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Abstract

This article proposes a new theoretical frame for ethical practice in nursing by locating ethical questions within the worlds of everyday nursing experience.The authors advocate a process of ethical thought and action that is not so much a weighing of dichotomized alternatives as a continual journey in which nurses delve deeper into their examination of clinical contexts, structural contingencies, and the meanings of experience for themselves and their clients. This theoretical vision is illustrated with a case study about a nurse who was infected with HIV on the job. The purposes in presenting the case study are to give testament to this brave woman's story, illustrate the dynamics of a contextualized ethics, and challenge nurses to make changes in practice, policy, and structure to foster truly ethical work and relations with others.


  "Ethics" is a word derived from French, Latin, and Greek origins meaning the moral art, character, and spirit of a people. [1] Nursing authors have commonly applied ethics concepts from the perspective of classical philosophical traditions, focusing on ultimate issues such as emergency triage, life support, transplantation of organs, and the weighing of a woman's worth against that of a fetus she is carrying. To fully appreciate the moral art, character, and spirit of nurses, it is necessary to delve into the everyday experiences of nurses, to meet nurses in the worlds of practice, in the places that are framed by commonplace as well as extraordinary events.

  In this article, the authors offer a vision for ethical practice in nursing by drawing a theoretical picture of ethical worlds. This view of ethics is particularized, holistic, and flexible. We support this theoretical picture with a case study about a nurse who was infected with the human immunodeficiency virus (HIV) on the job. Our purposes in presenting the case study are to give testament to this brave woman's story, illustrate the dynamics of a contextualized ethics, and challenge nurses to make changes in practice, policy, and structure to foster truly ethical work and relations with others. As qualitative researchers, we excavate the complexities of the case, connecting its events and emotions to broader disciplinary concerns.
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  ETHICAL WORLDS OF NURSING

  The following are assumptions that undergird the authors' thinking about ethics:

  • People see things from their own perspectives and from particular vantage points.

  • Different languages and discourses flow from various perspectives.

  • There is no one best way to solve a problem.

  • What is often framed as an ethical dilemma may be a struggle for fairness between more dominant and less dominant groups.

  • Ethical principles can be used ideologically to sustain structures and keep things the way they are.

  • Unexamined myths and ideologies can shape ethical decisions.

  • Universal ethical standards applied across contexts are not adequate.

  • Nurses practice in contextualized realities, in ethical spaces that are grounded in the world.

  The process of ethical thought and action in nursing's ethical worlds is not so much a weighing of dichotomized alternatives as a continual journey in which nurses delve deeper into their examination of clinical contexts, structural contingencies, and the meanings of experience for themselves and their clients. Recourse to universal principles of morality is not sufficient to guide action in the complex caregiving, organizational, and collegial situations nurses face. The sensate immediacy of nursing practice elicits intellectual and affective responses, both of which are crucial to ethical processes. Nurses' experiences resist philosophical absolutism, and those who impose ethical frameworks from the outside run the risk of producing abstractions. [2] With an ethics situated in nursing practice that focuses on conditions that define and bound everyday nursing experience, nurses can more fully consider and act on issues of right and wrong in their interactions with clients.

  "The world is anywhere that thought has consequence," a feminist ethicist has suggested. [3] (p112) The worlds of clients, institutions, and nurses are places where nursing thought has consequence.
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  Client-centered world

  In the client-centered ethical world, nurses are caregivers, advocates, protectors, and educators. This space constitutes the heart of their practice. As Liaschenko has said, "the moral basis of nursing practice lies in the relationship between the nurse and the patient. Patient advocacy within a caring relationship is the vehicle by which that moral basis is made manifest." [4] (p74) Nurses place themselves in solidarity with their clients. They use their understanding of human needs, their knowledge of health and illness, and their therapeutic skills to act as agents in gaining the best possible outcomes for clients in their care. A modicum of autonomy is necessary to the exercise of agency, however. Autonomy is a privilege that should accrue to nurses by virtue of their health literacy and professional competence, but nursing, as a female-dominated occupation, has struggled throughout history for this elusive autonomy. As early as 1852, Florence Nightingale was asking why-even though women have passion, intellect, and moral intelligence-society prevents the exercise of these attributes. [3]
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  Institution-centered world

