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NoonAeuTiknN HBIKA & AcovToloyi
Nursing Ethics & Deontology

“If nursing ethics is a specific form of inquiry under the more general
category of biomedical ethics, then any theory of nursing ethics will
necessarily follow from biomedical ethics theory”

Ethical knowing is essential to nursing since the discipline has a moral
obligation to provide service to society, and is responsible for
conserving life, allievating suffering and promoting health.

(Noureddine, 2001)

Ethical behaviour is not he display of one’s moral rectitude in time of
crises. It is the day-by-day expression of one’s commitment to other
persons and the ways in which human beings relate to one another in
their daily interactions.

(Varcoe et al , 2004)

Judgements or decisions are justified by moral rules, which in turn are
justified by moral principles that are more general and more
fundamental than the rules.

(Thompson & Thompson, 1996)



Morals - ' HAn (H6oc¢ - Ethos)

® An individual’s own code for acceptable behavior
@ They arise from an individual’s conscience
® They act as a guide for individual behavior

® Learned




Ethics (HOIKN)

Ethics deals with the “rightness” or "wrongness” of
human behavior

Concerned with the motivation behind the behavior

Bioethics is the application of these principles to

life-and-death issues



Ethical Principles

Autonomy
Beneficence — Nonmaleficence
Justice
Fidelity
Confidentiality
Veracity

Accountability




Ethical Dilemmas (HOIK& AINQUUOTO)

@ Occur when a problem exists between ethical
principles

@ Deciding in favor of one principle usually violates
another

@ Both sides have “goodness” and “badness”
associated with them




MORAL Model for Ethical Decision
Making

¢ Massage the dilemma. Define the issues. Consider the opinions of
all the stakeholders and their value s ystems

* Oulline the options. Examine all of the options good and bad.

* Resolve the dilemma. Review the issues and options. apply the

basic ethical principles to each option. Decide the best option based
upon the views of all stakeh olders.

* Actby applying the chosen option. This s

_ tep is usually the most
difficulty because jt requires actually implementation wh ile the
previous steps ha

ve been aboyt discussion and dialogue.
* Look back ang éva

| luate the entire Process including t
implementation, No i

. process is complete without a thoroy h
évaluation, Ensure ose invol .
e P ved are able to follow thry on the

that th
Ymay need to red, the process.




Ethical Codes (HBikoi Kwdikec)

These are formal statements of the rules of
behavior for a particular group of individuals

Ethical codes are dynamic

Most professions have a “code of ethics” to guide
professional behavior



Codes of Ethics for Nurses

International
International Council of Nurses Code of Ethics for Nurses (2005)

Australia
Australian Code of Ethics for Nurses (2008)

Belgium
Belgian Code of Ethics for Nurses (2004)

Canada
Canadian Code of Ethics for Nurses (2008)

Hong Kong
Hong Kong Code of Professional Conduct and Code of Ethics (2002)

United Kingdom
Nursing and Midwifery Council’s code of conduct (2008)

United States
US Code of Ethics for Nurses (2001)



http://www.icn.ch/ethics.htm
http://www.anmc.org.au/docs/Publications/ANMC Ethics for web.pdf
http://www.nursingadvocacy.org/research/codes/belgian.pdf
http://www.cna-nurses.ca/CNA/practice/ethics/code/default_e.aspx
http://www.nchk.org.hk/conduct/conduct_eng.doc
http://www.nmc-uk.org/aFramedisplay.aspx?documentID=201
http://nursingworld.org/ethics/code/protected_nwcoe813.htm

Two main types of ethics
A. Descriptive: what is right/good/wrong/bad?

B. Normative: how to act right/well/wrong/bad?
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Ethical in Nursing

European Perspective on Content and

Functioning of Ethical Codes
Www.zw. unimaas.

nl/ecn/

Collaborators

Aims of international research project
* Universiteit Maastricht The Netherlands fco-ordinator)
* Katholieke Universitejt Leuven, Belgium
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The Value of Nurses’ Codes: European nurses’ views

Nurses are responsible for the well-being and quality of life of many people, and
therefore must meet high standards of technical and ethical competence.

