyheneedshercanfortand

sympathy. (p- 23)

The expectatlons of patients seemed clear.




In order to refocus on patient needs, many members of the

profession adopted what has been termed the "nursing process" or a

"prd:lém—solving' approach” to nursing care. The nursing process, a

systematic method of assessing, planniné, implementing, and evaluating.

decade it seemed to develop as the acknowledged method of nursing.

Student nurses were taught this approach to care (Geach, 1974), and
the patient-centered focus was encoui*aged in graduate practide as maty |

hospitals introduced nursing care plans and problem-oriented charting

methods (Howard & Jessop, 1973; Silverthorn, 1979). Professional

organizations encouraged such deve_loptents' by offering regidnal

workshops on the nursing process (Registered Nurses Association of

British Colurbia (RNABC), 1973) and organizing new standards of

practice in terms of this method of nursing (College of Nurses of

Ontario (CON), 1976; Alberta Association of Registered Nurses (ARARN) ,

1978). = - RS

Camplaints about depersonalized care in hospitals did not
disappear during the 1970's (Maclellan, 1976; Marcuys, 1975) and oft'gn '

the complaints were lodged by nurses. One nurse (Guth..:. 1973)

related her unpleasant expenence as a patient undergoing cardiac

surgery. She attributed the problem of depersonalization, in part, to

understaffing:

A heart unit should not exist if there is not enough
money to staff it properly. There is so much more
to nursing than running machines and passing out
pills. An overworked nurse is not blessed with the
quality of mercy, and her strain affects the patient.
(p. 33) A

~ care for an individual patient, was not new in 1970, but during the

S
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Same nurses agreed that the workload of the staff nurse led to imper—
sonal care that was lmuted to the basicés;entials of safety and
prescribed treatment. I‘Jnderstaffing was said to be acute during perids
of nursing shortages (Murray, 1970) and govemmnt austgx"ity programmes
(Miller, 1977).

Not all nurses believed that staffing was the major factor in
camplaints about nursing care. Nurses wrote letters to the Canadian
Nurse during the decade expressing alarm about the lack of human caring
iI; nursing (Greenland, 1973). Same Canadian nurses began to examine
"values" in nursing, and wcndr;red 1f depersonalized care was the result
of a modern emphasis on "cure" rather than "care" (Jenny, 1972) or if
human values were being lost in an enviromment that increasingly
highlighted scientific progress and technological innovation. An
American nursing professor told nurées at tth 1973 convention of the
Regisf:ered Nurses Asso\ciation of Ontario: .

_ .

‘ —
> The most sophisticated technology, the most esoteric

science avail us nothing if, in using them, we fail. %.

to use the spirit ... of our very Jmperfect humanity.

(RNRO told, 1973, p. 10)

. Among those who believed that depersonalized care stemmed
franconfusedvaltm, manycons:Lderednursmgeducatlontobeat .
fault. Changes in nursmg education were either advocated or deplored e
depending on ane's v:Lewpomt. One nurse (RN, Ontario, 1973) believed
that the traditional service of orientation was being threatened by
changes in the educational system: "In the transition of mn;sing
education from hospitals to colleges, there has been decreasing concern

TN .
for. the patient” (p. 5). Schumacher (1973) proposed that-nursing
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curricula be based on "persorx—centenedq 1s" of nur51ng rather than

the traditional "medical model" that f

on nursing models developed by faculty (Skelton, 1977), or on ane ofv
the newer conceptual . frameworks developed by American nursing educators
(Reidy, 1975). A nursing model was believed to better prepare students
to meet the nursing needs of patients and to xﬂore accurately reflect

the beliefs and values of the nursing profession. Reilly (1979) o

(Q
advocated the explicit teaching of values in the curriculum. She
stressed the importance of values relating to huthn rights in nursing

L P

practice -and suggested that a past emphasis on science had focused
attention almost exclusively on value-free "facts."

Respect for the values and beliefs of the patient and

. T .

maintaining a non—judgenenﬁal attitude were encouraged. According to
ane physician (Dennison, 1972), health workers and hospitals were

notorious for their judgemental treatment of drug addicts, alcoholics, 3

or anyone who held values that differed\“.frcm those of the middle class.

Nurses who worked "on the street" with transiei.- youtia descr:.bed this
tendancy, and they also emphasized the cbligation to respect the -
values of others (Ruiterman & Biette, 1973). In sum, the theme emerged

that one's own values and beliefs were not to interfere with the

provision of professional care. This concern about personal and

professional values was not confined toACanada. Bergman (1973) reported

that the, International Code of Nursing. Ethics had been x?ev:.sed 1n

_ response to complaints by student and graduate nurS&s. According to




Their statements imply that they are not ready to
accept a code of ethics which protects doctors and
& nurses at the expenfe of the patient ....:They
refuse to follow established custams or official
policies which are out of tune with the times and

t}?eir philosophy. (p. 140)
The revised Intermational Code, changed in format and in substance,
was adopted by QMA (ICN, 1973). Changes included an explicit state-
ment on the primacy of the nurse's responsibility to the patient, the
obligation to respect the "beliefs, values, and custams of the
individual" (p. 9), and deletion of specific reference to physicians.
To all health workers, the nurse owed co-operative effort. The one
remaining reference to personal conduct now carried the modifier, |
"when acting in a professional éapacity." Respect for life and the

dignity and rights of man remained basic principles of the revmed

The Concept of Caring

The word care, as in nursing care, had always béen used by
nurses, but during the seventies, this word seemed to take on special

meaning. The words care or caring formed part of the title of several

nursing conferences during the decade, and were used to denote key
conference themes (A call to, 1970; Motto for year, 1979; Nurses'
function should, 1971; RNAO delegates examine, .1976).1 Although not-
clearly defined by all who used the word, caring seemed to signify a
humanistic phJ.losophy 6f nursing, and the term conveyed a omcern for
the. individual f:emon, camitment to the welfare of the patient,

“ empathy and sensidﬁty to the patient'é erotlonal state, human -

calpassioh, and a respect for human worth and dignity. As expressed

50



51

by various nurses, caring was a capacity (Poole, 1973), 'an attitude

(Christo, 1979); a quality in nursing (Flaherty, 1977), and a natural
human q_uality (Roach, 1975). The new sense of caring meant caring
"about" not just caring "for" patients (Besel, 1973). Educators
emphasized the importance of nurturing caring attitudes m nursing
students (DuGas, 1973; Mesolella, 1974).

Caring was described most frequently .in relation to those‘

patients wh§ seemed most vulnerable to dehumanization, those most.

avoided by others, and those seemingly rejected by soceity. Kubler-

Ross's 1969 book, On Death and Dying, had sensitized the nursing
profession to the isolating treatment given to termminally-ill patients.
Such patients seemed to epitamize the need of individuals for per-
sonalized, human care. McElroy (1975) described nursing care for

infants who were untreated and "allowed to die":

You cannot hope to save an incurable child with lowve
and comfort, but you can soothe his fear, reach out
and touch his loneliness for a little while. This
child is not just an incurable disease or another
untreated meningocele or mongoloid with a bowel
obstruction. He is still just a baby, with the
same needs as all babies. He is still a human being
and he deserves to die with respect and dignity.

(p. 30) . a

McElroy insisted that the untreated infant was not to be subjected to
painful tests, nor‘.wa.s.tﬂ'xe infant to be isolated in an incuba.tor'away
fram the mainstream of nursing activity. |

It became increasingly acknowledged that certain groups of
patients were l;Ucely to be awoided, forgotten, or dehumanized if

nurses found care of these patients frustrating, if nurses lacked the
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knowledge and skill necessary to care for these patients, and if nurses
only valued those who seemed likely to recover, improve, or behave
normally. Nurses who seemed to view depersonalized care as a conse-
quence of insufficient nursing knowledge wrote articles that sensitized
nurses to the meeds of special patients and the importance of increa-
sing their knowledge about the care of such patients. Articles on
special.gmups’of patients included nursing care ‘of thé elderly (McIver,
1978), retarded children (Peer, 1979), psychotic patients (Berezowsky,
1977), énd Canadian natives (Steiman, 1978).

Same nurses seemed to imply that failure to demonstrate

caring stemmed not so much fram lack of knowledge, but from a lack of

 same quality ih the nurse. A student nurse deplored the treatment of

chronically-ill patients that she had cbserved: , :

As a student nurse I understand that I still
have years in front of me to really learn how
to cope with patients in every situation. But
surely love is not learned; it is innate.

(Camolinos, 1979, p. 34)

Poole (1973) predicted that in the future, the capacity to care would
be measurable, and that applicants to nursihg schools would be screened
for such a capacity. Christo (1979) urged/nurses to "take a good long
lock at yourself" to see if they approached nursing "ir} a campassionate
humanistic manner" (p. 7). Same nurses expressed guilt about deper-
sonalized care and their failure to act in a caring manner. An
intensive care nurse (Sklar-Mathie, 1978) ‘described a period in her
career during which she gave competent physical care, but uninvolved
care: "And there it was. I no laonger cared:"about the person and his

e 8}
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feelings, just his condition and the expected out;ane" (p. 34).
Disturbed about her own attitude, she re—e.xarm_ned her values and
eventua%ly reooafinred for herself that "people" were the focus of
her nursing care.

Caring to same nurses was the ability to’enpathize_with‘ |
others, the courage to share experiences, and the willingness to
became involved w1th the problems e.xperlenced by patients. 1In this
© sense, carmg was related to psychologlcal support, 'commmnication
skills, and "therapeutic use of self" (Alberta Advanced Education and
Manpower, 1975; Birrell, 1976). ‘Willetts-Schroeder (1979) described
her experience with a dying patient and noted:

My feeling of exhaustion made me‘ aware too that "

caring involves a kind of budgeting of inner

resources, just as one would do with time or

money. If I find I am unable to meet sameone's

needs then I must find sameone else who can,

or help the person to help himself. (p. 40)

Durlng the seventies, several individuals advocated support
systems for nurses who were begimning practice or working in stress-
ful areas. Kramer (1974) had investigated the phenamenon called
"reality shock” in ntlrsing in the United States and had described
the conflict new graduates experienced when their ideals clashed with
the realities of the working world. Canadian graduates seemed to “
agree: "No cne has told us it is physically impossible to do what.
we are taught and feel is our responsibility to do, and ‘at the same
time please our supervisor and keep our jab" (Harper, 1976, p. 31).

The s;tressful envirmment of acute care and other special
hospital units led some researchers to emphasize the need for scmeC

A
‘ -

L 38

<

oy
¥ W
[ P

e ———— .




