
Happy Nurses Week! As 
we celebrate nursing in May 
and this year as DNA’s 100 
years of supporting nurses, it 
is hard not to reflect back on 
where nursing was 100 years 
ago compared to where it is 
today. While there have been 
advances in nurse education, 
substantial increase in pay, 
and public respect and trust, 
there are still trends that have 
been threaded through the 
history of nursing and continue today. 

In the 1980’s, some of the priorities of the 
Association were:
•	 Support	 measures	 designed	 to	 safeguard	 and	

protect the public in areas of health care
•	 Increase	 the	 public’s	 awareness	 of	 the	 nursing	

profession
•	 Actively	 respond	 to	 the	 interest	 and	 needs	 of	

nursing
•	 Enlarge	nursing	influence	in	determining	health	

care policy through participation on health care 
planning

As we move forward with the work of DNA these 
priorities remain. DNA is currently addressing 
them through our legislative work with the BPA bill 
and the Future of Nursing in Delaware task force. 
Our activities, such as the Medicine Take Back 

Constituent member of ANA  
The mission of the Delaware Nurses Association is to advocate for the interest of professional nurses in the state of Delaware. The Delaware Nurses 

Association is dedicated to serving its membership by defining, developing, promoting and advancing the profession of nursing as an art and science.
Quarterly circulation approximately 12,000 to all RNs, LPNs, and Student Nurses in Delaware.

Volume 36 • Issue 2 May, June, July 2011

Kelly Davis Appointed 
to ANA Reference 

Committee
Page 4

Inside DNA REPORTER

 Reporter
     The Official Publication          of the Delaware Nurses Association

current resident or

Presort Standard
US Postage

PAID
Permit #14

Princeton, MN
55371

Executive	Director’s	Column. . . . . . . . . . . . 1
President’s Message  . . . . . . . . . . . . . . . . . . 3
Kelly Davis Appointed to ANA Reference 
				Committee . . . . . . . . . . . . . . . . . . . . . . . 4
Resolving Medical Futility Disputes . . . . 5-6
Ethical	Issues	When	Admitting	Patients
				Into	Hospice	Care . . . . . . . . . . . . . . . . . . 7

Teens	and	Ethics:	Development	and
   Decision-Making . . . . . . . . . . . . . . . . . . . 8
Traditional Medical Treatment Versus 
			Spiritual	Healing/Prayer . . . . . . . . . . . . . 9
Data Bits  . . . . . . . . . . . . . . . . . . . . . . . . . 10
Membership Benefits  . . . . . . . . . . . . . . . . 11
New Members . . . . . . . . . . . . . . . . . . . . . . 11

Executive Director’s 
 Column

Sarah Carmody

Guest Editor

Dyane Bunnell, MSN, RN-BC, CPON, AOCNS

Dyane Bunnell earned 
her	 BSN	 and	 MSN	 from	
the University of Delaware. 
She	is	a	Certified	Pediatric	
Oncology Nurse, Advanced 
Oncology	 Clinical	 Nurse	
Specialist	 and	 is	 board	
certified in professional 
development.

Dyane has worked in 
pediatric oncology and 
hematology for over 27 
years as a direct care 
nurse, clinical nurse 

educator, and clinical nurse specialist. 
She	 is	 currently	 a	 Clinical	 Nurse	 Specialist	

and	a	member	of	the	Ethics	and	Patient’s	Rights	
Committee	at	Nemours/Alfred	I.	duPont	Hospital	
for	Children.

Dyane can be reached by email at Dbunnell@
Nemours.org or at her office at (302) 651-5499. 

Welcome to this edition of the DNA Reporter, 
with a focus on ethics. In this issue, you’ll hear the 
voices of nurses from a variety of practice settings 
as they consider scenarios of decision-making 

Ethics

Dyane Bunnell

that they encounter, from both ethical and legal 
perspectives. With each author’s contribution, I 
found myself not only more fully informed about 
the legal precedent for healthcare decisions, but 
also moved by the challenges that my nurse 
colleagues face as they advocate for patients and 
families.

Frequently in my career I’ve presented lectures 
on the topic of ethics in nursing and each time I 
prepare by returning to our profession’s source 
document: the American Nurses Association’s Code 
of Ethics for Nurses. I’ve come to appreciate how 
essential this document is to every professional 
nurse. Much like Robert Fulghum’s well known 
poem, All I Need to Know I Learned in Kindergarten, 
nursing’s code of ethics is truly the simplest and 
most profound statement on the art of nursing. 
It’s all there–compassion, respect, commitment, 
advocacy, professionalism, integrity, character, 
and competence in delivering quality care to 
individual	 patients,	 families,	 and	 society.	 Each	
day, professional nurses practice within this code, 
perhaps at times unaware of how often their daily 
acts of caring for patients is informed by our code 
of ethics. 

Perhaps this issue will inspire each of us to 
review this seminal nursing document and to find 
all we need to know to practice as society’s most 
trusted professionals. Executive Director’s column continued on page 2

Members, Have You 
Logged In?
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Executive Director’s column continued from page 1

events and the Mercury Thermometer Take Back, 
help to protect the public but also raise awareness 
about the nursing profession. Your suggestions and 
participation in supporting these priorities is not 
only appreciated but is essential to the work of DNA.

DNA is celebrating 100 years on April 18th. 
This centennial would not be possible without 
the initiative and support of its members. The 
partnership between the DNA and its members 
is vital to keeping the Association strong for the 
nursing profession in our state. Join your state 
nurses association today!

vision: The Delaware Nurses Association is dedicated to 
serving its membership by defining, developing, promoting 
and advancing the profession of nursing as an art and 
science.

mission: The Delaware Nurses Association advocates for 
the interest of professional nurses in the state of Delaware.

Goals: The Delaware Nurses Association will work to:
1. Promote high standards of nursing practice, nursing 

education, and nursing research.
2. Strengthen the voice of nursing through membership 

and affiliate organizations.
3. Promote educational opportunities for nurses.
4. Establish collaborative relationships with 

consumers, health professionals and other advocacy 
organizations.

5. Safeguard the interests of health care consumers 
and nurses in the legislative, regulatory, and political 
arena.

6. Increase consumer understanding of the nursing 
profession.

7. Serves as an ambassador for the nursing profession.
8. Represent the voice of Delaware nurses in the national 

arena.

Did you know? 
1932– The public health movement grew from 3000 

nurses in 1912 to over 20,000 in 1932.
1939– Private duty nurse fee for an 8-hour shift was 

$5
1943–	There	were	84	nurses	 from	DE	 in	 the	armed	

forces
1957–	The	 Delaware	 State	 Nurses	 Association	 was	

changed to Delaware Nurses Association
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President’s Message
Bonnie Osgood, MSN, RN-BC, NE-BC

Greetings	Everyone,	
Welcome to the May-June-

July 2011 edition of the DNA 
Reporter. 

