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Abstract

In this study | explored ethical dilemmas in nursing to gain a better understanding of nurses’ work and their professional
status. Qualitative data on ethical dilemmas were collected by interviewing 52 nurses in |8 hospitals and health
maintenance organizations.The transcribed interviews were analyzed using a stepwise method. Results indicate a large
number of dilemmas that can be divided into five main categories: caring vs. following formal codes; fair process vs. fair
outcome; organizational standards vs. family agenda; autonomy vs. deference to higher authority, and guarding secrecy
vs. duty to report. The study findings might enhance nurses’ ability to cope with ethical dilemmas and bring about
change in their professional status. In addition, the results might guide nurses and their supervisors toward developing
practitioner programs for nurses that deal with ethical aspects. All these might reduce the expected shortage of

nurses and improve the ability of the system to provide quality health care.
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The nursing profession in Israel is currently in a dire
state: a shortage of nurses is expected in the near future
(Moseley & Paterson, 2008), because too few people
consider a nursing career and fewer qualified students are
choosing nursing. According to health officials, Israel
will have an 18% shortage of nurses by 2020, crippling
the system’s ability to provide quality health care (Fal-
chuk, 2009). The main reason for the looming shortage of
nurses is their professional powerlessness, which creates a
surplus of ethical dilemmas. In this study I focused on the
ethical confusion arising from powerlessness of nurses
within a medical setting of powerful competing interest
groups such as physicians, patients, and families.

Ethics is essentially about the relationship between the
right and the good. The good is defined in terms of ideals
of human well-being. What is right is defined in terms of
justice, in the allocation of rewards, and in ensuring that
the distribution of rewards does not harm others (Rawls,
1985). An ethical dilemma is a problem involving a
choice between two or more alternatives to the competi-
tive assignment of priorities and responsibilities, or to a
problem without a satisfactory solution (George & Gryp-
donck, 2002; Wolf & Zuzelo, 2006). The purpose of this
study was to promote a better understanding of the mean-
ing of ethical dilemmas by mapping the tensions between
conflicting moral values to which nurses are exposed
when they interact with others. The findings might help

develop a systemic approach to handling ethical dilemmas
that might give nurses the feeling of control, psychologi-
cal equilibrium, and the ability to provide good patient
care.

Background
Ethical Dilemmas in Nursing

Bunting and Webb (1988) define ethical dilemmas as the
conflict between “two equally desirable or two equally
undesirable choices” (p. 30). An ethical dilemma incor-
porates a human element that exists when the choice
involves differing personal principles, feelings, and per-
sonal beliefs about what is good and right in a given
situation (Sletteboe, 1997).

Ethical dilemmas are distinct from nonethical dilem-
mas (Pence, 2004). Nonethical dilemmas are decisional
conflicts in which ethics are not involved. In this case, the
conflict might be based on the nurse’s personal life
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values, decisions would not cause harm to others, and
justification would not be required. An example of a non-
ethical dilemma would be deciding whether or not to
continue being a nurse because of low salary or low
status. Ethical dilemmas are decisional conflicts in which
ethics are taken into consideration. The conflict involves
issues such as not causing harm and preventing harm
(Kopala & Burkhart, 2005), as decisions affect others and
require justification. An example of an ethical dilemma
would be deciding between protecting a patient’s rights
and reporting illegal practices of a health care profes-
sional. Thus, an ethical dilemma arises when the decision
maker experiences indecision because available choices
support conflicting values, or because ethical principles
support mutually inconsistent courses of action (Burkhardt
& Nathaniel, 2002).

The literature refers to numerous ethical dilemmas in
nursing (e.g., Haggstrom, Mbusa, & Wadensten, 2008;
McGrath & Holewa, 2006; Wolf & Zuzelo, 2006). Nurses
are faced with many ethical dilemmas in practice and
make decisions that have ethical implications. When a
nurse’s free, conscious choice and action directly inflict
harm on another person, the choice becomes a matter of
ethics (Gert, 1998). Nurses are faced with ethical issues
on a daily basis because of inadequate staffing, inappro-
priate budget allocation, situations in which patients are
discussed inappropriately, discriminatory treatment, the
withholding of information or the provision of misinfor-
mation, and having to manage cultural factors (Berger,
Seversen, & Chvatal, 1991; Corley, Elswick, Gorman, &
Clor, 2001; Fry & Duffy, 2001; Metcalf & Yankou, 2003;
Moore, 2000). According to the studies cited, ethical
dilemmas are formulated in terms of tensions not only
between values, but also within interpersonal relationships
such as nurse—patient, nurse—colleague, and nurse—family.
These findings raise interesting questions about the
nature of ethical dilemmas in nursing. Investigating these
ethical dilemmas can help nurses deal with them better.
Learning the ethical dilemma patterns might assist in
defining the boundaries of nursing, and by defining these
boundaries, nurses might enhance their status.