~

Pl

Ui

\

.s\ystem of support for nurses working in such areas (Freebury, 1972;
Vachon, 1976). The tendancy to give impersonal care and to detach
oneself fram involvement with patients was desc‘:ribed as a oommon
defense in times of stress. At least one unit for the care of
terminally-ill patients’in Canada adobted methods of émviding support
to their pemml (O'Neill', 1978) .‘

'Same nurses believed that more was expected from nurses in

hospitals than the average workload would ever permit. They knew
that they became "hardened" over a period of years and that they were
failing to live up to the ideal of caring. Jack (1979) wrote:

Nurses are expected to be both caring and technically
campetent and yet they are persistently obstructed
in these aims. The staff nurse usually has a patient
assigrment of such size that to give basic physical
- care requires the full shift .... An individual -
really in need of special attention to his emotional
state often becames a sburce of friustration, guilt,
and ultimately, anger. (p. 34)

‘Jack believed that most nurses treated patients w1th respect and gave
reasonable care, but that ”although the literature spuJ:s them on”

(p. 35) /they could not involve themselves with most patients. Same

\/éurses reported tﬁat insuffic'rent time to meet patient needs, workloads - -

and staff shorbagm and fn:strat_mg job routln&s led them to quit
nursmgortobecanemone "controlled” mthelrmaxmerovert:me
A (Allan, 1979). Several expressed concern over changes in their .
capac1ty to be caring and campassionate.
Although not everyone agreed on jor caué&s of .
depersonalized care, .nurses did consider such to be a violation
of the adbligation to respect the worth and dignity of the individual.
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The concept of caring and’the problem~solving approach to nursing
seemed tO be the two ideas or approaches most widely emphasized by
'nurses as couriters to der;ersonalized care. Nurses using the nursing
process would focus on patients, not tasks. This method of nursing
care was cmsietent with the traditional belief that nursing was a ‘\
service concemed with more than the patient's physical eon‘diticn.
The. concept of caring seemed to signify the ethos, motive, or intent
of nurses, -and the widespread use of the word would indicate that -

the concept was central to nursing ideology.

Patient Rights

Interest J_n the rights of 1nd1v1duals in society was not new .
in Canada by the sevent:a.&s, but growth of the consumer movement
‘together with increased public financing and costs of health care
focused attmtiann on the rights of the individual in relation to =
health services (Storch, 1977). Public confidence J.n professionals
was. considered to be at an all-time low during the seventies, and |

provincial govemment reviews of statutes regulating pmfessmns were

X
cited as an indication of; lowered public esteem (Slayton & 'I‘reb lcock%

1 1978). The stormy mtr’ogu:tlm of medicare in Quebec in 1970 revealed
a distrust of the medical profession by scame members of the public.as |
a coalition of unions protested against the privildges intolérables

of physician; (Taylor, 1978). Frayne (1973) .told a conference of
nurses that public attitudes were changing: "Consumers will realize
health professionals (partlcularly physicians and surgeons) are not
tobeheldlnawe, asqodsatanelevatedshrme" (p. 19)
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In 1973, the American Hospital Association's Statement on a
Patient's ﬁili.of Rights was described in several American nursing
journals (Storch, 1977) and debated in the gopulaf press (Gaylin,
1973). In 1574, the Consumers' Association of Canada (CAC) published
a statement on Consumer Rights in Health Care (Consumer rights in,

' i ffecnf his health, and the right to equal access to
health card® gsuch publications underscored a past fallure by health
professionals to respect the most basic rights of patients.
If the first half of the decade was marked by an interest in
the fundamental rights of patients; the latter half of the decade was
charactgrized by‘concgm about the rights of particular groups of
patients, patient‘s in special circumstances, and situations in which
rights and obligations seemed unclear. Developments in the t:'ans—
plantation of human organs and genetic manipulation had mcreased § .,

interest J.n medical ethlcs in the late sixties and early seventies

(Ramséy, 1970; Siminovitch, 1973), but by mid-decade, dramatic events

such as the Karen-Anne Quinlan case had focused public attention on the T

ethical caxplexltles of same medical situations (Branscm, 1976).

‘Traditionally, health professionals had tumed_ to the law for answers

about their dquties; increasingly, they turned to moral philosophy. '

Rights of research subjects (Medical Research Council, 1978), dying |

patients (Suzuki, 1975), and the mentally handicapped (Greenland,

1975) were studied and debated. In Canada, éhilosophers, lawyers,
‘ .
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nurses, and physicians began meeting at conferences to discuss . |
bioethical issues (Papers and proceedings, 1975; Davis, Hoffmaster &
Shorten, 1977). During the seventies, bicethics institutes were
established in‘ various parts of the country (Katz, 1980), and a
federal Law Reform C&m\ission was appointed to investigate and

| r;carmend legislation on such issues as.éuthanasia'and the definition

of death (Baudouin, 1977).

Patient Autamy and Advocacy

The ICN Code contained statemerits emphasizing the fundamental
rights and freedams of individuals, respect for the dignity and worth -
of the individual, respect of the patient's right to privacy, campetent
care and protection from unethical or incompetent practitioners (Coge,
1965; ICN, 1973). Although the patient's right to information and to
autonamous decision-making would logically stem from the principles
embodied in rmrs:mg ocodes, such rights had not been delineated in the
past by nursing educators or practitionérs. The legendary nursj.ng
remark, "You'll have to ask your doctor," reflected the cammon belief
that mfonnatlar—glvmg was the physician's respowxsibiliiy, not the
nurse's. 'me dispensing of information was viewed by many as the

physician's privilege in accordance with the doctrine of the inviolable ’

doctor-patient relationship (Jenny, 1979).

During the sevmdé," nurses began to emphasize the patient
teaching aspect of their role; such content as teachjng-learning
principles was increasingly emphasized in curricula (Redman, 1976;

Jenny, 1978). Many articles described how hospital nurses developed

and/or partlupatei’zg.n new teaching programs  for patients with

»
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diabetes (Leahey, Logan & McArthur, 1975), cardiac conditions (Stockwell:
& Tada, 1976), and chronic lung disease (Pasch & Jamieson, 1975).

Information to patients about health habits and fitness was encouraged

by professional associations issuing policy statements on the role of

marses in health pramotion (CNA,‘1976; RNABC, 1977). ‘

The right of patients to participate in decisions abogt care
was emphasized by scme members of the profession, and "contractual
models” of care were described, particularly by nurses who worked in
psychiatric settings (Ujhely, 1973). Using swﬁ a nbdal, patients
and nurses together planned care and agreed on goals, methods, and the
responsmllltles of each party to the contract (Orovan, 1972; Macbhmnalgd,
1977) \ The notlon that patients were to be full partners with hea;th
pmfesmanals or menbers of the health team was consistent with several
of the theor:.es" or "oonoeptua? models" of nursing that had emerged
in the United States during the late sixties and early seventies (Orem,
1971; Roy, 1976): According to such models, nurses must valiciate

. information and cbservations with the 'éatieht and set mutually¥

agreeable goals. Nurses were involved in programs that taught patients
to give themselves hemodialysis treatments at hame (Schaffer, 1973) or
assisted paraplegicg to learn how to function independently (Hansen,

t they respectedlthe autonony and
dignity of patients by giving the patient the necessary information and

1976). Nurses were/to

the time to learn and practice self-care activities. 'Iheywereto
avmdpramtmgdepetﬂence andborefralnfrandolngtoomanytrungs

"is%tsthatﬂeycmndleammdoforuamm,gwmmm
patience (Erikson, 1975; Hansen, 1976).

o
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In same instances, the emphasis on informing patients and
patient education led nurses into conflict with others. Some TRlrsing

.administrators camplained that hospital administration was "cool"

towards teaching programmes and not supportive of the teaching role of
the nurse (Harrison, 1975). Confllcts arose when the nurse belleved‘
that the physician had fulfllled the obllgatlon to inform the
patient about diagnosis or treatment. For example, a nurse who knew
that the patient had a life-threatening illness felt extremely m—
fortable when uninformed patients would ask about their diagnosis.
Kubler-Ross (Four~day work, 1975) advised nurses to honestly tell
patients that such i.nformaticn must came fram the physician. |

The issue of informed consent to éreaﬁnent arose most

frequently in relation to surgical procedures. The surgecn was legally /

responsible for discussing the risks and benefits of the procedure .

L.

as well as alternatives prior to cbtaining a written consent (Linden,

1975). 1In same areas of Canada, hospital nurses were respansible for

‘obtaining a patient's signature on a consent form, and although the

nurse was merely witnessing a vsigrélture, it vms expected that informa- .
tion about the surgery would be mviavedandthepatient's/ tanding
would be assessed at this time. Same nurseb were confused sout the
legalasi)e'ctsofcumjtarﬂdidmtmalize theymrenerelyv?itfss-,
ing a signature. Many health professionals éaned to make the faulty

“ ~assurpt.1.m that a 31gnature on a form was proof of informed consent

(Panel, 1975). An expert in };.lth law (Nat.mnal OR nurses, 1974)
addressed°'a group of operatmg room nurses and affirmed that it was

“the physician's responsibility to give the p?u.ent information -about

<
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surgeiy The Reglstered Nurses Association of British' Cotumbia (1980)

4 issued a policy statanmt on informed consent that clarlflqgl the legal

p051t10n of the nurSe as a witness to a signature, but also emphasized
the nurse's moral ocbligation to assess the pat_,ient's understanding and
to report @ny misunderstandings.

Public complaints about the abuse of patient rights in health

care settingg began to generate new laws, codes, pollc1es.,-and job
descnptlons, all designed to protpct the rights of health care
rec:.plents. Ebllow:.ng the UCAC's statement on patient rights CNA

members asked for a policy /,statemagt fraom thelr assoc:.at.lon (Resolu- .

‘ tJ.ons chart new, 1976), and R!(IABC members endorse"!'-a statement on ..

consumer rights at their 1976 annual meetJ.ng (Delegates pass eight,
1976) . . Although same Canadian hospitals dlstnbuted "nghts mforma—

tion" to patients and appomted pat.lent representat.lves (Same hospltals,

W ” -

1978) , . the ambudsman or advocate ‘position in hospltals -was adopted
more freque'xtly in American hospltals (Storch, 1977).- American

nursing llterature on the role of the nurse as client advocate" had

ot gmwn durlng the early 1970's dunng the md&pread dlscussmns of

patlaut rlght;s.
‘ 'I'radlt.mnally, nurses had c&ﬁldered patient protectlon to
be their ethical ablidation (Oode, &965 IC‘,N, 1973) » and many Canad:l.an

: ’.nurses affé}md their behef m such a duty wheh discussing the issue

of- report.mg fellow nurses for medlcatlon errors- (maders cr1t_1c12e
article, 197%4). Adopt,im of the advocate mle was_#v:Lewed-by same ©

‘Canadian nurses 23 a natural extension of the traditionai ethical

d)ligatimtoptotect:patigrtsfrunincmpetentorweﬂucalpractide

(Sklar,», 1979a) 'me fmo (1978) developed a statenent on pat:.ent
E
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advocacy in nursing that seemed to incorporate several tenets of the
1973 code and the CAC's statement on rights. The RNAO presented the
advocate role as gne in which the nurse infrrmed patients of their °
rlghts 4an«d altenﬁtlves in health care.

o ot

ST AYtho@ scme nurses Lﬂ&pmted the advocate role as an

e A ,a"h:matlon of traditicnal protectlve duties, other md1v1duals

Ly ,
a(msldered that the role required a more active and assertive stance

' 4 ,m v1ew of the growth, rigidity, and ‘camplexity of health care
;/ bureaucracies (Prepared to care, 1978) . As the only health profession-
¢ 7 als prmnding dlrect, contmuous care in institutions, nurses were '
cmslderedbysaretobethe loglcalpersonstocarryoutadvocacy
functlons For this regson scme believed that patJ.ent gepresentatlves
we.reAmmeoessary if nuyrses were domg theu jaob properly (Jenny, 1979) .

