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ABSTRACT

PATIENT ADVOCACY AMONG INSTITUTIONALLY

EMPLOYED REGISTERED NURSES

Sandra C. Sellin. R. N., D. N. Sc.

This study purposed to explore the definitions of

advocacy which nurses hold, to define the variables which

influence nurses' ethical decision making relative to

patient advocacy in institutions, and to develop a theory to

explain the decision making processes that nurses employ

when deciding whether or not to act as patient advocates in

institutional settings.

The sample of 40 registered nurses included staff

nurses, clinical nurse specialists, nurse managers and

directors of nursing ranging in age from 24 to 54. Data

were collected over a three month period. Informal

observations were carried out in one critical care unit and

one oncology unit in a large, university teaching hospital

and one critical care unit and two medical/surgical units in

a large, urban public health hospital. Formal, taped

interviews were conducted according to pre-written interview

guides. Subjects also completed a demographic questionnaire

and a pre-written decision making inventory. The method of

data analysis was the discovery of grounded theory.

Findings confirmed that nurses reason through ethical
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problems using a decision making process very similar to the

nursing process. The advocacy decision making process

involves antecedent conditions that lead nurses to advocacy,

a problem recognition and decision point, an analysis phase,

an implementation phase, and an evaluation phase. Also

emerging from the study were categorical models that define

properties of patient advocacy and delineate personal and

professional characteristics of effective advocates. A

strong connection between patient advocacy and caring proved

to be a significant finding.

The results of this study were consistent with the

current nursing ethics literature on patient advocacy and

the literature on caring. The findings of this study hold

important implications for clinical nursing practice and

nursing education.

o ///1/4,
Anne J. Bºavis, RN, PhD 7 Date

Chair, Dissertation Committee
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CHAPTER ONE

INTRODUCTION AND BACKGROUND

Introduction to the Problem

In response to ever increasing medical technology,

changing social and economic conditions, hospitals in the

United States have become more complex and more business

oriented in order to provide comprehensive health care

services to consumers. As the complexity of hospitals

increases, the role of registered nurses employed by them

becomes more complex as well. One component of the

registered nurse role in hospitals is patient advocacy. It

has been the subject of much discussion in the literature

(Alfano, 1987; Bandman & Bandman, 1990; Beaman, 1989;

Benner, 1984; Brower, 1982; Clark, 1990; Curtin, 1986;

Curtin, 1988; Curtin & Flaherty, 1982; Davis & Aroskar,

1983; DeCoste, 1990; Donahue, 1985; Fowler, 1989; Gadow,

1990; Kohnke, 1982; McCarthy, 1986; Melia, 1987; Murphy,

1984; Nelson, 1988; Pagana, 1987; Pinch, 1985; Schaefer,

1989; Stewart–Amidei, 1989; Winslow, 1984; Yarling &

McElmurray, 1986).

Proponents of patient advocacy in nursing suggest

that hospitals have become so complex that patients need

advocates to help them negotiate their way through the

system. They argue that registered nurses are best suited

to fill that role in order for the health care needs of

patients to be met (Alfano, 1987; Bandman & Bandman, 1990;

Benner, 1984; Brower, 1982; Curtin, 1986; Curtin, 1988;



Winslow, 1984). Definitions of advocacy in this body of

literature focus primarily on those nursing functions that

involve patient teaching and the provision of basic nursing

care and comfort measures to patients. On the other hand,

those who question patient advocacy in nursing appear to

view advocacy in the context of institutional practice and

more often define advocacy as "whistleblowing". They

suggest that registered nurses may not be the best persons

to fill the advocacy role in hospital settings. Opponents

of advocacy in hospital nursing cite the multiple ethical

obligations had by registered nurses as both health care

professionals and institutional employees, and the higher

real and perceived risks attached to advocacy in that

context (Davis & Aroskar, 1983; Nelson, 1988; Pagana, 1987;

Yarling & McElmurray, 1987).

Implicit in each of the arguments are considerations of

the degrees of risk involved within each definition of

advocacy. The degrees of risk attached to the different

types of advocacy appear to be placed on a continuum ranging

from low to high risk. Advocacy which involves the

provision of comfort measures to patients appears to be on

the lower end of the risk continuum while activities such as

"whistleblowing" appear to be on the higher end of the risk

continuum. Other behaviors such as patient teaching,

representing and defending patients' wishes, and negotiating

for patients appear to fall somewhere in between.



Statement of the Problem

While the literature reflects a wide range of ideas

about the various ethical and legal facets of patient

advocacy in nursing, very little of this literature explores

empirically the personal thinking and decision making

processes that nurses go through in deciding whether or not

to act as patient advocates in any given situation.

How do clinical nurses define patient advocacy? Under

what conditions do nurses decide to exercise their advocacy

role? What intervening factors do nurses evaluate prior to

acting as an advocate in any given situation? What

perceived risks are nurses willing to run in order to

advocate for patients? What strategies do nurses employ to

manage situations and successfully advocate for patients?

What consequences have they encountered as a result of being

patient advocates in hospital settings? And how do these

consequences affect their future interest in advocating for

patients? This study explores these questions by

delineating the process of advocacy and the characteristics

of nurse advocates.

Background to the Problem

Theoretical Literature

Patient Advocacy

A review of nursing literature reveals a diverse body

of opinion and research regarding the role of patient

advocacy in nursing. It presents the idea that patient



advocacy is an essential part of the professional role of

registered nurses if they are to engage in ethical practice

(Alfano, 1987; Bandman & Bandman, 1990; Benner, 1984;

Brower, 1982; Curtin, 1986; Curtin, 1988; Donahue, 1985;

Fowler, 1989; Kohnke, 1982; Melia, 1987; Murphy, 1984;

Winslow, 1984). And yet, the authors offer no consistent

single definition of the kind of advocacy nurses are

expected to do. Various definitions of patient advocacy

include providing basic comfort measures, teaching patients

how to live with their illnesses, and reporting the

incompetent, unethical and/or illegal behavior of other

health care workers. The ethics literature commonly refers

to the latter practice as "whistleblowing" (Fry, 1989).

Justifications for registered nurses' adopting the patient

advocate role are cited in nursing codes of ethics (ANA,

1985; Webb, 1987), legal standards of practice (BRN, 1985;

Fowler, 1989), the nature of the nurse-patient relationship

(Curtin, 1988; Melia, 1987), and the proximity of nurses to

patients (Bandman & Bandman, 1990; Curtin, 1986; Murphy,

1984; Winslow, 1984).

An equally compelling body of literature offers a

counter argument, questioning nursing's adoption of the
patient advocate role. It cites registered nurses' limited

autonomy and high accountability with respect to ethical

decision making in most institutional settings (Nelson,

1988) and the multiple ethical obligations which nurses have
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as institutional employees (Curtin & Flaherty, 1982; Davis &

Aroskar, 1983; Yarling & McElmurray, 1986). Others suggest

that nurses are not the ones best suited to the patient

advocate role because, theoretically, they could place

patients in a powerless position and subject them to the

same kinds of professional dominance that nurses have been

subject to by physicians (Brown, 1986; Melia, 1987).

Conflicts of interest may arise when nurses, as

institutional employees, act as patient advocates. It may

create situations which could compromise a nurse's ability

to act successfully as a patient advocate as well as her or

his ability to act successfully as a nurse (Fry, 1989;

Markus, 1989; Robinson, 1985; Yarling & McElmurray, 1986).

Nursing Research

Patient Advocacy

There is a paucity of empirical research on patient

advocacy in institutional nursing practice. Some work has

been done on the conflict between professional versus

bureaucratic values and professional versus bureaucratic

role conceptions in nurses' ethical decision making (Corwin,

1961; Ketefian, 1985; Kramer, 1970; Sorensen & Sorensen,

1974; Swider, McElmurray & Yarling, 1985). Only two studies

clearly illustrate the strategies nurses used and the

difficulties they experienced in trying to balance their

professional commitments to patient advocacy with their

responsibilities as institutional employees (Bunch, 1982;



Hutchinson, 1989).

Nursing Ethics

The majority of nursing research related to patient

advocacy focuses on nursing ethics education, nurses' moral

development, moral reasoning, and ethical practice. Studies

have explored nurses' understandings of the principles of

nursing ethics, nurses' perceptions of ethical dilemmas,

nurses' moral reasoning, and nurses’ abilities to risk

making ethical decisions in hypothetical situations

(Ketefian, 1981a; Ketefian, 1981b; Ketefian, 1989b).

A variety of research instruments have been used to

measure moral reasoning and ethical practice (Ketefian,

1989a; Ketefian, 1989b). The most frequently used measures

of moral development and moral reasoning are based on

Lawrence Kohlberg’s (1981) theory of moral development.

These instruments measure nurses' levels of moral reasoning

and their abilities to make moral choices in hypothetical

clinical situations (Ketefian, 1989a; Nokes, 1989). Nurses'

critical thinking abilities and ethical decision making

processes are then balanced against their levels of moral

development according to Kohlberg's theory and their levels

of nursing education (Crisham, 1981; Ketefian, 1981a;

Ketefian, 1981b; Munhall, 1980). No consistently clear

relationships between levels of moral development, levels of

education and ethical practice have emerged from these

studies (Ketefian, 1989b). This suggests that other factors



may influence nurses' moral reasoning and ethical practice.

Organizational climate, years of experience in practice,

degree of commitment to professional values, and personal

variables may influence also nurses' moral reasoning and

ethical decision making processes. Other obstacles to

institutionally employed registered nurses acting as patient

advocates are the contexts within which situations requiring

advocacy occur, the degree to which nurses personalize their

decision options, and the perceived consequences of actions

carried out in the name of advocacy (Ketefian, 1989b).

Purposes of the Study

The purposes of this study were to explore the

definitions of advocacy which nurses hold, to define the

different variables which influence nurses' moral reasoning

and ethical decision making relative to patient advocacy in

institutional settings, and to explore nurses' willingness

to take risks in order to be patient advocates. Then a

theory will be developed to explain the decision making

processes which nurses employ when deciding whether or not

to act as patient advocates and the strategies used to carry

out the patient advocate role in institutions.

Significance of the Study

While an abundance of theoretical research on nursing

ethics examined factors thought to influence nurses' moral

reasoning and critical thinking abilities in light of their

positions on the health care team, a computer search



revealed a paucity of published empirical research

concerning what institutionally employed registered nurses

actually do in clinical situations which require patient

advocacy. Thus, research in the area of nursing ethics in

general and of patient advocacy in particular has been

largely theoretical in nature. In previous research, nurses

and nursing students have been asked to identify ethical

dilemmas, to analyze hypothetical clinical situations, to

select appropriate hypothetical actions from several

options, and then to explain their moral reasoning about the

situations in ideal and real terms (Crisham, 1981; Ketefian,

1981a; Ketefian, 1981b; Ketefian, 1989; Munhall, 1980).

This study asked nurses to describe actual, as opposed

to hypothetical, patient advocacy situations from their own

clinical experiences. They were asked to explore the

factors that enter into their decisions about patient

advocacy from their own personal perspectives. This

research builds on previous theoretical work by testing

the theoretical literature on patient advocacy.

Conceptual Orientation

Symbolic Interaction Perspective

Symbolic interactionism is a sociological perspective

concerned with the experiential aspects of human behavior in

interaction with the environment. It is based on three

basic theoretical premises:

1. Human beings act toward things on the basis of the



meanings that things have for them.

2. The meanings of things are derived from social

interactions with others.

3. The meanings of things are developed, modified and

understood through interpretive processes used by

the person in dealing with things encountered in

the environment (Blumer, 1969).

The "things" to which Blumer refers may be other

people, institutions, ideals, expectations, philosophies,

the activities of others, and situations, or a combination

of all these things (Chenitz & Swanson, 1986). From this

perspective, human behavior is viewed as the result of a

process that is used to guide behavior toward an object

based on the meanings and value that the object has for the

individual.

Using Symbolic Interactionism as a Conceptual Framework

Symbolic interactionism is a useful framework when the

subject of examination is a process of interaction from the

perspective of a particular person. A conceptual

understanding of the processes of patient advocacy can be

obtained by learning the meanings of nurses' conceptions of

and experiences with patient advocacy in hospital settings,

and exploring how they define and manage those experiences.

That information and understanding can then be used to

educate and guide staff nurses and nursing students through

the often risky pitfalls of patient advocacy in
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institutional settings.

Study Assumptions

Part of the significance of this study is that it

builds on previous research by making the following

assumptions:

1) That registered nurses who work in institutions are

well aware of the variety of ethical dilemmas which

confront them in their daily practice (Davis, 1981)

2) That nurses come to their practice with a level of

moral development which is at least stage four, (if

not higher), according to Kohlberg’s (1981) theory

of moral development (Gilligan, 1982; Murphy, 1978;

Nokes, 1989)

3) That nurses' professional and bureaucratic values

conflict at times thereby influencing their ethical

decision making relative to patient advocacy

(Ketefian, 1985).

This study explored nurses' decision making processes

related to patient advocacy. It examines the personal,

professional, and institutional factors which nurses take

into account when sorting through the issues contained in

patient advocacy related dilemmas. It outlines the ways in

which personal, professional, and institutional factors

affect the ethical decisions that nurses make in actual

clinical situations. Staff registered nurses, clinical

nurse specialists, nurse managers and directors of nursing
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were all included in the interview sample so as to view the

concept of patient advocacy in institutional settings from

multiple perspectives.

Specific Aims of the Study

In addition to the previously stated purpose of this

research, the study had the following specific aims:

1) to determine the environmental climates of the

settings in which medical/surgical and critical care

staff nurses function

2) to define the conditions under which nurses decide

when patient advocacy is required in any given

situation

3) to explore with staff registered nurses, clinical

nurse specialists, nurse managers and directors

of nursing their own conceptions of "patient

advocacy"

4) to determine the specific factors, including

environmental factors, which staff nurses

take into account when deciding whether or not to

act as patient advocates in institutional settings,

5) to explore and explain other variables which may

affect patient advocacy among nurses who work in

hospitals

6) to explain nurses' perceptions of risks associated

with patient advocacy in institutional settings

7) to determine which risks nurses are willing to take
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in order to act as patient advocates, and why

8) to explain the strategies which staff nurses use

to approach situations requiring patient advocacy

in institutional settings.

Summary

A review of the literature on patient advocacy in

nursing reveals that few studies have focused specifically

on the personal decision making processes which nurses use

when confronting situations that require patient advocacy.

The purpose of this study was to describe and explain staff

nurses' personal thinking processes while they decide

whether or not to act as patient advocates in any given

situation. The data generated provides additional insights

into the professional, personal, and environmental factors

which influence nurses' decisions about patient advocacy in

institutional settings.
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CHAPTER TWO

CONTRIBUTIONS FROM THE LITERATURE

Introduction

There is a variety of literature relevant to patient

advocacy. It will be reviewed in four sections. The first

section explores various definitions and conceptions of

advocacy present in the nursing literature and examines the

arguments which support and oppose patient advocacy as part

of the nursing role. The second section discusses theories

of moral development and moral reasoning commonly used to

measure moral reasoning in nursing research. The

controversy regarding differences in female and male moral

development and the limitations of using Kohlberg’s theory

of moral development as the basis for measuring women's

moral reasoning also are discussed. The third section

reviews the literature on caring in terms of its relevance

to nursing while the fourth section explores hospitals in

terms of their organizational goals and structures, the

cultures of hospital settings, nursing's role within

hospital organizations, and some reasons why patient

advocacy may be risky for nurses who work in hospitals.

Patient Advocacy in Nursing

Definitions of Advocacy

The standard dictionary definition of advocacy is

"the act of defending or pleading the cause of another".

An advocate is "one who is friendly to" another and is "an
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upholder or defender of the oppressed" (Webster, 1983).

A large body of nursing literature on advocacy offers a

number of other definitions, all of which are set in a

context affirming "nurse as advocate". Alfano (1987)

defined advocacy as finding a way to make appropriate and

competent services available to patients as they require and

request them, interpreting the system to the patient, and

adapting the system to serve the patient whether in the

institutional or community setting. Benner (1984)

identified advocacy as the power to remove obstacles or to

stand beside patients thereby enabling them to regain their

own power. Advocacy occurs when a nurse assists patients

who may be confused by medical jargon or who may have their

understanding compromised by fear.

Kohnke (1982) defined advocacy as the process of

informing and supporting patients in whatever decisions they

make. Nurses, as advocates, supply patients with the

information necessary to make informed choices and then

defend and support them in their decisions. Brower (1982)

extended the definition to include defending, pleading the

cause and promoting the rights of patients, and/or

encouraging and supporting changes in systems on behalf of

individuals or groups. Advocacy in Brower's definition

involves a redistribution of resources and power through

social advocacy to those individuals or groups who

demonstrate a need. Murphy (1984) defined advocacy as
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protecting patient autonomy when patients' rights are in

conflict with those of the physician and/or the institution.

To Bandman and Bandman (1990), advocacy means acting in

patients' best interests as caretaker, protector, therapist,

and source of personality strength during health crises.

This includes acting sometimes as the "eyes, ears, arms, and

legs of patients". Donahue (1985) defined advocacy as the

representation and assistance nurses give to patients in

exercising their rights. She added that advocacy often

requires assertiveness, risk-taking, assuming power, non

compliance with orders, considerations of human rights and

dignity, and actions taken by a nurse on behalf of a

patient.

Gadow (1990) presented another dimension of advocacy,

in her term "existential advocacy", when she presented a

definition which separated advocacy from both paternalism

and patient protection. For Gadow, the ideal of existential

advocacy is nurses assisting patients to exercise their

freedom of self-determination. By this she means that

nurses, acting as advocates, assist patients to reach

decisions which are truly their own, decisions which include

the entire complexity of patients' values and which express

all that patients believe is important about themselves and

the world. In Gadow's definition, advocacy is not based on

an assumption about what patients' should want to do, nor

does it include protecting patients’ rights to do whatever
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they want to do. Rather, it is an effort to help people

become clear about what they want to do. This kind of

advocacy includes helping people delineate and clarify their

own values in the situation. On the basis of that values

clarification, they reach decisions which express their re

clarified and re-affirmed complex of values. According to

Gadow, only in this way can a person's decision be truly

Self-determined.

The previous definitions suggest that the kinds of

advocacy required by hospitalized patients may be divided

into one or more of three general categories. The first

concerns patient care activities which are the basis of

standard nursing practice. This category includes such

things as calling physicians for medication orders,

providing comfort measures, coordinating patient care

activities, distributing local resources, contacting

ancillary personnel such as respiratory therapists,

chaplains, and/or social workers for services, and

responding to miscellaneous patient needs and requests.

The second category includes patient education and

support actions such as giving and translating information

to help patients make informed choices, explaining

treatments and/or procedures, teaching patients what they

need to know to promote self care, answering patients'

questions, and assisting in values clarification in order to

help them accomplish their goals. These activities are also
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within the realm of current nursing practice.

The third category focuses primarily on actions taken

to protect and defend patients' rights and best interests

when they are in direct conflict with the best interests of

physicians and/or institutions. This category includes such

things as intervening in situations where the patient's

rights and/or wishes are not heard or are being ignored and

reporting the incompetent, unethical and/or illegal conduct
of other health care providers. The latter activity is

Commonly known in the ethics literature as whistleblowing

(Fry, 1989). While these categories are not definitive or

mutually exclusive, they do help to organize the different

ways in which the previously cited authors conceptualize and

define advocacy.

Many of the definitions of advocacy presented appear to

cast nurses in an adversarial role, particularly those

definitions which place nurses as defenders of patients'

rights against physicians and institutions. Therefore, the

discussion from this point forward will focus primarily on

the third category of advocacy, the defense of patients'

rights and best interests.

In order to fulfill the level of advocacy outlined in

category three above, commonly described as whistleblowing

(Fry, 1989), an advocate seemingly must take a stand on the

side of the patient against the health care team and the

employing institution, often at great personal risk
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(Benner, 1984; Markus, 1989; Melia, 1987; Pagana, 1987;

Robinson, 1985; Yarling & McElmurray, 1986). This raises

the following questions: Who should advocate for patients

in institutional settings? Are registered nurses the most

appropriate people to adopt the advocacy role as part of

their professional practice?

According to Annas (1975), anyone who takes the role of

a patient advocate should be representative of and

accountable to the patient. In order to fulfill the duties

and obligations of a patient advocate, one should have

access to all the patient's hospital records, power to call

in qualified consultants, active participation in monitoring

the quality of patient care, power to present patient

complaints directly to the hospital administration and board

of directors, the ability to delay discharges, and the

ability to represent the patient in discussions of the

patient's case (Annas, 1975). Many registered nurses might

question whether or not they are able to meet all of Annas'

criteria for the advocacy role.

Berman, Burhenne and Rose (1983) suggested that the

most appropriate person to act as a patient advocate is

someone who cares about the patient but is also able to be

more objective than a spouse, a parent or someone else who

is very close might be. It should be someone who is able to

empathize with the patient's needs without mingling them

with her or his own. Alfano (1987), Murphy (1984), and
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Webb (1987) have all agreed that registered nurses meet

these conditions and thus are the only professional members

of the health care team who are in a position to act as true

patient advocates. This raises the question of whether it

is possible for a nurse to function as a patient advocate

and not have a conflict of interest with one's role as an

institutional employee.

Nurses' Multiple Ethical and Legal Obligations as

Institutionally Employed Professionals

Nurses have ethical obligations to uphold and maintain

the nursing profession's code of ethics (ANA, 1985) and

legal obligations to practice according to legal standards

for nursing practice as health care professionals (Fowler,

1989). Nurses have additional ethical and legal obligations

to physicians and to the institutions that employ them

(Curtin & Flaherty 1982; Davis & Aroskar, 1983). Nurses

also have responsibilities to themselves as human beings

with personalities and value systems of their own.

Conflicts may develop when nurses encounter situations

which involve all of these ethical and legal obligations.

When this occurs, nurses need to integrate and reconcile

these obligations in a way that reflects a clear idea about

what is right to do in any given situation. For example, if

a physician wants information about a patient’s condition to

be withheld, and the nurse believes that the patient should

be told this information because she/he is asking questions
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about the diagnosis and prognosis, there may be an ethical

dilemma for the nurse because of conflicting ethical and

legal obligations.

A question of priority of obligations often arises.

Which obligation should take precedence? Should the nurse

act on the primary obligations to the patient, the

profession and her or his own value system by providing the

patient with the information requested? Or should the nurse

go along with the physician's wishes, thereby respecting the

obligations to the physician and, indirectly, to the

institution? If the nurse advocates for the patient by

answering the patient’s questions, the nurse risks

reprimand, possible demotion and/or loss of employment

(Markus, 1989). If the nurse respects the physician's

wishes that the information be withheld, then the nurse

would violate professional obligations by withholding the

information for which the patient is specifically asking.

In situations such as this, one could question whether or

not institutionally employed registered nurses are the most

appropriate ones to act as patient advocates. Arguments

exist which support both sides of this issue.

Arguments Supporting Patient Advocacy as

Part of the Nursing Role

The primary sources cited as authority for nurses'

adopting the advocacy role are codes of ethics. The ANA

Code of Ethics with Interpretive Statements (1985) stated
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that a nurse's primary commitment is to the health, welfare

and safety of the client: "Nurses, as advocates for clients,

must be alert to and take appropriate action when the

incompetent, illegal or unethical action of any member of

the health care team or the health care system places the

rights or best interests of the client in jeopardy." This

requirement of the ANA Code of Ethics (1985) clearly places

nurses in an advocacy role. The International Council of

Nurses' Code of Ethics and the United Kingdom Central

Council's Code of Professional Conduct contain similar

clauses which encourage and support nurses acting in the

role of patient advocate (Webb, 1987).

Another source of authority for adopting patient

advocacy as part of the nursing role is the legal standard

of practice for the nursing profession. In 1985, California

incorporated advocacy as one of six competency criteria for

nursing practice (Board of Registered Nursing, 1985; Fowler,

1989). As of 1985, any nurse who fails to act as a patient

advocate by reporting the unethical, illegal or incompetent

behavior of other health care providers as circumstances

require is subject to loss of licensure on the basis of

incompetent practice whether or not the patient was harmed

(Fowler, 1989). Thus, nurses now have legal as well as

moral obligations to act as patient advocates.

Other sources of authority for registered nurses to act

as patient advocates grow out of the nature and purpose of
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the nurse-patient relationship. Many nurses argue that

registered nurses are the best ones on the health care team

to act as patient advocates because they are the only

professional group that spends twenty-four hours per day

with patients (Curtin, 1986; Murphy, 1984; Winslow, 1984).

Nurses develop relationships with patients which allow them

to know patients and their wishes better than others might

(Bandman & Bandman, 1990). According to Curtin (1988) and

Melia (1987), the foundation of the nurse-patient

relationship is advocacy and its purpose is to maintain or

to return control of the patient's life to the patient. The

ultimate end or purpose of nursing is enhancing the welfare

of other human beings. It is an end which is a moral rather

than a scientific one. It is an end which involves seeking

good for others and developing relationships with other

human beings. It follows from this philosophy that the

nurse-patient relationship involves not only patient

advocacy, but also human advocacy which evolves from common

human needs and human rights. According to Curtin (1986),

nurses who recognize patients’ rights to certain treatments

or actions have a moral obligation to try to see that those

rights are realized.

Nelson (1988) supported advocacy as part of the nursing

role, but modified it by viewing nurses primarily as

collaborators, coordinators, and mediators of patient care.

She outlined four contexts in which nurses mediate patient
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care: a) between patients and medical services, between

patients and other disciplines, between patients and

families, and between patients and community resources.

Mediation in these contexts involves resolving conflicting

interests and balancing the interests of patients against

the interests of others. Nelson stated that, although most

nurses believe they are acting as patient advocates, their

personal power is inadequate to fully realize the patient

advocate role because their degree of autonomy and

accountability to the patient is actually dictated by the

institution that employs them. Nelson also suggested that

if nurses are to develop themselves as patient advocates,

they need to clarify their degree of commitment to

professional nursing practice, broaden their sociopolitical

knowledge base to achieve a better understanding of the

professional bureaucracy in which they work, and then begin

projecting a clear, integrated public image of nurses as

patient advocates (Nelson, 1988).

Arguments Opposing Patient Advocacy as

t of the Nursing Role

Arguments which oppose adopting patient advocacy as

part of the nursing role focus on nurses as institutional

employees who are, in a sense, too much a part of the health

care system to be advocates. Robinson (1985) suggested that

when a nurse acts as a patient advocate there may be a

cornflict of interest between the needs of the patient and
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the nurse's duties to serve other patients, the employing

institution, the nursing profession, and the nurse's own

interests. For example, a nurse sees a prominent physician

engaging in unethical and unprofessional conduct by treating

a patient in ways that are clearly not in her or his best

interests. In the mind of the nurse a series of conflicts

may arise. The nurse is concerned about the rights and

dignity of her patient. At the same time, she is concerned
about the other patients to whom she is committed and the

reputation of the institution where she works. She also has

personal responsibilities to her family who is dependent on

her for support and therefore must think about keeping her

job. The nurse clearly is troubled by what she sees the

physician doing and must decide whether or not to report her

observations to her superiors. If she decides to report her

observations and is supported by her immediate supervisor

and the higher nursing administration, she may protect her

patient and others from further misconduct by the physician

in question. She would be true also to her own personal and

professional values. She may or may not protect the

reputation of the hospital. If she decides to report her

observations and is not supported by her immediate

supervisor and the higher nursing administration, she risks

possible legal reprimand, loss of employment, and damage to

her career (Markus, 1989), thereby putting her other

patients in danger of further harm and her family in
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economic jeopardy. If she decides not to report her

observations to anyone and the physician's unethical and

unprofessional conduct is later exposed along with the

information that she had prior knowledge of his conduct and

failed to act on it, the nurse may then be susceptible to

loss of licensure on the basis of incompetent practice, even

if the patient was not harmed (Fowler, 1989). Robinson

(1985) suggested that if nurses are to be effective patient

advocates, they must be able to count on support from their

supervisors and other nursing administrators as well as from

professional organizations and licensing bureaus. The

implication is that nurses are not supported as patient

advocates by their professional organizations and the

institutions that employ them. Nurses are therefore

incapable of effectively advocating for patients' best

interests in institutional settings.