  In the institution-centered ethical world, social structures intersect with personal agency. [5] Nurses are expected to juggle medical demands and institutional policies, making care appear "seamless." When clients, families, or communities are alienated or afraid in the Euro-male-centered medical model of health services delivery, [6] it is nurses who reframe, explain, and suggest compromise. To the degree possible, nurses make professional ends and cultural needs of clients compatible by listening, validating, and approximating. They increase clients' trust in medical doctors and ease clients' sojourn into unfamiliar health care territory. Nurses bring a certain tradition of institutional loyalty into these conflicted contexts. Insofar as policies and procedures are seen to be in clients' acceptance of institutional towards clients' acceptance of institutional methods, maximizing the potential benefits to institutions and other health care disciplines.

  How has such loyalty been reciprocated? What can nurses expect from the public, health care systems, academic institutions, and other disciplines in exchange for their knowledge, skills, devotion, and willingness to take risks for society's benefit? Can nurses count on the support and solidarity of physician colleagues as they advance their disciplinary prerogatives? Can nurses count on the veracity of administrative power brokers in rapidly changing institutional worlds of current practice? Health care structures are becoming ever more diversified and fiscally driven. Nurses must struggle to reconcile clients' interests in atmospheres where health and health care are increasingly commodified. [7] It is presumed, though not assured, that nursing can somehow continue to bridge this obvious and widening moral bifurcation.
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  Nurse-centered world

  In the nurse-centered ethical world, nurses work collaboratively with each other. They collectively join each other's efforts to keep their social contract to uphold the public's health. Nurses share a kind of intimacy with one another, intimacy born of crises, losses, and team efforts to successfully care for clients. They continually teach each other about the art and science of nursing through shared struggles, stories, and role modeling. Women's honor and loyalty to one another are very relevant to nurses' relations among peers. Although they have much to be proud of, in some circumstances nurses have participated in horizontal violence. [8,9] Because they often occupy subordinated positions in the administrative hierarchy, nurses must be ever watchful that dynamics of oppression do not get reproduced in their interactions with each other. As a discipline, nurses have not looked squarely and honestly enough at this ethical dilemma. If we do not openly acknowledge and oppose conditions of domination in the worlds of our work, caring and empathy can be subordinated to competition and dominance, and nurses can end up betraying other nurses out of self-preservation.
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  METHOD

  The authors examine a case in depth, scrutinizing its contexts and detailing its components to advance our understanding of the three ethical worlds we describe. As a type of research, "Case study is not a methodological choice, but a choice of object to be studied." [10] (p236) Focusing on a single case offers opportunity for in-depth understanding explanation of broader phenomena. The case we selected is the narrative of a lesbian nurse who was infected with HIV on the job. Her interview is part of the first author's larger feminist narrative study of lesbians' experiences living with HIV and acquired immunodeficiency syndrome (AIDS). In this larger qualitative study, each participant was engaged in an open-ended, in-depth interview of 2 to 3 hours duration during which she told the story of her experiences living with HIV. Under conditions of informed consent, the interviews were tape recorded and transcribed. Institutional review board approval was secured for all study procedures.

  For this article, we engaged in an approach called "instrumental case study" [10] to support and refine our theory building about ethical practice in nursing. We find this woman's narrative absolutely compelling and believe it conveys unusual insights into the ethical worlds nurses inhabit. We attempt to let the woman tell her own story [11] by using much of the interview verbatim, acknowledging at the same time that our own interpretations of the patterns we see color our presentation of it. This nurse describes her circumstances in such eloquent detail that readers can situate themselves in her experiences and draw their own conclusions about how ethical worlds interrelate.