Nursing in Israel: The Relationship
Between Professional Powerlessness
and Ethical Dilemmas

The increasing role that nurses play in medical care has
developed over the past decade without being recognized
by the public. Nurses today administer complex treatments.
They are involved in running research studies and head
public health programs in addition to providing patient
care. Unfortunately, despite all these developments, their

professional status has not improved and they are still
considered powerless (Falchuk, 2009). The semiprofes-
sional status of nurses, especially in Israel (Greenberger,
Reches, & Riba, 2005), impacts their ability to deal with
ethical dilemmas. Certain occupations, such as medicine
and law, are considered full professions which are defined
as (a) providing an important public service; (b) involving
a theoretically, as well as practically, grounded expertise;
(c) having a distinct ethical dimension that calls for
expression in a code of practice; (d) requiring organiza-
tion and regulation for the purpose of recruitment and
discipline; and (e) requiring a high degree of individual
autonomy from their practitioners (Carr, 1999, p. 34).

In Israel, nurses do provide an important public ser-
vice and are organized under a nurses’ union (Ehrenfeld,
Itzhaki, & Baumann, 2007; Fawcett, Sabone, & DeKey-
ser Ganz, 2007; Riba, Greenberger, & Reches, 2004).
However, although nurses do have practically grounded
expertise, they still lack sufficient theory to back it up,
and the boundaries of their roles as nurses are not clearly
defined (Greenberger et al., 2005). All nurses in Israel are
encouraged to obtain an academic degree to secure better
jobs (Birenbaum-Carmeli, 2007; Ehrenfeld et al., 2007).
They can advance in their field by climbing the manage-
rial ladder, extending their clinical expertise, and/or
upgrading their organizational context (Riba et al., 2004).
Yet, most still need a doctor’s order to perform a simple
procedure. Currently, Isracl does not have a national nurse
practice act; rather, nurses practice under a clause in the
Physician Practice Act that allows them to work under
medical supervision (Fawcett et al., 2007). The statutory
process for approving the delegation of a specific medical
function to health professionals other than physicians in
Israel is spelled out in Article 59 (1) A of Israel’s Physi-
cian Ordinance (1976): “A licensed doctor may employ
under his supervision nurses, medics and assistants for
professional purposes . . . Health Ministry Directors have
the authority to empower nurses and assistants to diag-
nose and treat medical conditions as the directors see fit.”

Requests are brought before a special committee
chaired by the Head Nurse of Israel and composed of
senior nursing and medical personnel. Requests for dele-
gation are presented before the committee in precise
detail, after which the Director General of the Health
Ministry decides whether to legally endorse or deny the
transfer of professional authority. The Nursing Division
then determines which of the endorsed functions are
appropriate for the generic level of nursing practice and
which require specific postgeneric domains of expertise.
The sum total of authorized functions provides the basis
for formally creating new areas of specialization. In
short, attaining a professional standing for nurses is a
slow and cumbersome process (Riba et al., 2004).
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The increase in the number of nurses who have been
pursuing an academic degree for career advancement, the
rapid changes in medical technology that have produced
new procedures that can be performed safely by nurses
and physicians alike, and the rising awareness of the
responsibility for the welfare of society all indicate an
expansion of the nursing field (Riba, 2000). In a recent
study, Brodsky and Van Dijk (2008) found that the grow-
ing role of nurses in Israel is perceived by both nurses and
physicians to be a positive development which could
greatly contribute to the health care system and patient
care in Israel. Nevertheless, the nursing role remains
unacknowledged and devalued. The medical hegemony
continues to render nurses unable to substantially influ-
ence the decision-making process (Coombs & Ersser,
2004; Greenberger et al., 2005). Thus, although Israeli
nurses do have a code of ethics (Bureau of Ethics, 2004),
they are often forced to deal with ethical dilemmas as
they find themselves crossing over into the professional
territory of physicians without statutory authorization
(Riba et al., 2004).