The most common form of ethical guidance is a code of ethics/professional practice;
however, little research on how codes are viewed or used in practice has been
undertaken.

This study, carried out in six European countries, explored nurses’ opinions of the
content and function of codes and their use in nursing practice. A total of 49 focus
groups involving 311 nurses were held.

Purposive sampling ensured a mix of participants from a range of specialisms.

Qualitative analysis enabled emerging themes to be identified on both national and
comparative bases.

Most participants had a poor understanding of their codes. They were unfamiliar with
the content and believed they have little practical value because of extensive barriers
to their effective use.

In many countries nursing codes appear to be ‘paper tigers’ with little or no impact;
changes are needed in the way they are developed and written, introduced in nurse
education, and reinforced/implemented in clinical practice.



Barriers to use the codes

* Slight awareness

e Unclear expressions of codes
* Lack of resources

* Lack of support of nurse
* Value conflicts Wi
professionals, reJ a
Organisation

manager




Code of Ethics and Conduct for European Nursing
Sasso L (FEPI), Stievano A (Ipasvi), Jurado MG, Rocco G (Ipasvi)

A main identifying factor of professions is professionals’
willingness to comply with ethical and professional standards,
often defined in a code of ethics and conduct.

In a period of intense nursing mobility, if the public are aware
that health professionals have committed themselves to the
drawing up of a code of ethics and conduct, they will have more
trust in the health professional they choose, especially if this
person comes from another European Member State.

The Code of Ethics and Conduct for European Nursingis a
programmatic document for the nursing profession constructed
by the FEPI (European Federation of Nursing Regulators)
according to Directive 2005/36/EC On recognition of professional
gualifications , and Directive 2006/123/EC On services in the
internal market, set out by the European Commission.



Code of Ethics for Nurses [ Neeas

The largest nursing organizafion in the US

Provision 1. The nurse, in all professional relationships, practices with compassion and respect for the inherent dignity,
warth, and uniqueness of every individual, unrestricted by considerations of social or economic status, personal
attributes, ar the nature of health problems.

1.1 Respect for hurman dighity
1.2 Relationships to patients

1.3 The nature of health problems
1

1

4 The right to sel-determination
5 Relationships with colleagques and others

Provision 2. The nurse's primary commitment is to the patient, whether an individual, family, group, ar community.

2.1 Primacy of the patient's interests
2.2 Conflict of interest for nurses

2.3 Collaboration

2.4 Professional boundaries

Provision 3. The nurse promotes, advocates for, and strives to protect the health, safety, and rights of the patient.

4.1 Privacy
3.2 Confidentiality

3.3 Protection of padicipants in research
3.4 Standards and review mechanisms
3.5 Acting on guestionable practice

A6 Addressing impaired practice

Provision 4. The nurse iz responsible and accountable far individual nursing practice and determines the appropriate
delegation of tasks consistent with the nurse's obligation to provide optimum patient care.

4.1 Acceptance of accountability and responsibility
4.2 Accountahility for nursing judgment and action
4.3 Responsibility for nursing judgment and action
4.4 Delegation of nursing activities




Provision 5, The nurse owes the same duties to self as to others, including the responsibility to preserve integnty and
safety, to maintain competence, and to continue personal and professional growth

1 Wlaral Mr
5.2 Professional growth and maintenance of competence

5 3 Wholeness of character
P jory oif | i

Provision 6, The nurse participates in establishing, maintaining, and improving health care environments and conditions
of employment conducive to the provision of quality health care and consistent with the values of the profession through
indrvidual and collective action

1 lnfluer fth rivdircnrment on moral st ] wal
6.2 Influence of the environment on ethical obligations
B2 Responsibility for the health care environment

Provision 7, The nurse participates in the advancement of the profession through contnbutions to practice, education,
administration, and knowledge development.

Fi
7.2 Advancing the profession by developing, maintaining, and implementing professional standards in clinical,
administrative, and educational practice
£33 Advancing the profession through knowledge development, dissemination, and application to practice

Provision 8, The nurse collaborates with other health professionals and the public in promoting community, national
and intemational efforts to meet health needs.