  Ida (a pseudonym) is a lesbian of mixed racial heritage. Her father was African American, her mother Euro-American. The first author conducted the interview in Ida's home in 1993. At that time she was 50 years old. For almost 25 years she had been employed as a registered nurse (RN) in hospital settings. She had always enjoyed and been proud of her profession, finding her work with patients very rewarding. Her social network consisted of her long-time companion and life partner, Barbara, who was also an RN, and several nurse friends who always enjoyed gathering at Ida and Barbara's home for evenings of conversation and card playing. Ida was infected with HIV while delivering nursing care during one of her shifts at the hospital. Her narrative illustrates not what always will occur, but what actually did occur for one nurse. Perhaps because nurses are socialized to deal with the extraordinary and expected to meet crisis with calm and disaster with an uncommon mix of detachment and devotion, they cannot anticipate situations in which all the tables are turned. [12] Sometimes the ethical worlds in which nurses are expected to provide order and logic collide, bringing devastation to nurses' lives and careers. That is what happened in the case presented here.
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  RESULTS: ONE NURSE'S NARRATIVE

  I can tell you the exact minute it happened. I was stuck at work. Another nurse had given an IM [intramuscular] injection to an AIDS patient, and instead of reaching over and putting the syringe in the sharps box, which was fixed to the wall next to his bed, she walked around the bed and put it up on a bookshelf in his room. Nobody knows why. I went in to assess him as I was beginning my work shift. We were talking, so I was facing him with my back toward the bookshelf. I reached up to get a bedside trash bag, and I got the needle in my finger. I pulled back because I felt it and the plunger got pushed in. I brought my hand down, and the needle was stuck in my finger. It was just hanging there, swinging back and forth. And the patient says, "Oh my God, that is my blood." I said, "What do you mean this is your blood? Why did she put it up there on the shelf?" And he says, "I don't know. I Figure younurses know what you are doing." That was December 18, 1983, at 6:20 PM. I will never forget exactly when it happened.

  The patient also had hepatitis B. I was worried I was going to get hepatitis. I didn't even think about AIDS. That was the farthest thing from my mind. I filled out an incident report and went down to the emergency room. They gave me the gamma globulin injections, but they said there was nothing they could do about the AIDS part. They took blood for an HIV test that night, which they told me was negative. And they wanted to put me on the program through the CDC [Centers for Disease Control], the one for health care workers who had been exposed. I agreed. It entailed every 6 months getting a CBC [complete blood count], an HIV test, and a chest x-ray. So they did it, the original tests, the day after I got stuck. And then they did it again in 6 months. And then they did it in 8 months. And I thought that was really strange because it was supposed to be every 6 months. I questioned it and I never got a satisfactory answer. They started telling me that the results were none of my business. Then the next time it was a year that went by before they did it. I got mad. I told them, I really want to know what is going on. They said they just forgot. My doctor thinks it was during that time that I turned positive and they simply did not tell me. My lawyer subpoenaed my records from them, the records of my HIV tests. And they couldn't find them. They somehow disappeared. So it really seems like I was positive and they didn't want me to know because they didn't want a lawsuit.

  I was forced to sue the hospital because of how they treated me. This pattern developed with my assignments. Every time we got AIDS patients anywhere in the hospital, I was assigned to them. I took care of all the AIDS patients. I admitted all the AIDS patients. I started all the IVs [intravenous lines] on all the AIDS patients. Because I was "already exposed." The head nurses all figured, "We don't want to expose any other nurses. She is already exposed, so let her do it." Sometimes I would have three different AIDS patients on a shift, and they would be on three different units. You need roller skates. I would run and run and run. It was exhausting. It was terrible. The nurses I worked with, they just didn't want to take care of AIDS patients. They would say, "We have one coming in the middle of the shift. Give it to Ida. She has already been exposed." I remember one time, it was change of shift, and I was reporting off to the night shift. The phone rings. It is admitting. They are bringing in a patient, a direct admit with AIDS. And the night nurse says I have to stay. I said, "What is wrong with you? Why can't you admit him?" She threatened to report me for insubordination.