Melia (1987) considered the concept of nurses as

patient advocates from the patient's viewpoint when she

suggested that nurses may not be the obvious candidates for

the advocacy role because, just as nurses may be subject to

professional dominance by physicians, patients may be

subject to similar professional dominance by nurses which

may be as oppressive as medical dominance. For this reason

nurses may be too much a part of the health care system to

be effective patient advocates. Melia suggested that, from

this perspective, advocacy could begin to resemble
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paternalism if the nurse encourages a line of action or a

course of treatment for the patient which the patient may

neither agree with nor want. For example, a patient with a

long history of injection drug use is admitted to the

hospital for treatment of a broken leg. When the patient

repeatedly asks for pain medicine, rather than assessing the

patient's pain, the nurse might decide that the patient's

frequent requests are nothing more than drug seeking

behavior. Conceivably, the nurse could, in the name of

patient advocacy, seek to impress on the patient her idea

that he needs to change his lifestyle, not realizing that

the patient may not have a desire to change.

To act objectively in a patient's best interests is not

always as easy as it sounds. Often nurses are not certain

entirely of what patients want or what they believe is best

in any given situation. Thus nurses must consider the

uncertainties of situations as well as the ethical and legal

implications of acting in another's best interests when
**rrying out the patient advocate role.

Yarling and McElmurray (1986) extended the argument

against registered nurses adopting the patient advocacy role

when they suggested that nurses are not free to be patient

*dvocates when a patient's interests are in conflict with

* interests of the employing institution. They believed

that **urses who act as patient advocates under such
Ci

- - - -***mstances risk serious professional and personal harm in
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the form of lost positions, damaged reputations, and

difficulty finding future work. Markus (1989) supported

this viewpoint with a review of case law pertaining to

nurses who acted as patient advocates when a patient’s best

interests were in conflict with an institution's best

interests. In all of the eleven cases cited the nurses

involved experienced negative court judgments as well as

loss of employment or demotion because of their ethical

stands against their employing institutions. Even those

nurses who eventually won decision reversals on legal appeal

suffered demotion and eventual discharge from employment on

other grounds such as "being unwilling to fulfill the

recauirements of [one's J job description" or "differences in

philosophy" between the nurse and the institution.

Gern erally, nursing's professional code of ethics was not

sufficient grounds on which to base actions which were in

Conflict with the best interests of institutions (Markus,
19.8 s > .

The arguments on both sides of the advocacy issue are

strong. The ethical, legal and professional mandates

**PPorting advocacy in nursing are clear. However, because

the vast majority of registered nurses work in institutional

settings, the arguments against nurses adopting the patient

*vocate role are compelling. The professional and personal

risks s'ssociated with trying to be a patient advocate in

*titutional settings might outweigh the benefits for many
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nurses. Nevertheless, some nurses still try to balance

their obligations by covertly acting as patient advocates

when necessary.

Bunch (1982) described the difficulties that nurses

working in a psychiatric unit experienced trying to balance

their professional responsibility to establish therapeutic

relationships with patients with their institutional

responsibilities as employees. Many nurses in that study

reported suffering from frustration, high job

dissatisfaction and "burn-out syndrome" when they were

urn able to balance the many institutional requirements and

work therapeutically with clients.

Hutchinson (1989) discussed another approach to

balancing institutional requirements and nurses’ commitments

to patient advocacy when she described nurses who "bent the

rules" from time to time in order to fulfill a patient's

neecis. She described this kind of rule-bending behavior as

"responsible subversion". Hutchinson found that nurses who

"responsibly" bent the rules for the sake of their patients

tended to use their best clinical judgment to decide what

rule to bend, when and how to do it. These nurses described

themselves as responsible because they consciously planned,

based on their knowledge, ideology and experience, what was

Pest for the patient. Their behavior was "subversive"

however, because they violated formal rules made by hospital
&Cim i r > - - - - -*inistrators, nursing administrators, and/or physicians.
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According to the study report, responsible subversion only

occurred in response to a conflict between systems and/or

people when the accepted rules in a given situation

prohibited nurses from doing what they thought was in a

patient's best interests (Hutchinson, 1989). And nurses

only bent rules when they knew the physicians, nursing

administrators, and hospital administrators who made the

rules, and how they might react if they found out their

rules were bent. Although these kinds of illicit patient

a civocacy activities generally go unspoken about and

urn documented, they often do go on efficiently and quietly in

order to meet patients' needs and to make patient care run

more smoothly (Hutchinson, 1989). In these cases, however,

nurses risk possible formal reprimand by the institution and

possible legal repercussions for such actions if they are

Caught.

The majority of the literature favoring patient

advocacy in nursing implants in nurses and nursing students

the rhotion that patient advocacy is an important
Professional value. And yet, there are two problems with

the weay the concept of patient advocacy is presented in this

body of literature. First, there is no unified definition

of *dvocacy as it applies to nursing. Everything from
taking blood pressures and calling physicians for medicines

** the middle of the night to non-compliance with orders for

**icel reasons and reporting the unethical conduct of
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physicians or co-workers is collected under a general

heading called "patient advocacy". This can be very

confusing to someone trying to decide what is advocacy and

what is standard nursing care. Second, there is no clear

context in which nurses' patient advocacy is expected to

occur. The expectation that nurses will act as patient

advocates is generally spread across all nursing groups in

all employment settings. There is no clear differentiation

between the type of advocacy expected of institutionally

erriployed staff nurses and the type of advocacy expected of

institutionally employed clinical nurse specialists or

nurses who practice relatively independently in clinics or

cornmunity agencies. Perhaps there is no difference in the

character of advocacy that can be expected from different

groups of nurses.

The literature which opposes patient advocacy as part

of the nursing role primarily focuses on nurses who work in

institutional settings. Here again, there is no unified
*finition of what specific actions constitute patient
advocacy. Nursing activities concerned with patient care

* Patient education do not seem to be the main issue.

Rather- , nurses' advocacy activities related to protecting,

defenca ing and promoting patients’ rights and best interests

when they are in conflict with the best interests of

****utions are the central issue. But which specific

****ens nurses take to protect, defend and promote patients'
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rights and best interests remain vague and undelineated.

In this body of nursing literature, the context of the

majority of nurses' patient advocacy work, institutional

employment, is cited as the primary force which complicates

the concept of advocacy. The arguments against advocacy

lead one to believe that, regardless of the mandates of

nursing's professional code of ethics and legal standards of

practice concerning advocacy, nurses will have little, if

any, power to act as true patient advocates as long as they

are institutional employees. If they do act as advocates,

they must be willing to risk their personal stability and

security in order to fight openly for a patient's rights.

This is particularly true when it appears that nurses who do

ful fill the ethical and legal mandates for patient advocacy

are not supported by the courts.

Theoretically, individual choices about whether or not

to aciopt the advocacy role as part of one's professional

Practice depend largely on personal definitions of

Professional practice, what it means to be a patient

advocate, nurses' personal assessments of the risks

****ciated with patient advocacy, and individual

*ntereretations the ANA code of Ethics (1985). Individual

*Y*es of communicating, individual degrees of moral
°9nsciousness (Gilligan, 1982; Ketefian, 1981a; Ketefian,

1981b; Kohlberg, 1981), and the willingness of individuals

to take risks for patients, if necessary, also influence
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nurses' desire and ability to carry out effectively the

advocacy role.

Advocacy in nursing demands that an advocate be able to

appreciate and to reason through the fine ethical issues

that are often involved in complex patient care situations.

This means that nurses must have reached a certain level of

moral sensitivity before approaching the advocate role. The

next section addresses the issues and research relative to

Inoral development, moral reasoning and ethical decision

Inaking in nursing.

Theories of Moral Development

In order to engage in ethical decision making one must

be capable of making thoughtful moral judgments. This

irrip lies that a person has reached a stage of development

which allows her or him to identify and reason morally

through dilemmas.

Lawrence Kohlberg is a primary moral development

the Grist whose work provides the basis for most of the

research on moral reasoning and ethical decision making in
** = i ng to date. A colleague of Kohlberg, Carol Gilligan

(***2 > , has challenged his theories in light of her own work
* moral development in women. Both theories will be

**Plored relative to patient advocacy in nursing.

+-awrence Kohlberg (1981), building on the work of

Piaget- , developed a cognitive theory of moral development

which he organized into three major levels and six moral
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stages. Each level of moral development is divided into two

stages.

The first major level is the preconventional level.

This level is composed of Stage 1 and 2. In Stage 1, what

is right is to avoid breaking rules, to obey for obedience'

sake, and to avoid doing physical damage to people and

property in order to avoid physical punishment. In Stage 2,

what is right is following rules only when it is to

someone's immediate interest. Right is also what is fair,

what is an equal exchange, a deal or an agreement.

The second major level is the conventional level and

includes Stages 3 and 4. Stage 3 is characterized by

attention to mutual relationships, interpersonal

expectations, and conformity. Good behavior is that which

pleases or helps others and is approved of by them. "Being

go C G " is important. It means having good motives and

showing concern for others. In Stage 4 there is an

ori eritation toward authority, following fixed rules, and

maintenance of the social order. Right behavior is doing

°he ' s duty, showing unwavering respect for authority, and

maintaining the given social order for its own sake even

though individual rights may be violated.

The third major level is the postconventional or

Principled level of reasoning, and includes Stages 5 and 6.

In Stage 5 there is an awareness that people hold a variety
O - -* values and opinions, and that most values and rules are
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relative to one's social group. Right action is defined in

terms of general individual rights and of standards that

have been critically examined and agreed upon by the whole

society. Upon reaching Stage 6, one follows self-chosen

ethical principles. These principles are universal

principles of justice: the equality of human rights and

respect for the dignity of human beings as individual

persons. Particular laws or social agreements are generally

valid therefore because they rest on such principles.

However, when laws violate one or more of these principles,

orne acts in accordance with the principles.

According to Kohlberg, this theory represents an

iri variant developmental process. Each stage comes one at a

tirrie, in the same order, moving sequentially forward without

missing any stages to increasingly higher levels of moral

rea soning. Progress through the different levels and stages

of clevelopment is characterized by increasing cognitive

differentiation and integration (Kohlberg, 1981; Lickona,
19 8 O ) .

Kohlberg, by developing his theory around his work with

boys and men, assumes that men and women view moral dilemmas

* the same way; in terms of justice and individual rights.
*rel Gilligan (1982), a female graduate student who worked
"ith Lawrence Kohlberg, challenged this assumption by

studying the ways in which young girls, college women, and

*memakers perceived the same moral dilemmas that Kohlberg
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used in his studies with boys and men. Gilligan reminded

her readers that the ways in which people define moral

problems, the situations in their lives which they consider

to be moral conflicts, and the values they use to resolve

them are all a function of their social conditioning and

Cultural orientation.

The women in Gilligan's (1982) study appeared to frame

moral problems in terms of conflicting personal

responsibilities rather than as conflicting rights and

abstract justice. The women described an ethic of care

which appeared to develop in the following sequence. First,

the woman develops a caring for the self which insures

individual survival. This phase is followed by a

transitional phase in which caring for self is criticized

as being selfish. A new understanding then develops which

identifies a connection between the self and others and is

articulated by the concept of responsibility.

While men, according to Kohlberg's theory, strive for

separateness and individuation based on their conceptions of

individual human rights and universal principles of justice,

women move from separateness toward connectedness and

relationships based on their moral responsibility to care

for others in the world. Francoeur (1983) suggested that

these two moral voices are not exclusive to men or women per

se’. Rather there appears to be an interplay of the voices

of justice and care in both men and women with one or the
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other predominating in the beginning; that gradually the two

voices converge and gain balance as a person matures in

moral sensitivity.

Moral Development and Moral Reasoning

Research in Nursing

Research instruments developed from Kohlberg's theory

of moral development have provided the basis for much of the

research on moral reasoning in nursing (Nokes, 1989). One

of the earliest studies was conducted by Munhall (1980) to

determine if there were significant differences in the

levels of moral reasoning between baccalaureate nursing

students in different academic years of their nursing

program and between nursing students and nursing faculty

members in the same educational program. The sample

consisted of 76 freshmen, 60 sophomores, 81 juniors, 88

seniors, and 15 faculty members from a National League of

Nursing accredited baccalaureate nursing program in a

northeastern state. The Defining Issues Test (DIT), an

objective test of moral judgment, was used to determine the

levels of moral reasoning of the nursing students and

faculty. The average level of moral reasoning for the

nursing students was the conventional level while the

average level of reasoning for the nursing faculty was the

principled level. Possible intervening variables included

age, economic level, past educational history, grade point

average, previous nursing experience, parents' occupations,
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the role and importance of religion, and individual

perceptions and integration of moral/ethical considerations.

The results revealed a significant difference in levels of

moral reasoning between faculty and students. There was,

however, no significant difference between students

representing the different academic years of nursing

education.

This study was limited to one baccalaureate degree

program in one northeastern state. This geographical

limitation tends to limit overall generalizability of the

results. The size of the student sample was adequate;

however, the size of the faculty sample seemed

proportionately small. While most of the faculty sampled

were at the postconventional (principled) level of moral

reasoning, it is difficult to say how much direct influence

they had on the students’ levels of moral reasoning. There

is no indication of the students' moral reasoning levels

prior to their entry into their nursing education, thus

there is no basis for comparison. Since only a one-time

measurement of moral reasoning was done, it is difficult to

know the degree to which education actually affected the

students' moral reasoning processes. It is interesting that

there was no significant difference between students in

different years of the same baccalaureate program while

there was such a difference between students and faculty.

It is conceivable that the intervening variables outlined in
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the study report were significant influences in both faculty

and student responses.

Ketefian (1981a) designed a descriptive study to

determine whether or not a relationship existed between

critical thinking, educational preparation, and levels of

moral reasoning among selected groups of nurses. One

hundred fifty eight packets containing copies of the Watson

Glaser Critical Thinking Appraisal Form ZM, the Rest

Defining Issues Test (DIT), a personal information sheet,

and directions for completing the tests were sent to nurses.

Of the 158 packets sent, 115 were returned. Seventy-nine

were used in the data analysis. Results indicated that the

higher the nurses' level of critical thinking, the higher

their level of moral reasoning was likely to be. Nurses

with professional (baccalaureate degree or higher) nursing

educations exhibited more advanced levels of moral reasoning

than did those with technical (diploma or associate degree)

nursing educations.

Ketefian (1981b) conducted a second study using the

same 79 practicing nurses to examine the relationship

between reasoning about moral choice and the content of

ethical dilemmas in nursing. The packets for this study

contained the Rest Defining Issues Test (DIT), the Judgments

About Nursing Decisions (JAND) form, a personal information

sheet, and directions for completing the tests. The results

indicated that professionally (baccalaureate or higher
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degree) educated nurses have higher levels of moral

reasoning and exhibit more adequate moral behavior than do

technically (diploma or associate degree) educated nurses.

Both of Ketefian's studies were tightly designed

descriptive studies which explored the relationships between

nursing education, critical thinking and moral behavior in

working nurses. The same sample was used in both studies.

The instruments used, (the DIT, the Critical Thinking

Appraisal Test, and the JAND), all have established

reliability and validity based on previous testing. The

first study confirmed previous work by Dewey, Piaget and

Kohlberg regarding the relationship between cognitive

development, moral development, and education. The second

study revealed a positive relationship between moral

reasoning, knowledge and individual evaluations of ideal

moral behavior. There was no evidence from the JAND results

that moral knowledge affected actual moral behavior in any

way. Ketefian (1985) has since found this discrepancy to be

a failure of the JAND and has suggested tool refinement as a

means of further researching the relationship between ideal

and real moral behavior.

Crisham (1981) investigated the difference between

nurses’ responses to general hypothetical moral dilemmas and

their responses to real life nursing dilemmas. She then

compared the responses of those familiar with nursing

dilemmas with those not familiar with nursing dilemmas.



40

The DIT was used to measure nurses' responses to general

hypothetical dilemmas while the Nursing Dilemmas Test (NDT)

was used to measure nurses' responses to recurrent real life

nursing dilemmas and the importance given to moral issues

and practical concerns. The sample consisted of 5 subject

groups: 57 associate degree staff nurses, 85 baccalaureate

degree nurses, 10 masters degree nurses, 36 junior nursing

students, and 37 graduate level non-nurses. All of the

subjects were from large metropolitan area schools or

hospitals and all were female. The results indicated a

positive relationship between formal education and previous

experience with moral and nursing dilemmas in enhancing

one’s level of moral judgment, moral reasoning, and ethical

decision making.

The sample sizes of each of the groups used in

Crisham's study were generally uneven causing one to wonder

if representation of the groups that had small numbers was

adequate and reliable. Additionally, all of the subjects

were female. While the vast majority of nurses are female,

there is a growing number of males in nursing, thus

compromising the generalizability of the results. Several

assumptions were made regarding the theory and relationships

upon which the research was based. They were acknowledged

and well stated. The instruments used were the DIT, which

has established validity and reliability, and the NDT which,

at the time of the study, did not have firmly established or
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consistent reliability and validity figures. While the

results indicated that formal education was positively

related to level of moral judgment, unexpectedly it was

indicated also that one's intellectual milieu and moral role

models can affect level of moral judgment as well.

More recently, Felton and Parsons (1987) conducted a

study to determine the effect of formal education on moral

reasoning, the attribution of responsibility, and ethical

dilemma resolution in 227 baccalaureate and 11.1 masters

degree nursing students. All of the subjects were female.

The DIT was used to measure moral reasoning while the

Attribution of Responsibility Instrument (AR) was used to

measure the students’ responses to the dilemma about doing

what normally is done in a situation versus what ought to be

done, a dilemma which is inherent in nursing. The rationale

for using the AR was if individuals perceive that they will

be held responsible for their decisions, they are more

likely to make principled decisions if the same standard

applies across situations and for all people. The results

indicated a positive relationship between formal education

and moral reasoning levels. The amount of attribution of

responsibility did not differ between the two groups of

students.

The results of this study were similar to the results

of other studies which used the same instrument, namely the

DIT. The purpose of using the Attribution of Responsibility
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(AR) instrument was clear but the results coming from the

instrument were confusing. It is assumed that most of the

students diverted responsibility for making ethical

decisions to others. The study report offered little help

in understanding the meaning of the results which came from

the AR.

While all of the studies discussed above present

insights and information regarding levels of moral reasoning

and moral judgment among nurses and nursing students, the

fact remains that these studies reflect a male world view.

The instruments most used, primarily the DIT, grew out of

Lawrence Kohlberg's theory of moral development and the

theoretical bases of each of the studies are grounded in

Kohlberg's theory. Given the facts that the vast majority

of nurses are female, and that Kohlberg developed his theory

based on his research with boys and men, one must consider

the possibility that the results of these studies could

reflect inherent biases that grow out of measuring women's

moral reasoning against a scale developed from the male

perspective.

The underlying theoretical basis of Kohlberg's moral

development theory is that moral development is positively

related to cognitive development. Age and formal education

are thought to encourage and facilitate moral development

and increasingly sophisticated moral thought. And yet, when

compared to non-nursing groups, nurses, nursing students and

2-m-
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nursing faculty scored consistently lower in terms of moral

reasoning on the DIT than one might expect given their age

and educational background (Nokes, 1989). According to

Nokes (1989), the majority of nurses who participated in

moral reasoning studies using the DIT consistently received

scores which placed them at the conventional level of moral

reasoning, placements that were inconsistent with their

educational preparation. The conclusions reached by many

nursing researchers have been that nurses need more ethics

education to develop their moral reasoning and ethical

decision making skills (Crisham, 1981; Felton & Parson,

1987; Frisch, 1987; Fromer 1982; Gaul, 1987; Ketefian,

1981a; Ketefian, 1981b; Munhall, 1980; Pardue, 1987). Few

have considered the possibility that the instruments

developed from Kohlberg's theory may not accurately measure

women's moral reasoning (Nokes, 1989). And only two have

questioned the idea that with enough skill in ethical

deliberation and a clear sense of the facts, nurses can

apply objectively appropriate ethical principles and come up

with the right answer about what to do in any given

situation (Cunningham & Hutchinson, 1990)

The Limitations of Kohlberg’s Theory in Nursing Research

The gender limitations of Kohlberg's moral development

theory restrict its usefulness in studying moral reasoning

in women. While Kohlberg and Gilligan agreed that cognitive

development is critical to moral development, it is not the
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only important factor. Gilligan (1981) suggested that

social and cultural experiences might be equally, if not

more important to moral development than cognitive

development is alone. The argument that women have

different ways of approaching the world and of reasoning

about moral dilemmas in their social context is important to

nursing research given the preponderance of women in

nursing. Ideally, research instruments will be developed

from Carol Gilligan's work that will allow these studies to

be repeated with the same degree of validity and reliability

currently offered by the DIT, the JAND, and the NDT.

The differences in Kohlberg's and Gilligan's theories

of moral development have led several authors to explore the

"feminine approach" to moral problems in terms of an ethic

of care and responsibility (Gilligan, 1982; Noddings, 1984).

The next section will illuminate this discussion by

surveying the caring literature as it relates to the nursing

profession.

Review of the Literature on Caring

Webster (1983) defined care as "grief, mental pain,

worry, and anxiety, as in being oppressed with the care of

many things; caution, watchfulness, and close attention, as

in taking care of yourself; to take charge of; to look

after; to provide; to wish for or to want something; to feel

concern about or interest in another's person or actions; to

feel love or liking for another." According to Webster
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(1983), "care belongs primarily to the intellect and becomes

painful from overburdening thought".

Caring as a moral philosophy grew initially out of

Carol Gilligan's (1982) work on the moral development of

women. Noddings (1984) was one of the first authors to

offer caring as the basis of an ethic when she stated that

human beings want to care and be cared for. That caring in

and of itself is important to leading a moral life.
-

According to Noddings' feminist model of caring, women, in

particular, approach moral problems from a position of

caring, work their way through moral problems from the

position of "one-caring", and assume personal responsibility

for the choices to be made. Noddings delineated the person

who does the caring as "the one-caring" while the object of

the caring is "the cared-for".

In building an ethic on caring, Noddings contended that

there is a form of caring which is natural and accessible to

all human beings. This "natural caring" consists of certain

feelings, attitudes and memories which are universal and

which arise from being cared for at one time. "Ethical

caring", on the other hand, arises out of a sense of duty or

obligation and not out of love, and thus requires an effort

that is not required in natural caring. In Noddings' ethic

of care, caring requires either a commitment to overt action

on behalf of the cared—for or to thinking about what might

need to be done. Nodding's theorized that when natural
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caring fails, the energy to care can be summoned from the

"ideal ethical self" developed in congruence with one's best

remembrance of caring and being cared—for (Noddings, 1984).

Noddings' view of natural caring versus ethical caring

appears to represent the difference between feeling a "want"

to care as opposed to an "ought" to care. This idea applied

to the nursing profession raises several interesting

questions. Must natural caring be limited to women only, or

can men feel natural caring as well? Is it possible to care

for a person when one does not care about that person? If

so, what does one-caring do when she or he does not care

about, or even like, the object of the care? Can one refuse

to care under that circumstance? This question is

particularly applicable for nurses who "care for" patient

populations considered to be "socially undesirable"; people

such as drug addicts, alcoholics and/or street people. Will

the "ideal ethical self" really come through when a nurse

can barely tolerate or is frightened of her or his patient?

Leininger (1990), another theorist on caring, presented

an anthropological and sociological view of caring by

suggesting that culture is the critical factor which

explains the ethical and moral dimensions of human care.

Because human beings learn their beliefs and values through

life experiences in the social totality of culture, it

therefore becomes an essential factor in generating and

establishing ethical and moral care knowledge. This
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knowledge then becomes visible through ethical and moral

care behaviors which are deeply rooted in the culture's

social structure, language, and environmental contexts.

Because of the cultural differences which exist in the

world, Leininger (1990) insisted that nurses living in a

pluralistic society need to know and understand different

cultural care values in order to know what ought to be

appropriate ethical care, or what is a right or wrong moral

decision. Without that knowledge and understanding, it is

virtually impossible for nurses to make appropriate and

ethical care decisions about individual patients, families,

or groups.

As America becomes more and more a microcosm of the

world at large, it becomes increasingly important that

nurses become aware of the cultural diversity present in

society. Cultural traditions and values have great

influence over how people want to be cared for, how they

want to live and how they want to die. Leininger (1990)

offers important insights into the need to include

pluralistic cultural education in nursing programs and in

the nursing literature. Only by understanding other peoples

and other cultures can nurses really care for and about

patients in ways that are consistent with a central

principle both of ethics and of caring, namely the principle

of respect for persons (Frankena, 1983; Fry, 1990).

The importance of the principle of respect for persons
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to caring in nursing was illustrated in a study conducted by

Kelly (1990); a study which led her to conclude that respect

and caring are the ethics and essence of nursing. The

purpose of Kelly's (1990) qualitative study was to

investigate, describe, and explain what senior baccalaureate

nursing students internalize as professional values and to

describe what they perceive as commitments to professional

ethics in nursing practice. The sample consisted of 23

senior baccalaureate nursing students who volunteered to

participate in the study. Students were asked to think

about nursing as they had experienced it and then to state

what they believed good nursing to be, and what they

believed bad nursing to be. A content analysis of the data

revealed that the students perceived two concepts to be

central to their view of good nursing, namely respect and

caring. The need to respect patients, families, self,

colleagues and the profession was identified as the most

basic professional value. Caring was closely intertwined

with respect but the two concepts were differentiated on the

basis of their conceptual quality. Respect was exhibited by

the manner of interaction with the patients, e.g.

listening, being honest, and generally recognizing the

patient as a person while caring was associated with showing

concern, providing psychological support, getting involved,

being cheerful and by taking the time to do a good job. The

theory that resulted from this study contains eight
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propositions: 1) The practice of nursing is essentially

moral in nature, 2) Respect for persons and caring are the

essential ethics of nursing, 3) Respect, as a nursing ethic,

is evidenced by respect for clients and families, respect

for self, colleagues, and the nursing profession, 4.) Caring

as an ethic in nursing is evidenced by caring for clients

and families, self, colleagues and the profession,

5) Respect and caring are necessary but not sufficient

elements of nursing, 6) Respect for persons precedes caring

in the nurse-patient relationship, 7) In the absence of

respect, caring cannot take place, and 8) In the absence of

caring, nursing does not take place (Kelly, 1990).

While all of Kelly's propositions are interesting and

fairly self-evident, from an ethicist's perspective, one of

the more interesting points is proposition number five:

"Respect and caring are necessary but not sufficient

elements of nursing". Kelly defined nursing as a "caring

ministry" which requires a "specialized body of knowledge".