In addition to nurses’ problematic status, which makes
dealing with ethical dilemmas more difficult, the average
salaries of nurses in Israel are among the lowest of all
academic professionals in the public sector. In 2004, hos-
pital nurses earned an average of $2,959 (U.S.) a month,
whereas the figures were $3,074 for technicians, $3,270
for engineers, and $4,674 for doctors (Wage and Work
Agreement Administrator, 2004). This is likely to engen-
der perceptions of unjust rewards, creating a climate that
does not foster willingness to confront ethical dilemmas
head on. The combination of low salary and lack of power
in the decision-making process is rapidly leading to a
critical shortage of nurses (Moseley & Paterson, 2008).
Nurses favor working in an environment in which they
can take ownership of issues that affect their everyday
practice. Unfortunately, nurses have not been given this
kind of responsibility so far, rendering the profession
undervalued and unattractive (Cohen, 2006). It thus
stands to reason that empowerment through education
will help attract qualified candidates to the profession
and reduce future nurse shortages.

Empowering Nurses Through Training:
The International Point of View

Previous study findings indicate that the empowerment
of nurses is best achieved through programs that focus on
active participation in the learning process, which vali-
dates their day-to-day experience and increases their
confidence (Elwin, 2007; Hawks, 1991; Quant, 2001).
The concept of such programs is not new, and models of
educational support have varied from hospital-based

courses to university- or college-based courses, or a com-
bination of both. Educational strategies in the United
States are described by Huggins (2005) as ranging from
self-didactic study programs to formal classroom lectures
in preparation for clinical placement. Nottingham (2000)
mentions similar programs in the United Kingdom,
though he suggests that there is little consistency in
program design. Roberts, Brannan, and White (2005)
mention a Web-based program that provides learning
opportunities for nurses in the United States who are
unable to access other learning modes. What is clear is
that, in step with the United Kingdom and the United
States, Israeli nurses should undergo training that includes
reflection, critical thinking, and clinical decision making
to be considered “advanced practice nurses” (Elwin,
2007; Price, 2007).

There is currently a paucity of studies that have inves-
tigated the relationship between ethical dilemmas in
nursing and the current status of nurses. Moreover, there
is a need for more in-depth research into how nurses in
Israel perceive and make sense of ethical dilemmas in
their work. Investigating ethical dilemmas and experi-
ences of nurses in Israel might help in defining which of
their roles should be expanded for the purpose of strength-
ening their status. My aim with the present study was to
tackle these very issues.

Method

The research goal was to map the ethical tensions and
interactions that are involved in managing ethical dilem-
mas in nursing so that nursing status might be improved.
To meet this aim, a qualitative descriptive design was
used, based on nurses’ accounts of “ethical dilemma”
events that occurred during the course of their work in
hospitals and health maintenance organizations (HMOs).

Sampling and Participants

Data collection was carried out in 2008. Fifty-two nurses
(33 women, 19 men) from various wards in 18 hospitals
and HMOs, all in northern and central Israel, were inter-
viewed. This ratio of women to men is representative of
the fact that nursing in Israel is a female-dominated field
(Israel Central Bureau of Statistics, 2005). The nurses’
age range was 25 to 55 years. The nurses came from a
variety of clinical backgrounds and had accumulated from
10 to 40 years of clinical experience. Nurses included in
the study were employed in hospitals and HMOs varying
in size, type (general or academic), and geographical dis-
tribution, which resulted in a sample representing a
cross-section of practicing nurses in Israeli hospitals and
HMOs. The selection of hospitals and HMOs was
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pragmatic, based on institutions in which nurses were
willing and available to participate.

Data Collection

The data examined in this study were collected during
the 2008 academic year. In group information meetings,
research assistants informed the nurses that they were
collecting data to study the characteristics of ethical
dilemmas as experienced by nurses in Israel. Participat-
ing nurses were granted full anonymity and confidentiality.
They were informed and ensured that when the results of
the study were published, they would be given pseud-
onyms and their statements during the interviews could
not be traced back to them. They also received a formal
letter describing the goals of the study and the pledge to
preserve anonymity and confidentiality according to the
Declaration of Helsinki (1996): “The right of the research
subject to safeguard his or her integrity must always be
respected. Every precaution should be taken to respect
the privacy of the subject” (p. 1448). This assurance was
a contributing factor in the willingness of nurses to con-
sent to the study and talk about their ethical dilemmas.
Nurses who volunteered for the study signed an informed
consent, including a specific consent to tape-recorded
interviews. Because the interviews covered sensitive
issues, I specifically instructed research assistants as to
which questions should be asked, and how. The inter-
views were carried out by research assistants in unused
rooms at the nurses’ workplaces. The interviews lasted
approximately 45 to 50 minutes each. The tapes were
destroyed upon completion of transcription.