  And, you know, the nurse that left the needle out uncapped never said a word to me. And she ended up becoming my boss 6 months later. She became the head nurse of the unit. All the other nurses said, "We are lucky she is behind a desk instead of on the floor. Because it is safer for us." She would never make eye contact with me. And when it was time for evaluations, she would go through everything and when it would come to the safety part of it, she skipped it. She said, "You know all this anyway." And Barbara, my lover, was her boss. Barbara was the evening nursing supervisor of the hospital. And this nurse would never make eye contact with Barbara. She would try to avoid her.

  Well, after a while of working and working, I just got to feeling really bad. Nothing specific. Low-grade fever. Tired, but not just tired, bone-weary tired. Exhaustion. I don't know how to explain it. But it was like something I had never felt before. And all I was doing was working and sleeping. Working and sleeping. I didn't want to do anything. So I just decided, I will go and get and HIV test on my own. Because it was in the back of my mind, maybe I have it. So I went, and you had to wait 2 weeks to get the results. That was the worst 2 weeks. God, I was a wreck. Anytime the word AIDS came on the news... at the time, every news broadcast had something about AIDS on it. It was when they first started talking about it on TV. Every time I heard the word, I would turn off the TV. I couldn't deal with it. And it came back positive. I said, "No, no, that can't be." So I went back and had it done again. It came back positive. I just flipped. I couldn't believe it. The first test, when it came back positive, I thought it was a mistake. I thought they screwed up. And so I waited 2 weeks like they told me, and then I came back and had another one. When I got those results, I couldn't even walk to the car. Barbara was waiting in the car. I couldn't even get there. I just collapsed on the curb. I couldn't go any farther. I can't even imagine. That is the worst thing that ever happened to me in my whole life.

  I finally had to sue. The whole thing took a couple of years. And I had to quit because of it. Everybody in the hospital knew. I noticed every time I would walk in the cafeteria, everybody would stop talking. They would start whispering. I just couldn't stand it anymore. And I was the one-woman crusader for the AIDS patients. Like these two guys, one of them was dying. And his lover wanted to stay with him. He wanted to be there when he died. And the nurses thought that was the worst thing in the world. I couldn't believe the way they reacted. They wouldn't let them keep the door closed. They kept opening it. I finally put a sign on the door that said "knock before entering," and I made sure it stayed closed. It was a strain. I couldn't stand it. And so finally, I quit. And I took a crash course in critical care and went to work at another hospital in ICU [intensive care unit]. In that hospital, nobody knew. They didn't ask, so I didn't say. I worked there until I got AIDS. Then I couldn't work anymore. They said I could come back to work when my T-cells were normal and stayed that way for an unspecified period of time. Right.

  They started treating Barbara different, too, after I filed the lawsuit. She ended up quitting her job at the hospital. She couldn't stand it anymore either. She was always an advocate for the nurses, not for the hospital administration. And they all knew that. But all of a sudden it made a big difference. All of a sudden they started hassling her. And she finally said, "the hell with it." She quit.

  It was so strange.... Watching our friends suddenly disappear after I found out I was positive. Especially our nurse friends. Ones that we had been friends with for years. They just stopped coming around, you know. The ones that used to hang out here at the house a lot, talking and playing cards. They used to come over a lot. And they stopped. I think what it is, is that it is too close to home. It could have been any one of them instead of me. And I think it scares them somewhere inside.

  I won my suit against the hospital. Some victory. What they offered me was, I could have $200 a week for the rest of my life and they would pay for AZT [azidothymidine]. No medical coverage, just AZT. They had gotten people to "bite" for that. I know of a phlebotomist who thought that was great. They were giving her free AZT, so she thought that it was the greatest thing in the world. But she hasn't gotten sick yet. She doesn't know what is going to happen. Anyway, either I could take that offer or a lump sum. I took the lump sum. But that was 5 years ago, and the money is long gone. I had medical coverage from my ICU job. When I had to quit, it went the 18 months COBRA [period the employer is required to allow the employee to continue on the employer's health insurance plan, at the employee's request]. After that, they said I could keep it as an individual plan, but they wanted $735 a month. The premium kept going up, even during COBRA. They knew I had HIV, although I never told them. It is easy to tell from the blood tests and the medications. I was on AZT. Barbara and I figured there was no end to how high they would keep raising the premium. And my health expenses weren't that much then. So I didn't take the policy. That was a mistake.