- ot all nurses agreed that adversarial fmctions could be
performed successfully by nurs&s providing patient care (Sklar, 1979).

~ Storch (1977) doubted that the majority of pract.l.tloners had acbpted

» the advocate role, and urgeg,nurs&s to accept the pat.le_nt representa—
tive as a new category oj-worker in hosgitals (Prepared to care, 1978)
Debafe abbut the client advf:cate role for nurses continued during the
seventlﬁ as authors questlmedwhethe.r or not t.henursewas in a
sultabl?pos:Ltlm,ﬁmad the requued lc"owledge and skill, and sufficient
power, or was mdependent enough of the employer to effectlvely fill .

such a role. In Jenny's opnm.m:
(
‘ Advocacyappealsbonmatthepresmttmegsk<
S pluloso;in.cal and social statement of nursing s
R o oamutmaxt to human ideals. Traditional rble . Vo
c> implementation has failed both patients and: rmmes -

v -~
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.... Whether it becames a viable model for the

nurse's role or remains a philosophical ideal wi];'ﬂ”“

. largely Aepend on nurse's determination to es@ '
“fram v _ional bondage and the desire for.
power and accountability. (1979, p. 181) N

Ethical Dilemmas and Decision—Making

Perhaps the first moral issue of the decade to affect a ~® oy

large number of nurses was that of abortion This issue surfaced in -E.J d'f'.{@
1969 followmg federal amendnent of t_he Canadian criminal code. The %""
abortion issue was refueled by recamendatmns to llberallze the law

in the 1970 Report on the Status of Waren in Canada. The morality z

abortﬁm was hotly debated in letters to the editor of the Qa;xadlan
Nurse during the seventies, especially following articfes:for and
against abortion (Adamkiewicz, 1976; Ehrleich & Holdren, 1972).
Although the articles debating the morality of abortions were not
written by nurses, letters to Qﬁed:.tor indicated that nurses were as
fumly divided as the general public w1th regqrd to thelr views. |
v Unl:.ke the general pubhc however, n“&; were health pmfessmnals
with a spec1fn.c interest in health services, assisted in the perfor— B
mance of abortion procedures, and cared for wamen' following the
. meamboaxdpassédaréolutimstmngthatwmenhaving
abortlals had ’tl‘e right to the best possible health care (CNA board
disasses, 1970). Some members indicated that they would like QWA to
takeafinnstandontheremvalofabortionlawsfmnthecriminal

‘~co;3e In. 1971, the CNA board issued a statement that presented this

posxt.wn, and sait the statenent to prov:mc:Lal assoc1at.10ns for

/ . grxbrsamt. Ebllowmg pmvmclal tion debates that year, only
RS | N
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four of the ten member associations endorsed CNA's statement; npst of
the associations preferred not to take a stand on the issue  (CNA

board rescinds, 1971). PE

-

Some nurses reported that their jobs were threabened when
. ‘ L)

they refused to assist in abortion procedures. At the 1972 CNA

annual meeting and convention, the following resolution was carried:
o \

Be it resolwved that CNA take the necessaty stepe

toencmragethemclumonmtheCodp ing

Ethics of each province, the following stat t"

"Each nurse has the right to refrain from
participating in any procedure that conflJ’cts con Y .
with her moral or religious convictions, within *.gié»f;" R o
legal limits, without prejudice.” (Resolutions R LEESR
posed at, 1972, p. 31) '

e
Iy

The 1972 resolution was cons:.stent with th%hndlngs of .an American

nursing Journal's survey on nursing ethms.»*e than 700 Canadlan

nurses responded to this survey, and although the investigators

.cautioned that those responding did not necessarily represent all

nurses, they re’fiorted that Canadian nurses were more likely to condone
another nurse's refusal to care for post-operative abortion patients s

than Américah nurses (Nui:‘sing ethics, 1974a). A la.rge majorlt;;y of @

respondents would not refuse to gite care themselves. v

b~
- During the abortion debate sane nurses expressed the opinion
that perSonal beliefs should ppt J.nterfere with the pmv:.s:.on of
nursing care and that the denial of nursing care to abortion patients
was an exampie of mirses imposing their valw;and beliefs on patients.
One nurse wrote a letter to the Canadian Nurse that expressed such a




A

Surely nurses must respect the rights and beliefs

. of all creeds and not maintain that their own view
about an issue is "right" and all other views are
_wrong .... Let all‘nurses accept and care for . ¢
patients as they are and not presume to judge
their actions as right or wrong. (Poole, 1973, p. 4)

In cases of enenjency, nurses were to provide care despite
thelr personal belle‘gfd ana} ‘same nurses suggested that those who
objected to abortion should transfer frcm areas of the hospltal where
they would not enoounter such prooedunes. A 1972 Q\IA statement on
fémily planning included a policy on the personal beliefs of nurses:

When health care procedures conflict with t;pe

personal beliefs of any health worker, provision

for service appropriate to the needs and welfare

of the patient must take precedence (N, 1972,

p. 11)

The issue of the right of the nurse to refuse to partu%lpate in abor-

tions resurfaced at the 1974 meeting of the CNA, but a prrposed

. xj%olution was ruled out of order because it was a repeat of one

passed in 1972. Thé CNA requested provincial associations to forward
ahy cases of dlscrnmmtory treatment of nurses who refused to parti-
cipate in abortichs. No documented evidence vas forvardad (o
dlreggors meet, 1974). It ‘seems probéble that nurses obJectJ.ng to
abobﬂ:ié}s avon.ded working in hospltals or areas where they were
per.fonnei Qr made su.Ltable an‘angements with their employers as the
issue faded wwazt;g Ehe end of the seventles. Rozovsky (1980) pointed
out that unl!k!' phys:.c1ans, nurses were hospital etployees, and once
hired, the nurse "cmberequ1r§toperfomanynur51ngt§skw1ﬂun

the scope of her partlcular job" (p. 89).

1,' g
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Following the preparation of ethical guidelines for nursmg
research -.(Ethics of nursing, 1972), members of CNA’s special cammittee
on nursing research asked nurses to submit examples of ethical
problems and pramised a report on the dilemmas that CanadJ.an nurses
encountered in practice. Despite seve__ral,_ptblieMd requests, only 22 V
responses were received fram a populam;m of more than 100,000
subscribers. Basad ‘on these replies, Allen (1974) published a report

. in the Canadian Nurse. The gategories of problems were: uncertainty

about to whan the nurse was resp(mSJble, difficulty in doing what one
knows should be done, and unsata.sfactory quality of care. DuMouchel
(1977) had also noted a small response when the Order of Nurses of
Quebec (ONQ) askedmenberstorespmdtoproposais for the new
provincial; code. The

survey (6% of total ) did suggest: however,' f more extensive
interest in ethJ.cal issues (Nursing ethics, 1974a, 1974b)

! some nurses described their role not as moral decision-"

makq:s for others but as providers of supportive care to patients

during. or after moral decision-making. McElroy ‘(1975) emphasized the
obllgatJ.\on to respect human ‘dignity when giving care once the decision
not to treat "defective" infants had been made. Rudd and Youson (§76)

descnbedthenursesmlemagenetlcscreemngpmgrame,ahd

,em]_:i'xasmed the need of couples for information and support at a tJme

of dlfflcult dec:.smm—maklng o' Nelll (1978) descrlbed the Palliative

- Care Serv:,ce &tabllshed in &975 at the Royal Victoria Hospital where

nursing persocnnel must have a‘warm, sens:Lt.lve, non-;udgemental

attitude” (p.-3). Nurses working in such spec:.al pregranm&s would



g
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quite probably have examined the ethical aspects of their role and

agreed with the philosophy of these services. Most mirses, however,
worked in areas that presented a variety of ethical dilemmas and on
units that had no formal or explicit guiding philosophy.

During the latter half of the seventies, nurses seemed
particulirdy concerned about the rights of dying patients and their
families and the nurse's abligations with respect to such rights.
Winter (1976) described her conflict with medical personnel when she
and her family requested tha;: their mother receive no further 1life-
prolonging treatment. She affirmed her belief in the importance of
"death with d@ti/, " a belief frequently expressed by nurses. Menbers
of (NA's @cec:xtlve camittee discussed the ethical aspects of life-
sustaining treatment at joint comittee meetings with members of the
Canadian Medical Association (QMA) and the Canadian Hospital Associa-
tion (CHA). Nurses attending CNA's 1976 annual meeting and convention

listened to a debate on the ethical issue of preservation of life

versf;g; termination of life-support equipment (CNA annual meeting,

1976) .
In 1978, the CNA annual meeting was based on the theme,
"Ethical issues in nursing.” Roy, a bicethi®ist, addressed the
convention and discussed éeveral conflicts described to pnn by nurses.
Several of the examples fram nurses involved patients who were
terminally 111, and most of the examples described conflict between
health professionals over treatment goals and decisions (Conventian,
1978). The major concerns of nurses, as disclosed at this c_onfexve:_lce’, :

. were .conflicts between and among duties to patients, physicians, 'and
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employers; confusion about the nurse's role and-responsibility in
ethical decision-making; the need for knowledge and quidelines for
moral ‘deliberation. V |
A greater sense of moral doubt and confusian by nurses was
reflecﬁt:d in an ICN publication on nursing ethics (Tate, 1977). This
book contained examples of ethical conflicts submitted by nurses fram
aI’;de the world. During the late seventies, same nurses :Ln Ca‘lada
formed ccmnlttees to discuss ethical 1ssues) (RNAO delegates examine,
1976) , attended seminars or lectures on nursing ethics (DuMouchel,
1977), and, in a rare article, analyzed et‘:hical problems (Aroskar,
Flaherty s()Smith, 1977) . Nurses began to express a need for more
guldaxwe in the face of moral uncertainties.’ -Several recamendations
| concerning guidance wete forwarded at the 1978 ONA convent:on by nurses
/\and ethicists (Convention '78). Speakers advocated on—going- seminars
. for health profess:.onals improved ethics tea@j.ng in basic currlcula,
consultatJ.on w1th ethicists, and the preparation of nurse—eth1c1sts
At this convention, an earlier proposa’l fram the board of directors
that a Canad:l.an code of ethics be developed was proposed and adopted
as a convent:.on resolution. In 1979, Slsterv@ach, the newly-appointed
director of the code of ethics p:ojefgt,'appéaled' to CNA members to . °©
participate in the develognmt of thecode by forwardjng comments and
recommendations (Roach, 1979). The College of Nurses of Ontario
185th a similar appeal to its menbers during 1979 as% camittee

stud.led principles for J.nclusmn in that prov:_noe S new code (Your

input; 1979,
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> - Quality of Care - . iy
According to traditional nursing ethics and the ICN Code, :
nurses were obligated to provide a high standard of care and to maintain
a high Jevel of professional knowledge and skill (Code, 1965). ‘In
addition, nurses were cbliged to protect individuals from intompetent
care provided by other health care workers. During the decade, concern
about the quality of nursing care raised questions about the extent to
which nurses accepted personal responsibility for their practice,
whether or not the nurse's knowledge and skill improved or even kept
‘pace with the develomments in healt.h care, ana the extent to which the
public was protected frém incampetent practitiomer: . ‘ i
1 ~ Although the quality of nursing care had been safequarded or |
mohitored in terms of nursing education standards and requirements for
- admission to practice as a registered nurse, less_attenticn had been
given to the continuing .campetence of graduat&s and standards of care
.1{1 professional pq:actice (Murray, 1970). As Grafftey (1973) noted:
_\ ""I‘here is a genexal failure to establish standards and cﬁgteria,
including cnten.a for determining good patient care" (p. 70). The
authors of the Task Force Report recammended that standards for nursing
care in hospitals be developed as weIl as methods of measuring the
- quality of care and nursing performance (DNHW, 1969).
The develctimt of nursing research, nursing spje_cialtie,s,'
and practice standards were viewed as methods of pxmnotihg a high
standard of nm:'sn.ng care to society (Coambs, 1970ﬁ$mm, 1969; Report
_of the Camnittee, 1970). However, the quallty off care a nurse pro-