HAPPY NATIONAL 
NURSE’S	WEEK!	

National Nurse’s Week is 
celebrated May 6 through 

May 12. 

National Nurse’s Day 
is May 6, 2011. The theme 
for this year’s National 
Nurse’s Week is: Nurses Trusted to Care. The value 
and integrity of the profession of nursing to our 
community is evident every day. 

Did you know? 
•	 For	 the	 11th	 year,	 nurses	were	 judged	 the	most	

honest and ethical profession, according to a 
Gallup	 poll	 released	 December	 2010.	 Eight	 out	
of	10	Americans	judged	nurses	to	have	“high”	or	
“very	high”	ethical	standards.

•	 There	 are	 nearly	 3.1	 million	 registered	 nurses	
in	the	United	States	and	2.4	million	of	them	are	
actively employed.

•	 The	American	Nurses	Association	was	founded	in	
1896.

•	 The	 Delaware	 Nurses	 Association	 is	 celebrating	
100 years this year. 

•	 As	 of	 3/6/11,	 there	 are	nearly	 14,500	 registered	
nurses in Delaware, more than 1,100 advanced 
practice nurses, and 2,900 licensed practical 
nurses.

Thank you for all that you do. Happy Nurses Week!
The	 planning	 committee	 for	 the	 Excellence	 in	

Nursing Practice Awards has been busy planning 
this year’s event. Please nominate deserving nurses 
you	feel	represent	excellence	in	nursing	in	Delaware.	
The	Excellence	in	Nursing	Practice	Awards	Ceremony	
will be in July, 2011. This event is a recognition 
and	 celebration	 of	 the	 excellence	 you	 bring	 to	 the	
profession. Nominations are submitted electronically. 
Nomination forms and detailed information regarding 
the event is available on the DNA website at www.
denurses.org. 

The theme for this edition of the DNA Reporter 
is	 Ethics.	 We	 are	 all	 faced	 with	 ethical	 and	 moral	
decisions every day in our practice. We practice as 
advocates for our patient’s, families, and each other 
in whatever role or environment we serve. 

The	 ANA’s	 Code	 of	 Ethics	 (2001)	 establishes	
ethical standards of behavior for nurses relevant in 
all roles and practice settings. It provides guidelines 
for ethical analysis and the application of nurses’ 
professional skills and abilities into their everyday 
practice.	 There	 are	 nine	 provisions	 in	 the	 Code	 of	
Ethics	 for	 Nurses.	 The	 provisions	 are	 listed	 below.	
Interpretive statements are also included for each 
provision and are available on line and are an 
essential component in the understanding of the 
contextual	 meaning	 of	 the	 provisions	 of	 the	 Code.	
Please take the opportunity to review the full ANA’s 
Code	of	Ethics	with	interpretive	statements	available	
for review on line at no cost at www.nursingworld.
org. The publication is also available for purchase on 
the ANA’s website. 

I would like to take this opportunity to thank each 
of	 you	 for	 promoting	 excellence	 in	 the	 profession	 of	
nursing	through	the	everyday	application	of	our	Code	
of	 Ethics.	 The	 challenges	 in	 our	 every	 day	 care	 of	
patients and families in crisis, pain and suffering are 
real and need to be acknowledged. Nurses’ consistent 
dedication to high standards in the promotion of 
health, education, advocacy in great part contribute 
to nursing being the most trusted profession. Thank 
you for all that you do.

Bonnie
Code of Ethics for Nurses

1. The nurse, in all professional relationships, 
practices with compassion and respect for the 
inherent dignity, worth, and uniqueness of every 
individual, unrestricted by considerations of 
social or economic status, personal attributes, or 
the nature of health problems.

2. The nurse’s primary commitment is to the 
patient, whether an individual, family, group, or 
community. 

3. The nurse promotes, advocates for, and strives 
to protect the health, safety, and rights of the 
patient.

4. The nurse is responsible and accountable for 
individual nursing practice and determines the 
appropriate delegation of tasks consistent with 
the nurse’s obligation to provide optimum patient 
care.

5. The nurse owes the same duties to self as to 
others, including the responsibility to preserve 
integrity and safety, to maintain competence, and 
to continue personal and professional growth.

6. The nurse participates in establishing, 
maintaining, and improving health care 
environments, and conditions of employment 
conducive to the provision of quality health care 
and consistent with the values of the profession 
through individual and collective action. 

Bonnie Osgood

7. The nurse participates in the advancement of 
the profession through contributions to practice, 
education, administration, and knowledge 
development. 

8. The nurse collaborates with other health 
professionals and in the public in promoting 
community, national, and international efforts to 
meet health needs.

9. The profession of nursing as represented by 
associations and their members, is responsible 
for articulating nursing values, for maintaining 
the integrity of the profession and its practice, 
and for shaping social policy. 

America	 Nurses	 Association.	 (2001).	 Code	 of	 ethics	
for nurses with interpretive statements. Retrieved from 
http://www.nursingworld.org/MainMenuCategories/
EthicsStandards/CodeofEthicsforNurses.aspx 

Jones, J., (2010, December 3). Nurses top honesty and 
ethics list for the 11th year: lobbyists, car salespeople, 
members of congress get the lowest ratings. Retrieved from 
http://www.gallup.com/poll/145043/nurses-top-honesty-
ethics-list-11-year.aspx
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Kelly Davis Appointed 
to ANA Reference 

Committee
Kelly Davis, a two-term DNA Delegate, has been 

appointed	 to	 the	 ANA	 Reference	 Committee	 for	 a	
two-year term. Kelly, a DNA member since 2002, has 
experience	working	with	and	interpreting	references	
and bylaws. Her interest in 
this area stems from her 
student nurse days as a 
member of the Resolutions 
Committee	 for	 the	 National	
Student	 Nurses	 Association.	
She	 also	 participated	 on	
the DNA Bylaws Ad-Hoc 
Committee	 and	 is	 active	
on the DNA Legislative 
Committee.

The ANA Reference 
Committee	 receives,	 reviews	
and reports on proposals submitted for consideration 
by the House of Delegates. 