  When I found out I was HIV positive, my own doctor, my regular doctor, didn't want to see me anymore. She freaked. And she had been my doctor for almost 10 years. You see, I worked with her. We both worked on the oncology floor. And she was on the floor that evening when the accident happened. She knew about it. And when I turned positive I told her. After that she didn't want to see me anymore. So I really didn't have a doctor for quite a while.

  We tried this infectious disease doctor at the hospital, but that didn't work out. I felt that his problem was he knew me for 8 years at the hospital. And all of a sudden he is my doctor and I am dying, and it is hard for him to handle. Barbara said, no, it wasn't that at all. She said he realized we were lesbians, something he didn't know before. Maybe she was right. I saw how he acted. We were at his office. Barbara was leaning on the edge of the examining Table andI was sitting there. She had her arm around my shoulder and we were talking. And he came in and he spun around real fast and shut the door. And then a few minutes later he comes and knocks at the door. He kept his head down the whole time. He never looked at either one of us. I thought he was acting strange. I told Barbara afterward, "He was acting really weird." And she said, "Didn't you see him when he first came in?" I said, "When he knocked?" She said, "No. He came in before that when we were talking." From where she was standing she could see the door. I couldn't. He would never look at us after that. He never talked to us. He talked at us, with his back to us, writing all the while. Barbara felt it was because he realized we were a couple of dykes. I don't know why that would make any difference.

  Then when I got very sick and my fever was so high, Barbara didn't know who else to call or what to do. So she got hold of another oncologist that we worked with at the hospital, and he was willing to see me. Barbara ended up getting really angry with him because...well, you see, what he would do is...I started having the neuropathy. And I had no idea what it was. My legs started wasting away. They are like toothpicks now. And so I asked him, "What is wrong with my feet and my legs?" And he said, "I don't know." And I said, "Well, could you find out?" He said, "We don't know how AIDS affects women, and we don't know how women metabolize the drugs. So it could be anything." Everything I asked him and everything Barbara asked him, that was his stock answer. "I don't know. You are a woman." I got angry at him one time. I said, "I am very sorry I was born a female. But there is nothing I can do about it. There is nothing I want to do about it." So then he told me I should go over to the neurology clinic at the county hospital. "Maybe they can help you." he said. It took me 4 months to get an appointment there. And I went and the doctor said, "Have your legs always been like this?" I said, "No." He said, "Tell me how they feel." So I started to tell him, and I got halfway through the sentence and he finished it for me. He knew right then and there exactly what was wrong, without any tests or anything, just by looking at my legs. I said, "How come the other doctor didn't know about neuropathy in AIDS patients?" And Barbara said, "Because he didn't want to know."

  Well, anyway, I started going to the county hospital. I didn't want to go there. It is a dirty place. I was in there for a week and it was filthy. I saw cockroaches and ants. I was so afraid I was going to bring them home with me. I was real careful when I got discharged. I shook out all my clothes. And they had nurse aides taking care of IVs. That is not in their job description. They are not even supposed to touch an IV. I was sitting there thinking, I wish I wasn't a nurse. I wouldn't know any better. My IV went dry. I put on my light. It was on and it was on and it was on. I don't know how long, but blood is backing up into the tubing. So I said, "The hell with it." And I turned it off myself. Finally somebody came and said, "Look, you have blood in the tubing." And I said, "Yeah. And it has been there so long that now you are going to have to start a new IV." She wanted to try to clear it. I said, "No, don't do that to me."