#*.

vided also depe: 0 the willingness of the nurse to assume
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responsibility for practice and the ability of the nurse to make
\ decisions about care. Several nurses, physicians, and non-medical
authors advocated greater authority and autormry for nurses (Baungart,
1972; Grafftey, 1973; Rudnick, 1972).° The Task Force Report had
rW fhgt nurses in hospitals be given greater authority for
" decision-making about patient care, and. ?hat the categories and levels
of supervisory personnel be reduced (DNHW, 1969). Over supervision,

+ {0 pg.ranoia about "overstepping bounds," lack of authority, ‘rigid

pblicies, and the professional ‘jealousy of physicians were just same
of the reasons cited for the reluctance of nurses to make professional

judgements and to be accountable for their decisions.

Nursing Campetence and Knowledge -

Although the prov131m of a hJ.gh standard of nursing care
had long been viewed as an ethical obligation of nurses, during the
seventies nurses undertock reﬁpomsn.blllty for deflnmg standards
According to fije ICN Code of 1973, "The nurse plays the major role in
detemum.ng ‘and implementing desirable standards of nursmg practice
and hursing education" (Code, 1973, p..166). In sane provinces, new
nursing statutes required or provided for professional organizations

o develop practice standards (General assembly of, 1975; Health ©
D:Lsc:Lpllne Act proglaimed, . 'i975) » but most pfovinqial nursing associa-
tions formed cmnﬁ&ew,to»dévelop standards whether or not that was
required by legislation. | |

Oarpetemewasacmtralconceptmmedeveloptentof
gtandards,forwhethe.r defmed J,elsawere basic ones (CON, 1979) or
general (AARN, 1978), they describeggthe requisite abilities of

)
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registelred nurses. In many cases, practice standards were part of or
associated with quality assurance progran_mes, safety-to-practice
programmes, discipline procedures, and cont:.numg education programmes
(AARN, 1978; Quality assyrance off, 1977; Safety to practice, 1980).

The focus on nursing campetence Yed to the examination of
the traditional practice of autanatlc renewal of a nurse's registration
upon recelpt of an annual fee Although nurses collectlvely defined
standards of nursing practice, mamta.lmng campetence was- a .~:rsonal
responsibility and the 1973 ICN Code specified the nurse's obligation
of '

(Flaherty, 1975), but MacDougall (1974) detected a "lackadaisical
attitude toward continuing education” (p. 19). Many debated the topic

. of mandatory versus voluntary contmumg education (Flaherty, 1975;

Goringe, 1977) =2 bbst authors did not favour mandatory schemes "at
» this time," as there seened to be lltt;le evidence that mandatory
educatlon nrpm§ed carpetence or that well-planned and effective
programnes were available (Kay & Kergin, 1977) Authors pointed out
that much continual leamning was mfonnal butKayardKergm |
.cons:.dered this type of leam.mg to be insufficient:
We will continue to léam as long as we live, but
‘canweberelledupmtoleamwhatlsrequlredm
‘order to fulfill our professional cbligations to
Canadian society?. (p. 91)
M;Jstauthors recamlendedthedevelopmt ofnewpmgramna and methods
of. encmragug nurses to engage in cmtmumg educatlcn programmes
volméa,nly o 3-'““:0 - :

\.‘,’ .
[
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' According to the IN Oode, nurses were cbligated to protect
lrdlmduils fram t.he unethical or incompetent practice of other nurses,
and as members of the profession, nurses shared a responsibility to
protect the public.® Nursing acts and/or professional by-laws outlined
grounds for d‘iscipliniu:y action and discipline procedures. In general,
~gx:'ounds for discipline were incompetent practice and unethical conduct
(Newfoundland Registered Nurses, 1970; Health L’ ~iplines Act, 1975,
An act respecting, 1978). The degre: to which professional associa- -
tions 6ould discipline members ranger /ram written warnings to
revocation of registiatim. Members disciplined by the association
could appeal decisions in higher courts. o )

Altlnégh incompetent practice was unethical according tou
the ICN Code, incompetent practicé seemed to be a special case of
unethical behaviour, or of a different order. Nurses could.use new
standards of practice as a yardstick for evaluatj.ngb their own care
and that of other nurses. Most provincial nursing associations had
adoptedtrreICNCodéasastaxﬁar'dof"etlﬁcal'cowxdwt; although Quebec
developed a provincial code of ethics during the seventies, and Ontario

“initiated work on one (Code of ethics, 1976; Your input, 1978). Same
provincial nursing acts contained a reference to, or defined
"professional m:.sconduct This term seemed to refer to unethical

conduct as distinguished from "professional incompetence.™. Kay and

Kérgin (1977) wrote:

- Notonlynaycodesofethlcsbeusedtodescnbe
‘ ' appropriate beHavior under various conditions, -
theyalsomaybeusedtodevelopdefmlums of
t behavior, such as behavior that represents ,
profesmmal misconduct. (p. 89) ‘ p .



The nursing section of Ontario's Health Disciplines Act (1976)
contained a list of behavmurs that constltuted professional miscon-
duct. This list included "rmsapproprlatm operty participating

in advertising, failure to report inability to perform a duty without

supervision to one's employer, and abe .doning a patient (p. 28).

Not éll nurses thought basic competency was sufficient.
Clarke (1978) implied that the guidelines used to detenni.ne the need

»
for disciplinary action were not 4n line with current definitions of

See

quality nursing care. According to such definitions, all nurses were
supposed to pramote health and prevent illness, not just nurses working
in community settings. One could question the extent to which hedth
pramotion and illness prevenf_im were part of nursing care in acute
care settings: ‘

When this occurs, should we be disciplining the

nurse because care is incomplete and the nurse's

conduct is contrary to the ethical standards of

the profession of nursing? .... I believe that

wmt}mequahtlesofcarearenotpmvi@d

disciplinary actJ.cn of same sort is necessary.

(p. 17)

The rapid growth of spec;Lalty units- in hospltals brought
about the developnmt of new hospltal, ccmmmlty college, and univer-
sity postgraduate courses in clinical specialties (Grant helps to,

1971; Post-diplama programs, 1971). Tradltlonally, nurses worklng in

___specialty units xece.ived,qrthe—;oh_tralm.ng and developed expertlse

throughexpenexneratherﬂmanfomalpmgrames Despltesaregrcwth
mthemnber of specialty courses,manyofthestaff positions in
spec:.altytmltshadtobe fllledbynmmtlnutspeclahzedtralmng

e



. Hospitals often campensated by prdv:LdJ.ng longer orientation periods
and ongoing inservice education programmes (Youngblut 1971y,

Oone of the conc;ems about "expanded role" nui ing related to
protection of the public, catpetende, and the legality of delegating
"speciai procedures” to nurses. For example, nurses in cardiac units
d].agnosed ventricular fibrillation and defibrillated patlents’m the
absence of a phys:.cgan, altrnugh legally, dlagnoms and. treatment were
dutJ.es lmuted to qualified physicians (Nurses who study, 1972). Many
provincial associatims developed guidelines on the delegation of
medical acts in co-operation with provincial medical and hospital |
agsociations (RNABC, ]7971) , to ensure that nurses performing such
duties were adeq‘uately prepared. 'Ihe ICN Oom no’ longer included a
statement prdubltlm such acts when rev:s:.cns were made in 1973.

The CNA responded to the proposals for nuxsmg specialties
and in 1§73, issved a pos:.tlcn statelmt on specialization in nursing:

Inkeepmgmthltsgoalofthep' ion of the

highest possible standards of nors care, the

association recommends reoognit.mn ©f degrees or
levels of specmhzatim within ﬂue profession.

(@@, 1973; p. 1) T A

$. '
'

‘ In thJ.s statenent, CNA recarmsmded zaccmm.on of spec;lallzat.mn at -
baththerax-degreeandmstersdegmelevel 'Ihestatetentwas
nm—-spec:.f:.c on the questi.m of areas of specz.allzata.m, except to
indicate that spec:.a.hzatlcn in healt'h“nmntﬁuarwe and prima.ry care

should eventuélly be at the master s level. .

) Inorchrtompmvethequalltyofnuxsmcaxeu;:q;gs;
theautrmsofthe'raskmrcemponhadrmneﬂedﬂuem

().’

N\

/

fofﬁ:ecl_inicalnursesp;eculmt (Cws) role_ (DNEW, 1969). A CNS was:  ’

’ L
S
.
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a nurse w1th expertlse in clinical nursmg and advanced prep%at_lcn in
the be.hav10ura1 sc1ences, biological sc1ences, aﬁd research (Boone

A&KJ.kuc}u 1977) Althoughadvancedp mintﬂmehunamtles

was not generally included in dlscussions of the educatlmal require-
ments for the CNS role, & reoatmendatim that graduate students in

nursmg take courses in ethics was made durmg a panel dlscusswn at

JN

the 1978 CNA ccmventlm (Ocmentlm, 1978) . Durmg the seventles,
sevezal Canadlan um.versltles developed or zmsed a Qastsr s m,.
nurs:mg pmgrarme td'pmpare nurses that muld function as a CNS

Y. b,’

"2 . AT
.