Kelly Davis

mark Your Calendars!
April 30th-National Medicine 

Take Back event
May 20th–Mercury Thermometer Exchange
September 23rd–Environmental Conference

October 28th–DNA Fall Conference

Information on these events can be found on the 
DNA website on the Events Calendar.

www.denurses.org
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Donna Casey
Thaddeus Pope

Donna	 Casey,	 BSN,	
MA,	 RN,	 FABC,	 NE-BC,	
is Nurse Manager of the 
Wilmington Hospital 
ICU	 and	 Co-Chair	 of	 the	
Christiana	 Care	 Health	
System	Ethics	Committee.	
She	 can	 be	 reached	 at	
docasey@christianacare.
org

Thaddeus Pope, 
J.D., Ph.D. is associate 
professor of law and 
member of the Health Law 
Institute at the Widener 
University	 School	 of	 Law,	
in Wilmington. He is a 
board member of the 
Delaware	 End-of-Life	
Coalition	 and	 chairs	 its	
public policy committee. 
Professor Pope is also 
a legal consultant to 
the American Thoracic 
Society’s	multi-society	working	group	on	medical	
futility. He can be reached at tmpope@widener.
edu, 302-477-2230.

Conflicts	 over	 end-of-life	 treatment	 are	 common.	
One category of such conflict is the medical futility 
dispute. Typically, in a medical futility dispute 
the surrogate decision maker wants to continue 
aggressive treatment for a patient but healthcare 
providers determine that such treatment is 
inappropriate. In this article we discuss: (1) the types 
of medical futility, (2) how medical futility disputes 
can be prevented, and (3) how such disputes can be 
resolved.

Two Types of Medical Futility Disputes
There are two types of futility: physiologic futility 

and futility as understood as a lack of benefit. 
Physiologic futility refers to something that cannot 
achieve	 the	 intended	 goal.	 For	 example,	 in	 the	
treatment of a common cold, antibiotics would be 
physiologically futile. The common cold is caused 
by a virus, and antibiotics are ineffective against 
viruses. Therefore, antibiotics are futile in the 
treatment of the common cold. But while physiologic 
futility offers scientific certainty, it applies to few 
cases of treatment conflict.

The probability of a treatment’s effectiveness is 
often higher than zero. Therefore, the more relevant 
type of futility is futility understood as a lack of 
benefit. There is some chance that the treatment 
might work to some degree. But, for critically ill 
patients, the likelihood is often very low. Is the 
treatment worthwhile? Is it indicated? Answering 
such questions requires a value laden, benefits vs. 
burdens	judgment.	

One more precise definition of futility identifies 
medical treatment that:
•	 has	no	realistic	chance	of	providing	a	therapeutic	

benefit that the patient has the ability to 
perceive or appreciate, such as merely preserving 
the physiologic functions of a permanently 
unconscious patient; or 

•	 has	 no	 realistic	 chance	 of	 returning	 the	 patient	
to a level of health that permits survival without 
acute level of care or hospital setting; or

•	 has	 no	 realistic	 chance	 of	meeting	 the	 patient’s	
own goals as evidenced by an advance directive 
or other clear and convincing evidence.

A Medical Futility Case Study
Clinical	 examples	 of	medical	 futility	 that	 fit	 this	

definition	can	be	found	in	Intensive	Care	Units	(ICU)	
across the country. Here is a case in point. AH, 96 
years old, is admitted to the emergency department 
from her nursing home with complaints of shortness 
of	 breath	 and	 weakness.	 She	 has	 a	 history	 of	
dementia, breast cancer and has a stage III sacral 
decubitus ulcer. AH is admitted to the medical floor 
where	 her	 health	 continues	 to	 deteriorate.	 She	 is	
found	 to	 be	 in	 renal	 and	 cardiac	 failure.	 She	 has	

Resolving medical Futility Disputes
bilateral pleural effusions and becomes acutely 
dyspneic	and	hypoxic	requiring	intubation.	

AH is transferred to the intensive care unit where 
her decision maker refuses to allow a biopsy of the 
pleural fluid. Providers suspect that the effusion is 
malignant. AH had refused to have her breast cancer 
treated 20 years ago when it was first diagnosed, 
so the decision maker surmised that she would not 
want to have it treated now. AH had an advance 
directive	that	stated:	“I	want	my	life	to	be	prolonged	
as long as possible within the limits of generally 
accepted	 health	 care	 standards.”	 Despite	 the	
apparent contradiction between refusing to treat the 
malignancy and wishing all medical interventions 
to preserve life, other treatments were aggressively 
pursued. 

AH remained a full code after progressing to 
complete	 renal	 failure	 requiring	 dialysis.	 She	
remained a full code even after progressing to long-
term respiratory failure requiring mechanical 
ventilation including tracheostomy. AH was 
unresponsive	to	stimuli	except	deep	pain	and	having	
severe generalized weeping edema with ubiquitous 
skin breakdown. Her cancerous breast had become 
a	 macerated	 open	 wound.	 She	 required	 artificial	
nutrition	 through	 a	 PEG	 tube,	 however	 she	 was	
unable to absorb the nutrition due to her poor health 
and suffered malabsorption diarrhea worsening her 
skin breakdown. 

In short, there was no medical intervention that 
was going to cure AH. Medicine was not going to be 
able to return her to her previous state of health. 
Medicine was not even able to prevent her imminent 
death. AH’s decision maker, however, insisted on 
continued aggressive care, ventilation, dialysis, 
antibiotics, tube feeds, dressing changes and 
attempted cardiac resuscitation. 

Based on our working definition of futility, 
one might reasonably conclude that continuing 
aggressive treatment for AH is futile. No medication 
or treatment has any realistic chance of providing a 
therapeutic benefit that AH has the ability to perceive 
or appreciate, based on her vegetative neurologic 
condition. Medicine was indeed merely preserving 
the physiologic functions of an unconscious patient. 
Additionally, there was no realistic chance of 
returning AH to a level of health that would permit 
survival without an acute level of care (in her case, 
critical care).

One may wonder, however, if continued aggressive 
care would meet the patient’s own goals as evidenced 
by	her	 advance	directive.	Even	 if	 it	 truly	were	AH’s	
intent to continue futile care, is it appropriate to 
utilize	 extraordinarily	 expensive	 resources	when	no	
benefit can be realized? What can the bedside nurse 
who is dealing with an unreasonable family member 
do to advocate for her patient, whom she believes is 
suffering with every nursing intervention; turning, 
suctioning, dressing changes etc?

Resolving Futility Disputes through 
Consensus Building

Once on this road, it is indeed a very difficult 
journey.	 Like	 elsewhere	 in	 healthcare,	 prevention	
is the best alternative. We suggest utilizing the 
following	 strategies	 to	 prevent	 and/or	 informally	
resolve conflict with families and decision makers.