  The county outpatient clinic is not as bad, but there you hurry up and wait. You wait 2 or 3 hours, and the doctor sees you for 5 minutes. What frustrates me is that my doctor is there on Tuesday afternoons and Friday mornings. If I get sick on Wednesday I am out of luck until Friday. Because the other doctors don't want to see you.

  When I started getting really sick, I lost 50 lbs in 5 weeks. I remember being at work doing the flow sheets and thinking, this is it. And then all of a sudden, boy, I just got sick. I couldn't keep anything down, water or nothing. My fever was up to 104 degrees and 105 degrees. I was in the hospital a long time. I had a lot of seizures. I kept getting one infection after another. I was unconscious a lot of the time. I don't remember much. Barbara tells me that she changed my bed for me several times because the nurses didn't want to do it. I was incontinent. And even with gloves, a couple of them wouldn't change the sheets. So Barbara would work at night. And she would come straight from her job to the hospital and stay there all day. Cat nap when she could. Give me my bath. Change my bed. The doctors told Barbara that I wasn't going to live to come home from the hospital, and she should make plans accordingly. And she said, "She is coming home. I will take care of her." So she brought me home. It was pretty rough, especially for a few months. I was so sick.

  And Barbara was under so much stress. I blame this disease for her death. She died a year and a half ago. She dropped dead of a massive heart attack. And I know it was the strain. Because at the time, I was in a wheelchair. She would have to lift the wheelchair in and out of the trunk of the car. She had to do everything. I was having seizures. And I couldn't walk very well. And I was so screwed up. She was working at nights and taking care of me all the rest of the time. None of our friends were around anymore. There was nobody to help. Barbara had to go through a lot of hell with her family. They believed all the horror stories that you can get HIV from kissing and drinking from the same glass and using the same toilet. I know my having AIDS caused her death. Because all the responsibilities fell onto her shoulders. She couldn't handle it. I mean, nobody human could do all that.

  I was the one who was supposed to die first. I had it all planned out. That I would die and then everything would be fine for her. I never thought that she would die first. And she never thought that would happen, and then I would be stuck like this. [tearful] When she died...when they took her to the hospital...what happened was she was sitting on the bed, trying to get dressed. [continues tearful] I could hear her calling. And I went into the bedroom and she said, "I can't get my shoes on. Will you help me?" And I looked at her and her skin was grey. She was real sweaty. So I said, "Barbara, let's not worry about your shoes." And, you know, I could hear her heart. Anyway, we had dual medical power of attorney for each other. It was down in that magazine rack by the door. I grabbed it out of the envelope and stuck it in my back pocket. And when they took her to the hospital in the ambulance, they wouldn't let me ride with her. They said I wasn't family. So I drove her car. Even though I was not supposed to do it, I did it anyway. I jumped in the car and I followed the ambulance all the way to the hospital. And they wouldn't honor the power of attorney at the emergency room. I was not allowed to see her. I was not allowed to say good bye to her. Nothing. It was just incredible. [tearful] They said I...the nurse told me I had to be married or a blood relative to go into the emergency room. So I never got to see her until after she was dead. Then they let me stay there with her for 4 hours, after she was dead. I couldn't believe it. That is the reason we had established the power of attorney, so that if anything happened we could be with each other, have a say. They did every damn thing that she did not want to be done. Everything that is in black and white on the power of attorney paper about what she did not want to be done, they did. I had the power of attorney paper. The nurse wouldn't take it out of my hand. He wouldn't touch it. I wanted to run in and go right through the doors. I was going to do it. But then I got scared because the hospital security carry guns. So, I didn't go barging through the doors...and I guess they realized they had made a mistake doing what they did because they let me stay with her for 4 hours. After she was dead.

  Since she died, I have good days and bad days, you know.... I was in a state of shock for a long time. I couldn't eat. I couldn't do anything. It was awful.... I miss her. I really miss her. You know, it wasn't like we were only lovers. We were really good friends.... It was the first relationship I had ever had that was like that. I could talk to her about anything, tell her anything. And it was the same thing for her, too.

