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Agneta Sutton, Managing Editor
Comment

When, if ever, is it right to withhold medical treatment from a
patient? This was the issue addressed at the conference
organised by the Centre for Bioethics and Public Policy
(CBPP) on 7 May at St Thomas’ Hospital. The unequivocal
answer given to the question whether it is ever right to
withhold treatment was: Yes. By contrast, the question
concerning the circumstances under which it is justified to
withhold treatment, received no unanimous answer.

The May conference was entitled ‘A TIME TO DIE?
Ethical, legal and clinical perspectives’; and, as the tittle
indicates, the question of treatment and non-treatment
decisions was debated from different points of view.

Judging by the response of the audience (who was asked
to fill in an assessment form), the speech that went straight
to their heart was that by Dr John Wyatt, Consultant Neo-
natal Paediatrician at University College London. Speaking
about the care of handicapped newborns, he said that the
most likely situations in which intensive care treatment of
infants may be regarded as futile are when the child suffers
from catastrophic and generalised brain injury and,
secondly, when it is affected by a life-threatening and
uncorrectable congenital malformation.

Talking of the emotional stresses and sorrows associated
with the care for severely handicapped babies, he empha-
sised that, in his experience, ‘the vast majority of paediatri-
cians and parents recognise a clear ethical and intuitive
distinction between the withdrawal of intensive support
which is futile and intentional killing or euthanasia’.

In keeping with the Judaeo-Christian and Hippocratic
tradition of thinking, he commented, most parents accept
that the doctor should not seek to keep their child alive at
all costs; and they would not want a dying child to undergo
treatment that would merely prolong the process. Likewise,
he added, most parents would consider it cruel and point-
less to treat a child if the burdens of the treatment would
outweigh its possible benefits.

Dr. Ann Bradshaw, Oxford

But he also emphasised that it is one thing to forego
treatment, and quite a different thing to forego nursing
care. ‘The withdrawal of intensive support does not imply
withdrawal of all care, and all newborns deserve a mini-
mum of loving care, including analgesia, food and fluids,
and tender loving care’. He also stressed the importance of
supporting the family and of allowing them to get to know
their dying baby, hold it and take pictures of it if they so
wish.

Apart from the newly born, other categories of patients
that were discussed were those in the persistent vegetative
state and the extremely elderly.

There were two papers on the legal aspects of non-
treatment decisions. One was by Judge Christian Byk from
France. A former bioethics adviser to the Council. of
Europe, he spoke about the debate on the Continent. The
other paper was by Dr John Keown, CBPP’s Vice-
Chairman, who spoke on the concept of the sanctity of life
versus the concept of quality of life in the law. Having
written extensively on the issue of euthanasia, Dr Keown
brought home the importance of maintaining legal catego-
ries which neither allow the concept of the sanctity of life to
be lost sight of nor blur the distinction between the concept
of quality of life and that of sanctity of life.

The general feeling at the end of the conference was that
the issue of treatment and non-treatment decisions
deserves to be further debated. And will be. The CBPP is
organising a follow-up conference on palliative care, on 14
November 1997, when Dame Cicely Saunders will speak
about her pioneering work in the establishment of Hospice
treatment. Other speakers will address current clinical and
moral issues. If we do not openly debate these things and
invite the public to listen, there is the risk that the public
will come to favour euthanasia for fear of medically
prolonged and painful dying.

The Ethics of Nursing Care

Introduction

Although I was born in England I feel very close to the
Dutch. It is not only that I have been on holiday twice in the
Netherlands, but more particularly because I am the
daughter of German Jewish refugees. Both my mother and
father fled to England in 1939. My mother was sixteen, my
father was twenty. They did not know each other and met

only after the war. My father, from a village near Freiburg
was himself in a camp before getting his release papers. My
mother had grown up in a little village which is now in
Poland, but her family moved to Berlin in order to try to
blend into a big city and become less noticeable as Jews. My
mother and father managed to escape, my mother by what
was called ‘kindertransport’. Their parents, my grand--
parents, could not get out in time. They perished in the
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death camps of Auschwitz and Gurs. My parents always
told me how very good the Dutch were to the Jews, helping
and hiding many of them. Unsurprisingly, I grew up with
a very strong feeling for Anne Frank, who was my mother’s
age, and looked very like my mother. And when I was
young my parents took me to see her house in Amsterdam,
which made a lasting impression on me.