-

(Kerr 1978) _ , ,
A llSt of spec:.al lnterest groups o

zedmcanadawoulﬂ

. °.sean to be an in‘l'LOlthll of COns:.derable specxa.hzed pragctice dnmg

R
o

/\:. "mk,‘ 1979) < . Some of ‘these J.nterest gmups

 were affiliated mth‘%mrsn:g assocmtlms buy as standards were Just

.

devtalopmg for genenl nursmg practlce, were no off1c1ally

estabhshedstandardsforspcmllzedp oemrwemnmbem
off1c1ally recognlzed as spec.l.alists Kay and Kergm (1977) ackhow-
1ed3edthemanyfom\sofnursuxgbe:.ngpractlcedandraisedthe -

.questicnofhowspecmlastscouldmaantamcmpetencemgeneml

nursing. Inthegyo}p:nim, theprofessimwouldsomhave tow
mmerthecmceptof restricted or l_ututed teglstratimmnursing
Inordertomprweﬂ)eqtahtyofnmingcare, nursing

ptacticeswuﬂdhavetobeéﬂ:jectedtosystemticsuﬁy According
. *mnﬂm (1979)-3

mu,mﬁum gaieralwmttxe
\ goal of nursing practice; it is the use of health- -
' wmwmm,mam

% L -\:“",_‘“
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»

a careq recipient's achievement of well-being.. ;
It 1smthlsareathatmseard1mnursmqnmst
be pursued. (p. 29) :

.t, Although not all nurses oould be prepared to engage in fomal nursmg
e

&‘

research menbers of theiprofessmn were obligated to pramote: the
"

developnent of nurs‘!.ng know;ﬁg . The 1§73 ICN Code spec1f1ed this

Pra
o d:ligatmn. "The nurse 1s actl\& vJ.n de’\“&élopmg a aori! of professmnal
* ’ * - g\‘ *_‘?‘} - - -
knowledge {code 1973, p. 166). 1,0 o 4, o

w Fge o - "
s;mson (1977 pg.mted ou;t}ée i;e improvement of nursing
v care ﬂmrmxaﬁ mearch depepded upon thd?a%ilablilty of nurse-
k researchers to 1nvestlgate ‘hurs1ng prd)lérq@the d.xssen.matlon of
research fmdnngs aﬁd tﬂmelap;.hty of nurses m clinical practa.oe to
v ii. fmdlngs A 1976 résgfut.rm by C‘NA '

on doctoral pxpparatlcn for CanadJ.an

]

_vnm:ses iin 1979, p&» this setu_nar, partlcz.gﬂnts Yeachedm. consensus ‘on

" the need for developnent of a Canadian Ph.D. (Nursing) programme
or programm (2ilm, 'Larose, & -Stinson, 1979). .
* Nursing Autoniamy and Accountability
In theTaskForce Report J:twasnoted thatthehlgh&st

P ]

‘ ’ ttm'nver‘!‘atew:.thmt})enursmg depamtent ofhosplt’alswastobe
| fcnmdmthegenemldutynursegzcup,thosepmdmgduectnursmg

b4

care (DNEW, 1969). fne recamaxdat:.m v tumover rates was to
givet‘hesenur,ses anopportm1tytousetheirknowledgeandjnﬂgetmt,

'fﬂwemﬂnxswt:mthat'tl;?regis{emdmmcarmotpractmeasa,

poﬁraianlmmae" (p.92). Aqrwingdemndﬁormtsmgmmcruny ‘
s
-dmlymmmdwﬁnmsmw 1975), was .

. Mhyt cnmntd:ilityinmiﬁg
) \ . .j e
\*"\_ H e

Y
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L Brltish Colmbia pourt case Mlch%nurses ha%gbeen Judged negllgent
‘wlthx.‘ﬁpecttothecareofapatlen;n,nther . roanofwa’ ’gt |

<

4 F
‘. )
»

pl "Iheréisevidem:etlmtnurs&wexeooncemedaboutthe

qualJ.ty of patient care in hospltals even before ’ﬁw legislation and
the mdesprgad enpl'xass.s on accomtablllty In 1968, "an advocate of

collq:tlve bargam.ng b nurses told her audlence that nurses were

.....
PERN

: mteft‘ebted in having: mpu‘t; into pOllCleS about patient care as well as

PGB) .. She viewed collective bargaJ.n-

1S

d’ardsofcaredldnotdechneas

_ L : ) ¥l .
. salarieg: increased / v T & e - g . . o

‘ r. . 4 ﬁ

In 1970 % agticle in the Canadian Myrse described a 1969 >

ipg ax akway of ens

S}

S

hoépltﬁi (Neghgence i_n the, 1870) Injury to the t)atlgnt occufred A
when a mnrse went for coffee Ieav:ng the one,rena_uu.ng &se 6 ‘cere
for momung patlents. they oould have- want1c1pated the '

nutbe‘ arr1v1ng patlmts, the num dJ.d not request addltlonal
a

"*l-staff:mg 'nuscourtcaseseemedtom@m for nirses the ' ot

*-dldmtpmndemorestaff. Alt.l’n:ghtheydldnotcarryouttheu . Cr
* ‘threat, ﬂehospltaldlmssedﬂanﬂ)ewctday Becausethe}dxdnot'

mportance of their respmsmlhu&s and@f safe legels of staffl.ng

(Hudson ) ey ' » S ' R
Inl970,threeS\xi)mynurseswork.mgmanacutecarEmut- 4

catplalned for several days about :madequate stafflng After several = ' —_

days they- threatened to leave in md—shlft if the fé;smg office" |

'ha\eabargaanmgmit,theyashedthemmrassmtarne 'nu_rteen
"moﬂslatertheyvarecumatedaftercmdmtingacupugntowin
anarhd.tratimhoazdl'armg ('nwaeMnymms, 1971) In 1971,

- el

-~

———— e e
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by her atploye% tﬂ(_mg swabs fram

them to the prov1nc1al lab for ana1y51s.
»

Fbllow:.ng a-walk—out protesting hér dismissal and an arbitration

a Saskatchewan nurse

a kitchenette area and .

p ‘board hearing, she was reinstated in her job (Nurse fired at, 1972).

o

Introduction of federal goverrment anti-inflation policies

in Octaber of‘ 1975 not only set limits on wage levels, but al,so brought

- ‘provincial m:t—badcs m health care spend.mg, sbed closures, and hlrl}lg

freezes (Belt-tlghtmmg hits, °l976) .dlurses working in hospltals &c.
began to protest aga:mst budget@b—backs, expressed anger ovemow d
lncreasedmrkloage andreportedemcemsaboutadecﬁﬁmthe ,
quallty of ca.re (Nwl:m, 1976). In-Omtario, the Omtario Nurse Associa=
t.lcr; (oNR) asked marﬁers to docunent unsafe 1nc1dents and theJ reports
were suhm.tted to the provmc:Lal goverrment (Q’ltar;.o nurses docunen,t ‘
1977) “In May of WG, the. ‘Jou;@al Nd’rsmg "76 conducted a survey of
nurses' opinions on the quality of health care (funkhouser & Nurs:.ng
*'77). Although the nu!ber of CanadJ.an respondents was not reported,
ﬂ( :ngesfggators noted that, "Canadian nurses have strong feelmgs
about their govemnent s recent acmss—the-board cuts" (p 36) of
fi1 n répondmg 38% considered madequate budget to be "very
often respms:l.ble” r poor pat:.git care, but t-,ak_mg the Canadlan

n alme,GO%xespmcbdmthttusanswer Scmenu:cs@expressed

,
their concern J.nd1v1dually (Camgbell, 1978), and same wrots leth t@

their local members of parllament and ministers of health (Enderton
1976). Miller (1977) wxote a letter to the editor of the Canadian

Nm:ée:

Vi .
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During the past year nursing staff in this pmvinc% .
[B(J:mias indeed in most other provinces has been
greatly reduced. 'I'nls situation has caused much
concern as on several occasions it has literally »
forced us to run — not for the sake of fire or ' .
hemorrhage -- but in order to keep up with work-
load. | I could give many examples of situations
. which were potentially hazardous, al , so far,
& not fatal. (p. 6) _ S
2
. ) . ;-
[ Nursing legders reminded nurses of their ethical abligation
to provide a high quality of care and their personal responsibility
for maﬁxtaining campetence (Flaherty; 1975; Taylor, 1978). Poulin™

(1977) addressed nw in Nev@undland on the topic of acoountablllty

t’bﬁi ’ in nursing. ﬂé‘ébscnbed standards of practice and oodes of ethlcs o
-4 : ﬁ ¥ ko L .
¥ - ., '8s "oontrgﬁs" with patients and with: soc1ety When
wae introduced in Quebec%.mi a&ano, nirsing ‘assdciati ' )
“shops a.nd mterpmtl\ae sessions to -emsure ‘that marbers understood -thelir
V 4 reSpGISlbllltleS and those of the regﬁlatory body (owuchel, 19'75
Proposals reach back: ;979) Aocord:ng to Ontario's new Health ' g
\ :
%W Dlsc1plmes Act, the nurse was requ:.red to report to the amployer any ;
iR i
. R

- J.nablhty to perfoxm a,ss:.gned duties ocmpetently ‘Or without superv151cn

Al
Y

. (Health Disciplines Act, v, R
In 1977, . aa:omté{lhty" beca;e the IN "watchword" for the - !
subsequept quaﬁre:mun (ICN, 1977). Labelle (1978) addressed the IQ; o
‘ A congress that year ‘and dlscussed wcountablllty for ethical and
%’Y'Q p;cacta.oe standax@ cﬁé“factor associated with n nprsing authonty
' . Aooord:l.ng to Labelle, nurs:.ng authority would cnly be strengthened |
ss num mcreased aocamtablllty, ocnt:mued the development of a -
ientific knowledge base, mproved methods of measur:.ng nursmg

ecti.veness,madeacaum.mmttopeer:evia(, andozgamzedcm—
ti.ming_edtmt:.mﬁormnes L B :
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.
- nurses also légal obllgat.xons under labour ocnt.rﬁ for wh:.ch

v manypart.sofcanada appealswexenotcarpletedmtlll979. Inthe
%nemtame,»awell-p\bhmzedmxrsmdxspubeatCanada's largest - !

79

'Ibere is evidence ﬂ'iat nurses working in hospltals were aware |
of bractioe ? dyrds and moral obligations. However, as enployees?a w
Y o
they were accountable to the enploye.r. In 1976, nurses working t-he )
12-hour shift in the intensive care unit * 'I;orom:o s Mount Sirdi . ' E
Hospltal refused to aooept responsxblllty for' the admlssmn and care of

a new patient. They based 3:.he1r refusal on their opinions tlg;, :
a@ttmnal patient wouﬁ jeopard:.ze the safety of those E:\tlents | ‘ o
already in th¢ir pare (Sklar, ,1979b) hree of the nurses who had "
been suspended for J_nsubord.mat.lan following this incident asked aﬁA

case before a three—msnber board of arbltratlon.

s’ 2 ahn (1979) this case was of pa.rtlcular interest as it

was the]flrst health zi‘bq,tration case in which a grievor used the

t'wo exceptions of the "obey now, grieve 'later" rule as a defense | _

Aftgranexamlnatlonofthefactsofthecase,auvo—to-one

dec:.sion by the board upheld the hospltal's dJ.sc:Lle.naxy act.xon in

P

: 1978_. 'I‘he board s application of the rule was upheld by the Dlv:Lsmnal

Court of the Suprgme: Court of Ontario during a;peal\\uSklar (197§'c) L

noted that "the award in thls casqhas left many nurses feeling angxy,“ | .

but she suggested that nursas learn fram the case for future decisions

in pra)tioe. InSklar s op:.mlm,-"'l‘he result denands that nurses con—

duct thenselva pmfessmnllly yet it does llttle to r&olve the

dllemla facmg the p£¢saa. * nurse: obenyarst, grieve later" (p. 21) . ?
trmghthennmtslna;cmtroversywaskrmntonursasm '




hospital raged for more than a year. According to RNABC officials,
individual nurses ouncemed'about inadequate conditions for the pro—-
v1510n of quality. care at the Vancouver General Hospital (VGH) began
mrepommmrmmMmlamsunrerof 1977 (Trymgto |
change, 1978; They were toid to dbcment incidents, and over a two-

month perlod, 51xty docmented 1nc1de.nts were subm.tted to RNABC:
'@ . . ¢ ir e o [ . :

There were thneewna;bn areas ‘of oongem. (1) not
- enough staff to deliver safe care, (2) inappropriate ;
. staff allocation resyltifig in lack-of continuity
- “eare;- and” (3) an apparent méblllty of ¥GH nursing
" lelders, degpite gheir best attempts, to deal with
s probléns Like these. (Nurses fight for, 1978, p. 3)
Q\; Lt ' ﬂ‘ :

.r‘!’.g

. e .
¥ \) ”

'Ihe nurses asked for betber stafflng, but they also denancﬁd greater
mput mto adrﬁ.nls‘tratlve dec:.s:Lcn—maklng in the future (Update, 1978).