  I don't do much now. I have a lot of pain. The pain from the neuropathy in my hands and feet is just incredible. A doctor told me to explain it. I told him it is like when you need a root canal, but it is constant, grinding. It used to be like electricity, sharp pains like you were being electrocuted. Barbara used to pour cold witch hazel over my feet. It used to feel so good. It didn't take the pain away but it felt good. We tried everything. Nothing gave me relief. The doctor finally put me on morphine. That is the medicine that really costs. I just don't understand where they get the nerve to charge what they are charging for morphine. How can they do that? There is nothing, absolutely nothing that would make morphine that expensive. It is not a wonder drug. It is not some new experimental antibiotic. It has been around forever. Last month, I paid the pharmacy $1,135. But what am I going to do? I can't stop taking the morphine.

  I don't have any insurance, you know. I got turned down for Medicaid because I have a house and a car. I can't unload stuff because you can't do that for 48 months before you apply for Medicaid. If I gave everything away today, I would have to wait 48 months before I could apply for Medicaid again. And I am not going to live that long. I know that.

  Everything has changed. I can't do what I want to do. Strangers have to come into my house and vacuum for me and clean my bathroom. It is just miserable. I can't even ... like, when I need some milk. It has got to be some big damn deal. I can't just get up and go to the store. Yes, I have a car sitting in the driveway. I can't drive that car. I am not allowed to because of the seizures. Not to mention the fact that I can't feel the pedals. I go out there sometimes. I can still smell Barbara in that car. Because it was brand new right before she died. And I go out there and just sit in the car, you know. It gets so lonely.

  I have people actually back off from me. I mean, you can see it. When you say you have AIDS, they move away. People go to draw my blood and they are not wearing gloves. So I tell them I have AIDS. And you can actually see them pull back. I have had people say, "Just a minute, I'll be right back," and never come back. They send somebody else in. And I cannot find a dentist. My regular dentist, he said I had to get somebody else when I got AIDS. He referred me to another dentist who referred me to another dentist who referred me to another dentist. I can't get anyone who will just fill a cavity or clean my teeth.

  I have never been in a place like this before. I always worked. I was a good nurse. I had a wonderful partner. We had a home together. I got regular health care. I did things right. I didn't smoke. I didn't drink alcohol. But I got HIV. I used to feel like I was just crawling with bugs because of it. It made me feel so filthy. I would stay in the shower, stay in the shower, stay in the shower. Barbara would say, "Are you going to drown? What is going on?" I just told her how I felt. And she listened. She told me that she loved me and that I was OK. But she is not here anymore. I don't have anybody to tell me that I am OK.
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  DISCUSSION

  This nurse's narrative gives a glimpse of an insider's view of all three ethical worlds of the client, institution, and nurse. In this case, the nurse became the client; the employing institution became her legal combatant. Ida found the routine and comfortable milieu in which she had delivered nursing care suddenly changed. It is almost unthinkable that a devastating HIV transmission accident on the job would result in nurse coworkers engaging in an informal policy of assigning all the HIV/AIDS clients to the "exposed" nurse. But such situations are real. They exemplify how in a given institutional world, decisions can be made on the basis of fear, stigmatization, and hierarchical notions about who is "disposable." Silence enveloped Ida's health status and the circumstances of the transmission incident. The hospital refused to convey to her the results of her HIV antibody testing. The safety issues at hand were not directly dealt with. Instead, the nurse whose carelessness exposed Ida to such terrible risk was quickly promoted to supervise Ida's practice and that of all her nurse coworkers. Because she was infected with HIV while caring for clients, Ida personified unspeakable danger to her colleagues. [13] She was cut off from vital alliances she had with her associates, friends, and caregivers. She was ostracized. She was scapegoated. Her health was unnecessarily jeopardized by excessive exposures to opportunistic infections at a time when she was immunocompromised. She was refused competent care time and time again by nurses, physicians, and dentists as she struggled with AIDS-related conditions. And because she was a lesbian, she was denied respect, responsive service, and access to her loved one in a time of life-and-death crisis.