During the in-depth interviews, nurses were asked to
provide detailed descriptions of ethical dilemmas they
had encountered in their daily work. Examples of ques-
tions were: Can you share with me one or more ethical
dilemmas that have arisen at your workplace? Who was
involved in these ethical dilemmas? Can you describe
one or more nursing roles that have ethical implications?
The nurses were asked to recall ethical dilemmas that
might have occurred at any time during their careers and
in any employment setting. This technique of data collec-
tion was used to obtain the most accurate verbal
description of the events (Keatinge, 2002).

Data Analysis

Analysis of the data was conducted by two researchers
(myself and a research assistant). Participants were iden-
tified by a code number only, and information linking
code numbers to individuals was destroyed upon comple-
tion of data analysis. The coding process focused on
establishing semantic clusters of ethical dilemmas as they

emerged from the analysis. The coding of semantic
categories was conducted by the researchers both inde-
pendently and collaboratively to identify and consolidate
agreements and disagreements in interpretation (Strauss
& Corbin 1998). The interviews were transcribed verba-
tim, processed as text, and analyzed using a stepwise
method (Dahlberg, Dahlberg, & Nystrom, 2008;
Gadamer, 2004; Patton, 1990).

First, each interview was read through several times
to get a general idea of what had been said and to iden-
tify the ethical dilemmas involved. Second, similar
experiences of ethical dilemmas were clustered and clas-
sified as subcategories. For example, one nurse in a
psychiatric ward described her experience as follows:

Something that happens quite often in our ward is
tying down patients. . . .In this case, our dilemma is
between giving autonomy to the patient versus pro-
viding safe treatment in keeping with the rules,
since the patient’s violent behavior could impede
the treatment process.

Another nurse in a cardiology ward described a similar
experience:

Sometimes, when a patient arrives in the ward . . .
it is clear to the nursing staff that he or she will not
be able to cope with surgery. Should we share our
fear with the patient? . . . But the doctors want to
operate nevertheless, and they will present the data
in a way that will convince the patient to have the
surgery. . . . The decision to perform the surgery or
not is in the doctors’ hands . . . but what are we to
do if we think that it is in the patient’s best interest
not to undergo surgery?

These two descriptions of ethical dilemmas were classified
under the subcategory patient-centered care vs. keeping
the rules, since both experiences describe a tension
between patient-centered care (e.g., patient autonomy to
decide on his treatment; sharing treatment options with the
patients) and maintaining hospital rules (tying the patient
in certain circumstances; the doctor having the mandate to
decide whether to operate on the patient or not).

Finally, the content of similar subcategories were
combined and clustered into categories. For example, the
subcategories patient-centered care vs. keeping the rules
and collegial loyalty vs. reporting misbehavior were
merged into one category named caring for others vs. fol-
lowing formal codes. Both patient-centered care and
collegial loyalty reflect caring for others (patients or col-
leagues), and both keeping the rules and reporting
misbehavior represent following formal codes.
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Table I. Nurses’ Ethical Dilemmas: Categories, Subcategories and Interactions

Category

Subcategory Interactions

Caring for others vs. following formal codes

Patient-centered care vs. keeping the rules

Fair process vs. fair outcome

Organizational standards vs. family agenda (None)
Autonomy vs. deference to higher authority (None)
Guarding secrecy vs. duty to report (None)

Collegial loyalty vs. reporting misbehavior

Procedural vs. distributive justice
Egalitarian approach vs. discrimination

Nurse—colleague
Nurse—person in charge
Nurse—patient
Nurse—patient
Nurse—hospital policy
Nurse—patient
Nurse—patient
Nurse—colleague
Nurse—patient
Nurse—family
Nurse—person in charge
Nurse—patient
Nurse—patient
Nurse—patient’s family

Findings

The ethical dilemmas were divided into five main catego-
ries: caring for others vs. following formal codes, fair
process vs. fair outcome, organizational standards vs.
family agenda, autonomy vs. deference to higher author-
ity, and guarding secrecy vs. duty to report. Some of these
categories include subcategories (see Table 1); the differ-
ent types of verbal interactions that were involved in each
incident were specified as well. In the following descrip-
tions, all participants were given pseudonyms.

