Application of Theory

Nurses make decisions constantly in regards to patient care and welfare. Nurses are obligated by the nature of the profession to act as advocate, liaison, intercessor, and spokesperson for patients and their families. The profession is bound in the role of the nurse to act ethically and morally, and to be loyal to the patient, to the physician, and to the system, which are sometimes at odds with each other. Many of the daily decisions in regards to patient interaction, while simple at first consideration, have an ethical component to them that can be quite complex. 

Limitations to Application of Theory 

The definitions and basic approach used in modern bioethical decision making. With that foundation laid, it seems that a practical application approach might be immediately begun. 

However, the application of ethical systems and definitions are seldom, if ever, exercised in a sterile environment, and when people are involved the environment gets messy quickly. Other factors inevitably impact the theories and definitions of the classroom. Although medical professionals have always dealt with questions of ethical content, the emergence of modern bio​ ethics, mostly in the last 60 years as technology availability has dramatically mushroomed, gave rise to increasingly tangled eth​ical situations. This appendix should demonstrate the pragmatic side of various theoretical foundations in making decisions for the gerontological patient. This appendix will cover contextual frameworks and specific situations with the purpose of providing the opportunity to develop some elements of critical thinking required in making ethical decisions in patient care relationships.

It may be suggested that the definitions and systems of ethical thought are perhaps not the best, or even the first, place for a practitioner of the healing arts to begin deliberations. That approach makes the mistake of treating the patient as primarily a case of statistical probability, and betrays the Achilles heel of modern medicine, a largely unquestioned presupposition that sickness and disease can, and eventually will, be “solved,” and good can be accomplished through the hope promised by empiricism alone (Hauerwas, 1990). 

Yet this hope, taken to its logical extension, is really a source of despair when we see that every patient still dies sooner or later. Death is the place medical empiricism cannot go. So, approaching physical death as the end of everything means death must be defeated or, lacking that, delayed indefinitely at any cost. Death is the enemy that cannot be named, the “awful” that cannot be countenanced in any fashion, but attacked by any means at hand. The promise of expanding capabilities to manage and control the extremities of life is ultimately still limited by the great “enemy,” physical death.

Such an approach to medical practice tends to depersonalize both the patient and those who provide health care. Although lip service may be given to the contrary, this approach largely ignores the context of the patient’s existence—his or her community and meaningful interior values. Most nurses have experienced this depersonalization when a colleague, for example, refers to a patient as “the brain tumor in 308” or “the diabetic in 1634.” It drives doctors to talk to patients and families about percentages of probable recovery following a certain course of treatment. It is also, in fact, a way to deal with the inevitable boundary of both the medical and the personal aspects of human existence and finiteness. Death is the ultimate boundary experience. 

Contextual Considerations

Each patient encounter requires specific, thoughtful considerations by the nurse. These considerations can be thought of in contextual layers to help prioritize the implications. The contexts begin with the proper identification of the nurse in the patient’s experience and extends to the patient’s position in the health care system, and then to the very personal biopsycho​social individual themselves. The personal context of the patient will include not only implications brought about by the patient’s age and health, but also by family and ethnic background.

The Context of the Nurse in Ethical Decision Making

The nurse first should consider his or her own role in a patient interaction. Is the role one of physical care provider, agency/system representative, family liaison, or case manager? In today’s health care environment there may be any number of relationships between the professional nurse and the patient. So, the very first context that is of critical importance is determining the nurse’s formal or professional role. This is not to say that we do not at times function in a realm beyond the formal role in order to meet patient needs; however, in order to make judgments about the appropriateness of different types of interactions, we must first consider the circumstance under which the nurse and patient are brought together. That circumstance defines the role, which in turn determines the direction of the rest of the patient’s experience—and the initial response of the nurse often opens or closes the most important doors. At this initial encounter, the nurse can be faced with decisions that have ethical implications.