  As nurses, is this the world we want to create in our face-to-face interactions with clients? Are we satisfied with the institutional structures this nurse was forced to battle? Are the actions of the nurses and physicians involved in this story morally defensible? This narrative also raises broader, macro-level questions. What is our ethical stand when institutions fail to demonstrate accountability for the safety of nurses in their daily practice? What actions must nursing as a collective take in relation to the insurance and pharmaceutical industries? Is it acceptable to us that individual clients and their families are impoverished by cost escalations and withdrawals of service? Can we, as a profession, sanction the profound underfunding and understaffing of public facilities and abide the ramifications for public health? And, finally, what can we learn about ourselves from this narrative? We have been rightfully proud of our heritage as a caring profession. Nevertheless, we also have a history in which nurses have, and still do, behave in noncaring, damaging ways toward clients and toward other nurses. [14] We must have the courage to face this history so that we can grasp the insight and compassion of painful lessons learned.

  The authors are proposing a new way of viewing ethics that makes sense at the everyday level of nursing practice. Our conceptualization of ethics is not based on a comparison with ideal conditions, nor is it a contemplative activity for those educated in its intricacies. Our ideas about ethics for nursing practice are grounded in real possibilities, real limitations, and responsible action. In the worlds of nursing practice, decisions are often made, or avoided, not because nurses have discerned facts, rights, virtues, and merits in the situations they confront. In reality, nurses often act out of unexamined loyalty, mistrust, ignorance, peer pressure, prejudice, adherence to authority. [15] By locating ethical questions within the worlds of everyday experience, nurses can critically examine oppressive conditions in the structures of health care. They can also examine their behaviors and relationships; they can uncover hidden motives, illuminating shadowy dynamics that undermine the ability to provide excellent care. Nurses can then act ethically.

  In our daily work as nurses, we move among three basic experiential worlds: the client-centered world, the institution-centered world, and the nurse-centered world. In any of these locales we can encounter conflict, perplexity, dilemma, doubt, outrage. We can come eye to eye with health-related injustices. The actions we take in daily practice as we interact with clients, health care structures, and each other attest to our moral art and convey the character and spirit of nurses as a people. Our ethical perspective must be holistic. We must recognize that within these ethical worlds, nursing actions are grounded in the turf of context, of changing but momentarily unyielding real limits. Never before in history has nursing's full measure of real caring been more reachable and simultaneously more threatened. We are challenged by the commodification of health care and the rising tides of illiteracy, violence, poverty, infectious disease, drug and alcohol problems, and environmental devastation. By conceptualizing ethical worlds, nurses can examine the larger, structural facets of health, but also search within our own interpersonal networks for the intimate, affective roots of real care for the vulnerable, including ourselves.

  By seeing ethics in terms of worlds of experience, nurses can consider the affective elements that influence particular people and the roles they play without being blinded by rigid adherence to standards and absolutes. Nurses can more fully understand cultural conflicts and discern discrepancies between rights and responsibilities. We can make decisions that not only solve immediate dilemmas, but also change structures so that we can secure the autonomy we need to act as moral agents congruent with our knowledge base and expertise.

  All nurses need to be ethicists in the worlds of their everyday practice. Nursing is the discipline whose core values, broad education, devotion to details of human response, and sheer numbers hold promise for a renewal of the field of ethics in a postindustrial era. Nursing is a jewel among professions whose humaneness is undeniably visible in the majority of health care encounters. The future of nursing will see its expansion into more autonomous roles, increasing influence on health policy, and more collaborative power with other disciplines. [16] Nursing needs innovative scholars to further articulate the dynamics of its ethical worlds, so that we might all enthusiastically struggle to discover and create the conditions that promote health rather than focus on questions about correct behavior. Nursing can offer both hope for ethics and an ethics of hope about the future of health care.
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