Caring for Others vs. Following Formal Codes

Almost every workplace has rules and regulations that
govern the conduct of its personnel. Rules and regula-
tions are put in place to ensure safety. Allegiances and
loyalties among the employees improve the atmosphere
at the workplace, and make it a more pleasant and effi-
cient unit (Colnerud, 2006). Sometimes, however, a clash
arises between the social aspects of the workplace and the
rules that guide it.

Caring for others vs. following formal codes is the
first category of ethical dilemmas that were described
by the nurses. This category illustrates the tension
between caring for either patient or colleague and main-
taining proper behavior that is in keeping with the rules
and norms of the health organization. Two subcatego-
ries fall under this category: collegial loyalty vs.
reporting misbehavior and patient-centered care vs.
keeping the rules.

Collegial loyalty vs. reporting misbehavior. There are
situations in which a nurse perceives a colleague’s behavior
as contrary to the hospital’s formal rules and standards. On
the one hand, collegial loyalty keeps nurses from reporting
misbehavior. On the other hand, they understand that by

keeping quiet, the patients will suffer. Thus, a dilemma
arises. Dina, a nurse in a gynecology ward, described her
experience:

We have this very good, dedicated nurse in our
ward, but she never wears gloves or a gown, doesn’t
wash her hands between patients, and it really both-
ers me . . . because on the one hand, she is
endangering herself, by coming into contact with
blood and other secretions without the protection of
gloves, and she is also not behaving properly
toward the patients. She does not adhere to the
safety rules regarding bacteria, which could harm
the patients, as diseases can be passed from one
patient to another. I do not feel comfortable chal-
lenging her with this, or reporting her to the
supervisor, because she is my colleague . . . but |
need to care for the health of my patients.

Dina’s dilemma reflects tension between collegial loyalty
and knowing that failing to report a colleague’s
misbehavior is going against hospital rules and standards.
In this incident, the interactions involved were interactions
between one colleague and another; between nurse and
supervisor; and between nurse and patient.

Patient-centered care vs. keeping the rules. The concept of
patient-centered care means that patients expect the medical
staff to be responsive to their needs and preferences, to
provide them with access to their medical information,
and to treat them as partners in care decisions (Mead &
Bower, 2000). However, when the patient has limited
judgment capability, communication is either inadequate or
impossible, and thus an ethical dilemma arises. Shira, a
female psychiatry ward nurse, described one of her ethical
dilemmas:
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I want to talk about ECT, a treatment administered
to psychotic patients who are in a state of tumult
and detached from reality. Naturally, prior to the
treatment, the patient has to sign an agreement
form; that is, the family and the patient have to sign.
And sometimes | ask myself to what extent the
patients, in spite of having received an explanation
about the treatment and possible side-effects, under-
stand what they are about to go through. On the one
hand, we need to care for them and give them the
best possible treatment to avoid their transfer to a
closed ward, and therefore their signature is neces-
sary, but on the other hand, it is very difficult to
ascertain how much they understand and to what
extent they really agree to the treatment.

In this case, Shira presented an ethical dilemma between
her desire to involve a patient of limited judgment in his
care decisions and her duty to obtain his signed agreement
for treatment, despite the fact that he probably did not
understand what it meant. In this incident, the interactions
involved were between nurse and patient and between
nurse and hospital policy.

Fair Process vs. Fair Outcome

Sometimes in health care there might be a tug-of-war between
the needs of the individual patient and the needs of the health
organization. The best treatment might be unavailable to the
individual who needs it because the costs involved would
deprive others of medical care because of a limited budget.
Rules governing the allocation of resources are put in place to
provide optimal care for most patients (Fawcett et al., 2007).
As with any set of rules, it might be that the rules say one
thing, but the care provider, having the patient’s well-being in
mind, might see these rules as obstacles to giving proper care
(Hsieh, 2008). Fair process vs. fair outcome is the second cat-
egory of ethical dilemmas that have been described by nurses.
This category illustrates the tension between what nurses per-
ceive to be the right treatment or the appropriate attitude
toward their patients and what they perceive as just distribu-
tion of limited human and time resources which might, in the
nurses’ view, create an unfair outcome. Two subcategories
fall under this category: procedural vs. distributive justice and
egalitarian approach vs. discrimination.