She stated also that "ethical decision making is central to

every nursing act". She did not suggest, however, that

moral reasoning is, or ought to be part of nursing's body of

knowledge. Rather, she stated that "decision making

grounded in ethics is not a particular mode of reasoning to

which one refers in certain situations"; that ethical

behavior is not the display of one's moral rectitude in

times of crisis (Kelly, 1990, p. 77). Thus, the question
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here becomes, by what means do nurses get from the respect

and caring to the ethical behavior? How do they decide what

actions are ethical actions? How do they decide what ought

to be done in situations involving ethical conflict? Davis

(1990) argued that while an attitude and an ethic of care

are important to having a conducive environment in which to

think about and work through ethical dilemmas, respect and

care by themselves will not help people decide what they

should do. Some means of reasoning appears necessary to

help nurses move from the abstract attitudes of respect and

care to the explicit actions comprising ethical behavior.

Another study by Hutchison and Bahr (1991) examined

and described the types and personal meanings of caring

behaviors engaged in by elderly nursing home residents.

Among other questions, subjects were asked to define

"caring" and "uncaring", to state the types of caring

behaviors they engaged in, the reasons for performing them,

the relative personal importance of performing caring acts,

and their perceptions of changes in their caring behaviors

over time. One of the theories that resulted from this

study was a categorical analysis of the properties of

caring.

Four major properties of caring emerged from the study

data. They were protecting, supporting, confirming and

transcending. Protecting was defined as "a means of

preserving the safety of or shielding another from injury
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through verbalizing concern, orienting, surveillance,

eliciting help from others, or providing physical support

(Hutchison & Bahr, 1991).

Three categories of caring behaviors emerged to

illustrate supporting. They were facilitating coping,

reinforcing normality, and facilitating daily life. Thus,

supporting was defined as assisting an individual in meeting

needs by reinforcing a "normal" self-image, facilitating

another's coping through comforting, and facilitating

another's daily life tasks through physical, emotional,

mental, or other means (Hutchison & Bahr, 1991).

Confirming as a caring act emerged from the data as

"a way to validate the personhood of another in a manner

that demonstrates care, respect, empathy, or compassion

through such actions as gift-giving, sharing or rendering

service". Examples of confirming behaviors were taking time

for another, running errands for others, folding laundry for

others, and transporting other in wheelchairs (Hutchison &

Bahr, 1991).

Transcending caring manifested itself in the almost

universal way that people prayed for each other. Thus,

transcending caring was defined as the seeking of divine

intervention for the benefit of others who are perceived as

having needs that the person seeking intervention cannot

meet due to her or his human limitations. Prayers were

offered not only for those everyone liked, but also for
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those thought to be mean, insensitive, ignorant, and

uncaring (Hutchison & Bahr, 1991).

In this study, caring emerged as a way for the nursing

home residents to maintain their personal identity, sense of

value, and continuation of personhood (Hutchison & Bahr,

1991). While the results of this study may not be directly

related to nursing, they may have important implications for

patient advocacy in nursing by outlining the properties of

caring. It is interesting that a majority of the behavioral

terms and concepts that emerged from the Hutchison and Bahr

(1991) study to describe caring matched a majority of the

terms and concepts used to define patient advocacy in the

nursing ethics literature.

Based on Hutchison and Bahr's (1991) study, an argument

can be made that patient advocacy and caring share

conceptual and behavioral similarities and that both are

important to clinical nursing practice.

Through a review of nursing literature describing the

concept of care or caring, and articles using caring as the

focus of a research project, Morse, et al., (1991) compared

the various definitions of caring offered and conceptualized

them into five categories of caring. The five categories

that emerged were: caring as a human trait, caring as a

moral imperative, caring as an affect, caring as an

interpersonal interaction, and caring as an intervention.

Theorists who see caring as an essential human trait
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believe that it is common to all people as an inherent

quality. Caring is perceived to be a common human

characteristic which is necessary to human survival.

Theorists who define caring as a moral imperative, on the

other hand, view caring as a moral virtue and are concerned

about preserving and maintaining the respect and dignity of

patients as people. Nurses in this context are moral agents

whose caring behaviors enhance human dignity (Morse, et al.,

1991).

Those who see caring as an affect argue that caring is

an emotion, a feeling of compassion or empathy for patients

which motivates nurses to provide care for patients. From

this perspective, caring must be present in order for a

rhurse to care. And in caring for patients, regardless of

the outcome, nurses benefit from the caring. However,

In urses may also experience the emotional burdens, the

=frustrations and the mental pain of caring for patients.

*- :=ring in this view means being able to put oneself in the

F = tient's position and then putting the patient first in

*><>th mind and action (Morse, et al., 1991).

Those who see caring as an interpersonal interaction

Yºº -i- ev caring as a mutual endeavor which grows out of the

**** = se–patient relationship. When caring occurs within the

***ra text of that relationship, both parties must be
S*Srrumunicative, trusting, respectful, and committed to each

St her. Nursing actions that result from caring feelings
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thus are indications of a concern for and a connectedness

with the patient that allowed the possibility of giving and

receiving care to arise. The reciprocity of the interaction

enriches both the patient and the nurse. On the other hand,

those who see caring as a therapeutic intervention view

caring as patient centered activities designed to meet

patients’ demonstrated needs regardless of how the nurse

feels about the patient. The patient’s needs are primary

and nursing care is focused on meeting those needs. This

viewpoint emphasizes the skill and competence of nurses in

caring for patients' needs. Specific actions which have

been identified as belonging to this view of caring include

Eeing present in a reassuring manner, providing information,

assisting with pain management, spending time with patients,

IE*romoting patient autonomy, and observing patients (Morse,

set al., 1991).

It is clear that caring is emerging as an important

* <>ricept for nursing. However, the diversity reflected in

* H is review of the caring literature presents an unclear

IF -i- cture of the concept of caring as it relates to clinical

***—a rsing practice. Is caring an attitude, a virtue, a
Y-T-riety of behaviors, or a set of clinical tasks? Can

* = +-ing be reduced to any one of those things? Can caring be

**=E-arated from other theories of human morality and stand

* *-s ne as the primary impetus for moral behavior? It has

*>e era said that caring is the essence of nursing (Kelly,
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1991) and that nursing is the science of caring (Leininger,

1984). While it is agreed that caring is an essential

component of ethical nursing, caring alone may not be

sufficient. In order to be effective moral agents, nurses

must also possess an ability to identify and to reason

through often complex moral dilemmas in an organized way.

Caring, or the lack of it, on the part of nurses is

only one influence on nurses' moral behavior. The next

section will explore other factors which can influence the

moral behavior of nurses who work in hospitals. The

organizational structure of hospitals as health care

institutions, the multiple obligations which nurses have as

institutional employees and other situational factors will

Ee explored as they affect perceptions of risk relative to

E*atient advocacy in nursing.

Nurses, Institutions & Risk

Rosenhan, Moore and Underwood (1976) suggested that

= −ituations have more power over moral behavior than

IE’ ersonality or moral reasoning ability. They suggested also

" ** =t individuals are creatures of their environments and

"- ** =t some behavior is situationally determined. Thus,
* + taining a certain level of moral development and expert

*race =al reasoning abilities may not always be enough to

*** itiate moral behavior. The most powerful force that more

S**ten influences situational moral behavior is the capacity

c += Eeople to inflict great harm on others. This is true



particularly for nurses who work in bureaucratic

institutions which value obedience over all else.

Institutional Factors Influencing

Patient Advocacy in Nursing

There are some organizational features of institution

which greatly affect nurses who work in hospitals and wish

to be patient advocates. Those features are the

organizational goals of the institution, the organizationa.

structure of the institution, and the values and attitudes

held by the institution's administrative hierarchy toward

patient advocacy by nurses.

Organizational Goals and Structure

Scott (1987) defined organizations as "collectivities

<>riented to the pursuit of relatively specific goals and

exhibiting relatively highly formalized structures" (p. 22),

lº■ ost organizations have at least three structural dimension

*lhich include complexity, formalization and centralization

< ERobbins, 1987).

Organizational Complexity.

According to Robbins (1987), the complexity of an

** = Ganization refers to the number of occupational

* F =cialties represented in the organization. The term
* “R i vision of labor" generally describes organizational

**rruplexity in that the work of the organization is divided

*>> the number of jobs to be done and the skills needed to

** = omplish those tasks.
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Hospitals, like other business organizations, are

functional systems which are concerned with providing

efficient and effective services to the public within the

confines and limitations of budgets. Hospitals are thus

structured in ways that allow them to meet those goals

(Mintzberg, 1979; Robbins, 1987; Scott, 1987). Occupations

related by the nature of the work, the education and

training required to complete the work, and the

philosophical orientation of the occupation's members are

grouped into departments or specialties.

Formalization.

Formalization refers to the extent to which rules

Governing behavior are explicitly defined and the extent to

which roles and role relations are prescribed independently

<> f the personal attributes of the persons holding positions

varithin the organizational structure (Scott, 1987). In order

tº facilitate efficient functioning of the organization, a

* “ertain degree of formalization of work is necessary to

IE*romote coordination and reduce variability in employee

*> <= havior (Robbins, 1987). Job formalization standardizes

Yºrita en, where, and how a job is to be done in order to make

** = H, avior more stable and more predictable. Personnel

*= rauals, procedure and policy manuals provide a few examples

<> =E the formalization of employee behavior.

The locus of decision making within an organization may
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be centralized or decentralized. If decisions are made only

in the upper hierarchical reaches of the organization by a

small number of individuals, then it is said to be

centralized. If, on the other hand, decisions are made at

the lower levels of the hierarchy as well, then the

organization is said to be decentralized (Robbins, 1987).

It must be noted that no organization is completely

centralized or completely decentralized. Most organizations

are a blend of both with differing degrees of one or the

other depending on the function, size, complexity and degree

of formalization within the organization (Scott, 1987).

Nurses as Institutional Employees

Nurses who work in hospitals work in organizational

systems which place considerable constraints upon what

In urses do in their clinical practice. Patient care is a

<> Ommodity which hospitals sell and the staff members are the

IE*roviders of that care to those people who buy the

** =>spital’s services. Nurses are employees of the
+++ stitution with all the obligations and responsibilities

*R* *-tending the employment. In this kind of social context,

**** rses’ professional values and attitudes regarding

**** = sing's scope of practice may come into conflict with the

**-titudes and values of the organization toward the role of

**** = sing within the institution (Kramer, 1970; Johnson, 1971;

*S* + efian; 1985). Patient advocacy is one nursing function

Yºhich may vary from hospital to hospital and from unit to
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unit depending on the complexity, degree of formalization,

and degree of centralization existent within the

organization.

Because of the varying social contexts that exist in

different health care facilities, nurses who desire to be

patient advocates must consider the notion of risk and the

degree to which they are willing to take the risks that are

sometimes necessary in order to fulfill the advocacy role.
Patient Advocacy and Risk in Institutional Settings

Many factors can influence risk-taking behavior by

nurses in institutions. An individual’s personality

characteristics, the administrative philosophy toward

patient advocacy by staff nurses, the degree of value placed

on patient advocacy by the cultures of nursing units, and

the perceived personal and professional cost–benefit ratio

attached to any given action can either enhance or inhibit

ean individual's willingness to take the risk of being a

IE atient advocate (Blagman, 1985; Karp, 1985; Keyes, 1985;

IFR owe, 1977; viscott, 1977).

++, dividual Personality

An individual's personal needs, personality, family

*>= cKground, and ways of dealing with conflict all can affect

* =i-sk-taking behavior. The threat of other people's

** 5–sapproval may be a powerful determiner of behavior even as

*R. Elults (Rosenhan, Moore & Underwood, 1976). Therefore, the

*-evel of self-confidence, esteem, and personal security that
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an individual has as a person and as a care provider can

affect her or his willingness to take risks for the benefit

of others.

Administrative Philosophy Toward Advocacy

If the administrative hierarchy of an institution

highly values advocacy and believes that advocacy is

important, then the institutional mechanisms to facilitate

advocacy by staff nurses will be present. The opposite is

also true. A recent study by the American Academy of

Nursing (AAN) (1983) indicated that administrative support

for nurses' clinical expertise, patient knowledge, and moral

sensitivity were factors which led nurses to feel recognized

as practicing professionals who are responsible and

accountable for the care they give to patients. In the

staff nurses’ view, the provision of quality care included a

responsibility to be strong advocates for patients.

The administrators who participated in the AAN (1983)

= tudy agreed that patient advocacy as a result of moral and

•=thical decision making was an essential component of staff

*P is a rses’ responsibilities. As a result, these administrators

* = eated a professional environment and set up institutional

****= chanisms through which nurses could safely act as patient

**Elvocates when necessary. In addition, instruction and

* “R ie-modeling on how to be an effective advocate were made

*Y* =ilable to those who needed to learn advocacy skills.
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The Cultural Values of Nursing Units

Every nurse works within several different sets of

values. They include personal values, societal values,

professional nursing values, and institution specific values

among others. Additionally, individual nursing units within

institutions, while part of the larger organization, may

have their own cultural and their own unit values

(Cunningham & Hutchinson, 1990). Each of these sets of

values can influence ethical decision making and moral

behavior. For example, if the immediate supervisor of a

unit is one who does not like to "rock the boat" by engaging

in ethical discourse with physicians, then the staff nurses

are not likely to receive the support that they need to

confront other health care providers with ethical concerns.

Conversely, if the staff nurses do not feel they would

receive emotional or practical support from their immediate

supervisor for patient advocacy, then they are less likely

to have the courage necessary to address difficult

= ituations as patient advocates. On the other hand, in

** rh its where patient advocacy is expected of the staff, one

*** sy be guilty of dereliction of duty for not acting as an

**Givocate when called upon to do so. Thus, situational

*** =racteristics can be powerful determiners of how
+ = <=ividuals respond to the distress of others (Rosenhan,

*†<><>re, & Underwood, 1986).
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The Personal/Professional Cost/Benefit Ratio of Advocacy

The most serious risks associated with patient advocacy

in hospitals are loss of employment and loss of licensure,

both of which revolve around the issue of whistleblowing

(Fry, 1989; Markus, 1989). Other less serious, but equally

devastating, risks such as demotions and censure by other

health care team members and the hospital administration

could result also from routine patient advocacy activities

if they are mishandled (Kohnke, 1982; Melia, 1987; Muyskens,

1987; Nelson, 1988; Pagana, 1987; Robinson, 1985; Webb,

1987a; Webb, 1987b). If nurses have knowledge of the

organization's goals, know the established pathways for

reporting problems, and they know how to go about being

responsible patient advocates, the risks they perceive may

be fewer and those that remain may be perceived as being

much less risky (Desmarais, 1986).

Summary of the Literature Review

This review of the literature provides the background

necessary to study patient advocacy among nurses who work in

hospitals. The controversy surrounding patient advocacy in

nursing was explored. Two theories of moral development

were examined as they related to nurses' moral reasoning and

ethical decision making. Caring was discussed as an

important feature of ethical nursing care. Additionally,

factors which may affect patient advocacy in hospital

nursing were explored. These factors included institutional
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characteristics of hospitals which may enhance or inhibit

patient advocacy in hospital nursing, the personal and

professional ethical values which nurses hold, and various

personal characteristics of nurses related to risk taking.

This chapter has provided a context in which to explore

empirically nurses' own definitions of patient advocacy and

its place in clinical nursing practice. Chapter three

discusses the study design, the sample and setting, and the

methods of data collection and data analysis.
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CHAPTER THREE

RESEARCH DESIGN AND METHOD

The purpose of this chapter is to describe the

theoretical foundation and methodology used for this study

and to discuss how the data were analyzed. Chapter three is

divided into five parts: 1) the theoretical framework which

guided the study design and methodology; 2) the research

design and methodology; 3) descriptions of the setting and

sample; 4) the methods of data collection; and 5) the method

of data analysis.

Theoretical Framework that Guided the

Research Design and Methodology

Grounded theory was selected as the method to be used

in this study. While this method of research demands that

new theories grow out of the data, the method itself grew

out of the philosophical perspective of symbolic

interactionism.

Symbolic interactionism is a sociological perspective

concerned with the experiential aspects of human behavior in

interaction with the environment. It is based on three

basic theoretical premises which are important to grounded

theory research:

1. Human beings act toward things on the basis of the

meanings that things have for them.

2. The meanings of things are derived from social

interactions with others.
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3. The meanings of things are developed, modified and

understood through interpretive processes used by

the person in dealing with things encountered in

the environment (Blumer, 1969).

From this philosophical perspective, human behavior may

be viewed as the result of processes used to guide behavior

toward objects based on the meanings and values that the

objects have for individuals. The implications of these

premises for research are that, to be understood, human

behavior must be examined in interaction. Secondly, in

order for the researcher to understand the behavior of

Others, she must be able to "take the role of the other" to

examine interactions from the perspective of the "other"

(Chenitz & Swanson, 1986).

Research Design and Methodology

A grounded theory method consisting of observations,

scheduled semi-structured interviews and informal interviews

were used to explore the nature and process of patient

advocacy among nurses working in two critical care units and

three medical/surgical units.

Qualitative Data Collection Methods

Observations

The observations focused on the ways in which

individuals working on the units interacted with one

another, the ways in which each unit's staff related to

other health care providers who came onto the unit, and the
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overall climate of the environments in which the critical

Care and medical/surgical nurses work.

Interviews

Informal interviews occurred often while observations

were in progress. These interviews offered the researcher a

chance to explore and clarify activities and events that

were happening on the units as they happened.

The point of the formal interviews was to ask the

interviewees open-ended questions about patient advocacy in

general and their own experiences with patient advocacy in

particular from their own perspectives. (See Appendices

Settings

Settings included one oncology unit and one critical

care unit in a large, urban, university teaching hospital

and two medical/surgical units and one critical care unit in

a large, urban, public health care hospital. The hospital

sites were selected for their size, complexity and the

varied populations which they serve. Selecting

medical/surgical units and critical care units within each

hospital was an attempt to gather a sample pool with similar

clinical skills and similar clinical experiences in terms of

the kinds of patients they see and the kinds of ethical

dilemmas they encounter. While it was acknowledged that

nurses in other areas of nursing, such as psychiatry,

obstetrics, pediatrics, trauma care and emergency care have
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ethical dilemmas as well, some limits needed to be applied

to the scope of this particular study.

Gaining Entree

The investigator gained entree to the study sites

through each hospital’s department of nursing education and

research. The respective directors of nursing education and

research acted as contact persons in each setting. Nurse

managers of the units selected for inclusion in the study

were approached individually for their approval. Each nurse

manager was asked to sign a site support form. (See

Appendix A). The investigator then submitted the research

proposal and the site support forms to the nursing research

Committees of each institution for their review and

approval. (See Appendix B). The proposal and site support

forms were also sent to the Committee on Human Research for

review and approval. Once all approvals were received, the

investigator attended nursing staff meetings and made

personal contacts with clinical nurse specialists, nurse

managers and nursing administrators in order to recruit

subjects for the study.

Subject Recruiting

After gaining entree to the study sites, signs

announcing the study were posted in strategic locations

around the units. Prospective subjects received a letter

explaining the study, the potential benefits and risks of

the study as well as information about planned observations
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and interviews, confidentiality, and subjects' rights to

withdraw from the study or be excluded from observations as

they might wish. (See Appendix C). The investigator began

conducting observations on each of the study units. As the

observations progressed, the investigator made contacts with

staff nurses and recruited subjects for formal interviews.

Sample Size

Because the study involved the grounded theory method

of research, the target sample size was set at a minimum of

20 to 30 subjects. Theoretically, this sample size would

provide enough information to saturate the data. Forty

people chose to be interviewed. This sample of 40 was

composed of 2 directors of nursing, 1 associate director of

nursing, 6 nurse managers, 15 critical care nurses including

1 clinical nurse specialist, and 16 medical/surgical nurses

including 3 in AIDS care, 8 in oncology, 3 in general

medical/surgical care, and 2 clinical nurse specialists.

Thirty-four of the interviews took place at the subject's

workplace during lunch or coffee breaks, or at specially

arranged times. Six subjects preferred to be interviewed in

their homes. Before beginning the interviews, subjects were

asked to sign a consent form indicating that they were

voluntarily agreeing to be interviewed. (See Appendix D for

the Consent Form).

Saturation of the data was determined to exist after

37 subjects had been interviewed and the investigator felt
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satisfied that no new ideas would come from further data

collection and no new information or patterns of behavior

might be discovered which would open new categories for

analysis of the phenomenon under study (Chenitz & Swanson,

1986). The last three subjects were interviewed because

they had been scheduled for interviews before it was

determined that saturation of the data had been

achieved.

Sample Characteristics

The sample included staff registered nurses with a

minimum of 6 months clinical experience on their respective

units. Clinical nurse specialists, nurse managers and

directors of nursing had to have at least a baccalaureate

degree education and one year experience in their position.

The education requirements for clinical nurse specialists,

nurse managers and directors of nursing presumed some

education in management strategies while the experience

requirements were included to help reduce the potential

influence of performance anxieties felt by some new

employees. Summaries of the personal (See Table 1. ) and

professional (See Table 2.) demographic information are as

follows:

Personal Demographic Information

Age

The age of subjects ranged from 24 to 54 with a mean

age of 38.05 and a median age of 38.
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TABLE 1: PERsonAL DEMOGRAPHIc DATA"

AGE:

Range: 24–58
Mean: 38.05
Median: 38

Breakdown:
20–25 = 1 (2.5%)
26–29 = 3 (7.5%)
30–34 = 12 (30%)
35–39 = 10 (25%)
40–44 = 7 (17.5%)
45–49 = 3 (7.5%)
50–54 = 2 (5%)
55–59 = 2 (5%)

SEX: Females = 35 (87.5%)
Males = 5 (12.5%)

MARITAL STATUS: Never Married = 1.4 (35%)
Married/Committed = 19 (47.5%)
Divorced = 7 (17.5%)
Widowed = 0

DEPENDENTS: Yes = 14 (35%)
No = 26 (65%)

ETHNICITY: Asian = 2 (5%)
Black = 1 (2.5%)
Caucasian = 37 (87.5%)
Other = 0

RELIGION: Buddhist = 1 (2.5%)
Catholic = 16 (40%)
Jewish = 4 (10%)
Muslim = 0
Protestant = 13 (32.5%)

(Includes: Episcopal, Lutheran
& Non-Denom. Christian . )

Other = 1 (2.5%)
NRP = 5 (12.5%)

DEGREE OF Very Religious = 5 (12.5%)
RELIGIOUSNESS: Moderately Religious = 10 (25%)

Not Active/ Non-Observant = 15
(37.5%)

Not Religious = 6 (15%)
Other (Includes: Spiritual) = 4

(19*)
-
-

* Total Sample = 40
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TABLE 2: PROFESSIONAL DEMOGRAPHIC DATA'

HIGHEST LEVEL OF Diploma 5 (12.5%)
NURSING EDUCATION: A. D. 8 (20%)

BSN 17 (42.5%)
MSN 10 (25%)
DNS O
PhD O

OTHER EDUCATION: Yes 11 (27.5%)
NO 29 (72.5%)

# YRS. IN NURSING: 6mo. –1 yr. 1 (2.5%)
1–2 yrs. 2 (5%)
2–5 yrs. 2 (5%)
5–10 yrs. 14 (35%)
10–15 yrs. 7 (17.5%)
15–20 yrs. 6 (15%)
20–25 yrs. 3 (7.5%)
>25 yrs. 5 (12.5%)

CURRENT POSITION: Staff Nurse 27 (67.5%)
CNS 4 (10%)
Nurse Manager 6 (15%)
ADON 1 (2.5%)
DON 2 (5%)

# YRS. IN CURRENT 6mo. –1 yr. 4 (10%)
POSITION: 1–2 yrs. 4 (10%)

2–5 yrs. 14 (35%)
5–10 yrs. 10 (25%)
10–15 yrs. 6 (15%)
15–20 yrs. 1 (2.5%)
20–25 yrs. 1 (2.5%)
> 25 yrs. O

EVER HAD COURSE IN Yes 25 (62.5%)
ETHICS2 NO 15 (37.5%)

* Total Sample Size = 40
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Gender

The sample consisted of 35 females (87.5%) and 5 males

(12.5%).

Marital Status

At the time of the interview fourteen (35%) of the

subjects had never been married; nineteen (47.5%) were

married or in a committed relationship; seven (17.5%) were

divorced.

Number of Dependents

Twenty-six (65%) reported having no dependents while

fourteen subjects (35%) reporting having dependents. Of the

fourteen subjects with dependents eight had one dependent;

three subjects had two dependents; two subjects had three

dependents; and one subject was pregnant with her first

child.

Ethnicity

Thirty-seven (87.5%) of the subjects were caucasian

while 2 (5%) were Asian and 1 (2.5%) was black.

Religion and Degree of Religiousness

Sixteen (40%) of the subjects were Catholic, 13 (32.5%)

were Protestant, 4 (10%) were Jewish, and 1 (2.5%) was

Buddhist. Five (12.5%) subjects identified themselves as

having "no religious preference", and 1 (2.5%) subject

listed "other" as her religion without specification.

Regarding subjects' degree of religiousness, 15 (37.5%)

Said they were either not active or non-observant, 10 (25%)
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were moderately religious, 6 (15%) were not religious,

5 (12.5%) were very religious, and 4 (10%) said they were

more "spiritual" than "religious".

Professional Demographic Information

Highest Level of Nursing Education

The directors of nursing (2 DONs and 1 Assistant DON),

the clinical nurse specialists (4), and 3 of the staff

nurses in the sample (25%) held masters degrees in nursing.
All of the nurse managers (6) and 11 of the staff nurses

(42.5%) in the sample held bachelors degrees in nursing.

Eight (20%) of the staff nurses held associate degrees and 5

(12.5%) held nursing diplomas. One subject reported being

educated in England and was thus included in the diploma

group.

Qther Education

Twenty-nine (72.5%) of the subjects reported having no

education other than nursing, while 11 (27.5%) subjects

reported having had education in another field.

Number of Years in Nursing

One (2.5%) subject reported being in nursing for less

than one year, 4 (10%) had been in nursing for 1 to 5 years,
44 (35%) subjects reported being in nursing for 5 to 10
Years, 7 (17.5%) had been nursing for 10 to 15 years, 6

(***) had been nurses for 15 to 20 years, 3 (7.5%) had been

*ses for 20 to 25 years, and 5 (12.5%) had been in nursing
*** more than 25 years.
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Current Position and Number of Years in Current Position

The overall sample consisted of 27 staff nurses, 4

clinical nurse specialists, 6 nurse managers, 1 assistant

director of nursing, and 2 directors of nursing. Eight

(20%) subjects had been in their current positions for less

than 2 years, 14 (35%) of the subjects had been in their

current positions for 2 to 5 years, 10 (25%) had held their

positions for 5 to 10 years, 6 (15%) had held their

positions for 10 to 15 years, and 2 (5%) had been in their

current positions for more than 15 years.

Previous Education in Ethics?

When subjects were asked whether or not they had ever

taken a course in ethics, 25 (62.5%) said "Yes", while 15

(37.5%) subjects said they had never had a course in ethics.

Data Collection Methods

Procedures

Observation data were collected via field observations

with the investigator acting as observer. Approximately 70

hours of observation were done on the medical/surgical units

and in the critical care units at times mutually agreed upon

by subjects and the investigator. The investigator spent

approximately three to four hours of each shift on each unit

over a period of 2 days until the investigator had a strong

sense of the working climate of each unit.