To clarify this with an example from clinical practice, the entrance into a palliative care program can be used. Strict guidelines are in place that dictate which patients qualify for palliative or hospice care. These guidelines have to do with life expectancy based on diagnosis or diagnoses. Specific empirical indicators such as lab values or weight loss are used to qualify or rule out a patient from eligibility. Many would say that a somewhat utilitarian philosophical foundation was used in determining eligibility to try to contain costs for Medicare and Medicaid or for insurance companies that usually pay for such services. It seems that with such well-defined boundaries, the hospice nurse only has to rotely follow the guidelines when assessing a new patient. But the expert nurse may consider a combination of factors in order to appropriately qualify a patient for service. In this contextual role, the nurse has the opportunity to exercise expert practice to provide the best service to the patient. To do less is to bar a patient from services that could provide a better quality of life in the dying experience.

It is appropriate to elaborate on the opportunity of the nurse to function outside of a defined contextual role yet within the boundaries of the profession. One must exercise caution because functioning outside a role can cause ethical and legal problems in terms of power abuse (restrictions of autonomy), inappropriate interpersonal (including sexual) relationships (lack of fidelity), or exploitation. In addition, if a nurse is transgressing institutional boundaries, he or she may be vulnerable to legal action. However, there are times when the nurse can bridge important gaps by going a step beyond the paid role while remaining within the boundaries of the profession to provide extra referral, counseling, or education in order to incorporate a holistic view of the patient and to improve the probable outcomes experienced by the patient. For instance, a nurse who is working for an agency providing home health care with a specific assignment for pulmonary management realizes that other basic issues are not met, such as payment of utilities and food supply. Although this person’s role is not as a case manager, he or she may very well go outside the defined role to provide information and referral to obtain these other basic support systems. 

The Context of the Health Care System for Ethical Decision Making

The next contextual layer to examine involves the system. Each system will have a framework that dictates ethical structure. It is important to recognize situations that demand working be​ yond a system’s limits and bringing the pa​tient into contact with other systems that can pro​ vide needed services. 

While considering contexts, it seems op​portune to point out that the philosophical ​ ap​proach of insurance companies (whether governmental or privately based) is at times in conflict with the natural ethical and professional values of the nurse and the patient’s needs and desires. Insurance companies must contain costs in order to remain fiscally solvent. They maximize efficiency. This consideration is often secondary to the professional nurse who is personally motivated by a deontological perspective of each patient (that all human life has inherent value) and who is motivated to maximize quality of life. The desire to provide the opportunity for healing and to relieve suffering is a real and almost tangible element in the personhood of most nurses. The principle of justice seems to dictate the fair and equal access to health care, but, in reality, this may not exist. In some cases, those with private health insurance may have greater access to care than those dependent on public systems. However, as surprising as it may seem, sometimes the reverse may be true: those with public insurance may have broader services than those with private insurance; however, this situation occurs less frequently in the elderly because everyone over 65 currently has access to Medicare and Med​icaid services.

The Context of the Patient

The context of the patient is the central and most important context to consider. Each individual has a belief system that includes a world view of morality and the practical application of ethical decision making. Each patient has a personal view regarding health and illness and the significance this plays in their own life experience. The vast majority of Americans express a religious belief that includes a continuation of the spiritual aspect of life after physical death. Suffering, although not talked about at length in current western society, is an issue of central importance in many individuals’ religious experiences. Each individual has a personal view of the value of life in relationship to the quality of life. Each individual also has a unique relationship with his or her family. Assumptions should be avoided and appropriate assessment done for each patient and family to gain an accurate picture of the place in the family the individual holds. This will dictate how, when, where, and why decisions are made about medical interventions, types of care environments chosen, and the level of involvement desired of the professional nurse. 