A recent change madnlmstrat.lve stn:cture was viewed as a setback

. for the nuxsing cbpartment as it mcreased the distance between the

nursi_ng deparhrent and.top—,levgl adninlstratim. . ﬁ‘aff nurses pro-

' tested what seemed to thém to be "administrative indifference" and
~ éalled for a reorgan:&at;m of the administrative structure so that

—~—the nursing department would have é‘vice-president reporti:;g directly

to the president. ) .
At an RNABC meetlng President. mtl'!well (1978) seeted to be

' descr:.blng the bb\mt Sinai mcn,dent when she gave mambers examples of‘

madequate staffnng She cons:.dered t}he nursmg unrest as the "tip

of the 1cebe.rg and sald- "It is a frlghtemng s:.tu.at.lcn whe.n our

professmnal assomatxm tells us we nmst be canpetent or faoe

dlsciphnaryactlm,arﬂyetpractlcesettxngscbmtallwfor

ompetenoe (p. 30). 'mepmrtracteddisp.memvolvedfumgsof

.\ ‘ . . ‘_
. : . .
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I\Zj:al senior nurs:mg adnlmstrators, J.nqulrleﬁ into the firings, same
tatements, an RNABC canpaJ.gn to gain ptbl;c support for the nurses,
reorgamzat:,on of VG adnlms&tive stru::ture, digmissal of the board
of trustees, appomtment of a public administrator by the Minister of
Health, and changes in adm_mstratlm based, on the publlc admlnlstra—
tor's report wl‘cnnmtely ane year after the initial- report of'( prd:—-
lens to RNPB&‘ P(oMaJor changes at, 1978) One year after the changes*;
nurses reported that an uneasy calm prevalled as a newly—appomted v
vme—pres:x.dent of nursmg ‘assumed her dutles (Going back to 1979)
It would seem that nurses were concerned about q'uallty .
"_dtmhgthelQ?Os,andthattheerqixasmmpersonal .

accountablllty, campetence, and pmfessmnal dec151on—'
maJu.ng had an eff!ct on practlcmg nurses. A concern about legal

-‘habmty was no ‘Goubt an important factor mderlymg camplaintg aboﬁt ¢
workload and staff:mg patterns, but even apart f2am legal aspecty, |
nurses expressed frustration about the lack of time to g1ve psycholo— L~
glcal support as well as%amcem about unsafe conditions.. 1In short, /\
the eﬂucal cblivga,tlon to prcvide a high standard of care went beyond

the legal cbllgat:l.on to meél?m.mmm or. average pfactice standa.rds
’ . L .




CHAPTER IV | : .
~ COMPARATIVE ANALYSIS OF NURSING

. [ 4FHICS: 1920's AND 1970's

TWO ;spects OF nursing ethics are examined in this
In the first section, nursing ethics is exam::ned asu stem df be-
liefs. 'Ihebmdecad&eofthementl&sandsevsmtlesaxecmpaxed
and contrasted J.n terms of the moral concepts, rules, notions, and
prmca.ples that catprlsed nursmg ethics. In the second section,
nursing ethus‘}is examined in relation to the oontext:s of the beliefs.
"Ihroughout oarpar:.sons are made in terms Qf xgajor“ factors that -
seemed to influence or be influencedéby ethical beliefs in nursing. |

B Nursing Ethlgs Concepts _
Nurses of both decades expressed the belief that there was

a moral dimension to nursmg and that moral cou%iierat:xcns were

utportant anes in nurs:ng pract.we Aocord.mg to Bergman (1973)

E I

L ;)
Nu.rsmg as 'a"health proféssion is faced with e’thical’
‘issuesmuwolevels; on the policy lewel where . .
nursing, together with other groups must face issues
and participate in the decision-making for guidelines
- or laws; andindaﬂypracta.cemame—to—one '
‘., relationship that has to be resdlvedm the 'here
' and now'. (p..l40) 4 _ _ . 5
The deseri ptlcn of' the majéi: themel in Chapt?rs J and II illustrate
ethical cons:.deratlcns at both of the lévels 1dent1f1ed by Bergman

Nursing e.th:us of the b»enties dlffered frun the seVentJ.&s

-~

mﬂntmraljtﬂgmmﬂ;gmtheearher wenetroxeoftena\es o .
ofgmralvalue. Fmﬂcem(1973)referstosudxav1ewofnnrahtyas. '



the "ethics of virtue." Nursw in the twenties frequently described
the ethJ.cal nurse in terms ?f motives, virtues, or qualltla. Unself-
ishness, tactfulness, devoticm, and kindness were characteristics of
the good nurse®’. Moral ccnéuct in nursing ‘was considered to be largely -
.dependentonchaxacterandthedlspomtmntoactmaoertamnarmer

, W1thmthlsvn.ewofmora11t;( 1dealswereoehtnalconoepts mwe
Christian ideal, the serv:,ée ideal, and hmtamtarlan 1deals provided
models thatdefmedthesdriofpersmthatﬂmenurseshouldaspxre

\

to be. | N

In contrast, during the 1970's, the apprpach to nursing
ethics co ' 1y o the "ethics of duty" (Frankena,
1973), invol g 'inoral cbligation. . Discussions of
ethics were ‘elytocentrema::tlmsanddﬁﬂésthanmtrmts

andv1rtues, thefocusmdo:.ngratherthanbeu:g 'Iheeth:.calnurse
of the seventies was onewho informed patlents ‘about treatmentand
care, malntamedca!petencethnghcontmumgedwatlon, andacted

1 s : . . ‘

asapatl.entadvocate. . "
Although me oz'&e G‘tbi%redard.nant vzew of nuzsmg
ethlcsseanedtobezeflectedlnthehteratureofeadldegade

%elazent:camtobo@appmachesareeudentmbothdecades Fér '"

, example, mxﬂnmofﬂnumuesixﬁicatedﬂntmnseswttoact
m*xgmzmgnursimserwoesandauﬂnrsoftheseve&uesind;ca-

teda'xatnursesnghtbobecanng'pemms Pnanhenapomtsmtthatl‘“

themvxaescmstitute"u»ocarplenentaryaspectsofﬁmesane : -,
Qnozality" (p. 65),asbo&nnrmesanddut1esaredenvedfmnmral

3 . . l
- . . . N * -
: “ -
:
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-I.nd the literature of both decades, moral principles were not
alvays identified explicitly, but it seems fair to state that a major
principle of both decades of nursing was one involving the pramotion
of good. Prumotion of the good in nursmg meant aiding or pramoting
human health, life, and well being. The cbligation to pramote the
patient's welfaré was expresae:i as the primary one by numses of the
tmeﬁties and seventies, the pati.mt',s_ welfare eﬁcaipassing psycholo—

'gical, physical, and social aspects ofmell—bemg NLﬁTSeS were also

obliged to pranote tht welfare ofv?.ety, at the policy level, o
duty to improve nursing services ;gm,‘ated concerns about the .
- . aoc&s:tblllty of. A M_ 73 _ 1ty of services R
: n the Mee «g y
) \p\ ' Certa.m pru)clpl&s or Rlating to the way i which -
l,'_-f ' _Lm:nsoughtalwaystobetxeatedwexedmcussedfreqmnﬂym
* tion to the nurse's cbligation #6 indi patients. Within the y

nurse—pat.:ent relatlonsh.:.p of the mentz.ss “the "Golden Rule" & ‘to

guldetl‘xenursasbehawmr, J.ntheaseventla, thegus,dewasres?e@
forhman&nityandautamly Anyccnfhctbet:weenthegoodof“’

. / ndmlsmdttegoodofso&asawholewas%emmlytobe S !

1vedmthefavourofmdiv1duals Fbrexanple, durmgthe
- sevmues,theﬁxstgmdam?orwaadmmmmseamhmcated - e
that any bamefltsn‘that might accruexto soc1ety from nursug‘rmearch o -
mremttobepum:edtothedetrinentofuﬂvmnlswmmght‘.;. . | b
‘participate as subjects (Ethics of nursing, 1972). similarlys tg N
mmzmmofp;mmgﬂ'mmuoaweamnngﬂm .
mwmservicesmmtmdisadvmbagemw | '

L
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‘patients.
The pramotion of ‘good also required consideration of the

prevention of harm. During both decades, patients were viewed as

.,

vulnerable and therefox;e nurses seemed, to concur that they had

e

special obligations to protect patients from ham. Loss of power
ability or loss of autanny were often cmsequences of illness or
| lack of krmledge, the spec:Lflc sources of ham and therefore the -
consequent obllgat’lons dlffared sanewhat between the decades. Du;mg
_the twenties, merbers of the public were ft risk When théy upknowing-

A

ly hired untrained women as nurﬁ’es' The failure of a ‘graduate nurse

to be attentive, devotedt and unself:.sh would also Jeopa.rdlze the
= e

w

patleit 8 welfare The mportame of tact dunng the twent.les ‘was, ..
in part, due to the obligation of thebgurse to, protect the patJ.ent ‘1 oo ,sf-".z ’
frun the well-ﬂneam.ng J.nterference of famly and frlgﬁs A tactful - ‘

‘nuxseqn:ldalsomsureﬂutevmmpleasant,butnecessaxytreaments

orde.red by the phys:.cz.an were came:?out. _ k ‘ , (9

“ ’
Durmgtheseventles,dhxucalumrpetenceofthenurse'
seenedhobepemelved‘asposingagreaterthmttopauentwellvbeng'
9..le‘
tlmladcofdevotmn 'Ihenurse'smdlwdualmspmsa.b;htyto : '&

4

A mmtaln cqxpetenoe and partlm.pate in ongomg educatl’m were stressed

" Qiring the decade. Asanurbexoftheprofws:.m,anurséshareda ,.\.\.
respmslbll;tymthothermstberstopmtectthepubllcfmn A
mcpnpetent or unethwal practltloners, As the phtlent was vulnerable
tohuxm:nghts vmlat:.ma, ﬂ)enursehadand:hgatimtopfmntearﬁ _ ¥

iy

j'-cwbectswhrights meetphasmmpersm—oentredcareduringﬂa
earlypartofﬂ:elS?O'swasnd‘cativec#ﬂucummabwtm
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SR xespect thevalv.gs, behefs, andcustarg of pat:.ents and the mpor—
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nurses respeqt:ed ‘patient dignity, but the later emphasis on patient
advocacy reflected cancern about how the nurse could protect the
patient's rights regarding violations by others within the héa‘lth'
care System. | ’ '
During the twenties, the only mention of *rights" was made
in reference to the issues of ’shorter hours for nurses and services '