I grew up in England in a liberal Jewish family. When at
eighteen I decided to train as a nurse this was not thought of
asa good job for aJewish girl. Nevertheless Iwent ahead and
became a student nurse. During my training I saw much
suffering, and I particularly remember two people who
moved me very much. The first person was a young boy of
seven who had a deformity for which he needed plastic
surgery. I cared for him and became very attached to him.

The other person was a middle-aged woman with cancer
of the jaw. She had most of her jaw removed and needed
plastic surgery to make a false jaw. She could not eat and
sloppy food trickled out of her mouth. She had a constant flow
of saliva dripping on to a pad under her mouth. How could this
happen to her? Where was my God for these two non-Jewish
people? This experience left me with many questions and
gradually I became a Christian, or rather a Jewish Christian.

I gained experience as a staff nurse. I worked on medical
wards, on surgical wards, on the district, and caring for the
elderly. I married, moved to London and began working in
a Roman Catholic hospice before the hospice movement
had become famous. In fact the hospice I worked in, St
Joseph'’s, was the one that Cicely Saunders had worked in
before she founded St Christopher’s. I learnt there, by
watching the nuns, the art of compassion and care for the
dying and the chronically sick.

Changing the philosophy of nursing

I left nursing in 1975 to bring up a family, and returned in
the mid-1980s. I decided to do a refresher course, and by
chance was taken on as a student in an academic nursing
course at a polytechnic. Here I learnt of the enormous
changes that had occurred in British nursing since I left. I
was very surprised, particularly at the theories that were
now being used to justify practice. These theories were all
coming from North America. It was as if the British nursing
tradition had never existed.

Worse still, it was assumed that the nursing of previous
generations was quite defective. Nursing leaders were now
ashamed of the past and were striving to make nursing an
academic profession. Nursing writers were writing
revisionist histories of nursing, describing nurses as
oppressed workers, and rejecting the traditional concept of
the nurse as dedicated and self-effacing. Sacrifice was over.
Nurses were taught to be assertive and empowered (see for
example, Salvage, 1985).

The content of the theories of this new ‘academic’ nurs-
ing gradually began to worry me. For each nurse theorist
had a different idea about the nature of nursing, what
constituted a human being and what response the nurse
should make to this human being. These theorists drew
insights from psychologists and sociologists to support
their ideas. But it was particularly in the realm of ‘the
holistic’ care of the patient and regarding ‘spiritual care’

that my worry was greatest. I listened to lecturers who
taught that now, because of the work of such theorists,
nurses were for the first time able to bring holistic care to
patients; whole patient care, that addressed not oniy physi-
cal needs, but also social, psychological and spiritual needs.

I remembered my own training where I had been taught
to give my patients what was called ‘total patient care’. I
found my old nursing textbook, which by the time of its
1967 edition had been published seventeen times since the
1930s. It was a classic, standard textbook used by most
student nurses. And I saw there, in the first introductory
chapter, the whole ethos of nursing as offering the patient
care which encompassed physical, social, emotional and
spiritual needs. "Holistic care’ was not a new invention, it
had been the basis of nursing through generations.

What was different, however, was how ‘spiritual care’
was now perceived. In previous generations it was
assumed to be about a relationship to a creator and
redeemer God. But in the era of the ‘new’ academic nursing,
it was about the person’s self-development. Often drawing
on the humanistic psychology of Abraham Maslow (1987),
modern nursing writers were suggesting that the person’s
spiritual needs lay at the top of a pyramid. At the lower
levels were basic physical needs, moving up through the
pyramid into social and emotional needs. At the top of the
pyramid were the ‘spiritual needs’ which Maslow calls
‘self-actualisation’. He sees these being reached often
through arts and aesthetics, after the preceding needs are
satisfied.

But I wondered how Maslow’s analysis corresponded
with the views of another psychologist, who was also
commonly drawn on by nursing writers. Victor Frankl
(1978, 1987) believed that the spiritual nature of the human
being is his search for meaning. He had formulated his
theory in the concentration camp where he was a prisoner.
He saw that even in the midst of the most appalling suffer-
ing, deprivation and squalor, the human spirit could
survive if the person had a meaning in life. Frankl believes
that this meaning can be different for everyone, although
he also notes that for most people it is connected with the
traditional understanding of God. As for himself, when he
was released from the concentration camp he fell to his
knees and recited a sentence (possibly from Psalm 18): ‘At
that moment there was very little I knew of myself or of the
world—I had but one sentence in mind—always the same:
“I called to the Lord from my narrow prison and He
answered me in the freedom of space” * (Frankl, 1987:90).