After establishing her presence on the units and

becoming a familiar face to the staff nurses, nurse
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managers, and clinical nurse specialists the researcher

posted signs announcing the study on each unit. As

potential staff nurse and clinical nurse specialist subjects

responded to the informal conversations during observations

and the signs posted on the units, the investigator

scheduled and conducted structured interviews of

approximately 30 minutes to one hour in length with those

members of all units’ staffs who telephoned for

appointments. The nurse managers and assistant directors of

nursing who were responsible for the units participating in

the study were contacted by the investigator for interview

appointments. Only one assistant director of nursing failed

to respond to the investigator's request for an interview.

The directors of nursing of each hospital site were willing

to participate in this study. The 40 formal interviews

provided 228 pages of transcribed data. All subjects were

asked to sign a research subject consent form prior to the

onset of the interview. (See Appendix D).

Instruments

The basis of the semi-structured interviews was a

researcher developed interview guide and a decision making

inventory developed by Johnson, Coscarelli and Johnson

(Coscarelli, 1987). (See Appendix I). The researcher

developed interview guide asked for demographic data from

the subjects as well as information specific to the issue of

patient advocacy. Questions focused on nurses' personal
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perceptions of patient advocacy, how patient advocacy fits

into the nurses' overall clinical practice, nurses' previous

patient advocacy experiences, any risks which nurses

perceive to be associated with patient advocacy in hospital

settings, and the importance which nurses place on patient

advocacy as part of their clinical role. The nurse manager

and nursing administrator interview guides reflected the

other side of the patient advocacy question by approaching

the issue from an administrative viewpoint. The questions

were purposely semi-structured and open ended so as to

encourage personalized responses from nurses about the

subject under study.

Although the primary approach of this study was

qualitative, prior to the interview all of the subjects were

asked to fill out a 20 item decision making inventory in

order to delineate the process by which medical/surgical and

critical care nurses assemble and analyze information, and

make decisions. The Decision Making Inventory was designed

by Johnson, Coscarelli & Johnson (Coscarelli, 1987), to

examine the locus of control in different styles of decision

making and took subjects approximately 10 minutes to

complete. It is based upon the Johnson's (1978) theory that

individuals have preferred styles of information gathering,

information processing, and decision making. According to

Johnson (1978) and Coscarelli (1983), individual styles of

information gathering may be systematic or spontaneous while
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information processing may be internal or external.

Decisions that individuals make flow not only from the

different ways in which information is gathered, but also

from the ways in which individuals process that information

and the degree to which individuals personalize the various

decision options. Johnson (1978) and Coscarelli (1983)

suggested that the assignment of a risk level for any given

decision is different for systematic and spontaneous

information gatherers. Systematic decision makers typically

want to think internally about things before acting because

they generally assign higher risk levels to decisions than

do spontaneous decision makers. Spontaneous decision makers

typically assign lower risk levels to decisions and thus

want talk externally for a short time about things and then

act. Johnson and Coscarelli's theory suggests that

spontaneous decision makers are more likely to take risks in

decision making than systematic decision makers.

In quantitative research the validity of data depends

on the quality of the measurement instrument and the degree

to which a study may be replicated and obtain the same

results. The manual of The Decision Making Inventory

(Coscarelli, 1987) indicates that the inventory has

undergone multiple studies. In its current form the

inventory exhibits factor analysis results ranging from 1.23

to 2.65 for the four decision making factors tested

( systematic, spontaneous, external and internal). The
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percentage of agreement between the decision making

inventory assessment of individual decision making styles

and the self-report was 69% (Coscarelli, 1987).

The reliability of a quantitative measure depends upon

the ability of an instrument to consistently measure a

variable of interest across subjects and over time. The

Decision Making Inventory reported test-retest correlations

ranging from .41 to . 71 in multiple studies (Coscarelli,

1987).

The rationale for using the personal decision making

inventory rather than an established moral development or

ethical decision making measure is two-fold. First, the

credibility of moral development measures such as the

Defining Issues Test and the Nursing Dilemmas Test have been

called into question as true measures of women's moral

development and of nurses' moral reasoning and ethical

decision making in real, as opposed to hypothetical,

clinical situations (Nokes, 1989). Thus, it seemed

pointless to use instruments which have already yielded

questionable results. Secondly, the moral development

literature and the caring literature suggest that nurses'

decisions about whether or not to take the risks associated

with patient advocacy in hospital settings ultimately are

Personal decisions based on one's level of moral

consciousness and on one's degree of commitment to caring

about the welfare of others. Thus, the intent of using the
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decision making inventory was to compare subjects' risk

taking potential as indicated by their responses to the

decision making inventory against their responses to the

questions about risks and risk-taking related to patient

advocacy in the interview.

The decision making inventory was administered and

scored using a prepared scoring grid. (See Appendix J) The

results were analyzed by the investigator in order to get an

overview of the decision making styles of the subjects.

These results will be discussed in detail in the next

chapter.

Data Recording

Field notes describing the actions and interactions of

unit personnel were kept during each observation. Following

each observation the notes were transcribed, coded and

categorized. (See Example #1).

Example #1

OBSERVATION NOTE #1: Critical Care Unit #1-1 Days

- A busy day. Not frantic; Controlled/Organized.
No one really available to talk. TMöst patients
are seriously ill.
– Impression: RNs seem to have a high degree of
autonomy. (*** Check out this impression in
informal interviews. )
- RNs appear to be assigned 1:1 or 2:1. Doing
bedside care. Talking w/pts. Kind of a traffic
control person for pts. Also help other; prin with
emergencies, admissions and treatments if have own
patients under control. (***Ask RNs about this.)
- Unit appears to run smoothly through all
emergencies.
- RNs update MDs on condition of patients. Are
generally "instructive" to MDs about their
patients.
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- Relationships between RNs and MDs appear
generally respectful; professional.
– During an admission of a post-op CABG pt. ,
RN & MD duties clearly delineated. But team work
appears to be collaborative; although MDs were
clearly "in charge".

Each interview was tape recorded with the permission of

the subject. Only one subject refused to allow the

interview to be taped. The subject did allow the

investigator to take hand written notes. The tapes,
demographic data sheets, and decision making inventories

were all given code numbers designed to assure

confidentiality and still allow easy retrieval of the data.

All interviews were transcribed using code numbers in

the place of names. Following transcription, the tapes were

erased. The names and telephone numbers of all subjects

were kept along with their code numbers in a separate note

book. The notebook was kept locked in a drawer in the

investigator's home. The purpose of keeping the names and

telephone numbers of subjects was to be able to contact

subjects again if more data was needed and to be able to

obtain validation from subjects once a theory began to

evolve from the data.

Data Analysis

Content Analysis

Through content analysis, observation data were hand

coded initially with substantive codes that reflected the

substance of observations, conversations, and any other
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events or actions relative to the phenomena under study.

The interview data were sorted initially by question.

Responses were coded and categorized according to their

content. Once the data analysis by question was completed,

the interview data were reviewed again, this time by

individual interview in order to see the continuity of each

interview and to fill the gaps in the theoretical

propositions that emerged from the data.

Coding and Categorizing

As codes emerged from the data they were compared and

Categorized. Similar codes were clustered and given

Categorical labels. As data collection and analysis

continued, finer categories developed. Some categories were

recoded and some were collapsed and combined with others.

The data then were examined for patterns or relationships

between two or more categories. The patterns that emerged

from the substantive coding process led to descriptive codes

which reflected the conditions, consequences and/or

strategies related to the phenomena under study and gave

order to the categories. These conceptual categories later

contributed to the development of a theory which attempts to

explain the process registered nurses use in making

Gecisions about when, where, how and whether to act as

Eatient advocates in institutional settings. Descriptions

C. f the properties of advocacy and characteristics of

effective advocates also evolved from these categories
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(Strauss, 1987). (See Example #2).

Example #2

OPEN CODING

atient advocacy means doing on the patient's 4.0.4.”behalf something that is important to them #2%
terms of their hospitalization; them or their

*:::::::: whether it is piece ofº: so they can make some decisions; or Jv4;
ascertaining what they want out of the iºn:hºr

-
o help them so C and

-

their desires and help them receive
that piece of information and perhaps (guide their
management of the situation. -3-4-3
There are situations where there are no families
and the patient cannot speak on their behalf and
we're talking about doing it for the best
interests of that particular patient; it is #:52:-oing no harm or simply making consensus on What
is best for that patient. In this place there

º

regularly are situations where there are no 24-tr"families or the patients cannot speak for
themselves so it is primarily trying to ascertain c■

-

the patient’s needs and desires and to Hißen) *%-3
sift through all the terminolo d confusion in %,e system; ling em come to some kind of

-

logical conclusion within the institution. J

Memos and Note Taking

Written memos were kept as a means of storing the data,

its analysis, and any ideas which were generated about the

data. Through memo writing the investigator organized ideas

for writing and pointed out areas that needed further

exploration, clarification, refinement, and/or verification

C Schatzman & Strauss, 1973; Strauss, 1987). Data collection

continued until all categories became well saturated, all

issues were clarified, and one overriding core category
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emerged which described and/or explained the relationships

between all of the others (Schatzman & Strauss, 1973;

Strauss, 1987). (See Example #3).

Example #3

THEORETICAL NOTE ON WOMEN'S MORAL DEVELOPMENT,
CARING AND PATIENT ADVOCACY

TN: According to Carol Gilligan, women's moral
development moves from separateness to
connectedness and toward an ethic of care which
focuses on establishing and maintaining peace and
harmony in relationships.

If this is true, then women must feel quite conflicted
when they find themselves having to confront
someone or having to refuse doing something that
another wants, or orders, them to do.

Because most nurses are women, the potential for
confrontation and conflict that is inherent in
patient advocacy must really fly in the face of
women's morality.

Is it possible that women's moral philosophy as
outlined by Gilligan might compromise a nurse's
ability and willingness to risk being an effective
advocate when conflict is present or possible in
the solution to a problem situation?

If so, how do female nurses deal with the risk?
And if not, why not?

How important are a woman's self-confidence and self
esteem as influences on her willingness to take risks
in relationships?

Because this was a qualitative study primarily, the

results of The Decision Making Inventory were used only as

comparative supplemental information to illustrate general

clharacteristics of and patterns in the nurses’ decision

making processes, and their potential willingness to take
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risks in decision making. These patterns then were compared

to specific information regarding risks and risk-taking

received from interviews.

Diagramming

As data analysis progressed and the theory evolved, the

investigator attempted to diagram in an organized way the

different conceptual categories which emerged from the data.

This process provided a visual representation of the theory

and proved to be an invaluable means of further

conceptualizing the data.

Validity and Reliability Issues

Validity

A qualitative approach to research offers many

questions about the validity and reliability of the

information or knowledge obtained from the data. Denzin

(1970) suggested that the key to internal and external

validity in qualitative research is triangulation, the use

of multiple sources of data, such as observations,

interviews and document analysis. In qualitative research

internal validity exists when the data collection and

analysis has been done conscientiously and the resulting

descriptions offered to the subjects by the investigator do

not contradict empirically the subjects' own understandings

of their situation (Schatzman & Strauss, 1973). The degree

<>f external validity of descriptive analyses is determined

by the extent to which others in similar situations can
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recognize the phenomena researched and relate them to common

experiences (Schatzman & Strauss, 1973).

This study utilized field observations, formal and

informal interviews as the primary means of data collection.

After information received from observations and interviews

was coded and categorized, the investigator returned to one

subject from each unit. Each confirmed that the information

received through observations and interviews, and the

descriptive conceptions developed from it, truly reflected

the subjects' situations, attitudes and feelings relative to

patient advocacy. External validity was demonstrated when

the information was presented to a group of nurses who work

in similar situations and they were able to relate to the

situations, attitudes, strategies and processes described in

the theory.

Reliability

The test of reliability in qualitative research is the

degree to which the theoretical propositions of a theory

allow others to interpret, understand, and predict phenomena

in similar situations over time (Chenitz & Swanson, 1986).

In this study, reliability was served by the use of

triangulation in data collection. Observation data were

compared against information received in interviews about

the nature of patient advocacy and the place of advocacy in

clinical practice. Several different alternate forms of

questions pertaining to definitions of advocacy, the risks



86

associated with advocacy in institutions, individuals’

willingness to take risks, and the decision making inventory

acted as reliability tests for the information obtained

about advocacy, risk and decision making in the face of

risk. In this way, accurate and reliable descriptions and

understandings of the nature and processes of patient

advocacy, and the risks faced and accepted by

institutionally employed registered nurses were obtained.

Evaluation Criteria for a Grounded Theory

The success of any research project is judged by its

product. The criteria used for evaluating and judging

research processes and results differ with the kinds of

research done (Sandelowski, 1986). Corbin & Strauss (1990)

offered seven criteria as guidelines by which to evaluate an

empirically grounded theory. The criteria are: 1) Are

concepts generated? 2) Are the concepts systematically

related? 3) Are there many conceptual linkages and are the

categories well developed? Do they have conceptual density?

4) Is much variation built into the theory? 5) Are the

broader conditions that affect the phenomenon under study

built into its explanation? 6) Has process been taken into

account? And 7) Do the theoretical findings seem

significant and to what extent?

Chapter four will discuss the findings of this study by

outlining the theoretical properties of patient advocacy,

those qualities of individuals which are important to
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effective patient advocacy, and the process which nurses who

work in hospitals use to approach problems of involving

patient advocacy in hospitals. The seven criteria listed

above will provide general guidelines by which to evaluate

the theories which were generated from the data.
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CHAPTER FOUR

FINDINGS

The aims of this study were: 1) to determine the

environmental climates of the settings in which

medical/surgical and critical care staff nurses function,

2) to define the conditions under which nurses decide when

patient advocacy is required in any given situation, 3) to

explore with staff registered nurses, clinical nurse

specialists, nurse managers and directors of nursing their

own conceptions of "patient advocacy", 4) to determine the

specific factors, including environmental factors, which

staff nurses take into account when deciding whether or not

to act as patient advocates in institutional settings, 5) to

explore and explain other variables which may affect patient

advocacy among nurses who work in hospitals, 6) to explain

nurses' perceptions of risks associated with patient

advocacy in institutional settings, 7) to determine which

risks nurses are willing to run in order to act as patient

advocates, and why, and 8) to explain the strategies which

staff nurses use to approach situations requiring patient

advocacy in institutional settings.

Environmental Climates of the Settings

Early in the data collection phase of this study,

informal observations were conducted on each of the five

units involved in the study. The object of the observations

was to determine the climates of the settings in which
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critical care and medical/surgical nurses function.

The 3 major categories that emerged from these observations

were the general characteristics of the units, nursing work,

and professional relationships.

General Characteristics of Units

All of the units visited were busy and fast paced and

presented, to this observer, a sense of organized chaos.

Those working appeared to know everything that was happening

on the unit. On each unit shift rotations consisted of 2

twelve hour shifts, thus, the nurses all spent up to twelve

hours per day with their patients.

During the day, there were several different groups of

people working on the units, e.g., attending physicians,

interns, residents, registered nurses, licensed vocational

nurses, nurses' aides, unit clerks and housekeepers. A head

nurse and a clinical nurse specialist were often, but not

always, present. Others, such as lab techs and x-ray techs,

came and went as they were needed. Nurses appeared to work

relatively independently compared to other professional

groups. They all had their own patient assignments as well

as one or two other patients to cover during other nurses'

breaks. When a nurse required assistance, someone was

usually available to help.

The evenings presented a slightly slower pace. The

nurses from the day shift were just completing their work,

but were still somewhat busy. During this time, however,
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the staff appeared less harried than during the daytime.

There were fewer interns and residents present during the

evening, and other ancillary personnel came to the units

only when called.

The nighttimes were much quieter than both the days

and evenings. In informal conversations during the

observations, the nursing staff reported being much closer

as a group than the day shift nurses and appeared to be more

reliant on one another for assistance and consultation when

such were needed. There were fewer non-nurse others around

the units in the evenings and at night.

Each unit had a charge nurse on each shift who was

responsible for the smooth running of the unit. Head nurses

were present generally during the daytimes, and clinical

nurse specialists appeared to do most of their work during

the day.

Visitors were present on the medical /surgical units

primarily during afternoons and in the evenings. In the

critical care units, however, visitors seemed to have a

little more leeway in visiting hours. Visitors were seen in

the critical care units at various times of the day, and

sometimes all day. Few, if any, visitors were seen at night

in the critical care units and no visitors were seen on the

medical/surgical units.

Nursing Work

Nursing work in all of the units consisted of providing
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physical care to patients, e.g., bathing, changing linens

when necessary, dressing patients, changing wound dressings,

feeding, and positioning, etc. Nurses also monitored

equipment such as cardiac and respiratory monitors, their

alarms, intravenous infusion pumps and infusion equipment,

etc.

Another function was meeting patients' emotional needs

and wants. This involved talking with those patients who

were able to communicate, supporting them with encouragement

and comfort, protecting them by questioning the indications

for and the appropriateness of tests or treatments that had

been ordered, and educating patients through answering their

questions and addressing their concerns. More of this kind

of nursing work was seen in the critical care units. Nurses

on the medical/surgical units had heavier patient loads than

critical care nurses and thus appeared to have less time

available for this kind of activity. The medical/surgical

nurses were able to talk with patients while giving

medications or performing patient care tasks.

Nurses also acted as gatekeepers for patients,

particularly in the critical care units. Nurses balanced

the timing of treatments, procedures, and visitors with rest

periods. In this way, nurses facilitated getting things

done for patients without tiring the patients excessively in

the process.

As attending physicians, interns and/or residents made
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rounds on their patients, they asked the nurses in the

critical care units to educate and update them on the

conditions of their patients. Included in these discussions

was information from nurses which directed physicians to

particular patient problems needing attention. In contrast,

physicians appeared to ask less for information about

patients on medical/surgical units. Thus, the nurses in

these units appeared to do less in the way of educating and

updating physicians on the conditions of their patients when

physicians made rounds.

The work of the charge nurses included assisting other

staff when necessary, facilitating the work of the staff

through receiving, organizing and relaying information, and

handling problems as they arose on the units. The work of

head nurses included managing the admininstrative work of

the units, intervening in nurse-physician conflicts when

necessary, and generally overseeing everything that went on

in the units. Clinical nurse specialists acted as

facilitators and troubleshooters for patient care problems,

educators, and consultants for both patients and staff.

Professional Relationships

Nurses in the critical care units appeared to have

collaborative and collegial relationships with physicians as

long as there were no crises. However, when a code blue, a

cardiac or a respiratory arrest, occurred or a patient's

condition deteriorated, the relationships appeared to become
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more hierarchical with physicians taking charge. Nurses

appeared to have much input into patient care in the

critical care units, offering suggestions and providing

information that would lead to patient care discussions

and/or order changes.

Nurses on the medical/surgical units appeared to have

less collaborative and more traditionally hierarchical

relationships with physicians. It appeared that many,

though not all, of these nurses did not question or suggest

orders as much as did the critical care nurses. Rather,

they checked with physicians to get the orders necessary to

meet patient’s physical needs. They then appeared to follow

the orders without question. Those who did question or

suggest orders appeared to have a more difficult time

getting some things, such as more pain medication, for their

patients. However, this did not deter those who chose to

expend the energy necessary to see that their patients got

proper care.

Generally, all of the units observed were well

organized and efficient. The critical care nurses exhibited

high technical expertise. They were knowledgable, caring

and assertive in their patient care and patient concern.

The head nurses were supportive and encouraging of their

staff. This administrative support seemed to legitimate the

nurses' assertiveness and relative independence in their

clinical judgments and patient care decisions. This support
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also seemed to give nurses permission to get involved

directly in patient care problems and to actively seek

solutions.

The medical/surgical nurses also demonstrated technical

expertise. Their head nurses also professed being very

supportive and encouraging of the staff. However, their

level of independence to make clinical judgments and patient

care decisions appeared to vary according to the patient

populations they cared for and the relationships that the

individual nurses had with physicians.
The observations of the units in this study and the

data that emerged from them set the stage for the formal

interviews about patient advocacy which followed. The

intent of this study and the purpose of the interviews were

to develop an original grounded theory which explained the

thinking process that registered nurses use in deciding

whether or not to act as patient advocates. The decision

making process which emerged from the data reflected

strongly the nursing process which registered nurses use

daily to make clinical patient care decisions. The

resulting theory outlined below explains this decision

making process. Also included in the presentation are the

properties of patient advocacy and the characteristics of
effective advocates which also emerged from the data.

The Advocacy Decision Making Process

During the course of the formal interviews, subjects
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were asked to describe situations in which they acted as

patient advocates. The situational conditions which led

them to advocacy, the strategies which they used to deal

with the situations, and the successes or failures that

resulted from their actions emerged from their descriptions.

This section will examine the antecedent conditions which

lead nurses to the phenomenon of patient advocacy.

The process nurses use to make decisions about patient

advocacy, including whether or not to act as one,

intervening variables which may affect those decisions, and

the action/interaction strategies nurses employ as patient

advocates will be delineated also using Corbin and Strauss'

(1990) paradigm model as a guide. For the purposes of this

study, the context of this theory is registered nurses who

work in large, university and public health teaching

hospitals. (See Figure 1).

Antecedent Conditions

Nurses who work in hospitals encounter many situations

in their daily practice which require some sort of patient

advocacy. Six categories of situations which led nurses to

patient advocacy emerged from the data. The categories

include situations involving quality of life issues,

informed consent, pain management, poor communication

between members of the health care team, rule-bending to

meet patients' needs, and the problems associated with the

behavior of inexperienced, unprofessional, and/or
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incompetent health care providers.

Quality of Life Issues

Situations involving quality of life issues include

those having to do with the withholding and withdrawal of

life support, aggressive treatments versus the provision of

basic comfort measures, and patient (or family) refusals of

treatments and procedures in response to quality of life

questions. Quality of life decisions are often made by

people other than patients when they may be, or may be

thought to be, incompetent to decide for themselves. Thus,

patients' families or health care teams may become the

decision makers under these circumstances. The following

scenarios illustrate situations of this nature.

We had a gentleman that was burned. He
was in his 80s. He had about a 90%
mortality rate. He did survive. But he
had expressed to many people, close
neighbors and friends, he had no family,
that he did not want aggressive therapy.
He spent 60 days here. He was intubated
and the burn dressings were very
painful. Once he was extubated and was
able to speak, he couldn't say much, but
you could tell he really didn't want
most of what we were doing to him. He
would say, "I don’t want this. Why
don't you stop this", etc. We didn't
succeed in stopping anything because we
had gone so far in saving his life. And
he wound up going into a nursing home.

We have a 91 year old here right now who
was just placed in a board and care home
3 days ago after fighting it for almost
3 months. He fell twice. The 2nd time
he fell, he bled intracranially and
required a craniotomy, which they did.
Now he has a pneumonia. And they want
us to treat that aggressively. It is
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not that we want to kill him, but that
we want to respect him as a human being.
Recently at another hospital he refused
everything. And he refused to be placed
in a care facility. He went home that
night and fell, had to be admitted, was
then placed the next day in a board and
care where he fell again and hit his
head. Now he is here. We have never
been able to speak to him, but the
conversations are well documented in his
chart. Apparently he hated doctors, and
he hated hospitals so he did not have (a
primary physician). But he did agree to
a DNR (Do Not Resuscitate), which we
have honored. But there is that fine
line between do not resuscitate and do
not treat. Obviously, pneumonia is a
treatable problem. What we are focusing
on is his brain injury and what chance
he will have, at the age of 91, of being
even minimally functional in even a
board and care facility, which would
still be unacceptable to him.

Informed Consent

Issues of informed consent differ from quality of life

issues in that the patient is seen as competent, or at least

as intermittently competent, to make her or his own care and

treatment decisions. In these situations a patient's

written consent must be obtained before any treatment or

procedure can be done. If the patients wishes are known,

conflicts may arise between physicians who want to do a

certain procedure and patients who, for one reason or

another, refuse to give their consent. In other cases, the

patient may have intermittent competence to decide, but the

patient's wishes are not known. The following are examples

of these types of informed consent problems.
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There was one time when a patient needed
to have her leg cut off to save her
life, the doctors felt. They had
already taken one leg off and they were
going to take the other leg off, and she
refused to sign the permit. And her
husband refused. But the doctors were
going to take her anyway after a lot of
discussion because they felt it was to
save her life. I and several others,
after organizing, stood in the doorway
and refused to let the doctors take the
bed out of the room. The patient never
did die. Later she had the leg taken
off because she made another decision
about 3 weeks later, but with different
doctors and people she could talk to,
and understand, and plan her future and
her decisions.

There was a patient who came in with a
tracheomalacia and he was here for laser
surgery, or tracheal dilatation or
tracheal surgery. It later developed
that he was not a candidate for the
laser surgery. And they wanted to do a
tracheostomy but he didn't want that.
And they said, "Well, you’re going to
die". But he said, "Well, I don’t
care". But they weren't really hearing
that.

Patient care may become more difficult when a

patient's wishes are not known. The following case offers a

good example of this type of situation.

There was a family where the wife had
cancer and respiratory failure. The big
issue was, should we give her
chemotherapy and see if that helps so
she can get off the ventilator and go
home to die. Or should we not give her
chemotherapy and let her die now. Part
of the problem was that she was here
visiting when she got so sick and her
family was all in another city. She was
also Arabic so she had different views.
It was difficult for her to be without
her veil over her face in the ICU.
Sometimes she was awake, other times she
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wasn't. It was difficult to know what
her wishes were. Her husband had
certain wishes. The family had certain
wishes. It was very difficult, but it
was very important for the nurses taking
care of her to find out what she wanted
and what to do.

Pain Management

In certain areas of medical/surgical nursing pain

management can be a large problem for patients and nurses

alike. The reluctance of some physicians to provide for

adequate relief for patients in pain creates some

challenging and often frustrating patient advocacy

situations for the nurses who care for those patients.

When we have IV drug abusers here, some
interns, or just physicians in general,
are not really willing to medicate them.
They usually need more of the medication
to decrease the pain than someone would
who wasn't an IV drug abuser. So we
often have to go above the interns and
residents to get the proper pain
medications ordered.

Pain management in terminal patients can
be problematic. Many times (the
physicians) are really hesitant to give
pain medicine to (patients). These
people are in pain, they are dying, and
they just want to be comfortable. I get
an order for morphine, but I definitely
push very hard for it, against (the
physicians’) better judgment. They
don’t want to do it because of such and
such a situation.

Pain management situations may sometimes turn into

"truth-telling" situations in which nurses are asked to

withhold the truth from patients.
It was a med/surg floor in (another
city). The patient had endometriosis
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with that intractable pain. (Patients
like her) are often labelled "chronic
pain people". She was a young girl and
was on a lot of pain meds. The
physician, who I had a fairly decent
relationship with, said, "up the
phenergan and decrease the demerol" and
"do not tell her what she is getting."
But she asked me. And I told her. (The
physician) just went berserk when he
found that out. I remember him coming
into the med room and shutting the door.
That sort of typical old nurse-doctor,
hierarchical father-child scene. I
remember sort of standing my ground and
listening to him. We ended up at an
impasse. But at the same time I felt
like I was able to say that I did not
believe we should hide that information
from her. Deceit was just never
something I believed in with patients.

Poor Communication

When patients enter large medical centers they often

become the patient of multiple medical and/or surgical

teams. In situations such as these, a lack of communication

or poor communications about patient treatment plans may

occur between two or more attending physicians & resident

physicians on the same treatment team, among the physicians
on different treatment teams, and/or between physicians and

the nursing staff. Conflicting orders and confusion about

what is to be done, or not done, for patients may arise as a

result of communication breakdown. Some conflicts may

regard differing opinions about the futility of treatment

and when to give up, or not give up, on a patient.