1. Develop Goals of Care.	 Collaborate	 with	
patients and families to develop goals of care upon 
admission. Once established, the patient and family 
should be kept abreast as to the progress towards 
these goals. When it is determined that patient will 
not be able to return to health or previous level of 
functioning, new goals of care should be developed in 
collaboration with the patient and family. Have one 
consistent professional be the primary communicator 
with the family. Teaching institutions with many 
residents and consultants contribute to conflicting 
messages and mistrust. When goals of care are 
agreed upon and it is clinically appropriate to do so, 
medically non-beneficial treatment may be limited or 
withdrawn.

2. Bring the Team Together to Communicate a 
Cohesive Message. If goals of care cannot be agreed 
upon, conduct an interdisciplinary meeting. Include: 
(1) key members of the health care team (medicine, 
nursing, respiratory therapy, other therapies as 
involved, nutrition, social work, etc.) (2) consulting 
physicians, (3) the patient’s primary care community 
physician,	(4)	the	patient	and/or	decision	maker,	and	
(5) other family members and support persons as 
requested by the family. The purpose of the meeting 
is to facilitate open and productive communication 
so that all involved clearly understand the same 
information. The conference should be patient-
centered and should cover the following:
•	 A	 discussion	 of	 patient	 and	 family	 values	 and	

goals, medical status and prognosis, treatment 
options, the goals of medical care and the 
definition	 and	 implications	 of	 CPR	 and	 a	 DNR	
order. 

•	 A	consultation	to	the	Palliative	Care	Team	may	be	
helpful in managing these situations and should 
be considered. 

•	 A	 second	 medical	 opinion	 may	 also	 be	 helpful.	
Sometimes,	 conflict	 is	 related	 to	 personality	 or	
misinformation. Transfer to another physician or 
health care facility may be appropriate.

•	 If	 the	 second	 physician	 concurs	 that	 the	
requested treatment is medically non-beneficial, 
that opinion should be communicated to the 
decision maker.

3. Consult the Ethics Committee. If the 
patient	 and/or	 decision	maker	 continues	 to	 request	

Resolving Medical Futility Disputes continued on page 6

Donna Casey

Thaddeus Pope
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non-beneficial treatment and conflict persists, 
then consult the ethics committee. In an advisory 
capacity,	 the	 Ethics	 Committee	 should	 make	
every reasonable effort to hear all sides of the 
conflict, identify ethically acceptable options, and 
facilitate resolution of the conflict. When possible, 
it is preferable that the attending physician who 
participates in the ethics consultation should remain 
the attending of record until the conflict is resolved. 

Resolving Futility Disputes through 
Unilateral Action

Fortunately,	 the	 vast	 majority	 of	 medical	 futility	
disputes are resolved through these measures. 
Providers and families almost always reach 
consensus.	 Still,	 in	 a	 small	 but	 significant	 subset	
of cases, conflict remains intractable. When these 
preventive efforts fail, an organization must assess 
whether it is willing to endure the possibility of legal 
action. 

The	 1996	 Delaware	 Health	 Care	 Decisions	
Act	 (HCDA)	 provides	 that	 life-sustaining	 medical	
treatment may be withheld or withdrawn from 
incapacitated patients only with the consent of 
an	 authorized	 decision	 maker,	 except	 in	 three	
circumstances,	 when	 treatment	 is:	 (1)	 “medically	
ineffective,”	 (3)	 “contrary	 to	 generally	 accepted	
health-care	 standards,”	 and/or	 (2)	 contrary	 to	 the	
provider’s	“conscience.”	But	the	statute	defines	these	
terms	in	such	a	narrow	way	that	these	exceptions	do	
not apply to most futility disputes. Furthermore, even 
when	these	exceptions	do	apply,	the	statute	requires	
providers to continue complying with treatment 
decisions unless or until the patient is transferred to 
another	provider	or	facility.	Since	such	transfers	are	
almost never found, the statute effectively requires 
providers to comply with surrogate requests for 
aggressive curative treatment that they consider 
non-beneficial, burdensome, and even cruel.

Many	 providers	 feel	 that	 the	 HCDA	 does	 not	
sufficiently empower them to resist inappropriate 
treatment demands. Indeed, providers often feel 
as	 though	 they	 are	 torturing	 the	 patient.	 Still,	
they usually comply with surrogate decisions for 
such treatment due to fear of litigation. In short, 

the	 “decline	 to	 comply”	 provisions	 in	 HCDA	 do	
not provide an adequate mechanism for resolving 
intractable medical futility disputes.

Still,	 a	 separate	 HCDA	 provision	 is	 of	 some	 use.	
When a surrogate makes a treatment decision that 
clearly contradicts what the patient would have 
wanted, the provider need not comply with that 
decision.	The	HCDA	provides	 that	a	 surrogate	must	
make	 treatment	 decisions	 “in	 accordance	 with	 the	
patient’s individual instructions, if any, and other 
wishes	 to	 the	 extent	 known	 by	 the	 surrogate.”	 If	
the surrogate is unable to determine what the 
patient would have done or intended under the 
circumstances, then the surrogate’s decision must 
“be	made	in	the	best	interest	of	the	patient.”	In	other	
words, surrogates must make decisions that reflect 
the patient’s values, preferences, or best interests. 
Otherwise, they act outside the scope of their 
authority.	Surrogates	who	are	not	faithful	agents	can	
and should be replaced.

While effective and functional in some cases, 
surrogate replacement is hardly a complete solution 
to medical futility disputes. Most patients have 
not completed any advance care planning. Of the 
roughly 35% of Delawareans who have completed 
advance directives, those directives are usually 
unavailable when needed. And even when available, 
those directives usually fail to speak clearly to the 
patient’s current clinical circumstances. In short, 
there is often no evidence of patient preferences. 
Consequently,	 it	 is	 impossible	 to	 demonstrate	
any contradiction between those preferences and 
surrogate decisions. While we know, statistically, that 
few	would	want	to	live	in	an	extremely	compromised	
condition, particularly if cognitively unaware, 
providers often do not know what any particular 
patient is willing to live with. In such cases, there 
are rarely grounds to replace a surrogate requesting 
treatment that providers determine is inappropriate.

Providers	 need	 to	 be	 able	 to	 “stand	 up”	 for	 their	
patients. The tough work is designing a dispute 
resolution mechanism that can act with the real-time 
speed these cases demand, yet include sufficient 
safeguards to ensure due process protections like 
neutral	and	unbiased	adjudication.	
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Hospice nurses often face ethical issues during their 
case management careers. The most obvious which 
come to mind are related to curtailing aggressive 
treatments, nutritional supplements, and parental 
feedings.	 However,	 experienced	 nurses	 often	 find	
that complying with family wishes, providing care 
to the patient, and following federal guidelines often 
presents ethical issues. Addressing these issues may 
be challenging but relying on the support and counsel 
of the hospice social worker has improved my approach 
to difficult family situations. 