It was this wondering that led me into further study, into
finding out what the traditional understanding of spiritual
care was in nursing, and how it was understood at the
present time. I wanted to find out what philosophies and
ideas had influenced present understandings, and what
theological ideas had influenced nursing tradition in the
past. Above all I wanted to find out how these different
ideas would affect the practical care of patients by nurses.
My husband, a clergyman, was teaching at a theological
college. From this college I was able to gain tuition in
philosophy and theology. This work resulted in a doctoral
thesis which I was fortunate to publish as Lighting the lamp.

This is the path I have taken. My perspective is naturally
about British nursing. I am afraid I know very little about
how nursing has developed in the Netherlands. But nurs-
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ing is nursing wherever it is carried out. And the essence of
nursing, I believe, does not change. In fact, modern British
nursing was begun by Florence Nightingale, and it was her
model that influenced North America. Nightingale herself
began her own training in Germany, in Kaiserswerth am
Rhein, as a student of a Lutheran minister, Pastor Fliedner.
It is this Nightingale tradition which has become so dispar-
aged in Britain, and which, I would argue, needs to be
revived, because it is the moral heart of care.

I'have come to realize that the spiritual dimension of care
is inextricably tied to the ethic of nursing. The spiritual
dimension is not a separate aspect of care but it is the root
from which ‘care’ springs. Hence I would argue that the
spiritual care given by the nurse is different from the care
given by the religious minister. Spiritual care for the nurse,
I believe, is the fundamental expression of care. It is not so
much talked about but lived out. It is the reason for care,
and it is the basis for the kind of care given. In the past it
was considered to be a calling from God, a vocation, which
inspired care for the weak and sick. From this spiritual
calling the nurse derived strength and compassion. The
ethics of care were not so much spoken as lived out. They
were about the kind of person the nurse was.

The traditional nursing ethic

The tradition of care in western society grew out of the
Judaeo-Christian tradition and the ethical imperative to
love one’s neighbour as oneself. As Cicely Saunders (1986),
who revived a tradition of care for the dying by founding
the modern hospice movement, has written, the values
underpinning such care historically and traditionally were
those expressed in two verses in Matthew 25: ‘I was hungry
and you gave me food, I was thirsty and you gave me drink,
I was a stranger and you welcomed me, I was naked and
you clothed me, I was sick and you visited me, I was in
prison and you came to me.” The second verse was this: ‘As
you did it to one of the least of these my brethren you did
it to me.’

And nursing as the care of the sick embodied these
values. This was precisely the same tradition of values
revived by Nightingale in the middle of the last century
(Nightingale, 1946). For her, the care of the patient
depended on the moral quality of the nurse. Although it
was important, no amount of education could produce this
quality because it came from inside. It is what the nurse is
that counts. Hence she was against any form of certification
or registration. A good nurse could not be certified like a
steam boiler. As she articulated it in a paper delivered in
Chicago in 1893, nursing was a calling, not a money-getting
profession. It was not about book-learning and lectures
(although it included this), but an apprenticeship—a
workshop practice. The qualities needed were moral quali-
ties: method, self-sacrifice, watchful activity, love of the
work, devotion to duty, ‘that is, the service of the good’,
courage and coolness, tenderness, and absence of pride.
(Nightingale in Hampton, 1949:33-4).

Nightingale believed passionately in the moral character
of the nurse developed through a relationship with God.
She constantly reiterated this theme in letters to probation-
ers at the Nightingale School at St Thomas’s Hospital. ‘The

free woman in Christ obeys, or rather seconds all the rules,
all the orders given her, with intelligence, with all her heart,
and with all her strength, and with all her mind.” And again:
‘She who rules best is she who loves best: and shows her
love not by foolish indulgence to those of whom she is in
charge, but by taking a real interest in them for their own
sakes, and in their highest interests’ (Nightingale, 1914:11
and 77).

And if one dips into nursing textbooks and nursing peri-
odicals of the first half of the twentieth century, we see that
such values emanating from these highest interests, were
the basis of nursing. We see this clearly in the Nursing Times
(The Probationer’s Page) in 1912, which covered the topic
of nursing ethics in three issues (July 27:769; August 24:862;
September 14:929). In the first article the anonymous author
writes that the atmosphere of the hospital is determined by
the moral character of those in charge. And every nurse is
herself part of creating that atmosphere. ‘The kind of nurse
she will make will depend not alone on what is taught her
during the training period, but on the inner qualities of
heart and life which she brought with her’ (Nursing Times,
1912:769). This moral character was ultimately not trained
by words but caught by example and inspiration.