Throughout life we deal with potential and limitation. From the earliest attempts of an infant to roll over, to the concentrated determination of a child to catch a ball, learn to spell, and read, to the effort of developing professional skills and relationships as adults, every age struggles with capacities and boundaries. In adulthood, people begin to experience a qualitative difference in this tension. Whereas early in life they experienced the expansion of abilities and its promise of more to come, in mid-life they begin to encounter the stricture of increasing personal limitation. In the face of the present growing gerontological population, it may be especially apropos to examine this group’s situation. Consider the following reflection:

I have always loved baseball and softball, and keenly enjoyed the challenge and pleasure of playing the game. When I was about 37 or 38, I went out to practice with the church league softball team and made a puzzling and unpleasant discovery. I ran as hard as I had always run, but couldn’t generate any speed. I jumped as I always had, but barely got off the ground. I threw as hard as I always threw, but failed to make the long throws. I had hit one of the boundaries of life, the waning of biological strength. My hair began to turn gray. It became harder and harder to maintain fitness. I began to have small bodily ailments, aches and pains that necessitated more frequent visits to the doctor than before. 

I no longer show up for church league softball; I can’t make the team as a starter anymore, and my ego can’t abide being a lowly “sub.” So I have to settle for the realization that a cascading narrowing of physical possibilities has begun to affect me in ways that, in many aspects, tend to be uncomfortable. My small experience, trivial as it is, is not unique to me—its principle is universal, though individual instance may vary slightly. The implication of the logical extension of this progress is to imagine one’s own death, though it can only be viewed through a filter of distance and denial. 

In his book, Crisis of Modern Life, Gerkin (1979) notes the process so aptly described in the previous reflection as a universal human experience, and calls it “anguish.” 

In my search for a word that points to this universal and primary boundary experience of death, the word that seems most apposite . . . is the word “anguish.” In its common usage, of course, anguish refers to acute pain, suffering, or distress. In its Latin rootage, [it] carries a connotation of a narrowing, strangling experience that has about it a certain angry torment. To experience anguish is to experience that excruciating distress of having life’s boundaries pressed together about the self. One’s very life is being squeezed out, tightened down. No angry wrenching loose will avail; the strength of life is dwindling, and all that remains is that helpless and angry torment—the anguish of death. (p. 75)

He goes on to say:

The process of narrowing has begun, inexorably and unrelentingly moving the life cycle of the individual toward old age and death. Instead of building up; life begins to contract. The concept of self must now be adjusted to the narrowing realistic possibilities. Eventually withdrawal from one activity after another becomes inevitable; life must be simplified. (p. 79)

Sooner or later, the aging person has to face the question, “How do I want to die?” The question speaks to more than just the mode of going—“without pain,” “suddenly,” “without causing trouble to those near and dear to me.” It speaks to appraisal, an evaluation of one’s life as it has been lived in the light of ultimate meaning associated with a person’s community and God, however one conceives Him. Erik Erikson called this stage in his developmental theory integrity versus despair. In this time of life, a person decides if his or her life has been worth the trip. Such evaluation determines whether the person is prepared to or can get prepared to die what some call “a good death.”

In addition, there is related change that takes place in human development in viewing what constitutes a high quality of life. Many young people consider the essence of life to include their abilities to participate in physical activities—to participate in competitive or recreational sports, to enjoy social activities that are active in nature, to travel, or to work in certain professional roles. Because of the developmental stage of young adulthood, it is not always easy to imagine the perspective of an older person who has lost some of the abilities to participate in an outwardly active life, to run a business, to deal with multitasking, and so on. But older individuals find intense meaning in their life and report high satisfaction despite changes in health, activity level, and functional status. It is appropriate for the younger individual to keep an open mind about what makes up the core values of the older person’s world. 

Crisis arises out of some change in a person’s life situation that transforms his or her relationship with others and/or his or her perceptions about himself or herself. Such transformations may occur in two ways: 1) gradually, the result of common, universal social or physical experiences, or 2) suddenly, brought on by some traumatic unforeseen event. 

There is a sense that a person never faces a crisis alone. This person is helped or hindered by the significant others (including God) of his or her life and experience who have impacted, taught, and transformed him or her in many different ways—through personal relationships, modeling, or creeds—to see what meaning/purpose there may be in the universe. The past informs the content of our present and in large part predicts our future. In any case, community and personal experience shape and develop spiritually a perception of ultimate purpose/meaning.

As one sees bodily capabilities deteriorate and one’s professional options and commonly held parental functions disappear, these crises between potential and boundary necessitate a well-developed ethics. Medical crises are a part of, and informed by, the whole context of the patient’s experience and the meaning he or she derives from it. Crises are the places in which medical personnel must make the decisions that constitute bioethics. 