One of the most common and oftentimes most 
difficult ethical dilemmas encountered is related to 
the	 “H	word”.	 After	 receiving	 a	 referral	 from	a	 doctor	
(oncologist, primary, cardiac, etc.), the nurse arrives 
at the patient’s home armed with information detailing 
the benefits of hospice care and the desire to help yet 
another	 patient	 and	 family.	 He/she	 is	 often	 greeted	
at	 the	door	with	 the	comforting	words	 “don’t	mention	
hospice”,	 “Dad	 doesn’t	 know	 he	 is	 dying”,	 “If	 you	 say	
you	 are	 from	 hospice,	 Mom	 will	 give	 up	 hope”.	 The	
dilemma is clear. Upon entering the home, a nurse 
quickly assesses that this 70 year old patient with 
metastatic cancer is clearly uncomfortable, chair 
bound	and	in	need	of	extensive	comfort	interventions.	
Several	 family	members	may	be	present	and	they	are	
all looking for palliation for their loved one. The nurse 
(or in some instances supportive team member) must 
quickly	 determine	 the	 best	 way	 to	 explain	 hospice	
services, which are noticeably needed, while attempting 
to comply with the family’s wishes. 

All hospice personnel must follow strict guidelines 
called	 “Conditions	 of	 Participation”	 which	 clearly	
outline the ruling that the patient must be involved 
in the informed consent. It is further stipulated that 
if	a	person	is	alert	and	oriented	he/she	must	sign	this	
informed consent or assign someone to sign if physical 
condition prohibits completing the task. A detailed 
explanation	must	accompany	this	alternate	signature.	
Prior to being introduced to the patient, the nurse may 
explain	to	the	primary	caregiver	that	if	the	patient	asks	
directly	if	she/he	represents	hospice	or	if	they	are	dying	
a truthful answer must be given. It is vitally important 
that hospice personnel recognize and are sensitive to 
cultures,	family	dynamics,	anxiety	and	fear	during	the	
assessment	 process.	 However,	 a	 detailed	 explanation	
of services may be given without overemphasizing 
the	 dreaded	 “hospice”	 word.	 The	 admissions	 nurse	
may start by chatting with the patient and the group 
about what has been going on over the past few weeks 
related to the patient’s physical condition. Then while 
explaining	 the	 services,	 open	 ended	 questions	 such	
as	 “have	 you	 thought	 about	 further	 hospitalization?”,	
“do	 you	 have	 a	 living	 will?”,	 etc.	 are	 woven	 into	 the	
conversation and generally a comfort level is reached. 

A common situation may occur where a family 
requests that we do not mention hospice to their 
dying loved one. The patient is alert and oriented to 
self	and	family	members,	but	extremely	lethargic.	The	
initial admissions informational includes a thorough 
discussion of no hospitalizations, do not resuscitate. 
Although	 the	patient	 is	 extremely	 fatigued,	he	 clearly	
understands that he will be cared for in the home 
setting and there will be no aggressive treatment or 
hospitalizations. The patient requests that his wife 
sign the paperwork. During the admissions process 
the	 extended	 family	 requests	 that	 staff	members	 not	
introduce themselves as being from hospice. Often 
within hours of admission to hospice services, an 
irate	 extended	 family	 member	 calls	 into	 the	 office	
complaining that the nurse arrived at the home with 
a hospice designated bag and a name tag. It is clear 
that the family is most afraid of the dying process and 
issues related to end of life. While complying with the 
family’s	 initial	 wishes	 not	 to	 explicitly	 or	 continually	
mention hospice, the request not to wear identification, 
etc may be viewed as overtly hiding the hospice 
identity. The hospice team should be involved in 
ongoing discussions with the family in order to achieve 
a comfort level and understanding of all aspects of end 
of life care. The struggle between autonomy, family 

Ethical Issues When Admitting Patients Into Hospice Care
values and achieving desired comfort levels remains a 
continuing process.

Another common ethical issue involves working 
with an active participant in patient care (oftentimes a 
relative) who is not in total agreement with the hospice 
plan of care. Although the patient has consented to 
hospice comfort measures, the hospice team may 
be confronted by a caregiver who refuses to follow 
the pain and symptom management regimen. This 
caregiver wants the patient to be alert, awake and 
able to interact. Yet, the case manager encounters a 
patient with significant signs and symptoms of pain. 
The patient may have an elevated heart rate, grimacing 
and moaning upon movement. Although oriented, 
the	 patient	 may	 close	 his/her	 eyes	 when	 asked	 “are	
you	 in	 pain”,	 allowing	 the	 caregiver	 to	 answer.	 This	
family member may be the primary caregiver during 
the day and continues to discourage the use of pain 
medications. The caregiver may openly voice opposition 
to the hospice plan of care and the initial decision of 
patient and immediate family in electing hospice. 
Although the hospice interdisciplinary team attempts 
to	 treat	 the	 patient/family	 as	 a	 unit,	 it	 may	 be	 best	
to request that the caregiver leave the room while a 
member of the team is assessing and visiting with the 

patient. The team must effectively treat the patient’s 
symptoms while recognizing a strong family bond. 
Again, the most utilized approach is a family meeting 
to review the contractual understanding between the 
patient, family and hospice. As a hospice nurse I have 
been fortunate enough to work with interdisciplinary 
teams whose social work staff has assisted with family 
dynamics raising ethical dilemmas. Most importantly, 
I have been able to learn varied approaches to difficult 
situations wherein my education was social worker 
driven.
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In	 many	 ways	 adolescence	 is	 a	 period	 of	 “in	
between.”	 Teenagers	 may	 feel	 they	 are	 not	 quite	
adults, but no longer children. Parents, healthcare 
professionals, and other adults may question 
when to start regarding teens as adults as far as 
expectations,	decision-making,	and	personal	choices.	
Cultures	 vary	 in	 what	 is	 meant	 by	 adolescence	
and the associated behaviors, variables inherent 
in the study of ethics. For some ethical dilemmas, 
morals or laws provide clear guidance with regard to 
teenagers. In other ethical issues solutions are by no 
means clear cut and the moral codes of individuals 
and	society	may	conflict.	This	article	explores	ethical	
issues associated with the adolescent period and 
briefly	examines	the	role	of	nursing	when	addressing	
ethical issues with youth.