‘Can a nurse be trained to be kind if she is naturally
thoughtless and inconsiderate? Under certain circum-
stances she can—not by any course of instruction, but
under the power of example. Character is caught rather
than taught. The character of the ward sisters and the
matron will be more potent in the development of the spirit
of kindness and the repression of what is sometimes termed
“mechanicalism,” than any other factor’ (Nursing Times,
1912:769).

As the final article of the series makes clear, nursing
ethics is about the moral ethos of the nurse’s life under-
pinning her every action and activity of care. ‘If we are
going to teach ethics at all, let us teach it in a practical way,
so that nurses will realise that it enters, or may enter, into
every act which they as nurses perform. It enters into the
giving of medicine, the making of beds, into the giving of
baths and treatments, into our conversations in the sick-
room, in the corridors, and outside, into our unspoken
attitude toward the institution and those in authority in it’
(Nursing Times, 1912:929).

The best way to teach care was by practical example.
Nurses were inducted into a tradition of care by virtue of
the fact that the whole profession shared the same values.
(Incidentally these were also shared by doctors and
almoners). What was important was that these values of
care were not essentially talked or written about. The values
underpinning care were lived out as a service of the good.
What comprised the ‘good” was understood by all. Hence
the ethics of nursing were concerned not with ‘what should
I do?’, but rather ‘what should I be?’. Above all else this
meant developing the kind of character that would make
possible the good care of patients. This involved obedience,
humility, self-discipline, punctuality and loyalty. And the
basis and derivation for all these qualities was to be found
in agape, charity or Christian love. We love because he first
loved us. Hence, we see, it was no accident that the revival
of nursing as altruistic care that occurred with Nightingale,
was directly connected to the evangelical revival of faith in
the nineteenth century.
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But we should not imagine a romantic or sentimental
picture. Writing in the last century, a doctor, Octavius
Sturges, demonstrates for us the absolute dedication
required of nurses who worked with the most underprivi-
leged members of society. Nurses were involved in an
endless round of caring for extremely ill people and expe-
rienced ‘the ingratitude of many patients, the actual
violence of some; of the careful tending of those who have
reached the very bottom of social degradation, and whose
wounds and diseases are the direct result of their depravity.
All this the hospital nurse endures week after week, with
small money remuneration, limited prospect of promotion,
scanty share in any credit which may accrue, and prompted
only by a motive which, however it may find expression, is
of the highest and noblest kind. The dignity of such service
seems to me quite unequalled’ (Sturges, 1880:1091).

Underpinning this dedication then was agape, costly,
self-giving Christlike love, the covenant response of rela-
tionship. The nurse freely entered into it, not out of cold
duty, but as a free response, recognizing not the law but the
spirit. In conforming to the pattern of love she let go of her
own will, but in so doing became more truly herself. In
fulfilling her calling, her vocation, she actually became
what she was born for, what she was meant to be. Paradoxi-
cally, she found herself in losing herself. If agapeic love is not
cold duty it is also not the kind of love that depends on
reciprocation. It hopes for return but does not depend onit.
God continues to love even 1f his love 1s rejected, because
his covenant is binding. Such love then is not an arbitrary
emotional response but the ground of human relationality.

To use the example of the Good Samaritan: the Samaritan
gave succour to a person who he knew would regard him
with disdain. What was significant was that he was not part
of the same family or culture. He was a stranger. Despite
this he gave his love without condition. The nurse then gave
all she could to help the patient, building a relationship
with a stranger who was neither family nor friend, without
regard to that person’s status or state, in all humility,
making no demands for recognition, and able to sever the
relationship when it was no longer needed.

We are offered a picture of this tradition in a reminiscence
of anurse whobegan training in 1935. Before being accepted
for training references were needed not only from the pro-
spective nurse’s headteacher and doctor, but also from her
church minister ‘to say I was of sound moral character’. The
probationer nurse learned rules and regulations. She was
examined in theory and practice. She needed to answer
questions not only on the constituents of the blood, the rules
for pouring out medicines and the avoidance of cross infec-
tion, but ‘the qualities of the good nurse’. But before she was
allocated to her ward the senior tutor was clear: ‘Never
forget to care. Throughout the years of your training you
will no doubt see many changes in both technology and
medicine which you will learn to apply to the benefit of your
patient. But I want you to remember that it is every bit as
important that you should turn the pillow and find time for
a friendly word as it is to give him his medication. You must
never forget to care’ (Baker, 1996:50-51).