The context of the patient and the practical importance of this context are readily demonstrated by the concept of advance directives. Each individual who has accessed health care has had the opportunity to fill out advance directives and express a preference for life-prolonging measures in the face of terminal illness. Many Americans, expressing the underlying societal value of rugged individualism, state that when confronted with a terminal irreversible health challenge, they wish to allow nature to take its course without the interference of aggressive medical intervention. This is important because the individual has expressed autonomy in outlining his or her preferences, and the role of the nurse is to act as the patient liaison when confronted with circumstances where the advance directive is called into play. However, because a patient states in an advanced directive that he or she does not want life-sustaining treatment at the end of life does not mean not to treat acute illness or to treat with comfort measures. Research has demonstrated that health care workers in nursing homes have often interpreted the presence of an advance directive to mean that the individual does not want to be treated with anything, including appropriate access to nutrition and hydration and treatment for simple things such as pain and infection. This superficial understanding of advance directives is rife with more than ethical consequences—it is likely to lead to increased suffering and shorten the patient’s natural life span.

If a patient in an assisted living facility, for example, has filled out an advance directive relating specifically that no artificial hydration and nutrition is to be administered if she experiences a terminal illness that renders her incapable of expressing her desire, and that in​dividual experiences a urinary tract infection, treatment of that acute illness is appropriate. Not treating it would be unethical. 

Vulnerable Populations

The implication of an individual being classified as vulnerable has much to do with that person’s abilities and his or her maintenance of autonomy. Autonomy refers to what makes actions or opinions one’s own. Autonomy is the ability of ​ per​sons to determine their own direction and out​ comes (Beauchamp & Childress, 2001). A vulnerable person is someone at high risk for loss of autonomy, and who requires protection from that loss and all associated repercussions. The nurse is often the professional person acting on behalf of the vulnerable individual. Beauchamp and Childress discuss the contrasting view of autonomy to be heteronomy, which refers to control over the person without a moral imperative as a guide. This situation would exist when a person acts out of emotion, pain, or fear rather than from reason. The concept of heteronomy adds significant depth to understanding autonomy. The discussion of autonomy in various patient populations is extended due to motivations that one might have originally considered as autonomous (the desire for more pain medication than is physically tolerable, the desire for death by starvation, etc.) but are not recategorized as actions taken in an altered emotional state versus a rational state of mind. 

All of us at one time or another have been in the category of being vulnerable. As children, we were not able to function autonomously, provide basic needs for ourselves, or make decisions having long-term consequences. Most elders are no more vulnerable than any general member of the population may be; however, there is a significant subcategory of elders who are vulnerable for varying reasons, including a decline in sensory perception, a decline in communication skills, a decline in mobility, or a decline in cognition (see Box 17 – 6 in chapter 17 of the book). Somehow the individual has lost power and consequently autonomy. When such a situation exists, the nurse is responsible for acting on behalf of the patient with a primary emphasis on maintaining autonomy of the patient. An example of this situation may be for someone who is in a long-term care facility (assisted living, a group home, or a nursing home) who does not have the ability to communicate due to some change in brain function such as a stroke or other organic process that affects the verbal communication center of the brain. The medication aide may have inadequate training on evaluation of pain and wait for the person to verbally express pain prior to receiving pain medication. However, someone who has a degree of aphasia may not be able to spontaneously say the “key” word(s) yet is expressing the presence of pain in any number of other ways that go unrecognized by the paraprofessional. The resident may be expressing agitation, confusion, altered sleep patterns, a change in eating habits, or increased or decreased movement related to pain, and yet be undermedicated for pain. The resident has chosen a living environment where he or she has voluntarily given up autonomy of self-medication, including pain medication. The individual, if acting autonomously, would prefer to have medication for pain relief. Yet this person cannot access the pain medications or communicate with the entry-level person in charge of medication administration. With​ hold​ing of pain medication is now considered to be a legal issue.
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