Usually when (patients) get real sick
there is a doctor for the kidneys, a
doctor for the lungs, and a doctor for
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the brain. The primary team said they
were not going to do anything for this
patient (who was dying). This is after
the patient has been sick for weeks, and
weeks, and weeks. Nobody wanted to give
up for the sole fact that she was 16
yrs. old. Before you give up on a
patient like this you have to be
definitely sure that this is not going
anywhere. Finally the team decided not
to do anything anymore, just maintain
treatment. It was clear that she was
going to go. I was at the bedside when
one of the team (residents) came in
right at the time when the patient's
heart rate slowed down. The doctor
walked in and told me to push drugs on
the patient. It wasn't like the patient
was really coding yet. He just wanted
me to treat the symptoms. And I said,
"why don't you check with your
attending. I think there has been a
change of plan". He said, "I want you
to give that drug now. " I said, "I
really want to get this clarified". I
frantically paged the other doctor.
Finally I said, "here is the drug".
"You do what you need to do. I will go
call the other physician right now".

Another nurse related this example of a lack of

communication between physician teams which resulted in

conflicting orders about discontinuing treatment on a

Critically ill patient.

There were 6 or 7 services working with
this patient on a daily basis. He was
extremely critical. We were in constant
Communication with all the services.
But the services were not in
communication with each other at all.
They were giving conflicting orders on
the patient. Or they were giving up on
the patient saying, "why aren't we
giving up?" I, as a patient advocate,
kept saying, "please go back and read
this note". And I knew the patient
probably the best of all of them. They
only knew their service. And if we had
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gotten into a situation where they
didn't want something done, then I would
stand up and say, "We really need to get
this done". "This is what the primary
service wants". Communication was a key
issue in that.

The following example describes a situation in which

uncertainty about treatment protocols and a lack of

communication between physicians led to conflicting orders

and a patient’s death.

I had taken care of him for 4 days. He
had a head injury and a neck injury, and
he was waking up from his coma. But he
also had clavicle fractures and rib
fractures. I was looking out for the
fractures that he had. I had gone all
the way to the attending level regarding
the care for these injuries and not
doing certain x-rays that would
compromise the patient, because I felt
that it was unsafe for the patient. And
that was fine while I was here. But
while I was off on a Monday morning, the
physicians came back in and re-ordered
the x-rays. The consequence of that was
the death of the patient. The
(fractured) clavicle went into a
subclavian artery and he bled out at the
bedside. This was a young patient who
was waking up.

Miscommunications may also occur between nurses and

physicians.

I had a patient who had a long history
of heroin use and I believe she had lots
of vascular problems. She had been out
on the floor and was going to have a hip
surgery because she was having so much
pain. She was also a diabetic. So she
was told the risks that were involved,
but that didn't stop her from having
friends bring in heroin because she
wanted to get rid of the pain. So she
had the surgery and then came to our
unit because she didn’t do well. She
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got septic and over the course of 3 or 4
days, just decompensated and went into
multi-system failure. Her family had
held some family meetings and there was
talk from the nurses of making her a No
Code. We were wondering how far we
would go on this lady as far as giving
her blood. We, (the nurses), told our
feelings to the medical teams. The
attending physician came in and got the
impression that I was refusing to do
something. He came in in a big huff
because, I guess, the senior resident
had communicated that the nurses just
weren't cooperating. My head nurse
called me and said, "He is coming . . . "
and I was shoved forward in this
onslaught of physicians. He said, "what
are your concerns?" So I started telling
him just what I had been saying about
wondering how far we were going to go
with this patient. He could see right
away that the issues were different;
that what had been communicated to him
by the senior resident was not what I
had been saying.

Rule=Bending

Rule-bending is a form of advocacy originally described

by Hutchinson (1989). In this context, rule-bending occurs

when patients' needs conflict with hospital policies. Under

these circumstances, rule-bending is done to meet patients'

needs and to promote patients' safety.

There was a time when a patient had
marijuana. And even though you can't
take it away, you do want to try and
discourage it. But the patient was one
who had a history of smoking to get to
sleep and was not on any sleeping
medication, and the nurses knew about
it. I was in charge and was totally in
support of it as long as the patient
kept his door shut and was by himself.
I didn't see it interfering with
medications. So, as long as it was
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behind the door, I didn't have to
interfere. Although I did notify the
physician, and the physician sort of
supported me in that.

Another nurse related this example of rule-bending to

meet a patient’s needs:

A patient who is on the unit now has
been a long-term smoker. He has been a
2-Pack a day smoker and even though the
hospital policy is "No Smoking on
Campus", if he didn't get his
cigarettes, he would go into a tantrum.
He was taking his IV pole and going
outside to smoke (even though) his
plate let count was 4,000. Finally, we
talked to the doctors and got an order
allowing him to smoke in his room. Even
though they really didn't want him
smoking, now he can smoke in his room
and not have to go downstairs.

Inexperienced, Unprofessional, and/or Incompetent

Health Care Providers

Patients sometimes need to be protected from the

actions of inexperienced, unprofessional and/or incompetent

health care providers. Student physicians, interns,

residents, and nurses or doctors who behave unprofessionally

and/or incompetently may make costly mistakes or

unreasonable demands which could put patients at risk for

harm.

One situation was when a patient came
back from the operating room and the
anesthesiologist turned off the oxygen
tank. The patient was intubated and
connected to a Norman Elbow; a flaccid,
flow dependent resuscitation bag. And
with the tank turned off, the patient
was unable to breathe. And yet, he was
expecting the patient to take a breath.



I turned on the tank and reported the
physician.

Occasionally nurses encounter other health care

providers who, for some reason, are unable to treat some

patients with the basic human respect they deserve.

following examples provide excellent descriptions of

situations in which the behavior of a health care provider

was distinctly unprofessional.

There was a doctor who worked night
duty. He covered all of the floors.
One evening he came up to my floor to
see a patient with chest pain. As he
was leaving he walked past a room where
there was one of my patients. I was
giving her some pain medication. She
was a little old lady about 80 yrs old
and she was making a lot of noise. She
was confused and was crying out. He
came in . . . she had nothing to with him
whatsoever and I don't know what he was
doing . . . but he came into the room,
walked over to the bed and told her to
shut up. I looked at him in horror.
There was another patient in the room
behind the curtain who he hadn't seen.
He pulled the old lady's eyelid, looked
into her eye and told her to shut up
again. Twice. Then he just walked out
of the room and said, "This is
b t". Of course the other patient
had heard as well.

Another nurse described this situation:

There was an instance once when a
physician was in the room when the
patient was very confused and was
spitting. I had just left the room and
I just happened to be still outside the
room. The physician basically became
very upset when the patient was spitting
and said, "this exam is going to end
right now if you spit on me again". The
physician treated the patient as if he
was very frightened of (his disease),
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and also the fact that the patient was
so confused. I felt that the physician
was really judging him.

Two other nurses provided these situations as examples

of incompetent and unreasonable physician behavior.

I had an 8 year old child with
osteomyelitis who was on IV antibiotics.
She had a peripheral IV which was
obviously infiltrated; there was no
question in my mind. So I pulled it
out. The physician had written an order
not to discontinue the IV and that no
one was to stick this child. It was
daytime so I called him at his office.
His response was totally inappropriate
and he swore at me over the phone. I
listened to him and I hung up the phone.
I went down to administration and told
them about that incident. Then a few
days later he came in and was yelling
about something that was totally
inappropriate and I reported that.
Finally, the third thing he did was come
in in his pajamas to make rounds. At
that point, they took away his staff
privileges.

This doctor was just off the wall. He
basically wanted us to take the water
faucet and plumbing out of a room so the
patient couldn't drink the water; aside
from the fact that the patient couldn't
get out of bed. Physically, she
couldn’t get out of bed.

When situations arise in clinical settings which a

nurse finds to be disturbing, uncomfortable, or just not

right, such as those described above, the nurse comes to a

point where the advocacy decision making process begins.

Depending on the nurses' definition of advocacy, the nature

of the problem, and the perceived risk attached to its

solution, the conscious process of decision making may be
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slow and deliberate. Or this process may be unconscious,

rapid and reactive. Patient advocacy that involves

reporting the unethical, illegal, unprofessional or

incompetent behavior of others health care providers tends

to be thought through consciously in a slower, more

deliberate process because the risks of such action may be

high. While advocacy that involves making clinical

decisions, dealing with communication problems, and

generally "getting things done" may be more unconscious,

rapid and almost reactive. The risks in these situations,

while present, seem to be perceived as being less serious

than the risks attached to "whistleblowing". The

consideration of risks in the advocacy decision making

process will be explored in more depth as the discussion

continues.

Problem Recognition and Decision Point

There is a point of recognition at which the nurse

realizes there is an ethical problem and that some sort of

patient advocacy may be required. It is at this point that

the nurse must decide whether or not to take action. If the

decision, unconsciously or consciously, is to not take any

-action, the process stops.

I can’t even think of a time that I was
even vocal. There was one time when I
walked out on a procedure because I
thought it wasn’t right. But I can't
say that I was an advocate for that
patient because that patient continued
to go through what he was going through.
I just felt some difficulty in
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understanding it and I had a very
emotional reaction to it.

We are always looking out for the
patients here. I wish nurses in every
hospital did that. The experiences I
have had with nurses in community
hospitals have shown me that not every
nurse wants to be a patient advocate.

If a situation is important enough that the nurse

decides some action must be taken, or a refusal to act is in

order, she may decide to risk being an advocate.

If something mattered to me, something
that I felt wasn’t right, I would fight
for it.

I can see getting into a situation where
the physician and the administration
were saying you had to do something and
you didn't think it was the best thing
(for the patient). At this point in my
career, if I really felt strongly about
something, I would go with my feelings
and not do it.

You have got to do what you have got to
do. I would not want to be the kind of
nurse who wouldn’t say anything, or say,
"let me check with the doctor". I
really want to try to put myself out
there on the line. I think that is what
it is all about. I don’t think it is
about hiding.

I would not hesitate to stand up if the
situation was serious. If I don't stand
up, I don't sleep at night.

Once the nurse makes the decision to act, she enters

the analysis phase of the advocacy decision making process.

The Analysis Phase

In the analysis phase, the nurse first defines patient

advocacy generally in terms of its properties and meanings.



110

The nurse then defines the situation specifically in terms

of its complexity and determines the kind of advocacy

required. She then assesses the potential risks of advocacy

as well as the type and amount of support available for it.

While this analysis process may be an individual one, it is

not always so. Often nurses will get together, define and

analyze situations, and then act as a group.

Defining Properties of Patient Advocacy

All subjects reported familiarity with the term

"patient advocacy". When asked to define patient advocacy,

the wide range of responses fell into one or more of four

general categories: information gathering, protecting,

supporting, and educating. These categories are not

mutually exclusive. They generally overlap and interact a

great deal. (See Figure 2).

Information Gathering.

This category, while not entirely separate from the

others, provides a basis from which the other three

categories flow. Many patient advocacy activities arise

from what nurses know or do not know about patients, their

wishes and their desires. Alert and competent patients are

generally able to make their wishes known to their

Caretakers. However, for those who are comatose, sedated,

or for some other reason unable to communicate, care

Providers must attempt find out, as nearly as possible, what

the patient's wishes might be through some other means, as
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the following suggest:

If you don't know what a patient's
wishes are, what do you do to find out?

I ask them.

What if they can't tell you?

I read the chart or ask the family.

I gather information to find out what
they would want in this situation.

Another nurse reported a much more in-depth investigation.

In a critical care setting like this it
is difficult because sometimes they are
intubated and paralyzed. Sometimes they
are sedated. So if you can’t find it
out directly from the patient or some
kind of written note from them, then we
get it from the family, or closest legal
guardian. If those sources aren't
available to you, then you try to search
through the medical history to find a
primary physician. Perhaps the patient
has expressed what they would like done
in different types of life threatening
situations, i.e., there is no hope.
If you can’t find a doctor, perhaps they
have left a living will in their home
somewhere. You then get a search permit
to find it. Or perhaps there is a DPOA
(Durable Power of Attorney), perhaps
there is a friend somewhere, a lawyer
perhaps who knows this information
without having to search the house. If
you run out of all avenues, then you
have to do what you feel as a team is
medically right for the quality of the
patient’s life.

Another nurse reported trying to "figure it out" by

personalizing what she might want for a relative in similar

circumstances.

(Finding out what a patient wants) is
difficult in my job because they are
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real sick and you can't always hear them
speak. I try, through empathy, to
figure out what they'd want and listen
to the family. It is hard to figure it
out when they're real sick.

So what do you do in those cases?

I try to think what I would want. Or if
it is a real old person like my grand
father, or something, I'd personalize
it. I don’t know if that is necessarily
the right way, but I try to think of it
that way.

Other nurses felt that their input into what might be

in a patient's best interests was as important as the

patient's.

I think advocacy means doing your best
to have whatever is in the patient’s
best interests be that which is
happening. Often you have to talk to
doctors or other people and you may not
like what they are going to do to the
patient, or whatever. And you are
basically doing what you think is right
for the patient and what you think the
patient wants no matter what you are up
against; whether people disagree with
you or don’t want to hear your point of
view.

Who determines what is in the best
interests of the patient?

Hopefully, you talk to the patient. But
not entirely. I think you also need to
use your own judgment as well. Talking
with the patient and your judgment about
what should happen. You consider what
the patient wants and have your own
input into that as well. Sometimes they
may not know everything that is going on
or they may not fully understand. You
want to make sure they fully understand
what they are deciding about.

Another nurse said:
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(An advocate is) just someone who speaks
for the patient. What is in the
patient's interest. That isn't always
what the patient wants, but it is in the
patient’s interests.

Is what the patient wants and what is in
the patient's best interests not always
the same?

They are not always the same.

Which one do you work for the hardest?

What I think is best for the patient.

By whose definition?

By my definition. Or by definition of
the doctor as stated to me.

Do you try find out from the patient or
from the patient’s family what the
patient wants if you don't know directly
from the patient?

Yes.

Does that make any difference in what
you think is best for the patient?

Yes.

Another nurse expressed a similar view about patients'

best interests:

A lot of times we, as nurses and social
workers, come in with a fixed idea of
what is best for them and it doesn’t
always agree with what the patient
wants. It also doesn't always coincide
with what is in the best interests of
the hospital.

In situations where what the patient
wants may not be in their best interests
as you understand it, or in the best
interests of the hospital, how do you
handle those situations? What do you
do?
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I would try to present the situation,
whatever it is, and try to explain it
better to the patient. Or involve his
family and significant others in trying
to get the patient interested in it.
All you can do is really offer the
information. You can’t really shove it
down people's throats.

Patient advocacy is a part of clinical nursing practice

whether or not a patient's wishes, desires or best interests

are known explicitly to caretakers. When a patient has made

his or her wishes clear, advocacy is a little easier.

However, when patient's wishes are not known, finding out

what patients might want when they are unable to communicate

and there are no apparent "others" to ask takes more energy

and more of a commitment to true patient representation.

The following three categories of patient advocacy list the

behavioral properties of advocacy as described in response

to the question, "What does the term 'patient advocacy’ mean

to you?"

Protecting.

Advocacy behaviors which fell into the category of

protecting included such terms as anticipating, intervening,

and reporting. Many subjects reported that one of their

primary jobs as a patient advocate was to protect patients

from physicians. In each of these cases, the nurses worked

in teaching institutions where medical interns and residents

rotated through their units approximately every 3 to 6

IIlo IlthS.
(Advocacy) is making sure that the
patient’s rights are insured, making
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sure that they get the best possible
care, that when they can’t speak out for
themselves, their rights are still
insured. I think that doctors and
nurses both see themselves as advocates.
But I don’t think doctors see nurses as
advocates. I find myself protecting
patients from doctors an awful lot. So
(advocacy) is often protecting and
defending patients against doctors.

In my practice, (advocacy) means
protecting the patient from others.
Especially from doctors.

A few definitions included other nurses and "the

system" as entities from which patients needed protection as

well.

(Advocacy means) standing up for the
patient's rights against the hospital.
A patient usually can't talk. So to me
it means against everything. Sometimes
it is against the doctors. Sometimes it
is against the nurses. Sometimes it is
against the system and the way it works
or doesn’t work.

For me (advocacy) would mean protecting
(patients) from various things that
arise in the hospital setting. From the
physician at times, from other nurses at
times, from general things in the
hospital that come up. There are
numerous things that you protect the
patient from. And that is what I think
it means to be a patient advocate.

As an advocate you make sure that other
departments are doing what they should
do. For instance, making sure the x-ray
techs don’t yank out the lines. It is
the little things that really add up.

In many ways it is the nurse's
responsibility to protect the patient
when the physician comes on rounds in
the morning, especially in a teaching
institution like ours, and there are 12
people standing around. It is the nurse
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who says, "are your hands sterile?" I
feel that is being a patient advocate.

More experienced nurses defined advocacy as using

clinical experience and expert nursing skills to anticipate

patient needs and prevent patient problems during the course

of a patient’s illness. Five nurses described it this way:

(Advocacy) involves knowing your job
well. Knowing what is right or being
able to make educated assessments or
guesses with your knowledge base. And
being able to stand up to the system for
the person that is involved and being
able to clearly say X, Y and Z is
happening to this person and this is
what needs to be done. And if it
doesn’t get done for them, to know where
to get it done.

Nursing is an art as well as a science.
When I say "knowing my job" it means
knowing the nuts and bolts of the drugs
I give, the side effects and also the
dimensions of the psychosocial things
(going on) with patients, and knowing
what to look for before it is a problem.
I spend 12 hours with the person maybe 2
or 3 days in a row. Over a period of a
month if I don't know them, no one else
does.

I think expert clinical skills are very
important to being an advocate. That
doesn’t mean to say that if you are
inexperienced you can't be an advocate.
But the more skilled you are, the more
things you know that you can be an
advocate about. You know more what
options the patients can have. For
example, with pain management. I keep
learning more and more about pain
management. It isn’t something that you
learn once and then you have got it.
It is something that you have got to
experience a lot. And the more
expertise you have with pain management,
the better advocate you can be to really
give that patient what they need.
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I think good clinical skills are very
important (to being an advocate).
Everybody knows that a nurse is caring.
But not everybody knows that a nurse is
a skilled expert, technologically. So
we need to enhance the public's
awareness that nursing is something that
takes some intelligence. So, I think,
while patients want you to be caring,
they also want you to be skillful.

I remember when I was in charge, I went
on rounds for one solid week. And all
week long, every physician who went into
this one man's room said that he was
going to die. It was very hard to keep
this patient alive. The care giving was
very painful and the patient was very
miserable. Despite the fact that every
attending, every physician team, and
everyone else thought that this man was
going to die, nobody ever thought about
making the man a DNR (Do Not
Resuscitate). So I called them on it.
I demanded it at a patient care
conference. And even at the patient
care conference, the first 45 minutes
were spent trying to think of ways to
fix the numbers and only the last 15
minutes were reality oriented.

Supporting.

Central to supporting are an ability and a willingness

to listen to patients on both the verbal and non-verbal

levels.

A patient advocate, to me, is someone
who can look at a situation and listen
to what the issues are from everyone . . .
the patient, the family, a doctor, or
ancillary persons, and then try to talk
to the patient or glean something about
the history of the patient so that she
can then speak for that person. Or at
least bring up issues that may broaden
the perspective of the people who are
working closer with the patient who have
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different goals . . . and not to change
their mind, but to get them to look at
everything.

A patient advocate is somebody who will
listen to and try to understand the
dilemmas that are facing the patient.
And work towards taking care of those
dilemmas.

Other supporting behaviors included attending and

assisting patients in getting things done; understanding,

communicating, representing and defending patient's wishes,
desires, concerns and ambivalances; and facilitating,

mediating, negotiating and lobbying for the care that

patients need and want.

As far as nursing, you stand up for the
patient on an informed basis. In your
role as the one who is at the bedside
for the most hours of the day, you are
the one who sees the patient as a whole
person, more so than the physicians. In
critical care, it is your responsibility
to know what is going on with that
patient on a physiological as well as an
emotional basis and to put things
together and follow trends. And to see
that actions you think are appropriate
get implemented as well as being the one
to find out why they aren't being
implemented. And to try to understand
why. But you are never there to say,
"Well, I told him about it and he didn’t
do it so what can I do?" Your role is to
be assertive. You are not there just to
carry out orders. You are there to make
sure the right orders get ordered.

Advocacy in the setting I am at is
basically expressing the patient's
wishes, or the family's desires in terms
of what they would want for themselves,
in terms of decision making when it
comes to health care, medicine,
treatments and procedures. So it is
expressing the client's choices and
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wishes in terms of their care.

(Advocacy) means sticking up for the
patient. And by doing that you are
educating them so they can make
decisions about their care. It also
means making assessments and relaying
that information to other people and
other services that are also involved in
their care. And making sure that they
are taken care of in a way that will
best serve them. And protecting their
rights as patients and as people.

To me, patient advocacy is, in a basic
sense, offering support to a patient.
Whether it is offering support so the
person can share with you what they are
feeling or being able to talk through
something to come to a decision.
Whether it means going to bat and
representing that patient to another
person to get something that you or they
need.

Advocacy defined as supporting patients, in some cases,

took the form of group advocacy or social advocacy;

supporting groups of patients with similar problems.

One clinical nurse specialist defined advocacy this way:

The term patient advocacy means a belief
and actions which have as their purpose
speaking on behalf of the patient.
Literally, that is what the term means.
More often what I believe that term
means is frequently being a mediator and
a negotiator in the health care system;
sometimes a lobbyist in the patient's
behalf or the family's behalf. And
while the term is "patient advocate", I
see my role as advocating for a group of
patients with a similar problem. It can
mean challenging physicians. It means
questioning reimbursement sources and
questioning services and someone's
eligibility for services. It means
questioning whether a patient has been
fully informed about their rights to
decide about a therapy, or to refuse a
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therapy. So I think, in its broadest
sense, it means assuring, as best I can
as a nurse, that a patient’s privileges
and rights to access to the health care
system and to individual providers are
unimpeded.

Educating.

Educating patients provided another form of advocacy

for many subjects and included behaviors such as informing,

explaining and guiding. Informing, viewed as another form

of protecting, meant giving patients the clinical facts

about treatments and procedures, about the side effects of

treatments and medications, and about what to expect from

their illness. Informing also included telling patients

about their rights to have or to refuse treatments and

procedures.

I think that it is my role to let the
patient know that it is his right to
refuse anything or to agree. I insist,
when (the doctors) go in to do anything
to the patient, that they explain it to
the patient. I think it is a patient's
right to know that he is entitled to
sedation, not to feel things or to feel
things. So, it is to protect the
patient from any kind of mishaps or
doing something against their will.

Explaining was more involved than informing because it

meant spending time with patients in order to make sure that

patients understood the facts and information they were

given. Guiding involved helping patients understand

information in a way that helped them to make their own care

decisions.
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(Advocacy) means doing on the patient's
behalf something that is important to
them in terms of their hospitalization;
them or their family's; whether it is
explaining a piece of information so
they can make some decisions; or
ascertaining what they want out of the
situation and being able to help them
sort out and articulate their desires
and help them receive that piece of
information and perhaps guide their
management of the situation.

A patient advocate is someone that helps
the patient understand what is going on,
and answers questions for them, and
finds answers if you don't know the
answer to the questions. It also
extends to the families or other
significant others. And if they have
made a decision, and that decision
doesn’t seem to be followed through with
in their care, then you pursue it so
they can get what they want. Or at
least let their wishes be known to
everyone, because sometimes a patient’s
wishes can’t be fulfilled, but you must
at least pursue them through every
aVe Illu e .

Another dimension of advocacy as educating involves

teaching patients to be their own advocates. One staff

nurse summed it up this way:

One of my philosophies here is to assist
patients in being their own advocates.
Teaching them how to be their own
advocates because once they leave here,
I am not going to be there. So if they
have to come back time and time again, I
teach them how to stand up for
themselves. I teach them the
information and the tools that they need
to do that.

Defining the Situation

Defining the situation involves determining the nature
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of the problem according to its antecedent condition, such

as those previously described, the patient's diagnosis and

prognosis, the degree of uncertainty that exists about what

are the patient's wishes, and the nurses’ feelings and

thoughts about the patient in general.

When a situation comes up, the first
thing we do is sit down as nurses and
decide how we feel about the situation
and what we feel for the patient.
Always keeping in mind that it can never
be a bed availability issue or a
resource issue. It always has to be
what is best for the patient.

The uncertainty of many situations in which a patient's

wishes are not known can make the strongest advocates

hesitate.

One issue is that I don't always know
totally, absolutely, correctly what the
patient's wish is . The more advanced I
get in terms of my knowledge base and my
experience, the less certain I am that I
know absolutely what is best for the
patient. I can't say absolutely that I
know (something) is going to be wrong
for the patient, or what this other
nurse is doing is wrong for the patient.
This assumes that you know everything
that the patient wants and how they
think about it. And often we don't.

Determining Advocacy Type Required

Based on the analysis of the situation, the nurses

decide what type and route of advocacy would best handle the

problem. One nurse reported going directly to the source of

the problem.

I have been involved in clinical
situations where people have made errors
and I have first tried to approach it



124

with them and also their superior;
whoever is trying to watch out what they
are doing. I would go through the
correct channels. One of the ways in
clinical situations is incident reports.

I was so angry at how (the MD) treated
the patient that I went out and spoke to
him. I really had to pluck up my
courage to speak to him because he was
quite a sarcastic person anyway. But in
that situation I was so angry that I
told him he had been unprofessional and
the way that he treated the patient was
disgusting. I just basically aired my
views. I later reported him.

Other nurses reported that they would go through

organizational channels or to ethics committees to deal with

the problem.

In my job and the place that I work at,
you have to go through the power
structure. That means going to the
attending or going to my supervisor.

After the patient (with the fractured
clavicles) died, there were 3 days of my
going all the way to the attending
level, to the point that I had two
attending physicians at the x-ray board
going over x-rays. And still it was,
"Oh, don't worry about it". "There
won't be any problem." But the patient
did die. I made a quality assurance
report about it when I came in the next
time.

If there were a situation where a
patient's rights were being ignored or
the patient’s best interests were not
being served, then I would go through
other physicians. Or I would ask for an
ethics conference with the ethics
committee.

If a situation came up I wouldn't be
impetuous or impulsive. I would do what
I could, but I would do it through
channels. I would go at it cautiously,
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but I would definitely do whatever I
could.

A few subjects preferred to take a more physical

approach in dealing with their problem situation.

I remember physically standing up to the
pulmonologist (of a man who was refusing
surgery) and distinctly saying, "He
doesn't want that". "He wants to leave
today". And he left that day.

(The patient) refused to sign the
(surgery) permit. And her husband
refused. But the doctors were going to
take her anyway after a lot of
discussion because they felt it was to
save her life. I and several others,
after organizing, stood in the doorway
and refused to let the doctors take the
bed out of the room.

The type of advocacy most frequently cited as the best

means of dealing with problem situations was to call for an

all inclusive staff meeting or a case conference to talk

about the issues, and to air feelings and concerns.

We sit down with the primary team, we
ask to talk with them. The team primary
is always the attending physician, the
chief, and the most senior resident. We
try to get all of them involved in the
meeting. Then we get everyone together
and discuss where we think we are going
to go. We always look at where we are
now and what kind of rehabilitation the
patient will need to have a quality life
somewhere down the line.