Clear vocational values underpinned nursing (albeit un-
spoken) until the 1960s. It is true that at times these values
became attenuated and nursing became mechanicalised or
task orientated, but there were always nursing voices to

urge nurses to remember the tradition (for example Pearce,
1953,1963,1969). What changed in the 1960s was the growth
of humanistic atheism among a new generation of increas-
ingly influential nurses, together with what seems to have
been a loss of confidence among those who held traditional
values. For whatever reason, values became personal and
private rather than communal. They were nolonger shared.

An example of this is provided by the bedpan. In 1963 an
editorial in the Nursing Times entitled ‘The Bedpan Round’
suggests that ‘Many older nurses will recall being exhorted
to “Carry that bedpan to the Glory of God”; if that is
unacceptable to the humanists, then can we appeal to them
to “Carry that bedpan to the dignity of man”?’ But the
question is whether the values that enabled the nurse to
perform such tasks as carrying bedpans full of human
excreta, not only enabled her but gave her joy in doing so,
can remain without the values that underpinned it. How
long can humility, service before self, self-denial, agapeic
‘love’ remain if their root is cut away?

How relevant is the tradition today?

But in our western society of the 90s should we, indeed, can
we, look backwards to the past? As society changes so the
values of society change to meet the new world order.
Modern commentators argue that we need to find new
nursing values. The concept of ‘care’ itself is now subject to
debate, analysis and theoretical thought. Numerous
empirical studies are being carried out to find out what
‘care’ is. But it may be, as the Dutch theologian, Hendrikus
Berkhof, writes, that what is really happening is that the
gospel fruit is being picked off the gospel tree. Our society
claims the fruit but rejects its origins. Nursing theorists
write learned treatises on the theories of ‘care’, but now
base their analysis on the abstruse ideas of philosophers
such as Heidegger. The problem is clear. How long can the
fruit of ‘care’ remain if the tree from which it is plucked is
cut down? Will the tradition of care remain the same in the
future; or will its very meaning change if the tree from
which it originates is gone? Can the same kind of commit-
ment to care remain if the values of care change?

Certainly nurses throughout the twentieth century have
been very worried about the change in the ethos of nursing.
In many ways there has been a battle, expressed often in the
pages of nursing journals, between nurses who believed
that the vocational tradition was a crucial basis for nursing,
and those who wanted to modernize nursing, turn it into a
profession and remove any vestiges of the ‘angel’ image.
Mirroring society, there has been a profound philosophical
change in the ethos and culture of nursing, as traditional
vocational values have no longer become acceptable, even
as an option.

Writing in 1978, in his review of the National Health
Service 1948-1974, Brian Watkin suggested that in the 1970s
nurses were reluctant to speak of their work as a vocation.
He does not believe this signals any less commitment on the
part of nurses, but the fact that changes in society and in
nursing itself meant the nurse spent less time on nursing,
and hence ‘it was easier for her to regard nursing as just
another job, a way of making a living, rather than as some-
thing rather special, calling for dedication out of the
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ordinary, and a measure of self-sacrifice’ (Watkin,
1978:128-129).

Hence, nursing in England has become increasingly pre-
occupied with developing the profession and expanding
the role of the nurse and increasing the status of nursing as
a primary interest. The change in nursing education in the
1980s was fundamental to the changing role of the nurse.
The mid-1980s saw three highly influential reports from the
main British nursing bodies responsible for the education
and regulation of the profession. These were the Royal
College of Nursing Commission on Nursing Education (the
Judge Report, 1985), the English National Board Proposals
(1985) and the United Kingdom Central Council for
Nursing Midwifery and Health Visiting (UKCC) Project
2000 (1986a). All three looked to nurse education in higher
education and the student nurse having supernumerary
and student status. No longer should she learn through
apprenticeship or as the Judge report puts it, be over-
worked ‘Pairs of hands’, whose own learning needs are
secondary because they ‘march to the drumbeat of service’
(Judge, 1985:8-9 para 1.6).