- for the middle&?are group. When discussing these issues, nurses .
. w ’ .

i Y referred to the prinéiple of 'j\nsfice and to the moral rights and

’obllgatz‘,ons of nurses; lecjal obligatmns were not ¢ a oonslderatlm in
the moral desatei of the twentl&c. Although references to Justice Py
- were not generally explmlt m the nursﬁg llt;e.rature of the seventles,
‘the obla.gatlon of nurses to promde ncn—dmcnmm?tmy care wm%lg
- seem to have been denved fram such 'a moral pnncxple.« In order to

pnsure mn-da.scrnnmat:ory nursmg care, nurses were obligated to
b

~tance of ,mn-—;xﬁgemtal attltudes was arphasmed during the early ;

V

»- seventies. ,’ S , L _ q,
/

Although the. mmse s central obllgat.lms to pramote the
patle'xw welfareandthewelfane of sometxdmngtseantod)ange
| durmg e:.ther decade, how a nurse fulfllled such an- obl:.gatlm ar
,matsecorﬁaxyoblmatlmsax:dwmaeédenvedfrantlnmcmtral o
ones d1d d'xange Startanmts about moral obllgatlons in' nurs:.ng
'generally r:pflected a broad prmclple, but the behavmur or v:.rtue
descmbed by the statanent was .often quite specxﬁc. he pnrmple '
'Wmaspmxficmlrﬂemmtobwumﬂmemm
.Vmwhchqulﬂnmtm&velcpedormbyﬂn |

4
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. moral obl:.gatim, dropped any spemfic nefereme to phys1c1.ans fzgn

gxpfessim. mumgn many moral rules could be considered "generally
good Quides" for nursing practice, 'thoyj)were often good in an instru-
mental sense, and therefore changed as oonditions changed

Charnges m stz.atanents about the obllgauons of nurses often

seamed to reflect a change in belief about what pramoted the welfare

,ofpauaksandsocz.ety Scmeoftuesedwapggsappearedtofollow

camflictsbebveennursesandothergroupsorthemergenoeoflssms

. A invplv:.ng cmfllctmg cbligations. At the begmm.ng of both decades

cbligatmm bo the physicmn were specl’hed as obeymg or carrymg out

‘%dxcal orders. Dun.ng thé‘ twenta.es nurses altered the cbligation of

»

obedlence to an cbhgatmn of oo—operat:,on. During the seventia;,'
nursessboppedrefernmbothecazryuvgwtofnedlcalord&sasa
theI(NOode andmsertedanobllgatlmtoco-q:e:gte w1ﬂ1aﬁ *
health care prpfess:.ama]s. mrmg the bﬂgntlw, loyalty to one' s
hosp:.tal or trammg scﬂ:ol was ad;sidered an oblxgatlm by many as
suchan attittﬁepramtedthewelfare oftheccnmmty Nurse§
the sevent.xes did not: dl.scuss moral cbhgaums'ho an employmg

mlm’aﬁe@‘legal Obhgathns to a:bloyers scmetimes seened to
‘cm.fhctmthactmnsthatnumesmnfdbobetheumralduty d
'Scme nurses seened to view obllgatmns acpressed in staﬁqents as .

-‘absolutedutxesrathertlmasgmaestodecm1m-makmgabmt

* conduct.. w:.thmthisvwnof nursi.ng ethics,?a@\muldseaut}ntan
Jobligatims\dxascarryinga;ttﬁeonhrsofmmicimorﬁ:eduty

mnﬂeptecl\ﬂaddacisdmﬂung mevnxdimorintm:pte-

%&Wmummmwm
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~
the emergence of conflicts, suggesting that the reasoning behind
ethical statements was not always clear, or that the reasoning had
changed. - \

The abortion issx\;e of the seventies seemed to reveal same
confusion about the nurse's role in moral decision-making, legal
considerations in decision-making, and just wham or what iwas to be
judgéd fram a moral standpoint. Nurses who refused to participate in
abortion procedures were considered by same to be unethical as they
were "judging" patients and not respecting the beliefs of pat_lents
Nurses who decided not to participate in abortion procedures indicated
that they were making judgements about their own behaviour. These
nurses referred to the principle of respect for human life rather than
the principle of justice. Regardless of their opinion @n abortion,
same nurses believed that a nurse should not be censured by the
profession or elmployer for such a decision as long as the woman's
welfare was ensured. The patient's legal right to an abortion and
the nurse's legal obligation to carry out the directives of tle
employer were introduced during the discussions of this issue.
Although the abortion debate subsided somewhat, resolution of the
conflict seemed to came about as nurses and employers made alternate
arrangements rather than from any clarification of the moral aspects
of the issue. | .

The scope of nursing ethics seemed to change within and
between the two decades. 'Ihefirstdxangeoccuz:redduringther
twenties as topics once considered §o_lely to be matters of qursing

ethics, began to be discussed /’es_» topics of psychology and sociology.

TV e emaam .




Such disciplines provided knowledge that nurses could apply to their
relationships with others in addition to the knowledge !raditionally
transmitted in ethics teachings. By the seven: L(?S,‘ ryw . crige and skill
deri:led fram the biological and social sciences «:! i.ied within
the nurse-patient relationship was supplemented by knowledge of the
fomal ethical code. During the seventies, however, knowledye of the
statements in the code seemed to camwprise an insufficient basis for
decisions re}ating to dilemmas that nurses were facing in practice,
and nurses proposed improved ethics teaching in nursing scho;ls as
well as a new code for the profession. |

A second difference in scope that is evident between the
literature of the twenties and that of the seventies, is the degree
to which nurses distinguished between personal and professional
obligations, ethics, and conduct. During the twenties, nurses were
expected to demonstrate exemplary personal‘ conduct that reflected .
credit on the profession. During the seventies, nurses did not
generally refer to conduct outside of the professionai role, and
references to such conduct or to personal ethics were removed fram
the IN Code. Such differences in the scope of nursing ethics would
seem to be consistent with the relative emphasis given to virtues
vis-a-vis duties during the two time periods. As virtues define the
person, nursing ethics transcended personal and professional roles
during the twentleﬁ During the seventies, knurscs emphasizad moral
duties or abligations rather than virtues, and nursing ethics involved
the nurse's behaviour within the professiconal role more than the

characteristics of the nurse.
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Nurses encountered conflicts with both approaches to nursing
ethics. In the twenties, nurses had difficulty maintaining the
position that they were unselfish, altruistic persons (as nurses were .
to be according to nursing ethics) when they sought, support for
shorter hours. 'I‘héy referred to personal aobligations to provide for
their old age, Ehus introducing a separation of personal-and profes-
sional duties that was unusual during this period. Durmg the seven-
ties, nurses generally focused on duties within the nursing /ie, but
the abortion debate was v1ewed as one knvolvm:_; a conflict between
personal obligations and pmfessmnal ones Withdrawal fram units
where abortion was perforned,,or withdrawal from private duty nursing
seemed to be the methods of dealing with these conflicts, but the
relationship between personal and professional obligations did not
seem to be clarified during either decade.

For most of the twenties, nurses referred to all obligations
as ethical ones but they began to use the termm "professional cbliga-
tiaon" more frequently in reference to the duty to meet'_ccmmmity d
needs for nursing services. During the seventies, nurses referred
to legal obligations, ethical obligations, and professional obliga- =
tions. In most instances, the use of the term professional igation
seemed to refer to an ethical abligation and similarly., | p §ional
misconduct seemed to refer to what nurses of the twenties termed
wnethical conduct. Although legal abligations were distinguished .
from ethical anes during the latter decade, it was not always clear

if pmfe331a1al obligations could pe distinguished from ethical ones.
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Same uses of the term "professional" in relation to cbliga-
tions, conduct, and ethics seemed to reflect the focus on behaviour
within the professional role as opposed to oonduct outside of the
role. For example, stealing from a patient or employer constituted
professional misconduct, an action also considered unethical by lay
persons in any setting. A professional obligation might also refer
to duties a nurse owed fellow nurses, such as support for better
working conditions. In same instances a professional obligagon
seemed to be one requiring group action such as the development of
practice standards.

l Nurses of the twenties seemed to express greater assurance
about the e}-hical dimension of nursing. They did not generally
report uncertainties about their decisiaons, their role in decision-
making, or their mcbxstand;ng of moral obligations. Even when they
encountered confllcts at the policy level, nurses did not seem to
be unsure of their judgements. -Nurses of the seventies reported
more- conflicts in the practice situation and less certainty about
moral 1decisions. The differing degree of assurance about nursing
ethics in bo/::h decades might account for the fact that Canadian
nurses sought a code of ethics in the seventies, but ignored a

proposal for a code in the twenties.

Nursing Ethics: Contexts

The context of nursing ethics rc;:fers to "envirommental”
factors that seemed to influence or be influenced by the moral
beliefs of each decade. Same of the ::bligaticns identified by nurses
seemed to be emphasized, altered, or introduced as changes occurred in
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hursing roles, the organized nursing profession, the health care system,
and Canadian ial life. Similarly, changing nursing beliefs seemed
to influence same of these contextual factors.

Private duty nurses were employed to care fox a patient on
a "continuous" basis in the patient's own hame and there were few
concerns expressed about depemau;ized' care or failure to respect
the beliefs or custams of the patient and family. Such a system
seemed to be conducive to thM -care based on knowledge of
the individual patient. The emphasis of nursing ethics was on the
adaptability of the nurse, for if she was to be a "force for good"
in the hame, she would have to adjust to various hame settings.
Although this mode of practice did not generally seem to lead to the
violation of an individual patient's right;, suéh a method of providing
nursing semces limited a citizen's access to care on the basis of
income. Many members of the profession, particularly nursing leaders,
viewed such unequal access as unjust and therefore as a major ethical
problemgrhat nurses ought to address.

General duty nursing in hospitals was the predaminate mode
of nursing practice in the_ séventies, and this form of practicé was
more specialized than in the twenties as hospital units were organized
on the basis of medical specialties and/or severity of 1llness Nurses
emphasized the obligati@ to maintain competence and no longer referred
to the adaptability of the nurse. Relatively speaking, the importanoce
of campetence and accountability in nursing seemed to be assumed |
rather than stressed during the twenties. When giving care in the
have, private nurses organized. their duties and made nursing decisions
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qm.te independently; they did not generally share a responsibility
for nursing care with others. Asmretlxanox:\enursecarved for a N
. hospitalized patient during the seventies and as a nursing department
assumed responsibility for nursirx; care, there seemed to be a concern
on t.he part of the profession that individual nurses might feel less
accountable as individuals.

The degree of nursing independence or autonamy was an issue
related to patient and social welfare for nurses of both decades.
The desire for freedam frdn constraints on professional decision-
making or for control over practioe was, by same, viewed negatively
as "individualism" in the twenties and positively, as a responsible
attitude, in the seventies. Nurses of both decades seemed to resent
being limited by hospital rules or policies.