The type of advocacy required by any given situation is

determined largely by the nature and complexity of the

situation. Generally, the more complex the situation, the
9 reater the risks attached to its solution. As the next

Section illustrates, some risks are more worthy of serious
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consideration than others.

Assessing Potential Risks of Advocacy

After determining the type of advocacy required,

action/interaction options are weighed according to the

perceived risks attached to them.

When considering the risks of an action,
I weigh up the situation and the degree
of difficulty. So it depends on how
awful the situation is and how much it
will affect me. I would not hesitate to
stand up if the situation was serious.
If I don't stand up I don't sleep at
night.

I need to weigh things and all that.
And usually, when it comes to that point
in time where it is risky for me, I
would still go ahead with my principle
and what I think; the last minute, last
second thing. I would still do that.

The most frequent risk cited by subjects in this study

was the possibility of disrupted working relationships.

I think at times you run a risk of
having your relationship with a
physician become uncomfortable. In most
of the nurse-doctor relationships, the
physician understands your point of view
and understands that you're just trying
to do what is best for the patient as
you see it. That is really the only
risk I see in patient advocacy.

Interpersonal relationships with
physicians can be destroyed, or made a
lot more difficult.

For me sometimes, being a patient
advocate means going up against the
system of the physicians – it is usually
a physician-nurse issue; which is not
always the easiest issue to deal with.
It usually brings a lot of different
things with it. It can be very
stressful and it can be very
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intimidating and you have to be
confident in knowing what you are doing.

Other risks cited included becoming unpopular. Being

labeled a "troublemaker", a "nuisance", or a "boat-rocker",

and exposing oneself to "attack".

I think whenever you take a stand on
things that may be unpopular you are
risking the confrontation that may come
with it. I never have felt personal
risk to my own body or something like
that. But you may make some enemies, or
you may make people wonder why you did
what you did, but to me that is not
really a risk.

It is conceivable to me that you might
try to advocate for the wrong thing and
that you might become known as a
troublemaker. Then physicians might not
want to include you in a team effort.

The only risks that I can see are that
physicians may not like you. They might
look at you like, "what is your
problem", or they might treat you like a
nuisance until you gain their trust. It
is mostly the new interns that do that.

I think I would be identified as someone
who could cause problems. A boat
rocker. Because you are out there in
the sea of this hospital pretty much
without a face or a name to the people
in power. Then all of a sudden, you
have a face and a name and you become a
target. I think it is very difficult
for a nurse, in an historically
subservient role, to stand up to the
medical community and also to the
administrative community, and to think
that she will be listened to, or to
think that any good will come from it.

You could become pretty unpopular if you
are always rocking the boat.

Anytime you stand up for yourself, you
are exposing yourself. And anytime you
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stand up for what you think or what you
feel for someone else, you are exposing
yourself to attack. There will always
be people who do not quite agree.

Others saw risks to credibility for "excessive"

advocacy, to personal popularity if their advocacy was in

opposition to popular opinion, of legal liability if there

were conflicts with the expectations of families, and of

physical harm to themselves.

There is a certain credibility involved
when you advocate for a patient. No one
is going to get you fired because you
speak up. If you focus on one thing and
bring it up always, you don’t get the
same response always. So you have to
gauge where you're going to put your bet
in terms of how you're going to change
things. If they say, "he's always
talking about something . . . he always
wants us to do everything ... I don't
want to hear about it ... ", then you
lose your bet. So, the risk is not
personal in terms of job, but in terms
of effectiveness as far as doing well.
So you prioritize (advocacy) and budget
it so they know that (when you do
speak), it means something.

I do (see risks) if what you really
believe should happen is not what other
people think should happen. Then you
are going against the general population
in standing by a patient.

The biggest risk I have ever felt is the
risk of liability if it doesn't work out
the way (the families) felt it should
have worked out. But that is a risk
that I think is worth taking because as
long as you do what is right, and
document what is right, you are not
going to be held liable.

There is a risk to myself. A physical
risk with the population type that we
have. With the families and the gang
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related violence, and the violent
patients that we get in here. As an
example, part of the treatment with head
injuries is to keep the environment
quiet and dark, not to allow visitors,
and then you get this violent type of
verbal response from families.

I have self-preservation as a high
value, so if a situation was risky to me
so that it might have a physical impact
and I might get ill, I would probably
say that I am worth more than the
patient in that situation. Otherwise,
if it didn’t threaten my personal
integrity, then I would stand up for the
patient.

I don't know how much I would do if it
risked my own life. Something like
that, I don't know what I would do. I
don’t think any of us know what we would
do if a situation threatened our life.
I mean, if I had to choose between
pulling someone out of a burning
building and getting fried myself, I
don’t know that I would run in.

Those who thought about nursing as a career as opposed

to a job thought twice about advocating for patients if it

meant risking their entire career.

I have never been in a situation where I
thought my career might be on the line.
I have never had to put that much out
there. But if I think about it, I
wouldn't want to risk my entire career
for a patient advocacy situation.

While those who thought about nursing as a job did not

worry as much about losing it.

If (the risk) is something like a job
loss, I can always get a job. But if
there was a danger of physical harm to
me, if somebody was whacked out and
tried to grab at me, then I would have
to think twice.
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The majority of the nurses interviewed could see no

risks that would stop them from being advocates if it was

necessary. Only the risk of physical harm came close to

being a reason to not advocate for a patient. The following

quote summed up the notion of risk in advocacy for nearly

all the nurses interviewed.

Being an advocate is at the core of what
nursing is all about for me. I would
not let any risk stop me. To not take a
risk, and then watch something happen to
a patient . . . that would just be
unconscionable.

Determining Type and Degree of Support

Part of deciding on an appropriate course of action

when a problem situation arises is sizing up the type and

degree of support that is available from the environment.

Much of a patient advocate's strength in acting comes from

the support that is felt from coworkers, peers and nursing

administrators. While a lack of support from the

environment may not hinder one who is truly committed to

patient advocacy, such a lack does make advocacy riskier and

may lead to good nurses leaving an institution. Conversely,

knowing that support is present and available may do much to

encourage and strengthen those who wish to be advocates and

who otherwise might not feel so secure. The following

statements illustrate the different ways in which

environmental support, or the lack of it influence nurses'

decisions about patient advocacy. In the majority of the
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responses, the head nurse was cited to be the person on

whom staff nurses could rely for support of advocacy.

How a nurse would fare if she stood up
for a patient's wishes, whether it be
refusal of treatment or whatever, would
depend on where she works, her rapport
with the physicians she works with, and
the support that she has from her head
Illu ITS e .

I would say that the nursing
administration here would back me for
patient advocacy as long as I’m not
doing anything illegal.

I have never felt like I was in jeopardy
(being a patient advocate). We have a
head nurse who backs us up. It really
makes a difference. If we had somebody
else who didn't back us up and give us
support, I think that it would be
different. The leadership definitely
helps.

Our head nurse lets (advocacy) come from
the staff and she backs us up when we do
things. That is why people aren't
afraid to speak out. I am not sure I
would be any different (someplace else),
but I think that I would have a harder
time at work.

I don't feel a lot of risk because I
have always been supported in being an
advocate by other staff, by the head
nurse, by the institution, by the
doctors, and by the patients. It is
like that is so much a part of my
practice that it doesn’t seem like a
risk. If I was in a situation where
that wasn't part of the every day course
of things, then it would be much
riskier. It would be much harder to
work with people who didn't see that as
a priority. So it is taking a risk, but
it is less risky in the environment in
which I work then it would be in another
environment.
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Unit Culture.

The cultures of nursing units can have a great impact

on whether or not patient advocacy is a risky activity.

If the personnel on individual nursing units put a high

value on patient advocacy, the risks appear to decrease

significantly.

Up here, I would say there is not a lot
of risk because it is really the
expectation among our peers that you
will be the advocate for patients.
Sometimes there is some risk in
alienating the physicians you work with,
and I suppose if you took it far enough
you might lose your job. But up here it
really is the expectation. So you
really are pretty well supported. I
could see in another environment, it
might be even more difficult and if you
didn't have the support of
administration and nursing behind you it
would be very difficult.

Whether or not advocacy is risky depends
on where you work. I think in some
places it can cause you difficulty. I
don’t feel that way where I presently
work. As a matter of fact, I think that
is the expectation. It is the floor
Culture.

The culture of the unit is extremely
supportive of patient advocacy. The
nurses demand patient advocacy of
themselves and of each other. If
someone does not do things to advocate
for patients, they are called in and are
asked why not.

One subject reported getting no support from her peers

when she advocated for a patient in another hospital because

the culture of the unit did not include confronting the

unprofessional behavior of physicians.
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Even though I knew I was in the right
(in confronting the physician), the
other nurses told me off. I got a real
lecture from the other nurses on the
floor. They said I shouldn’t have said
anything to the doctors. That it was
very bad. That I shouldn't have spoken
to him in that light. But I was so
angry that I hadn't even called him
aside (earlier).

Nursing Administrators' Attitudes Toward Advocacy.

The attitude that a director of nursing holds toward

patient advocacy is a significant determining factor in how

patient advocacy is viewed by the institution's nursing

staff. The director's attitude toward advocacy and the

support that is shown to administrators and nurse managers

down the line in response to advocacy determines the

riskiness of patient advocacy for staff nurses. The nursing

administrators interviewed in this study were all staunch

supporters of patient advocacy by their staff.

Advocacy is very important. We keep
talking about it. It is the reason we
are here. It is because of the
patients.

I am a very ethical person. And ethics,
to me, means doing the right thing. It
is very simple, do what is right.
Advocating for patients is a clinical
issue. It is nurses’ right and it is
their responsibility to do so. If it is
not done, then we would talk about it.
So, yes. I do support them.

I think we strive to provide a
professional practice environment
whereby the nurse can practice as she
was taught to practice nursing. And if
she was prepared enough, a program of
the nature to be a strong patient
advocate, which is what she should be, I



134

think she is encouraged to do that.

Despite the attitudes of nursing administrators, not

every staff nurse reported feeling that support from above.

We get support from our head nurse for
advocacy. I don’t feel as much support
from the divisional director. And I
feel none from the director of nursing.

I have never seen an instance where (the
nursing administrators) have been
involved. I have rarely seen them. I
know they make night rounds, but they
rarely speak to me.

I don't see them that much. I mean,
I see the DON and the ADN, and we talk
sometimes and they seem interested. And
I am sure they want us to be patient
advocates; but, I don’t know that for a
fact. But the head nurse, Yes.
Advocacy is really at the top of her
list.

Most subjects felt that their nursing

administrators would support them as patient advocates as

long as they did not do anything illegal.

Many nurses compared the support they receive in their

current jobs to the support they had at previous jobs in

other institutions.

If I had done something in the name of
patient advocacy at the other
institution I worked at, I don’t think I
would have gotten any support at all. I
think the issues would have been put
aside within 24 hours. And if I had
jumped up and down at all, they would
have gotten angry and told me to be
quiet if it were something that the
medical staff was not in favor of .
Where I work now, I can think of several
physicians, who would not be happy but
they wouldn't try to squash the problem.
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(Advocacy) is
riskier in private
institutions. In
the last private
hospital where I
worked, I felt that

it was riskier in that you had to be
extremely careful. It was very
difficult to get anything done because
they were all private doctors. So no
other physician wanted to get involved.
So you didn't have that to fall back on.
It was riskier and certainly more
difficult to get things done. But we
were able to. It just took longer.

Here, if I had feelings about a plan of
action, I wouldn't hesitate more than a
minute or two to voice my concerns. In
a private institution I would probably
think about it longer. I would realize
that there was a greater risk that I
could be terminated for not going along
with the consensus of the unit,
basically, in not being more passive.

I was working at another hospital in
another part of the state, and they
wanted me to give an experimental
chemotherapy drug, and I knew the side
effects and things. I told the patient
about the side effects and everything
else the patient hadn't been told about.
The physician came into the room, found
out that I had told the patient about
the side effects of the drug and blew
his stack. The director of nurses (DON)
was down to the unit within 5 seconds
blabbing to me about not telling the
patient about the side effects of the
drug. I said, that is the way I have
always given chemotherapy, and I will
continue to do so. I got no support
from the DON for that. She wanted me to
shut up and be quiet. She just wanted
me to do my job and not make waves.
Here, I don't ever hesitate approaching
anybody.

The deliberative process of the analysis phase takes

into account the nature of the problem, the risks attached
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to prospective solutions, and the presence or absence of

institutional support for advocacy. Intervening variables

which also might influence a nurse's decision about whether

or not to act as an advocate include the personal and

professional characteristics of the nurse, the nurse's

relationship with the patient, the nurse's perception of

nursing's role boundaries relative to other professional

groups. The following section will discuss the significance

of these variables in detail.

Intervening Variables

As the formal interviews progressed it became apparent

that several variables can influence individual definitions

of advocacy and of situations. Many of the variables are

personal and professional qualities of advocates which are

important, if not central, to effective patient advocacy.

This realization led the researcher to add a question to the

interview guide which asked, "If there were one concept or

one quality of the nurse which is central to effective

patient advocacy, what might it be?" The responses to that

question provided the foundation for the following

description of the characteristics of effective advocates as

they influence patient advocacy.

Personal and Professional Characteristics

of Effective Advocates

The personal and professional characteristics of nurses

can be important and powerful determiners of individuals'
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perceptions of and approaches to situations which may

require patient advocacy. They can combine to influence the

ways in which individuals define situations and think about

patient problems. One of the primary qualities necessary to

effective advocacy is the personal willingness to care.

Personal Characteristics

Caring.

The primary conceptual quality of an effective

advocate, and that which received the most frequent

response, was an attitude of caring. The properties of

caring included respect for others, commitment, compassion,

empathy, sensitivity to patients’ feelings and needs,

honesty and trust. The second and third most frequent

personal qualities identified with caring were the abilities

to communicate and to listen. Other personal qualities

which received less frequent, but equally important mention

were self-esteem, self-confidence, and self-knowledge

(attitudes, values, & beliefs); objectivity, diplomacy,

assertiveness, the strength and courage to stand up for

one's convictions, a belief that advocacy is important, and

a willingness to take risks. After much discussion with

thoughtful subjects, the core concept was determined to be

caring. (See Figure 3).

The following illustrates the process of talking and

thinking that many subjects went through in deciding which

concept was most central to effective patient advocacy.
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(The concept most central to advocacy)
has to be the belief that advocacy is
important. The nurse also has to have
confidence in herself and a sense of
self-esteem. There has to be the belief
that advocacy is important and that it
is their responsibility. They need to
know that they are right and have esteem
about that. I think I have gotten a
stronger sense of advocacy over time
with my practice, although it had always
been a very central part of who I am as
a nurse. I think some of it is the
maturity and the sense of confidence
that I am a nurse. I am a very
competent nurse. It is the willingness
and the skills to communicate with
physicians. And it is usually
physicians, sometimes it is
administrators or other service
providers, (we must communicate with)
when we are trying to get a patient into
something. So it is that ability to
communicate.

So you are saying it is a sense of the
importance of advocacy, self-esteem,
courage and communication?

Yes. And it has to be the support, the
courage and the confidence and the
esteem that you have in yourself, that

makes you take the risk. For me, not
taking the risk and watching something
happen to a patient, I would find just
unconscionable. At the same time, I
know when I have done everything I can.
And I know that I can't get everything I
want. But that doesn't stop me from
trying again. I think other nurses
might say, "I am going to the line on
this, and if I don't get it, I don't
know that I'll do it again". For me
that is not true. There have been times
when I have gone to the line. I have
gone to the attending. I have gone up
that flag pole, and I didn't get it.
But I did everything I could. And I’ll
do it again. It is not going to stop
me. That is not going to be the one
experience that will make me never do it
again. It is just that, maybe I'll
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learn to do it differently the next
time. I see caring as the central part.
And advocacy is part of it. It is
monitoring the technical aspects of care
delivery. It is education, it is
counseling, it is all of that. But
caring is very much at the core.
Without caring none of the rest is
there. None of it would matter. That
is the center of everything with me.

A staff nurse thought through the question this way:

(Central concepts are) open, supportive,
communication and interaction. It is
being there and respecting them as a
human being. And I think it is having
respect for them as a person. Helping
them get through this system that can be
so mind-boggling, with so many red-tapes
that they have to ream through. It is
being their guide. Helping them get
through what is such a complicated
environment. It is caring about them as
a person. Not as a patient, but as a
human being in your environment. So, it
(the central concept) is definitely
Caring.

There were those who put limits on caring as the

concept most central to effective patient advocacy.

I think you have to care in order to be
compassionate. But it is a fine line
because if you care too much you can't
survive. I think you have to be able to
give that concern to the patient in that
you care that they are comfortable and
pain free, and that everything is done
for them that needs to be done. But,
you can’t go too far or you’ll have
nothing left for yourself. You have to
step back and let go of it when you need
to. And some nurses have a very hard
time with that. You can’t stay in this
(critical care) environment if you can’t
separate those two things.

Closely aligned with caring as a central concept was
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the concept of respect for persons. One nurse put it this

way:
My central concept is respect. And not
just tolerating somebody's views, but
respecting them. Respecting their
humanity and knowing that the choices
that they have made in their lives are
the choices that they have made in their
lives. And to hope that when your turn
comes someone will respect you. But
that is not why you do it. You do it
out of respect for humanity.

Another subject thought that courage and a willingness

to take risks were central concepts in effective advocacy.

One subject put it this way:

I think you have to have the strength of
your convictions. And strength in risk
taking. If you are not willing to take
risks, you’re probably never willing to
get into the argument that is going to
make you a good advocate. And you have
to have the strength of your own
convictions to be able to say, "I
understand why we do this, and this, and
this, but can’t we really give the
patient a break on this". And it may
mean that you are risking that someone
will get angry at you.

Other personal characteristics thought to influence the

analysis phase included self-confidence, self-esteem,

communication skills, family background, cultural background

and willingness to take risks. These factors may all affect

the outcome of the analysis phase of the advocacy decision

making process to some degree.

Self-Confidence, Self-Esteem and Communication Skills.

In order to stand up to a problem situation, one must

have self-confidence, self-esteem and an ability to
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communicate effectively with others. If one feels insecure,

has low self-esteem, or is unable to communicate effectively

with others under stress, the possibility of that person

rising to protect or support another in a risky situation is

low. Advocacy takes courage, strength and a willingness to

put oneself out on the line for a patient when the need

arises. As one subject put it:

To be a strong advocate you must have
the courage, and the confidence, and the
esteem in yourself that makes you take
the risk.

Family Background.

Family background often plays a big role in how people

think of themselves and their willingness to take risks. As

people grow, they learn from their families how to care and

how to stand up for their principles by taking risks.

Family background also plays a large part how people learn
to deal with conflict.

One nurse stated:

We talk about caring being the core.
But maybe the real core is our family,
and the values, and beliefs and
attitudes that we grew up with. I think
that my family really inspired that. I
grew up in a very working class family
that was union, so I am going to go the
mat for a lot of things. My father was
often on strike. So when you come from
that, of course you are going to stand
up for what you believe. You are
politically active.

Another subject said:

I was groomed at home to have my say. I
might get punished, but I always spoke
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up and defended myself. And if I got
punished, I got punished. So I carried
that with me. And it doesn’t matter
what happens, I am going to have my say.
And what comes, comes. It isn't going
to kill me.

Cultural Background.

Cultural background may also make a difference in how

nurses view patient advocacy. One subject who role

models patient advocacy for foreign born nurses put it this

way:

Many of the nurses who work here are
foreign born graduates who are
socialized very differently than those
of us who were born in this country, and
especially those of us who came through
the feminist movement. When I am
coaching a nurse who is foreign born,
when I have them see how I am
interacting with a physician, I know
this is a foreign world to them. I
think this makes a tremendous difference
in terms of how people approach
advocacy.

Willingness to Take Risks and Decision Making Style.

An important feature of the advocacy decision making

process is the degree to which an advocate is willing to go

in taking risks. The subjects in this study were asked to

complete a 20 item decision making inventory designed to

evaluate individuals' information processing and decision

making styles in relation to risk-taking. Thirty (75%)

subjects proved to be systematic decision makers while 10

(25%) subjects preferred to be more spontaneous in their

decision making. In terms of information processing, 23
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(57.5%) of the subjects liked to talk to other people before

making their decisions while 13 (32.5%) subjects preferred

to think about things internally before making decisions.

Four (10%) subjects reported using both talking externally

and thinking internally in order process information before

making decisions. (See Table 3).

The 27 staff nurses and 4 clinical nurse specialists

were also asked to indicate on a scale of zero to 10 their

willingness to defend a patient's rights even if it was

personally risky for them. The results indicated the

following: Of the 31 subjects who were asked the question

about willingness to risk, 23 were identified by the

decision making inventory to be systematic decision makers.

Of those, 12 thought externally, 10 thought internally, and

one balanced external discussion and internal thinking. The

other 8 subjects, according to the decision making

inventory, were identified as spontaneous decision makers.

Of those, 6 reasoned through problems externally while 2

preferred to think internally before coming to a decision.

On the "willingness to risk" scale, only 3 of 8 (37.5%)

subjects identified as spontaneous decision makers said they

would go to the limit for patients by indicating a 10 on the

scale. The willingness to risk indications from the other 5

subjects ranged from 6 to 9. Of the 23 systematic decision

makers, only 7 (43%) indicated with a "10" that they would

be willing to defend patients' rights even if it was
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PERSONAL INFORMATION GATHERING AND DECISION MAKING STYLES
OF REGISTERED NURSES

Information Gathering Process: Systematic =
Spontaneous =

Decision Making Style: External = 23
Internal = 13

30
10

Internal=External = 4

Total Sample Size = 40

Table 3. Personal Decision Making Inventory Summary

personally risky. The willingness to risk indications from

the other 16 subjects ranged from 6 to 9 as well.

Those who did not indicate full willingness to

undertake personal risk in order to defend a patient's

rights offered the following as reasons:

I have self-preservation as a high
value, so if it was risky to me so that
it might have a physical impact and I
might get ill, I would probably say that
I am worth more than the patient in that
situation. Otherwise, if it didn’t
threaten my personal integrity, then I
would stand up for the patient.

The issue is, where is it that I know
totally absolutely correctly what the
patient’s wish is?

The patient still comes first and the
patient's rights still come first. But
I also have to look out for my own
rights and my personal safety. How can
I protect the patient if my own safety
is compromised to the point where I
can’t look out for the patient? It
needs to be balanced.

Nine gives me a little space to think.

An eight gives me room to be
disappointed in myself, for those times
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when I fail myself.

I am really a coward at heart.

I am not really a big risk-taker, so I
would say "6". I am not really into
putting myself in jeopardy.

None of the other personal or professional demographic

variables appeared to have any influence over the nurses'

decision making processes or their willingness to take

risks.

Professional Characteristics

Professional Maturity and Clinical Confidence.

The primary professional quality was thought to be the

possession of competent clinical skills upon which to base

clinical assessments. Several subjects thought that

professional maturity in addition to having excellent

clinical skills were important influences in minimizing

risks and in being a confident, secure and effective

advocate.

I think good clinical skills are very
important. They give you the
Credibility and the confidence to be a
strong advocate. It is the confidence
of being an expert clinician, that makes
you a good advocate. If you are
confident about what you are doing and
how you do something, and why you are
doing it, it makes it much easier to
decide whether or not to stand up for
something.

I feel a certain amount of confidence in
my clinical skills and I have no problem
with going and telling the house officer
if I am not getting an appropriate
response. Even at 3 o'clock in the
morning, I have no problem with calling
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the fellow or the attending at home. I
can’t say that I always like it, but
it's not a problem to make the decision.

Other subjects thought that good clinical skills

and an ability to communicate were most important to

effective advocacy.

I think it is being able to articulate a
need, a want, or whatever. But it is
being able to effectively articulate.
And in order to do that your assessment
has to be correct, your understanding of
the information has to be correct, your
understanding of what is needed, your
ability to communicate, your
understanding of who it is you're
talking to and what obstacles you might
face in advocating with that particular
person.

Another nurse presented a similar view:

I think (the central concept) is being a
very strong clinician because if you’re
trying to communicate with people who
are not trained to be patient advocates,
i.e., doctors, they are not as honed in
to the person as they should be. And
the only way I have found to get them to
pay attention to the patient is to bring
that personal aspect of who they really
are into a clinical setting. But unless
you are a good clinician and really know
what you are talking about, you are not
going to keep their attention and you
are not going to communicate. So it is
expert clinical skills. I know I have
the empathy and the care, but I want to
bring it to someone else. If you talk
to them on their level and are expertly
trained in the clinical area, and you
care, and then bring in your own
knowledge of (the patient) as a human
being, I have found that to be
successful.

One subject who admitted she had never even been vocal

about a problematic situation said this:
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I think it is true that over time, a
person develops a voice. And a lot of
that is experiential. At the time (of
that incident) I was young in my career
and I really did not have the
experience, the self-confidence, or the
feeling of power to say anything. I
thought I would be considered to be
obstructive to the medical process.
Later I realized that there was
something that I could have said. I
think my own feelings stopped me.

Other variables which may affect the deliberation

process in the analysis phase include the quality of the

nurse's relationship with the patient and the nurse's

perceptions of nursing's role boundaries relative to other

professional groups.

Quality of the Nurse’s Relationship to the Patient

The ideal of patient advocacy is that every nurse is

willing to risk being an advocate for every patient. And in

the majority of cases, that is true. Unfortunately, there

are those for whom that is not always true. Sometimes,

whether or not a nurse decides to risk being an advocate for

a patient depends, at least somewhat, on the patient and the

quality of the nurse's relationship with the patient. One

subject said very honestly:

If there were the possibility that I
might lose my job for being an advocate
for a patient, it would make a
difference in how far I would go. I
wish I could say I would go to the ends
of the earth, but I can’t say that
honestly. It would have to depend on
what my relationship was with the
patient. If it was a patient that I had
taken care of 1 day, I would have a
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harder time putting my job on the line
for a person I had only taken care of
for 1 day. But if it was a patient I
had taken care of for 3 weeks, and had
gotten to know the family, then it would
make a difference.

In other cases, some nurses have difficulty advocating

only for certain groups of patients.

There have been times on this floor when
the nurses have been particularly rough.
They are fed up with the drug abuse and
they don’t like to care for the drug
abusers. And they don't like to care
for the AIDS patients. It is only
certain nurses. But when they are
dealing with the patients, sometimes
their comments are kind of coarse. For
example, if a patient has lice or
something, they say, "I don’t like doing
this", and make faces so the patient can
See .

Nursing’s Professional Role Boundaries

A few nurses reported feeling limited in what they

could do in difficult situations by the role boundaries of

nursing relative to other professional groups. A few nurses

reported feeling constrained and inhibited by nursing's role

boundaries when difficult situations arise in patient care.

There was nothing more to do (for the
patient). The doctor walked in when the
patient’s heart began to slow and told
me to push drugs on the patient. He
just wanted me to treat the symptoms. I
told him the plan for the patient had
changed. He said, "I want you to give
that drug now. " I said, "I really want
to get this clarified". I frantically
paged the attending doctor. But after a
while it got to the point of "you're
going to do it or I'm going to do it".
And then he pulled that line, "I am the
doctor here ! "
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How did you feel?

At that time, it was a very sharp
feeling for me to realize that. He was
the doctor. And I felt, for first time
in my career, that confronted with all
these issues, that is the reality. They
are the doctors and I am the nurse. For
the first time, I really felt the
constraints of my profession at that
time. That was very difficult to handle
and I will never forget that incident.
It was the first time someone said to
me, "you are the nurse, I am the doctor".
And you really can’t argue when somebody
pulls that line because it is the truth.