Perhaps	 the	 best	 place	 to	 begin	 an	 exploration	
of teens and ethics is with the definition of 
adolescence. The word teenager was introduced in 
the 1960’s to appeal to a growing number of young 
American consumers. Retailers quickly learned the 
profitability of this age group and coined the word 
“teenager”	 to	 gain	market	 share.	Many	 believe	 that	
our current period of adolescence, from 12-19 years, 
was informed by this phenomenon. For some, the 
adolescent period may continue well into the twenties 

Teens and Ethics: Development and Decision-making
as educational pursuits, economic dependency, 
and parental influences continue to persist into 
the young adult period. There is much current 
concern that adolescence is beginning prior to age 
12 in response to earlier attainment of puberty, 
media, social marketing, and changes in parenting 
practices.

Cognitive	 development	 and	 ethics	 have	 a	 clear	
relationship. The abilities of a teen to process, 
understand, and make decisions about ethics may 
be guided by the natural physiological development 
of the brain during the adolescent years. Recent 
research has documented that the teen brain 
continues to grow and develop throughout the 
teen years. Despite the adolescent’s often adult-
like physical appearance, proliferation, pruning, 
and myelinization dictate that the teen brain is a 
“work	 in	 progress.”1 These maturational processes 
have great bearing on a teen’s abilities to set 
priorities, practice empathy, organize their thoughts, 
understand consequences, appraise risks, and 
engage	 in	 behaviors.	 The	maturing	 of	 the	 executive	
portion	 of	 the	 brain	 or	 the	 prefrontal	 cortex,	 also	
known	 as	 the	 “area	 of	 sober	 second	 thought,”	 may	
dictate how youth view ethical dilemmas, adults’ 
conceptualization of the role of the teen, and how 
society views teens in general and on an individual 
basis.1 Teens’ abilities to reason, deliberate multiple 
factors, and make sound decisions in an ethical 
conflict are significantly influenced by brain 
development. 

An adolescent’s abilities to consent to health 
care, participate in research, access preventative 
health information, and other areas confronted 
within the healthcare environment are largely 
dictated by state laws or policies and are designed 
to protect the adolescent. These protections, though, 
may reflect how society views teens. Many states 
consider	 18	 year	 the	 age	 of	 majority,	 though	 four	
states	 consider	majority	 at	 age	19	or	21	and	others	
differentiate	age	of	majority	from	the	age	of	consent.2 
Individuals less than this age are considered 
minors and some areas of consent must be solicited 
from	 parents	 or	 appointed	 guardians.	 Some	 states	
differentiate mature minors, emancipated minors, 
and stipulations associated with emergency care.2 
Mature minors, according to state law, may be 
granted more rights than a child but less than an 
adult.3 In order to afford youth additional rights, 
minors may be considered emancipated based on 
their participation in the military, parenting a child, 
documented self-sufficiency and living independent 
of parents, marriage, or graduation from high 
school.3 Many states use a legal, court directed 
process of emancipation known as the Judicial 
Bypass Mechanism.2 The state of Delaware does not 
have mature minor or emancipation stipulations or 
laws so each case must be addressed by the courts 
on an individual basis. 

Consent	 for	 health	 treatment,	 choices	 about	
refusal of treatment, and areas of consent in which 
parent/guardians	 and	 teens	 differ	 in	 opinion	
may be confronted during patient care and offer 
challenges to the nurse. Adolescent participation in 
experimental	therapies,	solicitation	of	mental	health	
services, and adherence to a plan of care may offer 
ethical dilemmas with regard to the care of teens. 
Some	 practitioners	 caution	 that	 teens	 may	 not	
seek out health care for sensitive or private health 
issues due to the need to solicit parental consent for 
treatment.3 All states allow for adolescents to consent 

for routine treatments without parental consent but 
the limitations and specifics of these policies vary 
from state to state.4 These policies may reflect local 
beliefs on adolescent cognitive and decision-making 
abilities and on adult perceptions of the health needs 
of youth. The confidentiality afforded this care may 
also depend upon federal and state laws and policies, 
such as the Health Insurance Portability and 
Accountability Act (HIPAA) Privacy Rule, in addition 
to agency practices.5 

Access to information related to prevention 
education has also been identified as an area of 
ethical conflict with adolescents. Teens’ abilities 
to gain knowledge related to such high-risk 
behaviors	 as	 drugs,	 alcohol,	 sexual	 health,	 and	
other means to attain and maintain health may be 
considered	controversial.	Needle-exchange	programs,	
condom	 distribution	 and	 sexually	 transmitted	
disease prevention, and abstinence-only versus 
comprehensive	 sexuality	 education	 programs	
provide	examples	of	potential	areas	of	discord	when	
providing education to teens.6 

Research is an important area in which teens 
are offered a level of protection and nurses may 
need to provide advocacy for patients. Dependent 
upon the level of risk associated with the research 
teens must have one or both parents’ permission in 
order to participate in research and must provide 
personal assent in order to meet institutional review 
board standards. Unfortunately, until recently, 
the reluctance to place children and adolescents at 
risk has limited the depth of research and findings 
available about those age groups.7 Authors assert 
that teens would benefit from greater involvement 
in the consent process to enhance autonomy and 
personal responsibility for actions and that parent-
focused permission processes may marginalize 
teens.7 

The most debated ethical dilemmas related to 
youth are the laws, policies, and issues associated 
with	 reproductive	 health.	 Age	 of	 consensual	 sexual	
relations, ability to have access to contraceptives, 
treatment	for	sexually	transmitted	infections,	access	
to prenatal care, personal consent for abortion, and 
the role of parents all reflect the ethical dilemmas 
in	 this	 arena.	 For	 example,	 in	 Delaware,	 the	 laws	
delineate	 consent	 to	 sexual	 activity	 based	 on	 age	
group. Teens 12-15 years of age can only consent to 
sexual	 activity	 with	 someone	 who	 is	 no	more	 than	
four years older than the adolescent and cannot 
include anyone who is in the position of authority 
or trust for that teen. Infringement of this may be 
interpreted as statutory rape. Many states differ 
on the ability for a teen to consent to a therapeutic 
abortion.	Some	states	require	one	or	both	parents	to	
consent, others require the consent of the father (if 
known), and others include a delay period with the 
intent to ensure that the individual has thoroughly 
thought through their decision. Mandatory reporting 
laws indicate that adults must report circumstances 
where it is believed that teens are involved in: child 
abuse,	neglect,	dependency,	unlawful	sexual	contact,	
and threat to harm to self or others. Referral to the 
Delaware	laws	(10	DEL.Code	Sec.	901;	http://delcode.
delaware.gov) may provide clarity for these policies. 