Procedural vs. distributive justice. This subcategory
indicates the tension that arises when nurses perceive the
justice process as lacking in their hospital, creating an
unjust outcome. Nira, a nurse in the orthopedics ward,
described her ethical dilemma:

In our ward, we don’t wash the patients every day;
only Sunday, Tuesday, and Friday. We had a patient

who was recovering from surgery, and the family
asked me to shower her, although it was Saturday. The
family was very critical, and the patient really did look
unkempt. She would relieve herself in the bed, or in a
diaper or in a bedpan. I decided that I would give her a
shower, as she was diabetic, and had a tendency to per-
spire. My internal feeling was that I wanted to give
her everything in my power, within my specific limits,
but I received no encouragement for this. I had to
make sure that no one was looking so I could take her
and wash her so that she would feel more comfortable,
and put body lotion on her. Even someone who can’t
take care of herself wants to smell nice and feel good.

Nira perceived the policy regarding washing patients in
her ward to be unjust. She believed that within the justice
process it should have been acceptable to wash the
patients when necessary, even if this went against the
weekly routine. This meant, however, that procedural
justice was in conflict with distributive justice, because
limited human resources dictated that washing could take
place only on specific days. In this incident, the interaction
involved was between nurse and patient.

Egalitarian approach vs. discrimination. This subcategory
reflects the tension that nurses experience between their
belief that all patients should receive equal care and their
colleagues’ requests for preferential treatment of rela-
tives. Rivka, a nurse working in an HMO, described her
experience:

We’re faced with ethical dilemmas day in, day out.
For example, it happens sometimes that I’'m doing
blood tests, and suddenly a member of the staff
arrives with some distant relative . . . and asks me to
take his blood and be nice to him, and to do so imme-
diately of course, when there is a long line of people
waiting. So what am I supposed to do? This person
may be a colleague, but I have to treat all patients
equally, without discrimination or favoritism.

In this description, Rivka voiced her opinion that all
patients are entitled to receive their rightful turn. But this
view was threatened when she was asked to treat a
colleague’s relative first. Although she believed that her
approach was the proper approach, she was still
uncomfortable saying no to a colleague. In this incident,
the interactions involved are those between nurse and
patient and nurse and colleague.

Organizational Standards vs. Family Agenda

Organizational standards vs. family agenda is the third
category of ethical dilemmas described by the nurses.
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This category illustrates the tension between declared
health standards that are devised to promote optimum
care for the patient, and family perceptions regarding the
proper way to act. Yoni, a nurse working in an HMO,
described his dilemma:

During our work in the clinic, there are always
cases that have us deliberating and thinking about
whether we are acting properly. For example, is it
appropriate to refer a mentally disturbed patient to
an open hospital ward? The family demands an
open ward, so we refer the patient there. It is
because of the stigma. They do not want other
people to know that they have a family member in
a closed ward in a psychiatric hospital. It is easier
to hide the problem if the patient is in an open
ward. [ am not sure that we are doing the right thing
for the patient. Such patients are very agitated, and
the closed ward helps their recovery process by
shortening their recovery time. This is a problem
that we have been dealing with for a long time.

In this description, the HMO had declared standards
that were devised to protect the health of the patient. The
HMO expected the patient’s family to act accordingly;
that is, to agree to commit the patient to a closed ward in
a psychiatric hospital. This policy clashed with the family’s
wish to protect its reputation by placing the family member
in an open hospital ward. The nurse thus faced a dilemma:
Is it right to alter the standards to cater to family needs?
This incident involved interactions between nurse and
patient and between nurse and family members.