Another subject said this while considering the

question of risk in patient advocacy:

I think there are certainly times when
you have to understand your place and
your role. Then there are situations
when you feel you need to do something
for the patient that requires a
physician's signature, or something, and
you have to understand your boundaries.
I wouldn’t cross that line. There are
instances where you feel something is
being done totally wrong and yet you
can't really tell what would be totally
right. You do what you can, but the
bottom line comes down to the fact that
I am a nurse. I am not a physician.
And you don’t always get support from
others when you over step your role.

The Implementation Phase

The implementation phase takes place only after the

analysis phase is completed. If the decision resulting from

the analysis phase is "no advocacy", then no further action

is taken and the process stops. If the result of the

analysis phase is "yes, advocacy", then the individual

enters the implementation phase. This phase may follow
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reflexively on the heels of the analysis phase, or it may

take place days after the analysis phase is completed. The

speed of this transition depends on the nature of the

problem, the type of advocacy required, the risks involved

in the proposed action, and the degree of support available

for the action. In less complex situations there may be no

time between making the decision about what to do and doing

it. For more complex situations requiring solutions that

may be higher risk, it make take longer to plan a strategy

for building support and effectively carrying out the
action.

For example, responding to the inexperienced,

unprofessional and/or incompetent behavior of another health

care provider may take place immediately after the incident.

I was so angry at the doctor (for
treating that lady to badly) that I went
outside and confronted him with his
behavior.

After that physician told the patient to
stop spitting, I took him out of the
room and told him that I thought his
behavior toward the patient was out of
line.

I stood up to the pulmonologist (of a
man who was refusing surgery) and
distinctly said, "He doesn’t want that".
"He wants to leave today".

Some individual efforts in complex situations may take

several days to implement.

After the patient (with the fractured
clavicles) died, there were 3 days of my
going all the way to the attending level
to get two physicians at the x-ray board
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going over x-rays. I wrote a quality
assurance report about it the next time
I went in.

Group advocacy may take some time to organize and

develop a strategy.

I and several others, after organizing,
stood in the doorway and refused to let
the doctors take the bed out of the
ITOOIT .

An action such as holding a case conference often takes

time to get numbers of people together for the conference.

Thus some time may go by between making the decision to call

a staff meeting and actually holding the meeting.

We decided that everyone needed to talk
about what we are doing for the patient,
so tomorrow we (the staff) are meeting
to say, "Look at his quality of life.
What are we going to do with this man?"

Sometimes days will go by before we can
get everyone together to talk about a
patient problem.

Often it takes time to get ethics committees
together.

If it was something that was so
important to that nurse, then the nurse
would have to stand up and say, "Let's
have an ethics conference". Then you
set up the time and the date, and you
make it easy for (the MDs) so all they
have to do is show their face.

Advocating by going through organizational power

structures can be a time consuming option, but may often be

the best means of resolving problems.

In my job and the place that I work at,
you have to go through the power
structure. That means going to the
attending or going to my supervisor.
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Sometimes it can take days to get any
response.

If a situation came up I wouldn't be
impetuous or impulsive. I would do what
I could, but I would do it through
channels. I would go at it cautiously,
but I would definitely do whatever I
could even though it might take time.

The Evaluation Phase

Once the action plan has been carried out, many nurses

enter the evaluation phase during which they evaluate the

results of the action. What was the outcome? Did it

accomplish what was intended? Or did nothing change in the

situation?

One nurse, even though feeling frightened prior to

confronting a physician's unprofessional behavior, evaluated

the results of her action as follows:

My one mistake was that I had actually
told him off in front of the other
nurses. They thought he was going to
get me into trouble. And I was
expecting some comeback. I don't know
what. The next time I saw him he was
terribly grateful for anything I would
do for him. He was terribly nice to me.
Actually it was quite positive.

Sometimes nothing changes.

We didn't succeed in stopping anything
because we had gone so far in saving his
life. (The burned patient in his 80's
who was refusing everything). He wound
up going into a nursing home. We tried
really hard to get people to tailor down
the aggressiveness of treatment, but at
that point, we had saved his life and he
was placed. He died in that nursing
home about 2 weeks ago. So in that
Case, I was unsuccessful.
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Other times people learn new lessons and new policies

are written:

I made a quality assurance report (about
the man who died of the fractured
clavicles) when I got in and the
physicians got on my case. They said
they never saw the x-rays. They denied
that any of that had happened. It was
absolutely like nothing had ever
happened. But I stood up for myself as
well as for the patient at that point
and said it did happen. What came out
of it is that we should listen to each
other more carefully and listen to what
our fears are. Now we have morbidity
and mortality conferences (M&M Rounds).
It also came up that 3 different
services experienced similar
consequences from those kinds of rib
fractures. So now we have new
guidelines for those types of rib
fractures. I can't say I was satisfied
with the outcome of my efforts because
the patient died. But it will help when
I go on to the next patient.

One nurse reported that sometimes working relationships

may be disrupted to the point that enemies are made as a

result of advocacy.

Sometimes you make enemies. You make
enemies of nurses and you make enemies
of doctors. It is nice here because
(the doctors) switch all the time. So
you just make an enemy of them for a
month and then they leave. It is only
if you get on the wrong side of a nurse
that it becomes a problem.

If the evaluation phase indicates a result that was

satisfactory, or one that was unsatisfactory but

unchangeable, the process stops. If, on the other hand, the

result was unacceptable and it is thought by the advocate

that another course of action might yield better results,
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then the process returns to the analysis phase to search for

a new approach to the problem.

There is always the point of, a) could
we have handled this situation
differently, b) could we have approached
it differently, and c) could you have
maybe not accelerated your voice so much
when you were on the phone to the
attending, or something like that.
Maybe you could do it a little better
next time.

Another subject summed up the evaluation phase this way:

I know when I have done everything I
can. And I know that I can’t get
everything I want. But that doesn’t
stop me from trying again. There have
been times when I have gone to the line.
I did everything I could and I didn't
get it. And I’ll do it again. It is
not going to stop me. That is not going
to be the one experience that will make
me never do it again. It is just that,
maybe I'll learn to do it differently
the next time.

Summary

This chapter explained the advocacy decision making

process which emerged from the data. Included in the

presentation were descriptions of the properties of advocacy

and characteristics of effective advocates. The advocacy

decision making process consisted of a problem recognition

and decision point, an analysis phase, an implementation

phase and an evaluation phase. Antecedent conditions which

lead nurses to begin the advocacy decision making process,

and intervening variables which may affect the process were

discussed.

Chapter five will discuss the findings, significance,
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limitations and conclusions of the study. The implications

for nursing, recommendations and ideas for future research

will also be discussed.
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CHAPTER FIVE

DISCUSSION, CONCLUSIONS AND IMPLICATIONS

FOR CLINICAL, NURSING PRACTICE

This study purposed to explore the definitions of

advocacy which nurses hold, to define the variables which

influence nurses' ethical decision making relative to

patient advocacy in institutions, and to develop a theory to

explain the decision making processes which nurses employ

when deciding whether or not to act as patient advocates in

institutional settings. The process theory which emerged

from this study confirmed that nurses reason through ethical

problems in much the same way that they reason through

clinical problems. Categorical models defining properties

of advocacy and delineating characteristics of effective

advocates augmented the process theory by organizing nurses'

own definitions of patient advocacy and by clarifying some

of the intervening variables that influence it. The

following discussion highlights the significance of the

study findings as they relate to current nursing literature

as well as the implications which they hold for clinical

nursing practice. The conclusions and limitations of the

study as well as recommendations and ideas for future

research will also be discussed.

Significance of Findings

The Advocacy Decision Making Process

The process theory that evolved from the data closely
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resembled the nursing process, a cognitive decision making

process which nurses learn to use to work through clinical

patient care situations. Given the fact that all of the

subjects who participated in this study were registered

nurses, it is not surprising that the cognitive process they

used in making decisions about advocacy resembled the

nursing process. Additionally, an argument could be made

that deciding whether or not to act as a patient advocate

may be a moral problem for nurses. Over sixty-two percent

of the subjects who participated in this study reported

having taken a formal course in ethics sometime during their

Career S. Most ethics courses include teaching the use of

some type of cognitive decision making model for ethical

decision making (Francoeur, 1983; Jameton, 1984; Thompson &

Thompson, 1985). Thus, the advocacy decision making process

also resembles most ethical decision making models to some

degree. The advocacy decision making process, however,

includes points at which nurses may refuse to engage in

advocacy. The nursing process and the various ethical

decision making models offer no points of exit from the

process at which a choice may be made to not proceed to the

next step. In that respect, the advocacy decision making

process is unique.

Other components of the advocacy decision making

process include antecedent conditions which lead nurses to

think analytically about patient advocacy and about the
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intervening variables which may affect nurses' decision

making about advocacy in problematic patient care

situations. The following discussion will examine these

conditions and variables relative to current nursing

literature.

Antecedent Conditions

Six categories of conditions which precede the advocacy

decision making process were delineated from the data. They

included quality of life issues, informed consent issues,

pain management concerns, poor communication between members

of the health care team, rule-bending for the benefit of

patients, and problems associated with the inexperienced,

unprofessional and/or incompetent behavior of health care

providers.

The frequencies of occurrence and the importance of

these categories of antecedent conditions were consistent

through all of the units sampled. Nurses who were concerned

with the care of terminally ill patients seemed to think

more about pain management while critical care nurses seemed

to focus more on quality of life and informed consent

issues. All of the subjects appeared equally concerned with

poor communication, rule-bending, and the problems

associated with the inexperienced, unprofessional and/or

incompetent behavior of other health care professionals.

These conditions led nurses to think about advocacy and

to balance the energy they put into advocacy with the energy
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required to do patient care. Several nurses stated that

being an advocate takes energy, that sometimes advocating

for patients takes nurses away from patient care.

Therefore, one must plan advocacy well in order to have

enough energy to take care of the patients and still be an

advocate. These data are similar to Bunch's (1982) findings

in which she described nurses' efforts to balance their

professional responsibilities to patients in a psychiatric

unit with their responsibilities as institutional employees.

In each case, two sets of expectations challenged one

another and had to be balanced if either were to be

accomplished. In this study, the professional demands and

desires of nurses to be advocates were balanced with the

demands of patient care.

The rule-bending that some of the subjects in this

study discussed was similar to the rule-bending that

Hutchinson (1989) described as "responsible subversion".

In Hutchinson's study, nurses who responsibly bent the rules

for the sake of their patients tended to use their best

clinical judgment to decide what rule to bend, when and how

to do it. These nurses consciously planned, based on their

knowledge, ideology and experience, what was best for the

patient. In the process, they violated formal rules made by

hospital administrators, nursing administrators, and/or

physicians. According to Hutchinson (1989), responsible

subversion only occurred in response to conflicts between
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systems and/or people when the accepted rules in a given

situation prohibited nurses from doing what they thought was

in a patient’s best interests. And nurses only bent rules

when they knew the physicians, nursing administrators, and

hospital administrators who made the rules, and how they

might react if they found out their rules were bent.

Most of the rule-bending in this study concerned

bending smoking rules or drug-use rules, such as allowing

patients to smoke in their rooms or cancer patients’ using

marijuana as a sleep aid. The subjects in this study who

discussed rule-bending described a process that appeared to

be as responsible as Hutchinson's "responsible subversion",

but it was less subversive in nature. Rule-bending

decisions in this study were made selectively on the basis

of the nurses' best clinical judgment, experience and

determinations of what was best for the patient. Many

nurses in this study said that they were more likely to bend

institutional rules for patients without prior approval when

they knew the physicians. When they did not know the

physicians and they thought the problem was worthy of

action, they would call for physician approval before

bending the rule. And they usually got the approval. The

nurses also reported that the hospital and nursing

administrators generally supported their bending of the

rules as long as the reasons for it were discussed openly.

As a result of this attitude on the part of physicians and
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the hospital and nursing administration, the nurses in this

study appeared to feel that no institutional rule was so

steadfast that it could not be bent if it was for a

patient's best interests. This openness about rule-bending

appeared to reduce the nurses' need to be subversive. It

decreased the doctor-nurse gaming that is so common to many

institutional settings, it reduced the risk of rule-bending

for the nurses, and it helped nurses to advocate more

effectively for patients when conflicts between rules and

patients' needs arose.

The Problem Recognition and Decision Point

The advocacy decision making process begins when the

nurse recognizes that a problem exists and decides whether

or not to attempt to resolve the situation. A nurse’s

ability to recognize that a moral or ethical problem exists

may be an indication of the nurse's level of moral

development. If the nurse has not reached the post

conventional phase of moral development, according to

Kohlberg’s (1981) scale, then the nurse may not be

developmentally equipped to recognize the existence of an

ethically problematic patient care situation. The ability

to recognize moral conflict involves knowing one's own

values and principles, and being able to see situations from

multiple perspectives. Acting in response to recognized

moral conflict involves having a willingness to take a risk

by taking a stand which may be in conflict with
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institutional rules, regulations and policies.

All of the subjects in this study were able to

recognize and articulate the many moral conflicts which they

have encountered as nurses. The preceding antecedent

conditions represent their recognitions and interpretations

of ethically problematic patient care situations. The

actions they reported carrying out in response to those

situations reflected principled thinking and a willingness

to stand up for their principles even in the face of risk.

Even those few who chose not to act as advocates were still

able to recognize the existence of a problem. Unfortunately,

intervening variables precluded their acting to resolve the
situation.

Properties of Advocacy

How one defines advocacy may determine what one does in

response to an ethically problematic situation. Overall,

the majority of nurses' definitions of advocacy reflected

the definitions offered in the nursing literature on

advocacy. The behavioral properties of advocacy listed by

the subjects in this study evolved into the conceptual

Categories of information gathering, protecting, supporting

and educating. Questioning, anticipating needs and

preventing patient problems, intervening and reporting

comprised the category of protecting. The category of

supporting involved listening, understanding, attending,

assisting, communicating, defending, representing,
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facilitating, mediating, negotiating and lobbying. The

category of educating included the behaviors of informing,

explaining and guiding patients in their decision making.

The primary categories of information gathering,

protecting, supporting and educating were consistent with

the variety of definitions of advocacy offered by the

nursing ethics literature on advocacy. In contrast,

however, most subjects differentiated between whistleblowing

and reporting. While the literature discussed

whistleblowing as a high risk activity virtually equivalent

to reporting, the subjects in this study saw whistleblowing

more as an external activity that might be undertaken if the

organization was unresponsive to their needs and concerns.

Reporting, on the other hand, was viewed more as an internal

process done through organizational channels. Very few

subjects listed whistleblowing as an activity that they

could see themselves doing, even under the most dire

circumstances. Few subjects thought to consider what they

might do if the organization failed to respond to their

efforts to report. This finding is not surprising because

the administrators of the hospitals in which all of the

subjects work have organizational pathways and directors of

nursing who are responsive to nurses’ concerns. Therefore,

high risk advocacy activities, such as whistleblowing

external to the organization, were not deemed necessary to

get things done in those institutions.
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Most of the concerns about protecting, supporting and

educating appeared to grow out of the fact that these nurses

work continuously with medical and surgical interns and

residents who frequently rotate through the nursing units.

Most of the nurses have spent several years working in their

current positions and thus know their jobs and the unit

procedures very well. Their concerns about protecting

patients from physicians had to do mainly with protecting

patients from inexperienced physicians who have something to

prove to their superiors. Few participants reported having

any problems with attending physicians. Most of them, in

fact, reported feeling generally supported by attending

physicians when they have stood up to interns and residents

on some point of procedure or patient care.

The real significance of these findings is that many of

the terms and concepts used by the subjects to define

patient advocacy matched the terms and concepts used in a

study by Hutchison and Bahr (1991) to define caring. They

also matched the concepts used by other authors to define

and describe caring (Morse, Bottorff, Neander, Solberg,

1991). Protecting, supporting, facilitating, enabling,

encouraging, and helping (assisting) are just a few of the

similarities between the conceptual definitions of advocacy

and caring. These findings highlight the similarities

between the nursing ethics literature on patient advocacy

and the caring literature.
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Characteristics of Effective Advocates

Since one half of the subjects reported little or no

familiarity with the ANA (1985) Code of Ethics and Nurse

Practice Act requirements regarding patient advocacy, it

became clear that more than ethical and legal mandates for

advocacy by nurses are important to the realization of

advocacy. Certain personal and professional characteristics

of advocates seemed at least as essential to patient

advocacy as the ethical and legal requirements. Those

characteristics included an attitude of caring as the

centerpiece. An attitude of caring in this context is

indicated by a respect for others, commitment, compassion,

empathy, sensitivity, honesty, and trust. Other important

characteristics included a belief that advocacy is

important, personal and professional confidence and self

esteem, knowledge of one's own attitudes, values and

beliefs, the abilities to listen and communicate,

objectivity, assertiveness, diplomacy, having the strength

of one's convictions and a willingness to take risks.

According to the results of this study, nurses who do not

care, are not committed, and/or do not feel confidence in

themselves or in their nursing knowledge and skills have a

much harder time with the patient advocate role.

Like the model describing the properties of advocacy,

these conceptualizations of the characteristics of effective

advocates provide another link between the patient advocacy
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literature and the caring literature. According to Roach

(1987), compassion, competence, confidence, conscience and

commitment are the qualities that make caring unique in

nursing. The results of this study indicate that the same

may be said for patient advocacy; Without compassion,

Competence, confidence, conscience, and commitment patient

advocacy might not exist in nursing.

Key Variables Influencing Patient Advocacy in Hospitals

Based on the results of this study, there appear to be

three key variables which may have the greatest impact on

nurses' decisions about whether or not to act as patient

advocates in hospitals. They are the institutional

environment relative to advocacy, the culture of the unit in

which they work, and the characteristics of the advocate.

Institutional Environment

Rosenhan, Moore and Underwood (1976) suggested that

situations have more power over moral behavior than

personality or moral reasoning ability. They suggested also

that some behavior is situationally determined and that the

most powerful force most often influencing situational moral

behavior is the capacity of people to inflict great harm on

others.

In this study, the institutional environment relative

to patient advocacy had a tremendous impact on nurses'

desires and willingness to act as patient advocates. The

sites were both hospitals in which patient advocacy by staff
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nurses is held as a high value. The directors of nursing

both reported themselves to be strong patient advocates.

They also reported feeling supported by their fellow

administrators for their support of advocacy by staff

nurses. They held patient advocacy by staff nurses as an

expectation of the staff nurse role. Their attitudes

filtered down to the staff nurse level, thus making patient

advocacy a relatively low risk activity. As a result of the

nursing directors' attitudes toward patient advocacy by

staff nurses, institutional pathways for reporting and

procedures for dealing with ethically problematic patient

care situations were well established. The supportive

institutional environment relative to patient advocacy by

staff nurses also reduced the amount of physician-nurse

gaming that was necessary to get patients the care and

treatment they needed.

Unit Culture

Another key variable which may influence the outcome of

nurses' decision making about patient advocacy is the unit

Culture within which nurses work. The one person on nursing

units who is most influential in setting the culture of a

nursing unit is the head nurse or nurse manager. How staff

nurses respond to difficult patient care situations depends

to a great extent on the head nurse's attitude toward

patient advocacy. The degree to which staff nurses feel

permission to get involved in problematic patient care
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situations depends on the degree and the quality of support

that the head nurse gives, or denies, them when they do get

involved. If a head nurse feels supported by her or his

superiors and is in turn supportive of her or his staff,

then patient advocacy is a value which is more likely to be

held by the staff. Conversely, if the head nurse is afraid

of "rocking the boat" herself, then she or he is less likely

to support staff nurses who decide to advocate for patients.

Thus, the head nurse, as a representative of nursing

administration, sets the level of value and esteem that

advocacy is held in the cultures of nursing units.

Characteristics of the Advocate

If a nurse does not care, does not have personal self

confidence, or does not feel secure in her or his clinical

skills either by lack of experience or for some other

reason, then the willingness of that nurse to risk being an

advocate in a difficult situation may be compromised.

Because patient advocacy takes a certain amount of

assertiveness, objectivity, and willingness to get involved,

a failure to act under those circumstances may occur whether

or not there is support for advocacy outside the individual.

Conversely, the more secure, confident, and competent one

feels and the more one cares about patient advocacy, the

more likely it is that a nurse will choose to take a risk by

responding to a problematic patient care situation

regardless of the presence or absence of environmental
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support for advocacy.

Individual styles of analyzing information may also

have an impact on the outcome of nurses' decisions making

about advocacy. According to Johnson, Coscarelli and

Johnson (1987), people who gather information in a

systematic way will analyze a situation in some depth before

committing to an action. In contrast, the spontaneous

decision maker views decision making more as a process of

trial and error. The analysis of information may be done

internally, externally, or internally and externally.

People who analyze information externally need to think out

loud and will not be certain of a decision unless they have

had a chance to talk about it with others. Conversely,

those who analyze information internally prefer to think

privately before making a decision. Those who analyze

information both internally and externally mix talking to

others and thinking privately about issues before making a

decision.

These different styles of information gathering and

processing may affect patient advocacy in that those who

systematically gather information and think internally

before making a decision might decide not to risk getting

involved in a problematic situation. By not talking with

others before deciding what to do, they may decide not to

get involved before realizing the institutional and personal

support that may be available to them, or their decision to
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get involved might be too late to help. Spontaneous

decision makers, on the other hand, might not think through

a problem thoroughly enough and become involved before they

have thought things through carefully. While these ideas

may be speculations on the behavior of others, they are

certainly within the realm of possibility.

Conclusions

Patient care is the primary concern of nursing.

Patient advocacy is a central activity in delivering ethical

care. Yet, advocacy can be a complex, controversial and

risky component of nursing practice depending on its

context. Morality is often judged by the presence of an

act, not by its absence (Rosenhan, Moore & Underwood,

(1976). Nurses' behavioral responses to ethically

problematic patient care situations reflect their

professional morality. An act of intervention, of patient

advocacy on behalf of a distressed person, is considered to

be both moral and ethical, while the failure to intervene,

in the eyes of some, may be held to be both immoral and

unethical. Until a situation arises that demands patient

advocacy, however, a nurse's professional morality may only

be assumed.

Many factors can influence the commission or omission

of patient advocacy in nursing. Institutional environments

relative to patient advocacy, the cultures of nursing units

within which nurses work, personal and professional
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variables, individual definitions of situations, individual

perceptions of risk, and the presence or absence of caring

concern and respect for others can all influence whether or

not patient advocacy is a vital part of a nurse's clinical

practice. Additionally, how nurses view life, the world,

and their roles in it may determine much of what they do in

the name of patient advocacy. One subject summed it up this

way:
It is much less stressful to be passive.
It is easier to belong when you go along
with the crowd. But the only eyes that
you look into in the morning are your
own. And when you close your eyes at
night, it is your own thoughts that you
go to sleep with. That, to me, is more
important than any group.

Benner (1984) said, "Nursing without caring is powerful

and devastating" (p. 216). Given the results of this study,

I would venture to add this: without caring, true patient

advocacy does not exist.

Implications for Clinical Nursing Practice

and Nursing Education

Patient advocacy is a vital and important part of

clinical nursing practice. As one nurse put it:

Patient advocacy is the one most
important aspect of a nurse, if not the
most important thing. Because it just
runs into everything. It runs into why
you want to know everything about
medications so you don’t make medication
errors, and why you want to keep up on
treatments, why you want to read the
progress notes, why you want to talk
with the patients and the families. It
is at the base of everything.
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However, in order for staff nurses to act as patient

advocates in difficult situations, they must know they have

the administrative support to do so. Without that felt

support, nurses may hesitate to act at critical times. Even

with administrative support, many nurses must be taught how

to be effective advocates so that when it comes time for

them to act in difficult situations, they will feel secure

and confident by knowing what they are doing. The ability
to be an effective advocate does not always come naturally

to staff nurses. The nursing administrators in this study

reported teaching staff nurses how to be advocates by having

head nurses and clinical nurse specialists role model

patient advocacy for the nursing staff. In this way, the

staff nurses not only felt the administrative support for

advocacy; but, they also learned how to handle situations

effectively on their own. Thus, without an administrative

attitude of caring about advocacy and an institutional

environment which is conducive to patient advocacy, it will

not become a reality in clinical nursing practice.

The results of this study also hold implications for

nursing education. Nursing students often learn early in

their education that patient advocacy is an important part

of clinical nursing practice. Unfortunately, nursing

students do not always learn how to go about being an

effective patient advocate until well after they have

graduated and are working. Nursing students often learn

!
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basic clinical skills and just enough theoretical

information to pass the state board exams. And the ethics

education which would help students identify and reason

through ethical problems in patient care situations is often

offered only as an elective, if it is offered at all in

undergraduate nursing programs. Thus, it often takes some

time for new nursing graduates to get enough experience to

build the kind of clinical judgment, self-confidence, and

courage necessary to take a stand in an ethically

problematic patient care situation that would lead them to

reasoned patient advocacy. However, by explaining the

thinking that goes into deciding to be a patient advocate,

by teaching nursing students the techniques of advocacy,

and by role-modeling advocacy for nursing students through

clinical demonstration throughout the nursing education

process nursing faculty could set nursing students on the

path to becoming effective patient advocates while they are

still students. Additionally, by instilling in nursing

students a sense of self-confidence and self-esteem as

nurses while they are still students, those who graduate and

begin to work will have a better chance of finding advocacy

to be an essential and gratifying part of their clinical

nursing practice.

Limitations of the Study

The major limitations of this study have to do with the

sites selected for data collection and the subjects who
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chose to participate in the study. The sites were unique in

that both hospitals' directors of nursing held patient

advocacy as a high value. Both directors of nursing

reported themselves to be strong patient advocates in their

own right. Their attitudes were communicated in various

ways to the staff nurse level thus making patient advocacy a

relatively low risk activity. Because these institutional

environments were very conducive to patient advocacy by

staff nurses, institutional pathways for reporting and

procedures for dealing with problematic situations were well

established. As a result, few nurses, if any, reported

feeling afraid of losing their status or their jobs as a

result of patient advocacy. For those who wanted to become

better patient advocates, consultations and role-modeling by

clinical nurse specialists and nurse managers were

available.

Another limitation of this study is the fact that the

only information available for comparing the institutional

environments of these public institutions with those of

other public and private institutions came from subjects'

personal accounts of past advocacy experiences while working

in other hospitals. It can not be assumed that patient

advocacy is held in as high regard in other institutions as

it is in the institutions studied. Several nurses indicated

that they had left other institutions because patient

advocacy by staff nurses had not been valued in their



176

previous workplaces. Therefore, any conclusions about the

nature and importance of advocacy drawn from these

institutions cannot be generalized to other institutions.

The subjects who chose to participate in this study

created a convenient, self-selected sample. These people

already believed in the importance of patient advocacy, a

belief that probably led them to consent to be interviewed.

They were knowledgeable, assertive, and confident. They

held definite beliefs regarding patient advocacy and the

importance of making it an active part of their clinical

practice. Additionally, the subjects who chose to

participate in this study were unique even within their own

institutions. The researcher went to several other units in

the two hospitals looking for subjects, but could find no

one of a contrasting mind who was interested in thinking

about, much less talking about patient advocacy. From this

response it may be inferred that institutional permission to

advocate alone is not enough to promote patient advocacy in

institutional settings.