This was no doubt a positive attempt to redress inequali-
ties and inadequacies in nurse training in the past, and it is
obvious that a nurse’s knowledge and technological under-
standing and capability must change and develop to meet
the growing health care demands. The question arises not
only as to whether this was revolution rather than reform,
but perhaps more importantly, in whose interests the
revolution was intended. Baroness Warnock, for example,
questioned the movement of nursing away from the
apprenticeship model at a time when it was being asked
whether teacher training should be moving towards it
(Fleming 1985:54). And Dingwall et al. (1992) wonder if the
Royal College of Nursing commission, chaired by an
educationalist, was primarily interested in providing
students to fill higher education places.

Certainly it was not considered that the lay person (and
potential patient) would welcome such change. The Royal
College of Nursing Commission report is itself aware that
lay persons will not want change. As the report notes,
nurses may be undervalued and under-rewarded but
patients will be confident in the quality of practical nursing.
They will ask if the system of training is wrong why the
products were so good, and will eschew fancy notions or
theories of ‘Education’. ‘He will be sceptical of any attempts
to move the training of nurses from its present base. He will,
if pressed, want his bedside nurse to be trained and practi-
cal rather than educated and questioning. He will certainly
not wish to be cared for after an operation by an amateur
psychologist or (still worse) sociologist. Told that nurses
learn their craft by being engaged from the beginning in the
delivery of care, he will grunt his heartfelt approval’ (Judge,
1985:7). Neither does it seem to have been correct that
nurses themselves wanted radical change. Surveys of nurs-
ing opinion, (SCPR, 1971a and 1971b; MacGuire, 1961 and
1966; UKCC, 1986b) show that nurses themselves were not
in favour of radical change.

During this period of rapid change even progressive
forward looking nurses were worried about the loss of
nursing values. One of the first nursing researchers, Doreen
Norton (1965), reflected that more and more qualified
nurses talked of and about nursing but no longer did it. She

believed that there was a danger in the development of any
profession struggling for recognition of the gradual distor-
tion of its basic concepts, so that it was no longer doing what
it set out to do. The traditional understanding of nursing
was in conflict with the kind of nursing now being pro-
posed. The very act of advancing the status of a profession
bred attitudes which so changed the character of the profes-
sion that it no longer lived by the basic values from which
it sprang, although it continued to pay homage to them.
This, Norton argued, was happening to the nursing profes-
sion.

As nursing education moved away from apprenticeship
and into colleges so the nursing profession changed and
developed, becoming strongly influenced by the social
rather than the biomedical sciences. The North American
study by Fred Davis (1975), in the mid-1970s now seems to
ring true in Britain. In this study Davis found that nurses at
the beginning of their training held to a broadly Christian-
humanitarian ethic of care, but as their training progressed
they increasingly imbibed the prevailing ideology of the
institution. This he calls a process of ‘doctrinal conversion’
by which the nurse becomes ‘socialized’ into the profession
and absorbs “professional rhetoric’. He sees this as a result
of ‘the massive infusion of recent years of psychotherapeu-
tic, educationist, and social science terms’ into the working
vocabulary of the North American nursing profession
(Davis, 1975:128).

Davis’s description of the values of new student nurses
is very revealing. ‘Intimately infused with this common-
sense version of instrumentalism, there exists a somewhat
amorphous, though nonetheless deeply felt, Christian-
humanitarian conviction that love, care and a desire to help
others constitute a sufficient motivational wellspring in
themselves to assure the moral efficacy of the nurse’s
ministration and to shield her from the transgressions that
an unmitigated instrumentalism might entail’ (Davis,
1975:120).

During her course of training she imbibed the “institu-
tionally approved’ imagery of the school, which had three
emphases. Firstly, she was taught to consider nursing as
having wider scope than confronting sickness, as dealing
with a much wider area of ‘health problems’. Secondly, she
was taught to objectify the nurse-patient relationship and
see it in problematic terms, as an object of scrutiny, analysis
and manipulation. Thirdly, rather than acquiring technical
proficiency as the essence of the student’s performance,
emphasis was placed on learning ‘principles of nursing
care’ upon which skills could be based. Technical mastery
was assumed to be acquired through repeated exposure to
situations, and because nursing techniques and procedures
were always changing, the focus was not on a rote-like
application of ‘why it’s done’ but rather on ‘how it’s done’
(Davis, 1975:121).