The nurse is in a pivotal role to protect teens 
and their rights to autonomy, informed consent, 
access to care, and personal safety. Ongoing 
research, discussion, and clarification of federal 
and state laws, agency policies, and nursing roles 
are important ways for nurses to advocate for teens. 
Nurses should ensure that adolescents have a voice 
in their health and health care, are protected during 
that care, and are treated as autonomous individuals 
with the associated rights and responsibilities. 
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Pediatric healthcare providers routinely 
encounter a multitude of social issues when caring 
for	medically/surgically	needy	infants	and	children.	
Today, nurses are more accustomed to cultural 
diversity when caring for these children. However, 
when parents’ religious beliefs are in conflict with 
proposed medical intervention, an ethical issue 
quickly ensues. Often the issue is centered on 
spiritual healing through prayer in lieu of medical 
intervention. Typically, healthcare providers will 
attempt	 to	 educate	 and/or	 negotiate	 with	 parents	
on the potential outcomes to refusing necessary 
medical	care.	In	some	instances,	an	Ethics	consult	
may resolve the differences between healthcare 
provider and parent. In others, the courts are called 
in to determine the best interests of the child. 

The	 U.S.	 Constitution’s	 Free	 Exercise	 Clause	 of	
the First Amendment guarantees all Americans 
the freedom to practice one’s religion without 
government	 interference	 in	 that	 practice	 (U.S.	
Const.,	 amend.	 1).	 The	 Fourteenth	 Amendment	
guarantees parents the fundamental right to make 
health care decisions regarding their children 
(Meyer v. Nebraska, 1923). Inevitably, there are 
circumstances where these two rights are in conflict 
with each other, where a child, in need of medical 
treatment will be denied medical intervention based 
on parental autonomy to raise their children, while 
being guided by their spiritual beliefs. This article 
will illustrate the legal conflict arising from parental 
rights to autonomy, in raising a child in need of 
medical treatment, under the auspices of their 
religious faith and the state’s interest in protecting 
that child and the public from harm. Ordinarily, 
this is legally accomplished by appointment of a 
special guardian or a guardian ad litem, a court-
appointed individual to act on the child’s behalf 
and	 in	 his/her	 best	 interest,	 but	 with	 special	 or	
limited powers (Black’s Law Dictionary, 2005). This 
issue will continue to be a hot topic area as long as 
children in need of medical care are caught between 
their	 parents’	 religious	 beliefs	 and/or	 their	 own	
religious beliefs and the state’s compelling interest 
to protect them and the public. 

Many	 minority	 religions	 in	 the	 United	 States	
oppose all or specific medical treatments. Parents 
following these religious principles believe their 
children will be spiritually harmed by medical 
intervention(s)	 (Lederman,	 1995).	 Christian	
Scientists	 rely	 on	 God	 for	 healing.	 Their	 faith	
teaches them that illness and disease can be treated 
through the concentration of faith and prayer, 
accomplished without the use of drugs, physicians 
or surgery (Albanese, 1992). Jehovah’s Witnesses 
oppose blood transfusions, including reinfusion 
of their own blood after it has been removed from 
their bodies. The tenet of their religious belief is 
that it violates their fundamental biblical teachings, 
prohibiting the ingestion of blood ((Anderson, 1983). 
The	court	may	exercise	its	state	power	to	protect	the	
interests of a child by compelling medical treatment 
despite	 parental	 religious	 objections,	 considered	 to	
be unrealistic when the child is confronted with a 
life-threatening	 injury	 to	 life	 or	 limb	 and	 provided	
harm to the child can be shown by the refusal of 
the medical treatment (People v. Pierson, 1903).

	 In	 September	 of	 1990,	 The	 Delaware	 Division	
of	 Protective	 Services	 petitioned	 the	 Family	 Court	

Traditional medical Treatment versus Spiritual Healing/Prayer: 
When Healthcare Provider and Parent are in Opposition to the Child’s Treatment

for	 temporary	 custody	 of	 Colin,	 a	 three	 year	 old	
diagnosed with Burkitt’s lymphoma, an aggressive 
and terminal form of pediatric cancer. The Family 
Court	was	faced	with	determining	the	best	interests	
of	Colin,	despite	his	Christian	Science	parents’	belief	
in spiritual healing through prayer. The parents 
claimed a violation of their First Amendment right 
to	 exercise	 religious	 freedom	 and	 relied	 on	 the	
Delaware	statutes	10	Del.	C.	§	901(11)	&	16	Del.	C.	
§	907	which	exempt	parents	from	abuse	and	neglect	
who rely solely on spiritual means as treatment for 
their	children’s	ailments.	The	Family	Court	rejected	
both	 arguments	 and	 awarded	 DCPS	 custody	 of	
Colin.	 The	 trial	 court,	 however,	 issued	 a	 stay,	
granting the parents the ability to file an immediate 
appeal	to	the	Supreme	Court	of	Delaware.

The	 Delaware	 Supreme	 Court	 considering	
the statutes, recognized the spiritual treatment 
exemptions	 may	 be	 a	 violation	 of	 the	 First	
Amendment ban against the government 
establishment	 of	 an	 official	 State	 religion	 in	 the	
language	chosen,	“practices	of	a	recognized	church	
or religious denomination by a duly accredited 
practitioner	 thereof”	 were	 intended	 to	 benefit	
one	 religion	 over	 another,	 particularly,	 Christian	
Scientists	 (Newmark	 v.	 Williams/DCPS,	 1993).	
This in turn violates the Lemon test of government 
“excessive	 entanglement”	 (Lemon	 v.	 Kurtzman,	
1971). The court opted to leave this question 
unanswered for a future date, but found that the 
trial court erred in not considering the competing 
interests	 at	 stake:	 the	 severity	 of	 Colin’s	 illness,	
the aggressive chemotherapy treatments and the 
likelihood of only a forty percent survival with the 
proposed	 treatment	 (Newmark	 v.	 Williams/DCPS,	
1993).