Recommendations

The results of this study are useful in thinking about

patient advocacy and its place in clinical nursing. With

this knowledge, working nurses can be helped to develop

clinical confidence and their skills in nursing so that they

will become more comfortable in becoming advocates when a

need arises. Additionally, nursing students can be taught
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how to be effective advocates while they are still in

school. So often, nursing instructors impress the

importance of advocacy upon students without teaching them

how to go about the process of advocacy in an intelligent

way. Perhaps the results of this study will help nurses see

that there is more to being a patient advocate than merely

knowing that they should be one. While nurses have an

ethical mandate to be assertive and willing to engage

themselves in the process of advocacy, only nurses' caring

about advocacy will make it a reality.

Ideas for Future Research

This study focused on nurses who work on

medical/surgical units and critical care units in large,

university teaching hospitals and large public health

institutions. Future research will focus on the same

questions that this study posed; however, the sites will

include private community hospitals as well as public

institutions. The target sample will expand to include

nurses who work in other nursing specialties. While

medical/surgical nurses will not be excluded from future

explorations of patient advocacy, nurses who work in other

areas will be included.

Analytic work will also continue on the current data

with the purpose of developing the basic social process of

"deciding to advocate" to a fully integrated grounded theory

with "caring" as its central concept.
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This study raised some interesting questions about the

Connections between nursing ethics, ethical reasoning, and

Caring. Future research will focus on expanding the nursing

ethics literature to include caring as an integral part of

ethical deliberation in nursing.



179

REFERENCES

Alfano, G. (1987). The nurse as patient advocate.

Geriatric Nurse, 8, 119.

American Academy of Nursing. (1983). Magnet hospitals.

Kansas City, MO: American Nurses' Association.

American Nurses' Association. (1985). Code for nurses with

interpretive statements. Kansas City, MO: Author.

American Nurses' Association. (1990). Here's where most

nurses are working. American Nurse, 22 (9), 7.

Bandman, E. L., & Bandman, B. (1990). Nursing ethics

through the life span. (2nd ed.) Norwalk, CT: Appleton

& Lange.

Beaman, J. (1989). Patient advocacy: Should I or shouldn't

I? Imprint, 36 (2), 155-156.

Benner, P. (1984). From novice to expert: Excellence and

power in clinical nursing practice. Menlo Park, CA:

Addison-Wesley.

Benner, P., & Wrubel, J. (1989). The primacy of caring.

Menlo Park, CA: Addison-Wesley.

Blagman, P. (1985) Dilemmas in decision making. In P.

Wieczorek (Ed). Power, politics and policy in nursing.

New York: Springer.

Blumer, H. (1969). Symbolic interaction: Perspective and

method. Englewood cliffs, NJ: Prentice-Hall.



180

Board of Registered Nursing, California. (1985). Business

and professions code. Title 16, Article 4,

Section 1443.5.

Brower, H.T. (1982). Advocacy: what it is. Journal of

Gerontological Nursing, 8, 141-143.

Brown, P. (1986). Who needs an advocate? Nursing Times,

82 (32), 72.

Bunch, E. H. (1982). Balancing the mandates and conducting

business as usual : The organization of work and

communicating with schizophrenics on a psychiatric

ward. Unpublished Doctoral Dissertation. University

of California, San Francisco.

Chenitz, W. C., & Swanson, J. M. (1986). From practice to

grounded theory. Menlo Park, CA: Addison-Wesley.

Clark, L. (1990). The many faces of advocacy: A sense of

foreboding. American Journal of Nursing, 90 (1),

81–82.

Corbin, J., & Strauss, A. (1990). Basics of qualitative

research i Grounded theory procedures and techniques.

Newbury Park: Sage.

Coscarelli, W. C. (1983). Decision making styles and the

group process. Performance and Instruction, 22 (8),

22–25.

Coscarelli. W. C. (1987). Manual for the decision making

inventory. Columbus, OH: Marathon Consulting and
Press.



181

Crisham, P. (1981). Measuring moral judgment in nursing

dilemmas. Nursing Research, 30 (2), 104-110.

Cunningham, N.; Hutchinson, S. (1990). Myths in health

care ethics. Image: Journal of nursing scholarship,

22 (4), 235-238.

Curtin, L. (1986). The nurse as advocate : A philosophical

foundation for nursing. In P. Chinn (Ed.), Ethical

issues in nursing (pp. 11-20). Rockville, MD: Aspen.

Curtin, L. (1988). Ethics in nursing practice. Nursing

Management, 19 (5), 7-9.

Curtin , L., & Flaherty, M. J. (1982). Nursing ethics:

Theory and pragmatics. Bowie, MD: Brady.

Davis, A. J. (1981). Ethical dilemmas in nursing: A survey.

Western Journal of Nursing Research, 3 (4), 398-407.

Davis, A. J. (1990). Are there limits to caring?: Conflict

between autonomy and beneficence. In M. Leininger

(Ed). , Ethical and moral dimensions of care. Detroit:

Wayne State University.

Davis, A. J., & Aroskar, M.A. (1983). Ethical dilemmas and

nursing practice (2nd ed.). Norwalk, CT: Appleton

Century-Crofts.

Decoste, B. (1990) The many faces of advocacy: Victory and

peace. American Journal of Nursing, 90 (1), 80-81.

Denzin, N. K. (1970). The research act. Chicago: Aldine.

Desmarais, M. (1986). Ethical advocacy with style.

California nurse, 82 (6), 7.



182

Donahue, M.P. (1985). Euthanasia: An ethical uncertainty.

In J. McClosky & H. Grace (Eds.), Current issues in

nursing. Boston: Blackwell.

Felton, G. & Parsons, M. (1987). The impact of nursing

education on ethical/moral decision making. Journal of

nursing education, 26 (1), 7-11 .

Fowler, M. (1989). Social advocacy. Heart and lung.

18 (1), 97–99.

Francoeur, R. (1983). Biomedical ethics : A guide to

decision making. New York: Wiley.

Frankena, W. (1983). Moral point-of-view theories.

In N. Bowie (Ed). , Ethical theory in the last quarter

of the twentieth century. Indianapolis : Hackett.

Frisch, N. (1987). Value analysis: A method for teaching

nursing ethics and promoting the moral development of

students. Journal of nursing education, 26 (8),

328–332.

Fromer, M. (1982). Solving ethical dilemmas in nursing

practice. Topics in clinical nursing, 4 (1), 15-21.

Fry, S. (1989). Whistleblowing by nurses: A matter of

ethics. Nursing Outlook, 37 (1), 56.

Fry, S. (1990). The philosophical foundations of caring.

In M. Leininger (Ed). , Ethical and moral dimensions of

care. Detroit: Wayne State University.



183

Gadow, S. (1990). Existential advocacy: Philosophical

foundations of nursing. In T. Pence & J. Cantrall

(Eds), Ethics in nursing: An anthology. New York:

National League for Nursing.

Gaul, A. (1987). The effect of a course in nursing

ethics on the relationship between ethical choice and

ethical action in baccalaureate nursing students.

Journal of nursing education, 26 (3), 113-117.

Gilligan, C. (1982). In a different voice: Psychological

theory and women's development. Cambridge, MA: Harvard

University Press.

Hutchinson, S.A. (1989). Responsible subversion : A study

of rule-bending among nurses. Unpublished

manuscript.

Hutchison, C., & Bahr, R. (1991). Types and meanings of

Caring behaviors among elderly nursing home residents.

Image: Journal of nursing scholarship, 23 (2), 85-88.

Jameton, A. (1984). Nursing practice: The ethical issues.

Englewood Cliffs, NJ: Prentice–Hall.

Johnson, N. D. (1971). The professional-bureaucratic

conflict. Journal of Nursing Administration, May–June,
31–39.

Johnson, R. H. (1978). Individual styles of decision

making: A theoretical model for counseling. The

Personnel and Guidance Journal, 56, 530-536.



184

Karp, H. (1985). Personal power: An unorthodox guide to

success. New York: American Management Association.

Kelly, B. (1990). Respect and caring: Ethics and essence

of nursing. In M. Leininger (Ed). , Ethical and moral

dimensions of care. Detroit: Wayne State University.

Ketefian, S. (1981a). Critical thinking, educational

preparation and development of moral judgment among

selected groups of practicing nurses. Nursing

Research, 30 (2), 98-103.

Ketefian, S. (1981b). Moral reasoning and moral behavior

among selected groups of practicing nurses.

Nursing Research, 30 (3), 171-176.

Ketefian, S. (1985). Professional and bureaucratic role

conceptions and moral behavior among nurses. Nursing

Research, 34 (4), 248-253.

Ketefian, S. (1989a). Moral reasoning and ethical practice

in nursing: Measurement issues. Nursing Clinics of

North America, 24 (2), 509–521.

Ketefian, S. (1989b). Moral reasoning and ethical

practice. In J. Fitzpatrick, R. Taunton, & J. Q.

Benoliel (Eds.), Annual Review of Nursing Research.

New York: Springer.

Keyes, R. (1985). Chancing it: Why we take risks. Boston:

Little, Brown & Co.

Kohnke, M. (1982). Advocacy, risk and reality. St. Louis:

Mosby.



185

Kohlberg, L. (1981). The philosophy of moral development.

New York: Harper & Row.

Kramer, M. (1970). Role conceptions of baccalaureate

nurses and success in hospital nursing. Nursing

Research, 19, 428-438.

Leininger, M. (1984). Care : The essence of nursing and

health. Thorofare, NJ: Slack.

Leininger, M. (1990). Culture: The conspicuous missing

link to understand ethical and moral dimensions of

human care. In M. Leininger (Ed). , Ethical and moral

dimensions of care. Detroit: Wayne State University.

Markus, K. (1989). The nurse as patient advocate: Is there

a conflict of interest? Santa Clara Law Review,

29 (2), 391–421.

Melia, K. (1987). Whose side are you on? Nursing

Times, 83 (29), 46–48.

McCarthy, D. (1986). Blowing the whistle. Nursing

Times, 83 (12), 31-33.

Mintzberg, H. (1986). The five basic parts of the

organization. In J. Shafritz, & J. Ott (Eds). *

Classics of organizational theory (2nd ed). Chicago:

Dorsey Press.

Morse, J., Bottorff, J., Neander, W., & Solberg, S. (1991).

Comparative analysis of conceptualizations and theories

of caring. Image: Journal of nursing scholarship,

23 (2), 119-126.



186

Munhall, P. (1980). Moral reasoning levels of nursing

students and faculty in a baccalaureate nursing

program. Image, 12 (3), 57-61.

Murphy, C. P. (1978). The moral situation in nursing.

In Bandman & Bandman (Eds.), Bioethics and Human Rights

(pp. 313–320), New York: Little–Brown.

Murphy, C. P. (1984). The changing role of nurses in making

ethical decisions. Law, Medicine and Health Care, #9.

Muyskens, J. (1987). Acting alone. American Journal of

Nursing, 87 (9), 1141-1143.

Nelson, M. (1988). Advocacy in nursing. Nursing

Outlook, 36 (3), 136–141.

Nokes, K. M. (1989). Rethinking moral reasoning theory.

Image, 21 (3), 172-175.

Pagana, K. (1987). Let's stop calling ourselves "patient

advocates". Nursing 87, 17 (2), 51.

Pardue, S. (1987). Decision making skills and critical

thinking ability among associate degree, diploma,

baccalaureate, and master's prepared nurses. Journal

of nursing education, 26 (9), 354-361.

Pinch, W. (1985). Patient advocacy, ethical dilemmas and

decision making: The importance of autonomy. Imprint,

32 (4), 37–39.

Roach, M. (1987). The human act of caring: A blueprint for

health professionals. Toronto: Canadian Hospital y

Association. º



187

Robbins, S. (1987). Organization theory: Structure, design

and applications (2nd ed). Englewood Cliffs, NJ:

Prentice-Hall.

Robinson, M. (1985). Patient advocacy and the nurse: Is

there a conflict of interests? Nursing Forum,

22 (2), 58–63.

Rosenhan, D.; Moore, B. ; Underwood, B. (1976). The social

psychology of moral behavior. In T. Lickona (Ed.),

Moral development and behavior: Theory, research, and

social issues. New York: Holt, Rinehart & Winston.

Rowe, W. (1977). An anatomy of risk. New York: Wiley.

Sandelowski, M. (1986). The problem of rigor in

qualitative research. Advances in nursing science,

8 (3), 27–37.

Schaefer, S. (1989). Patient advocacy: An ethical dilemma?

Focus on Critical Care, 16 (3), 191-192.

Schatzman, L., & Strauss, A. (1973). Field research:

Strategies for a natural sociology. New Jersey:

Prentice-Hall.

Scott, W. (1987). Organizations : Rational, natural and

open systems (2nd ed). Englewood Cliffs, NJ: Prentice

Hall.

Stern, P.N. (1980). Grounded theory methodology: Its uses

and processes. Image, 12 (1), 20–23.



188

Stewart–Amidei, C. (1989). Patient advocacy: A simple

nursing action? Journal of Neuroscience Nursing,

21 (5), 271-272.

Strauss, A. L. (1987). Qualitative analysis for social

scientists. New York: Cambridge University Press.

Swider, S. M., McElmurray, B. J., & Yarling, R. R. (1985).

Ethical decision making in a bureaucratic context by

senior nursing students. Nursing Research, 34,

108–112.

Thompson, J. & Thompson, H. (1985). Bioethical decision

making for nurses. Norwalk, CT: Appleton-Century

Crofts.

Viscott, D. (1977). Risking. New York: Simon & Schuster.

Webb, C. (1987). Speaking up for advocacy. Nursing Times,

3 (34), 33–35.

Winslow, G. R. (1984). From loyalty to advocacy: A new

metaphor for nursing. Hastings Center Report, 14 (3),

32–40.

Yarling, R. R., & McElmurray, B. J. (1986). The moral

foundation of nursing. Advances in Nursing Science,

8 (2), 63–73.



189

APPENDIX A
SITE SUPPORT FORM

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
Research Site Support Form

To : Committee on Human Research
Suite 11, Laurel Heights Campus
Box 0.616
University of California,
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Nursing Research Committee
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If you have any further questions or concerns, you may
call me at 239–6685 or my research advisor, Dr. Anne Davis,
at 476–4 650.
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DNS Candidate, Department of
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APPENDIX C
INFORMATION FORM

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
Introduction to Study Participants

I, Sandra Sellin, a doctoral candidate in the UCSF School
of Nursing, am conducting a study to explore the nature of
patient advocacy among institutionally employed registered
nurses. Specifically, the study will explore registered
nurses' conceptions of patient advocacy in clinical nursing
practice.

I am looking for Registered Nurses with at least 6 months
employment on this unit to participate in this study.

If you agree to participate in the study, I will schedule
an interview at your convenience (time and place) for
approximately one hour. If you agree, the interview will be
taped and the tapes will be transcribed without identifying
information. The tapes will then be erased.

You also may be observed informally in the clinical
environment in which you work. Observations will be of a
general nature and field notes of observations will be
identified by code numbers only. Individuals observed will
be identified only as far as they represent members of
professional groups which work on the unit and not by name
or position. If you wish to be excluded from such
observations, please notify me prior to the onset of the
study.

There are no personal benefits which will result from
your participation in this study. However, it does offer
you a chance to think about and discuss your attitudes,
feelings, and concerns about patient advocacy as part of
your professional nurse role.

As a participant, you risk possible loss of
confidentiality but I will list participants by coded
numbers only. Names will be kept separate from responses
and the code will be kept locked. Individual data will not
be released to any participant’s employer. Confidentiality
will be maintained as much as possible within the limits of
the law. No other risks are foreseen.

Your participation is strictly voluntary. You may refuse
to participate, decline to answer any question or withdraw
from participation at any time without penalty.

If you are interested in participating in this study
and/or have any questions or concerns about it, please talk
with me, or my research advisor, Dr. Anne Davis. I can be
reached at 239–6685. Dr. Davis can be reached at 476-4650.
If you have any concerns which you cannot discuss with us
directly, you may contact the Committee on Human Research at
476–1814.
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APPENDIX D
CONSENT FORM

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
CONSENT TO ACT AS A RESEARCH SUBJECT

Sandra Sellin, a doctoral candidate in the UCSF School of
Nursing, is conducting a study to understand patient
advocacy among institutionally employed registered nurses.
Specifically, the study will explore registered nurses'
conceptions and definitions of patient advocacy in clinical
practice, and any concerns which nurses may have regarding
acting as a patient advocate in institutional settings.

If I agree to participate in the study, I will be
interviewed at my convenience (time and place) for
approximately one hour. If I agree, the interview will be
taped and the tapes will be transcribed without identifying
information. The tapes then will be erased.

I also may be observed informally in the clinical
environment in which I work. Observations will be of a
general nature and field notes of observations will be
identified by code numbers only. Individuals observed will
be identified only as far as they represent members of
professional groups which work on the unit and not by name
or position. If I wish to be excluded from observations I
will notify the investigator prior to the onset of the
study.

There are no personal benefits which will result from my
participation in this study. However, it does offer me a
chance to think about and discuss my attitudes, feelings and
concerns about patient advocacy as part of my professional
nurse role.

As a participant, I risk possible loss of confidentiality
but the investigator will list participants by coded numbers
only. Names will be kept separate from responses and the
code will be kept locked. Individual data will not be
released to any participant's employer. Confidentiality
will be maintained as much as possible within the limits of
the law. No other risks are foreseen.

My participation is voluntary. I may refuse to
participate, decline to answer any question or withdraw from
participation at any time without penalty.

I have talked with Sandra Sellin or her research advisor,
Dr. Anne Davis, about this study and all my questions have
been answered. If I have other questions, I may call Sandra
Sellin at 239–6685 or Dr. Anne Davis at 476-4650. If I have
any concerns which I cannot discuss with them directly, I
can contact the Committee on Human Research at 476–1814.

/
Investigator Signature Subject Signature Date
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APPENDIX E
DEMOGRAPHIC DATA SHEET

INTERVIEW GUIDE : PATIENT ADVOCACY AMONG INSTITUTIONALLY
EMPLOYED REGISTERED NURSES.

Demographic Data
Code #:
Date:

Age: Sex: (Female/Male)

Marital Status: Never Married
Married
Divorced
Widowed

Children/Dependents? No
Yes ; If Yes, How Many?

Ethnicity: Asian (Chinese, Japanese,
Korean,
Indochinese,
Other)
(Please Specify)

Black
Caucasian
Filipino
Hispanic
South Sea

Islander , (Please Specify).
Other , (Please Specify).

Religion: Buddhist
Catholic
Jewish
Moslem
Protestant

Other , (Please Specify).

Degree of Religiousness: Very Religious
Moderately Religious
Not active/Non-Observant
No Religion
Other , (Please

Specify).
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APPENDIX E
(Continued)

Highest Level of Diploma
Nursing Education: Associate Degree

Baccalaureate Degree
Master Degree
DNS Degree
Ph.D. Degree

Other Education:
(Highest Degree & Subject Area)

Number of Years in Nursing: 6 mo–1 yr.
1–2 yrs.
2–5 yrs.
5–10 yrs.
10–15 yrs.
15–20 yrs.
20–25 yrs.

> 25 yrs.

Current Position: Staff Nurse
Clinical Specialist
Nurse Manager
Supervisor
Assistant/Associate DON
Director of Nurses

Number of Years
in Current Position: 6 mo–1 yr.

1–2 yrs.
2–5 yrs.
5–10 yrs.
10–15 yrs.
15–20 yrs.
20–25 yrs.

> 25 yrs.

Have you ever had a course in ethics? Yes
NO
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APPENDIX F
STAFF NURSE/CNS INTERVIEW GUIDE

INTERVIEW GUIDE : PATIENT ADVOCACY AMONG INSTITUTIONALLY
EMPLOYED REGISTERED NURSES.

Staff Nurse/CNS
Code #:
Date:

1. Are you familiar with the term "patient advocacy"?

Yes NO

(If no, define in generic terms & Skip to ques. #3).

2. Can you tell me what the term "patient advocacy" means
to you?

3. Are you aware that both the ANA Code of Ethics and the
California Nurse Practice Act call for nurses to act as
patient advocates when situations call for such action?

Yes
-

NO

4. Have you ever acted in the best interests of a patient
against hospital policies?

a) Can you tell me about the situation; what you did,
and the result?

5. Can you describe another situation in which you acted
as a patient advocate?

6. Do you see any risks associated with acting as a
patient advocate?

a) If so, please describe.

b) If not, why not? (Explore based on response).

7. Do the risks associated with patient advocacy
influence whether or not you’ll decide to advocate for
a patient in any given situation? (e.g. providing
comfort measures vs. patient teaching vs.
whistleblowing, etc. 2)
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8.

a)

10.

11.

12.

13.

a)

b)

14.

APPENDIX F
(Continued)

Of the risks that you see, which ones would you be
willing to run in order to act as a patient advocate in
any given situation?

Does the cultural environment of the unit on which you
work influence your desire to act as a patient advocate
when necessary?

If so, How?
If not, Why not?

Does the cultural environment of the unit in which you
work influence your ability to act as a patient
advocate when necessary?

If so, How?
If not, Why not?

Do clinical nurse specialists have more autonomy than
staff nurses to act as patient advocates when
situations call for such action?

Does the nursing administration in your hospital
support staff nurses (a/o clinical nurse specialists)
who act as patient advocates when a patient’s needs
come into conflict with hospital policies?

Have you ever heard of a co-worker being disciplined
for acting as a patient advocate?

If so, did that knowledge influence your own attitudes
about patient advocacy and/or your desires to act as a
patient advocate when necessary?

If yes, In what way?

If not, Why not?

On a scale of 1 to 10, please rate the importance of
being a patient advocate to your clinical practice.

O l 2 3 4 5 6 7 8 9 10

Not Important Very
Important
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APPENDIX F
(Continued)

15. If a situation required it, I would do everything
necessary to defend the rights of my patient even if it
was risky for me.

O 1 2 3 4 5 6 7 8 9 10

Strongly Strongly
Disagree Agree

16. If there were one concept or one quality central to
effective patient advocacy, what might it be?

17. Is there anything else that you would like to say
about patient advocacy and its role in your clinical
practice?
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APPENDIX G
NURSE MANAGER INTERVIEW GUIDE

INTERVIEW GUIDE: PATIENT ADVOCACY AMONG INSTITUTIONALLY
EMPLOYED REGISTERED NURSES.

Nurse Manager
Code #: Date:

1.

10.

Are you familiar with the term "patient advocacy"?

Yes No

Can you tell me what the term "patient advocacy" means
to you?

Are you aware that both the ANA Code of Ethics and the
California Nurse Practice Act call for nurses to act as
patient advocates when situations call for such action?

Yes No

Do you encourage the staff nurses on your unit to act
as patient advocates when a patient’s needs come into
conflict with hospital policies?

Do you get back-up support from the director of nurses
when you support your staff's patient advocacy
activities?

Have you ever had to reprimand (suspend/demote/fire) a
staff nurse for acting as a patient advocate when that
nurse acted against hospital policies in order to work
for the best interests of a patient?

Do clinical nurse specialists have more autonomy than
staff nurses to act as patient advocates when
situations call for such action?

Have you ever acted in the best interests of a patient
against hospital policies?

Can you tell me about the situation; what you did, and
the result?

If there were one concept or one quality central to
effective patient advocacy, what might it be?

Is there anything else that you would like to say
about patient advocacy, its role on your clinical
practice, and the clinical practice of the nurses on
your staff?
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APPENDIX H
DON/ADON INTERVIEW GUIDE

INTERVIEW GUIDE: PATIENT ADVOCACY AMONG INSTITUTIONALLY
EMPLOYED REGISTERED NURSES.

DON/ADON
Code #: Date:

1. Are you familiar with the term "patient advocacy"?

10.

Yes NO

Can you tell me what the term "patient advocacy" means
to you?

Are you aware that both the ANA Code of Ethics and the
California Nurse Practice Act call for nurses to act as
patient advocates when situations call for such action?

Yes NO

Do you empower and encourage the staff nurses, clinical
nurse specialists, and nurse managers in your charge to
act as patient advocates when a patient's needs come
into conflict with hospital policies? If so, How?

Do you get back-up support from other hospital
administrators when you support your staff's patient
advocacy activities?

Have you ever had to reprimand (suspend/demote/fire) a
staff nurse, clinical nurse specialist, and/or nurse
manager for acting as a patient advocate when that
nurse acted against hospital policies in order to work
for the best interests of a patient?

Do clinical nurse specialists and nurse managers have
more autonomy than staff nurses to act as patient
advocates when situations call for such action?

Have you ever acted in the best interests of a patient
against hospital policies?

a) Can you tell me about the situation; what you did,
and the result?

If there were one concept or one quality central to
effective patient advocacy, what might it be?

Is there anything else that you would like to say about
patient advocacy, its role on your clinical practice,
and the clinical practice of the nurses on your staff?
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APPENDIX I
DECISION MAKING INVENTORY

DE CIS 10 N MAKING IN VENT OR Y - - F O RMS H and I

© Johnson, C os car e II i, Johnsºn, [R s w is a d 1988)
D if B C tiq n $:

Below are 20 statements that describe various kinds of
behavior. Read each item and indicate how of ten the
statement is true of your behavior in your personal life
(rather than your behavior in schoo■ orTat work). TDOTER is
by blackening the appropriate space next to each item.
Blackening the circle to the left indicates the statement
is NEVER true of you; blackening the circle to the right
indicates the statement is ALWAYS true of you. The circles
in the middle indicate points between the extremes of NEVER

Nam 6:

09 tº "s:—

and ALWAYS that you may select. Mark only in the red
circles.

q

6

18.
19.

20.

... when faced with a serious decision, it is most helpful to me i■ I think
about it mysel■ rather than discuss it with someone else.

. when a series of unrelated thoughts go through my mind. I move
quickly from one to the other.

. I understand things best by talking about them with someone else.
. Just verbalizing thing, helps me understand my own ■ ee lings about

a situation.

. Unless I can't, I change activities when I first get bored doing
something.

... when evaluating a new experience, I pre■ er to think about it by
myself before judging the value of the experience.

. I will mention an idea and I'm not sure where the idea came from.

. At any point in a conversation, I can recall for someone else all
of my thinking.

. I would ■ eel comfortable giving a presentation on a familiar topic
without much time to organize for the presentation.

... when faced with a serious decision, it is more helpful to me to
talk about it with others than think about it myself.

. In the course of a conversation, I have been known to ask, "what
were we talking about?"

... when talking with my friends, i■ I move from one topic to another
I am fully aware of the shift.

. I will understand a presentation best if left alone to think about it.

. I make up my mind carefully and change it just as carefully.

. I usually attempt to understand things by thinking about them myself.

. I would pre■ er spending an a■ ternoon working on several different
projects.

. I am most comfortable teaching a conclusion i■ 1 have time by myself
to re■ lect on It.

| examine most all the possible consequences of a decision before acting.
In ■ orming a personal opinion, it is most helpful to me if I have a chance
to talk with otheti about the issue.

i■ I want to learn something new. I will keep at it even though another
more Interesting and equally important activity might present itself.

NEVER O

NEveR O

NEveR O

NEveR O

NEveR O

NEveR O

NEveR O

NEveR O

NEveR O

NEveR O

NEveR O

NEveR O

NEveR O

NEVER O

NEver O

NEveR O

NEveR O

NEveR O

NEveR O

NEveR O

O ALways

O ALways

OALways

O Always

O ALways

O Always

O ALways

O ALWAYS

O ALways

O Always

O ALways

O always

O Always

O ALways

O ALways

O ALways

O Always

O ALways

O ALways

O ALways
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JAPPENDIX
DECISION MAKING INVENTORY SCORING GRID
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