Autonomy vs. Deference to Higher Authority

Autonomy vs. professional deference is the fourth cate-
gory of ethical dilemmas described by the nurses in the
study. This category illustrates the tension between
nurses’ desires to make independent decisions and their
loyalty to organizational policy, with which they do not
always agree. More specifically, this category expresses
tension between nurses’ professional autonomy to express
what they believe is right and the expectation that nurses
should accept the opinions of those in charge, even when
they do not agree with those opinions. Gila, a nurse work-
ing in an HMO, described a situation that demonstrates
this type of dilemma:

It is not the “done thing” in our clinic to call a
mobile intensive care ambulance. . . . Once, I called
a doctor to the nurse’s office, as a patient was in a
very bad way and lacking oxygen . . . the ECG
showed bradycardia. I called the general nurse, as

well. The doctor said that we should call a regular
ambulance, but I said that I thought the patient’s
condition was very serious. I called a mobile inten-
sive care ambulance, and they did give her treatment
that is only available in intensive care, and they
took her to the hospital . . . otherwise she would
have died. . . . After that, they laughed at me, and it
was very humiliating . . . whenever something
would happen, the doctor would come by and say,
“That is the one who calls the intensive care ambu-
lance and gets stressed out.” I was stressed out, the
intensive care ambulance arrived in the nick of time
and resuscitated her, and she is still alive today.

Gila was expected to be responsible and accountable for
optimum patient care, and that is why she called for a
mobile intensive care ambulance rather than a regular
ambulance. However, she was also expected to accept
the doctor’s opinion if it contradicted her own. This
incident involved interactions between the nurse and the
person in charge and between the nurse and the patient.

Guarding Secrecy vs. Duty to Report

An individual who is no longer independent, to the extent
that he needs the help of others to complete daily tasks, is
at risk of losing his right to privacy. There is a fine line
between the need to know certain things about a patient
to give him better care and the desire to know, which is
based on curiosity (Wolf & Zuzelo, 2006). Guarding
secrecy vs. duty to report is the last category of ethical
dilemmas described by the participating nurses. This cat-
egory illustrates the tension between the desire to respect
a patient’s wishes for privacy regarding personal details,
and the nurse’s professional duty to report his medical
condition. Rachel, a nurse who did follow-up treatments
in the community, described her experience:

All patients have a file at home in which I have to
write about their condition, including the patient’s
mental state . . . their reactions to the treatment, and
the viewpoint of the family. It has happened more
than once that I have found family members and
visitors sitting together and perusing the file. I
doubt whether the patient would want his family
and visitors to know everything that is written in
the file. But he is totally dependent on them, and
does not like to say no. On the other hand, you
cannot ignore these people. They are the ones
caring for him and helping him.

Rachel’s ethical dilemma was in the tension between
respecting the patient’s right to have control over his
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personal life and the patient’s inability to maintain
privacy because he was dependent on his family. This
incident involved interactions between the nurse and the
patient and between the nurse and the patient’s family.

Discussion

My aim with this study was to explore ethical dilemmas
in nursing so as to gain a better understanding of nurses’
work and their professional status. A taxonomy of the
nurses’ narratives revealed ethical dilemmas in which
nurses’ autonomous practice was constrained by their
powerlessness. This powerlessness was derived from a
lack of tools for dealing with ethical dilemmas, and could
be partially attributed to inadequate resources and status
issues. The results of this study add to other characteris-
tics in the nursing professions that reflect powerlessness.
They include employing specialized nurses in emergency
care, surgery, midwifery, and pediatrics without academic
recognition or advancement, or overlooking cases in
which nurses perform medical procedures without physi-
cian approval.

The majority of values presented in this article reflect
ethical dilemmas. It is these competing values that might
lead to a better understanding of nurses’ ethical dilemmas
and might create awareness of the need to raise the status
of nursing in Israel. This argument is supported by
Quinn’s (1988) competing values model, which shows
that conflicting values might contribute to organizational
effectiveness. Colnerud (2006) also argues that a dynamic
dialogue between two contradictory positions might be
perceived as complementary instead of conflicting, and
might contribute to improving a worker’s status.

Each ethical dilemma in the study was conceptualized
in terms of tension between personal values and contradic-
tory interactions (e.g., with doctors, colleagues, patients,
family), and shed light on the complexity of nurses’ work.
Similar to other studies, the results indicate that caring
for the well-being of patients is a critical component in
nurses’ ethical dilemmas, usually determining their deci-
sion making (e.g., Haggstrom et al., 2008; Jones, 2007;
McGrath & Holewa, 2006; Wolf & Zuzelo, 20006).
Indeed, one of the most common interactions reported
was that between nurses and patients. This might be
explained by the fact that nurses perceive their ability to
understand the client’s perspective as an essential compo-
nent in nursing, as their occupation requires them to
spend long hours in contact with patients and their fami-
lies, whereas doctors have only brief interactions with
patients (McGrath & Holewa, 2006). Consequently, phy-
sicians are not always aware of the patient and family
perspective, whereas nurses are. This fact reinforces the
legitimacy of moving the nursing occupation toward

attaining professional status by focusing on issues at
which nurses excel, such as caring.