The	 Delaware	 Supreme	 Court	 determined	 the	
“balancing	 test”	 to	 be:	 the	 effectiveness	 of	 the	
proposed	 chemotherapy	 treatment,	 Colin’s	 chance	
of survival with or without medical treatment and 
the effect the aggressive chemotherapy regimen 
would	 have	 on	 Colin,	 should	 the	 treatment	 be	
administered. Ultimately, the court held that the 
state’s interest in protecting the child did not 
outweigh the parents’ authority to make medical 
decisions, in the best interest of their child. The 
state did not meet the burden of a compelling 
interest in demanding medical treatment over 
parental	 objections,	 considering	 Colin’s	 treatment	
would be highly invasive and risky, possibly 
leading to his death with a low chance of attaining 
a	 successful	 cure.	 The	 court	held	 that	Colin’s	best	
interests would better be served by remaining in the 
care of his loving and nurturing parents, who were 
free	to	reject	the	treatment	proposed	by	the	medical	

staff	 involved	 (Newmark	 v.	 Williams/DCPS,	 1993).	
Nurses	have	a	duty	to	preserve	self-integrity.	Ethical	
issues such as the one raised may invoke feelings 
that	 violate	 the	 nurse’s	 moral	 code.	 Conscientious	
objections	are	appropriate,	in	so	far	as	the	objection	
is	 not	 related	 to	 personal	 preference,	 prejudice,	
convenience or arbitrariness. In order to prevent 
the potential for patient abandonment, the nurse 
is bound to ensure patient safety and in doing so 
is	 obligated	 to	 provide	 adequate	 notice	 of	 his/her	
objection,	 so	 that	 the	 necessary	measures	may	 be	
taken to provide the appropriate level of care for the 
child (American Nurses Association, 2001). 

The controversy surrounding court ordered 
medical intervention for an ailing child over the 
religious	objections	of	 the	parents	 is	a	complicated	
matrix	 of	 fundamental	 rights	 to	 religious	 freedom,	
authority of parents to make decisions regarding 
the rearing of their children and the state’s 
compelling interest in the protection, health and 
well-being of the child involved. A careful balancing 
act is imperative to ensure fundamental rights are 
not violated, while determining the appropriate 
course of action in the child’s best interest. When 
appropriate, courts will consider the child’s input 
on the matter, but only if the child is mature and 
intelligent enough to comprehend the benefits and 
risks of the involved treatment. There are no easy 
answers to the dilemma facing the courts when 
deciding	 to	 accept	 or	 reject	 parental	 religious	
doctrine as a legal right to deny a minor child 
necessary medical treatment. Until more neutral 
laws are enacted, the risk of spiritual treatment 
statutes to protect parents from abuse and neglect 
only seem to muddy already murky waters.
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Professor, College of Health Professions – 
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Ethics	 is	 described	 as	 a	
set of moral principles and 
judgments	 to	 guide	 human	
conduct.	 Ethics	 involves	
values, standards, sense 
of	 r ightness/wrongness,	
consideration, and debate. 
N u r s i n g  a n d  r e l a t e d 
d i s c ip l i n e s  e nc ou nt e r 
situations that mandate, 
require, indicate, and 
suggest the use of those 
principles. Thus, nurses 
must seek resources to guide 
their ethical thoughts and deliberations and actions. 
This	 column	 contains	 examples	 of	 professional	
organizations, publications, practice settings, case 
studies, and evidence-based practice resources. 

Data Bits

Dot Baker

 ORGANIZATIONS WEB ADDRESS

American Nurses Association
The	Center	for	Ethics	and	Human	Rights	Code	of		 http://www.nursingworld.org/MainMenuCategories/
Ethics,	position	statements,	resources,	continuing	 EthicsStandards.aspx
education, news

Canadian Nurses Association http://www.cna-nurses.ca/CNA/practice/ethics/
 code/default_e.aspx

International Council of Nurses http://www.icn.ch/about-icn/code-of-ethics-for-nurses

National Institutes of Health Ethics Program http://ethics.od.nih.gov/default.htm

National Institutes of Health (resources about  http://www.niehs.nih.gov/research/resources/
research) bioethics/nih.cfm

National Institutes of Health Department  http://www.bioethics.nih.gov/home/index.shtml
of Bioethics 

American Psychological Association (APA) http://www.apa.org/ethics/

American Medical Association (AMA) http://www.ama-assn.org/ama/pub/physician-
 resources/medical-ethics.shtml

World Health Organization (WHO)  http://www.who.int/ethics/en/

American Association of Critical Care Nurses http://www.aacn.org/wd/practice/content/research/
 ethics-in-critical-care-nursing-research.pcms? 
 menu=practice

American Association of Critical Care Nurses  http://www.aacn.org:88/wd/practice/content/
(ethics resource links)  ethic-researchlinks.pcms?pid=1&&menu=

Johnson & Johnson http://www.discovernursing.com/jnj-
Ethics	in	nursing	links,	resources,	specialty		 specialtyID_162-dsc-specialty_detail.aspx
nursing practice  

The International Centre for Nursing Ethics  http://www.nursing-ethics.org/

Lippincott’s Nursing Center.com http://www.nursingcenter.com/home/nursingcenter
general information, case studies, practice  ethics.asp

Boston College Nursing Ethics  http://www.bc.edu/bc_org/avp/son/ethics/

Purdue University Center for Nursing Ethics http://www.nursing.purdue.edu/centersandclinics/
 cnhehri/

Johns Hopkins Berman Institute of Ethics http://www.bioethicsinstitute.org/

Georgetown University Bioethics Research  http://bioethics.georgetown.edu/
Library  (multiple resources)  

Yale University Interdisciplinary Center for  http://www.yale.edu/bioethics/
Bioethics 

 JOURNALS WEB ADDRESS

Nursing Ethics  http://nej.sagepub.com/
International,	peer-reviewed	journal		

Law & Ethics journals	(multiple	journals)		 http://www.nurses.info/law_for_nurses_journals.htm

Epistemet	(links	to	multiple	journals)		 http://www.epistemelinks.com/main/Journals.
 aspx?TopiCode=Bioe&Format=Either

PRACTICE SETTINGS	–	Search	by	inserting	the	name	of	your	practice	setting	into	this	phrase:	“ethics	
in	--------	nursing”	(for	example,	ethics	in	oncology	nursing).	Other	settings	might	be:	pediatric,	maternal	
child, rehab, emergency, perioperative, long term care, home health, medical surgical, cardiovascular, 
public	health,	school,	executive,	nursing	education,		informatics,	occupational,	research,	forensic,	etc.

CASE STUDIES – Fry, Veatch, & Taylor (2011); Pasci (2008); Yoo, Moorhouse, Khan, & Rodney (2010); 
Camden	(2009);	Butts	&	Rich	(2008);	Crigger	(2011)

EVIDENCE-BASED PRACTICE	-	Philbrick	(2009);	Snyder	&	Gauthier	(2008);	Manson	(2008);	Townsend,	
Cox,	&	Yi	(2010);	Murray	&	Huelsmann	(2009);	University	of	Minnesota	Bio-medical	Library	(2010)
Search National Guidelines Clearinghouse; Cochrane Library, Joanna Briggs
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