In the UK we have followed North America. In the last
decade nursing training has moved out of the hospitals and
into colleges of both new and old universities, and nurses
have become inducted into the various ideas and ideologies
which they taught. While as individual nurses we might
silently and privately hold traditional values as a basis for
the care we give, it becomes increasingly difficult to main-
tain such beliefs without support and encouragement, and
when we are part of a system where traditional values of
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care are increasingly devalued and replaced by the philo-
sophical theories of the ‘new profession’. Indeed the
sea-change in nursing means that while twenty years ago
many of the leaders of the nursing profession had a specific
Christian faith and commitment, this is no longer true
today.

A prophetic voice?

Here, the philosopher, Alasdair MacIntyre, reminds us why
this happened, and what it means. The situation in nursing

mirrors the much wider situation in society. Cut off from

our tradition, the concepts of that tradition lose their mean-
ing. Only in the post-theological age can the concept of the
meaning of life appear and flourish. Just as the question
‘What is the meaning of life?” fills the space left vacant by
the question ‘Does God exist?’, so the concept of what we care
about becomes important in our culture that has lost its
public theory of the good (MacIntyre, 1982). What is
happening in nursing is a symptom of what is happening
more generally in society. And what forms the opinions in
nursing is the same intellectual force that forms the
opinions in society.

In Britain eminent people are anxicus at the implications

for a society that loses its shared values. In education the
chairman of the National School Curriculum and Assess-
ment Authority talked of his ‘deep concerns about the way
our civilisation is going’ and argued that the spiritual
dimension, as inseparable from its traditional moral under-
pinnings, needed to be rekindled as a bulwark to this break-
down (Dearing, 1996:1). The chief executive of this
authority has also discussed the importance of giving
children a moral and spiritual framework. He has
suggested that the moral and spiritual development of
pupils is inseparable from the moral and spiritual develop-
ment of society. He believes that traditionally education
and government saw their role as the promotion, the devel-
opment of what Tate calls ‘a virtuous society’, and the
function of government was ‘the maintenance of virtue’
(Tate, 1996:3).

In medicine there is worry too at the loss of human
values. In November 1994 representatives from all areas of
the British medical profession met to consider what should
be regarded as the ‘core values’ of the profession in the next
century. At about the same time a Human Values in Health
Care Forum was set up by members of the medical profes-
sion concerned to study those factors in society which may
influence for good or ill the standards of practice and ethical
behaviour in what they describe as ‘the professions and
vocations’ concerned with health care. (Human Values in
Health Care Forum, 1995).

Dr ].Stuart Horner, chairman of the Medical Ethics
Committee of the British Medical Association, argued that
it was a mistake to equate medical ethics with bioethics, that
rather ethics concerns human values. And he pointed to
medical tradition to argue that ethics is actually all about
relationships. But as he went on he raised the question as to
whether, in view of the wide variety of values in society, it
is possible to achieve a consensus view, although on this
issue he did not agree that we live in a multicultural society.
Rather he argued, ours is a unicultural or perhaps bicultural

society: those who believe in some sort of God and those
who do not. Horner suggested that those who believe in
God as the basis for common core values should be able to
express this. Indeed, studies in Britain have shown that a
majority of people still believe, however vaguely, in the
traditional Judaeo-Christian conception of God (Davie,
1994; BBC, 1995; ITC, 1994).

Maybe this is true for you in the Netherlands. In the
British newspaper, The Times, recently (September 19,
1996), the Dutch Queen, Queen Beatrix, is reported as
staking out the moral high ground, reminding the Dutch of
the strong national streak of Calvinist thinking, and the
need to articulate some older conservative virtues. But this
is the real issue. Should the Christian view be part of this
debate? And if it should, how should it be expressed?

In my experience it has often been Christians themselves
who have been reluctant to express the Christian viewpoint
for fear that they would be accused of imposing their views.
Rather keep our views to ourselves, they argue. Keep the
faith quietly. Yet, if we remain silent and say nothing our
tradition may well die out. As the philosopher, Edmund
Burke, has said, evil prospers if good men do nothing. For
people like Nightingale, Pastor Fliedner, Elizabeth Fry,
Lord Shaftesbury and in our day Cicely Saunders, the
answer was clear. Christians needed to be involved in the
structures of society to preserve, or indeed awaken, the
values of care.

I mentioned Berkhof’s view earlier. It seems to me that
the nursing profession, in my country, cut off from its roots,
is now no longer sure of what it is. At a meeting recently a
non-nurse asked for a short definition of ‘nursing’ for a
dictionary she was writing. Six nurses were present, and
no-one could give a satisfactory answer. The debate centred
on whether Virginia Henderson’s definition from the 1960s
could still be used to describe the registered nurse in the
1990s.