At first glance, organizational rules seem limiting
when they are described in the context of nurses’ ethical
dilemmas. However, the findings of this study are in line
with the findings of other studies (Brodsky & Van Dijk,
2008, Matt, 2008, Riba et al., 2004) indicating that rules
and regulations are very important. These findings indi-
cate that rules and standards protect patients from
maltreatment that might result from health care staff
being influenced by personal preferences. Standards and
rules also provide boundaries and tools for dealing with
ethical dilemmas.

Some of the revealed dilemmas related to the specific
Israeli context, such as the case in which a nurse described
a situation that compromised the quality of health care
because of the low ratio of staff to the number of patients.
Israel’s health care system is characterized by limited
resources and rewards (Ehrenfeld et al., 2007), creating a
situation in which nurses are more sensitive to issues of
justice and the just division of resources among their
patients. Also typical of Israeli nurses is the tension
between the agenda of the health institute and that of
patients and their families. Demographic data indicate
that Israel is considered more “familial” than Western and
Eastern Europe (Feldman, Shafiq, & Nadam, 2001; Lavee
& Katz, 2003). Researchers have suggested a number of
explanations for the high level of familiality, such as the
intimacy of Israeli society (Fawcett et al., 2007), which
amplifies the individual’s attachment to his or her family
(Halpern, 2001; Sharlin, 1996).

The nurses’ narratives are indicative of the wide
extent of uncertainty as to how to handle the ethical
dilemmas that arise in their work. This uncertainty pres-
ents a challenge. It not only emphasizes the importance
of reformulating a code of ethics for nurses in Israel, but
also suggests that a written code is not enough, as imple-
mentation of existing codes is limited and nurses clearly
lack tools for dealing with ethical dilemmas. Future
research should examine how such codes of ethics can
be better applied to actual dilemmas.

Conclusions, Recommendations
and Implications

The study findings indicate that ethical dilemmas occur
in numerous areas of nursing in Israel, at all levels and in
a variety of health care organizations. In most cases,
nurses are powerless to deal with these dilemmas because
of inadequate resources and low professional status. The
study was focused on the explicit interactions that occur
during ethical dilemmas, but it should be noted that
implicit interactions also exist. Future studies should
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examine implicit interactions to further understand nurses’
ethical dilemmas, and perhaps contribute to strengthening
their status, as well.

From a practical perspective, there are several ways
to help nurses in dealing with ethical dilemmas. First,
nurses should be empowered: because education is
power, nurses and potential nursing students should be
encouraged to acquire academic degrees. In addition,
opening nurse practitioner programs, as in the United
States, would give nurses greater responsibility to
deal with complex ethical issues and medical condi-
tions. In these programs, nurses would train in the
diagnosis and management of medical events as well
as focus on ethical dilemmas that might subsequently
arise. Empowering the nursing profession will go a
long way toward reducing the expected shortage of
nurses and will improve the system’s ability to provide
quality health care.

Second, a professional nurses council should be estab-
lished for the purpose of changing the current status of
nurses. Such an organization would be more effective in
pressing for a nurse practice act, which would provide
nurses with a stronger legal basis for practice, including a
salary raise and a revised ethics code.

In line with the study results, the following sugges-
tions are proposed regarding a revised and improved
code of ethics for nurses in Israel:

1. Nurses should work with colleagues and
people outside the profession (e.g., lawyers,
organizational consultants, and organizational
psychologists) to raise and maintain profes-
sional standards of health care.

2. Resources that are under nurses’ control should
be distributed fairly, based on patients’ needs.

3. Nurses should practice within specified limits.
When aspects of care are beyond a nurse’s
capability (i.e., scope of practice), additional
information or help should be sought from a
supervisor.

Effective dissemination of a revised and improved
code of ethics requires that it be included in training
programs and curricula, and that it be presented from a
practical point of view. It should focus on finding a
balance between competing values that might empower
nurses to deal more successfully with their ethical dilemmas.
It is hoped that by redefining nurses’ professional identity,
clarifying their responsibilities, and strengthening their
status, nurses will be better equipped to solve ethical
dilemmas as they arise, and will no longer have to
cope with feelings of uncertainty and helplessness
when faced with ethical conflicts in the workplace.
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