In the seventies, most staff nurses cared for a group of
patients and they indicated that they did not always meet their

obﬁgations to provide person-centered care, live up to the ideal of

caring in their relationships with patients, and give patients the

-

attention they required. During periods of staff shortages, concerns

for patient safety were voiced and nurses indicated that safety was - =
the rock-bottam criterion of acceptable conditions. Nurses of the
twenties never suggested that they had difficulty meeting their moral
abligations or being devoted to patients, although they indicated that
they could never be the "paragon of perfection" that same people
expected them to be. Although private duty nurses cited long hours
of du::y as detrimental to the quality of nursing care given, they 7
did not suggest that patient safety was threatened.



During the late twenties, nurses began to perform new tasks,
tests, and procedures in hospitals and uniformity of routines, equip-
:nent, and supervision was being advocated ’to improve hospital efficien-
Ccy. For the most part, these changes were viewed as beneficial in
terms of meeting the needs of patients and improving -servioes to the
cammunity. Nurses expressed same concerns that such changes might
divert attention fram the goal of patient welfare. In the early
seventies, similar concerns were expressed by nurses and patient-
centered care was re—emphasized. | Based on beliefs about what pramoted
the welfare of individuals, hospital policies on visiting hours,
staffing patterns, and teaching programmes changed considerably.

The nursing profession changed the nature of and emphasis on
abligations as new roles developed within the profession.* During the
twenties, the increase in the number of pu?lic he;lth nurses was
accampanied by a greater emphasis on, and perhaps awareness of, the
nutber of Canadians who could not afford nursing care. Public health
nurses required higher education, initiative, and leadership ability.
If members of the profession were to meet their obligations to the
public, all nurses would need these qualities, skills, and educaticnal
opportunities. During the early seventies, the "expanded role of the
nurse” began to develop in both hospital and canmmmnity settings. As
nurses in these roles acquired new knowledge, skills‘, and responsibi-
iities, nursing accountability and autonamy were emphasized. Y

The major ethical issues at the policy level of the nursing
profession i;ivolved the quantity or distribution of nursing services

in the twenties and quality of services in the seventies. The
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influence of the medical profession and hospital administrators was
* congiderable in such debates of the twenties while that of governments
was more notable in the seventies. These differing influences were
reflected in the groups to wham nurses were cbligated. In the twenties,
the nursing and medical professions co-sponsored the Nursing Survey,
while in the seventies the nursing profession co~sponsored conferences
with and contributed to reports of the. federal and provincial govern-
ments.

During both decades, members of the profession indicated
that they had an obligation to provide a high quality of care, and
varioﬁs duties and virtues were related to such an abligation. Nurses
who were educators tended to emphasize improvements and changes in
nursing education to elevate the standard of nursing care; for the
same reason, nurses who were clinicians tended to emphasize improve-
ments in working conditions. In the twenties, the idez: that nurses
should change working conditions to elevate the quality of
care was a new one, but by the seventies cbligations to contimx%
’learnmg and pramote conditions for quality care were both part
of nursing ethics.
indicated that hours, workload, and the system of organizing nursing
services affected t.be quality of care, but quantity of care was not
an entirely separate. problem. During the twenties, same nurses were
cmc’;:rned. about justice to the patient in a system of grd.p nursing.
Nurses of the seventies reported declining standards of care with
increased workloads, and their comments indicated that patients were
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not receiving nursing care to which they were entitled. «n a sense,
just distribution of nursing care was an ethical consern in both
decades. Such a concemn led to recamendations for the reorganization

of nursing services. , \

In the twenties, changes in the mode of nursing practice
and develogment of more efficient methods of organizing nursing
services were advocated as solutions to the problem of unequal access
to nursing care. Suth changes in terms of hbspital care, involved
relinquishing responsibility for organi;:ing nuxjsingservioes to
hospital at'xthoriti&s, and it was implied that nurses who failed to
give up their independent ways were not meeting their duty to society.
In the seventies, changes in hospital policies and in the organiiation
of nursing services were proposed as methods of‘:&omtermg the problem
of depersonalized care. .Scme of these changes} w;ere designed to
increase the nurse's authority and responsibility for decision-making.
It would seem that during both decades, the beliefs nurses expressed
about their obligations influenced the organizational context of
mirsing practice.

. Several aspects of Canadian societys‘eer@dtobeihportant
factors relating to nursing ethics of the decade. puring-fhe twenties
the spirit of social reform and social progress seemed to bel reflected
in the nursing profession's focus on obligations to society. Emphasis |
on the rights of individuals and specific groups during the seventies |
was reflected in the cbligation to respect the beliefs and custams of
others, to protect and pramote patient rights, and the mporta.noa/c;f

a non-judgemental attitude in the nurse. Recamended changes in the

/



nursing role such as advocacy, emphasis on pa})ent teachmg

acoompanied the emphasis on patien @utonany ﬁ"‘ '1‘(
Discussions of nursing ethics du'c‘ixig thé t_i% were filled

A= my e 3
1 ¢ \mth refenenoes to

with references to duty; dur:mg
rights. Such language differen would seem Eo reflect prevailing
social approaches to moral questi ./' Same contemporary authors who
have written about biocethical isgues consider the "rights approach"

to foster a legalistic interpretation of igsues (Ladd, 1977). Perhaps
l evidence of the relative mportanoe

of moral authority and influence.

systems. During both decades, there seemed to be a blurring
ethical issues with political, social, .econcmic and legal issues.

The fact that "progress" was a key social theme during the
twenties seemed to affect the kinds of qualities emphasized for the
upcaming generation of nurses. Initiative and intellectual ability
samewhat replaced obedience and tact as important requlrements in.a
nurse, Durlng ‘the seventies, there were doubts about scientific
progress, and concern about the potmtigxl side effects of man-induced
changes in the world. Many members of the nursing profession called
for a "clarification of values," and emphasized the importance of
caring qualities in the nurse.

During both decades, econamic conditicns seemed to influence
the ethical 1ssues that arose within the nursing profession. In the
twenties, econamic conditions set moral cdnstraints on the movement
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for a shortened working day, and the service ideal ygt—geenmgly
threatened. During the seventies, constraints on hospital budgets with
acocompanying increased wozkloa\ds oconflicted with the increasing emphasis
on the quality of nursing care and individual respansibility for the
standard of care. Such constraints raised questions about the limits
to the abligations of nurses, at least on the part of nurses.

Perhaps because they were wamen and trained as nurses within
the "hospital family," nurses of the twenties were reluctant to
approach the public and/or govermment about nursing probl/egs. In 7he
seventies, it was socially acceptable for wamen to proﬁeka: p\uBIfgl/y,

nursing unions éicisted, and as many nurses were no longer graduates

of hospital schools, the relationship to the exrpldping hospital had -

changed. No breach of loyalty was involved, and unlike the con{}ict
of the twenties, such protests were justified by the ethics of the
profession rather than deemed contrary to traditional values and
beliefs. Nurses of the twenties did indicate ‘that long hours
negatively affected the quality of care, but theiy/main argument was
that of justice f r nurses. Given the plight of the average Canadian
during illness, ;nd that nursing involved a degree of sacrifice, that

argunent did not seem so campelling to others.

Returning to the Research Questions

There have been cha;nging and unchanging aspects of nursing
. ethics over time in Canada. The view that nursing ethics involved a
certain spirit thaf inspired moral behaviour ag a certain character,
that "ensured” it, changed. By the 1970's, spirit and character were
not as Oeltralto nursh%thics as the concepts of nghts and
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obligatioﬁ. J

Three principles of moral behaviour in nursing pervaded the
literature of the periods under study. These principles involved the
pramotion of good and preventian of harm, justice, and a notion of how
hunan persons ought always to be treated; a principle that might bel
called "respect for persons." In nursing, pramoting the good meant
pramoting human welfare, and welfare included physical, psychological,
and social aspects of well-being. /

Although there were several general moral notians or guiding
principles that seem to have been fairly stable ones, these principles
were less explicit and less amphasized than were the specific
abligations of each decade. Most ofta\n principles were assumed or
implicit in discussiaons of more specific obligations and issues.

The nursing literature indicated that patient welfare was always to
be the primary consideration; other cbligations were not generally
ranked in terms of importance. It would seem, however, that many
of the moral obligations or rules cawprising nursing ethics during
each'decade related to the means of pramoting either patient welfare
or society's welfare. As. "better" means became evident, as rules no
longer seemed reésonable for pramoting welfare, or as rules conflicted,
changes in nursing ethics seemed to occur. To same extent, the focus
on means and the assumption of principles created a view of nursing
ethics as the application of rules rather than the exercise of reason
in nursmg pract:.ice, and such a view appears to have led to conflicts.
of the issues ‘discussed as ethical ones in nursing, those

involving a conflict between the nurse's duties outside of the nursing .




role and thos; dut1e9 as ;a member of the prq,fession seaned to involve
thg most pmtracted discussions. In the resolutlon of these debates,
the professional duty to patient and public welfare was viewed as the
primary one, at least in terms of an irmediate resolution. By the

seventies, legal considerations became more important in such issues,
h :

and the resolution of conflict often inhvolved labour r.xegot'iatimé'.

Solutions generally resulted in the clarification of legal -obligations

rather than moral ones.

Beliefs abous what nursés ought to do werd influenced by
contextual f;cwrs; conditions affected the oUligatimé that nurses
identified ag those of members ¢f the profession. 'Iﬁese oi;l"i/gatims
generally related to the means of prmoting the "good,! and they were
delineated as the level of nursing education changed, as econamic
conditiaons changed, or as new nursir;g i:les were in uced. Contex-
tual factors were important considerations in ethi 1sigw-—ma}dhg

in nursing, and such factons as legislation, adm.mstrat:.} and

organization of nursing services, and the control of nursing educati_on

: ) . /
‘were variously viewed as constraints on or facilitators of ethical
conduct.

- 'me beliefs that nurses held about thelr mora}*ebhgatmns
seemed to 'influence changes in con . factors. The methods«
organizing nursing semce% the nature of the nurslmg role, the
availability of health care services, and nursing education c:hanged as.

behefs about nursmg ethics changed. The practice of nursmg was no%

determmed solely by ‘the concepts or contexts of nursing ethics; taken \

together, however, these aspects da.d-seen to shape the profession over

time.

\ .



NOTE ON SOURCES

¢

~

The major source of literature for this study was The

Canadian Nurse. This journal was first ished as a-quarterly in

1905 with a physician, Dr. Helen McMurchy, | as editor on a
part-time basis. Althougb sponsored by the Toronto General Hospital
alumae association, the publication was billed .as a journal for the
N nursing profeé)sion in Cagada. By the time monthly pi.blication began
in 1907, a nurse served as part-time editor and a cammittee of nurses
fram various regions of the country had repleaced the alumae associa-
tion. In 19.1'6, the Canadian National Association of Trained Nurses
purchased the pubiication rights. Nurses continued to serve as
editors, the first full-time editor, Ethel Johns, being appointed in
1933. The journal contained articles in the French language as early
/. as the 1940's, but the first issue Gf the French language edition,

Y,

e agpl'infimiere canadienne, was published in 1959. -The publication was

—

called a journal for the nurses of Canada until 1977, when it was
termed the "official ‘journal of the Canadian Nurses Association."-

The archives of the Canadian Nurses Association contains et
the records of that national nursing associat;.ion, copies of all the

above journals, and other materials that were valuable in:this study .

> : —
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