Henderson’s famous premise was adopted by the Inter-
national Council of Nurses and revised in 1969. She stated:
“The unique function of the nurse is to assist the individual,
sick or well, in the performance of those activities contrib-
uting to health or its recovery (or to peaceful death) that he
would perform unaided if he had the necessary strength,
will or knowledge. And to do this in such a way as to help
him gain independence as rapidly as possible’ (Henderson,
1969:4).

It is important to note the origins of her definition. Her
biographer, James Smith (1989), observes that Henderson
was brought up in a strongly religious Protestant home,
and, as she tells him, this had a profound influence on her.
Probably it was a biblical insight (from Job chapter 29 verse
15) that inspired her description of the nurse on the follow-
ing page: ‘She is temporarily the consciousness of the
unconscious, the love of life for the suicidal, the leg of the
amputee, the eyes of the newly blind, a means of locomo-
tion for the infant, knowledge and confidence for the young
mother, a “voice” for those too weak or withdrawn to
speak, and so on’ (Henderson, 1969:5).

And this question of ‘what is a nurse’ and ‘what is
nursing?’ is constantly being asked. The governing body of
British nursing, the United Kingdom Central Council of
Nursing Midwifery and Health Visiting, is currently trying
to decide what might constitute ‘advanced nursing prac-
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tice’ and ‘specialist nursing practice’, but even ‘ordinary
nursing practice’ is no longer clear. As one nurse manager
commented, you have to ‘articulate’ nursing if you are
going to sell it to managers. This seems amazing to me. Do
we really have to persuade hospitals to buy nurses? At the
same time as nursing is seeking to justify itself there is a
recruitment problem (Recruitment, 1995)

But the reason for this is perhaps not so strange. For it
may be that as boundaries change between the health care
professions and as nursing seeks to ‘advance’ itself, nursing
will itself need to be redefined. Henderson’s definition is
considered to be no longer adequate. The person who often

attends to the basic human needs of the patient is now not

aregistered nurse at all but a minimally trained health care
assistant. Such a person is cheaper to employ than a regis-
tered nurse and may increasingly be the norm. But will
nurses then have redefined their own role. Will nursing
become a totally new profession? And who will be the
genuine nurses then?

In my view nursing will not be nursing if it is no longer
concerned with compassion and practical care of the most
basic kind. In my present post I have had to fight quite hard
to remain for a proportion of my time in clinical practice
caring for the elderly as an ‘ordinary’ nurse. I have had to

argue that if nursing is anything at all it is lived out in the

simple practicalities as much as in the complex techniques.
For me it is a tremendous privilege and responsibility to
share the life of another human being when they are sick
and at their most vulnerable. And it is washing the patient,
shaving his growth of beard, cleaning his dentures so that
his mouth feels fresh, that makes me a ‘real’ nurse. It is in
the cup of tea, and the time spent talking or listening. It is
in holding his arm to help him walk, it is in cleaning away
his diarrhoea. Real nursing is in these apparent simplicities
just as much as it is in being competent to administer
intravenous fluids, give complex drugs, or carry out
complicated procedures.

Much of nursing is not easy or glamorous work. There is
no status attached. It can be very difficult and frustrating.
Perhaps the patient is rude and demanding. Perhaps he has
just been settled and made comfortable when he is inconti-
nent again, and all his clean clothes so carefully adjusted
need to be removed. But this building of a relationship does
not depend on one’s own personal feelings, whether one
instinctively likes the patient, or whether one does not. It is
looking into his eyes and seeing a person made in the image
of God. This has traditionally been the power and strength
that made nurses what they were. And it is in this sharing
of a patient’s and his family’s life for a time, however brief,
which makes nursing what it is.

Dr. Ann Bradshaw is currently a lecturer on ethics for the
Royal College of Nursing. She is also working in clinical
practice as a staff-nursing caring for stroke patients. In
addition Dr. Bradshaw is engaged in writing and research
on the philosophical, ethical and practical basis of modern
nursing.
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normal and no other abnormalities were visualized. The
patient was asked to return in one month for re-evaluation
and to check for progression of the cervical abnormality. It
must be noted that no treatment for carcinoma-in-situ of the

tandem and vaginal rings to deliver high dose
brachytherapy at a dose of 3500 cGy to the mucosal surface
of the vagina was then performed.

The patient finished treatment and had a complete clini-











































