1 Health n ri AcErm
8.2 Responsibilities to the public

Provision 9. The profession of nursing, as represented by associations and their members, is responsible for
articulating nursing values, for maintaining the integmty of the profession and s practice, and for shaping social policy.

9.1 Assertion of valyes

9.2 The profession carnes out its collective responsibility through professional associations
9.3 Intraprofessional integty

89 4 Social reform




The Nursing Council of Hong Kong

Code of Professional Conduct and Code of Ethics
Eight aspects of professional conduct

In discharging his/her duty in a professional capacity, each nurse shall act, at all times, in
such a manner as to:

1. Respect the dignity, uniqueness, values, culture and beliefs of patients/clients and their
families in the provision of nursing care.

2. Hold in confidence personal information obtained in a professional capacity.

3. Sfafeguard informed decision-making and the wellbeing of patients/clients in the provision
of care.

4. Provide safe and competent nursing care.
5. Maintain the agreed standard of practice.

6. Foster the trust that is inherent in the privileged relationship between nurses and their
patients/clients.

7. Uphold the image of nurses and the profession by refusing advantages.

8. Practice in accordance with laws of Hong Kong relevant to the area of nursing practice.



: : : Practice points
End-of-life issues in g
Pediatric intensivists routinely face difficult end-ofike decisions

paEdiatric i“tE“SivE carE End-of-lite decisions should be consistent with the estab-

lished ethical framewaork

Assessment of the child’s best interests can only be made with
Ashok P Sarnaik parental input

Delaying attention to palliative care needs results in unneces
Kathleen L Meert sary suffering

Management plans must be individualised according to each

PAEDMATEICS AND CHILD HEALTH 17:3 child’s needs

Common end-of-life issues in paediatric intensive care:
Is it ever morally acceptable to allow a child to die?
Is sanctity of life or quality of life the more important consideration?
Is there an ethical difference between withholding and withdrawing treatment?
Who should decide: physicians or parents?
Is euthanasia justified?

Dynamics of the decision-making process:
poor communication among care providers and family members;
unavailability of parents and
disagreement over the care plan
support of the family unit,
communication with the child and family regarding treatment goals
ethics, involving shared decision making, relief of pain, continuity of care
grief and bereavement support.



End-of-life care in the pediatric intensive care unit: Attitudes and
practices of pediatric critical care physicians and nurses

Jefirey P. Burns, MD, MPH; Christine Mitchell, RN; John L. Griffith, PhD; Robert D. Truog, MD

Table %. Clinician attitudes toward end-of-life care

Physicians (%) MNurses (%) P Yalue

Percenfage of respondents who agreed or strongly agreed with the statement:
{on a scale where 1 = strongly disagree, 2 = disagres, 3 = neutral, 4 = agiree, 5 = strongly agree)
"Withholding or withdrawing life support is unethical”™ 0({L15 = 39) 0124 = 43) 009
"Withholding is more ethical than withdrawing.” 5 (Le7 = 89) 18 (2.45 = .90) 0.0001
“Withdrawing is more ethical than withholding.” T{LTT = 99) B (251 = BT} 0.0001
“Withholding and withdrawing are ethically the same.” T8 (416 = 1L.0g) ET(3.43 = 1.13) 0.0041
Percenfage of respondents, in answering the question *How important are the followingt factors in influencing your decision on the extent of life
support therapy to provide a patient? who rated the followingt variables as important or very important
{on a scale where 1 = not important, 2 = less important, 3 = neuiral, 4 = imporfant, 5 = very important)
Cnaality of Life as viewed by the patient 99 (460 = 6d) ; 0.05
Onmlity of fife as viewed by the family 95 (439 = 72)
Patient unlikely to survive 94 (408 = 96)
Potential for neurologically intact survival 81 (412 + 85)
Cnuality of Life with a chronic disorder 61 (350 = 99)
Fear of litigation or breaking the law 23 (246 = 1.13) i
Financial costs to society 13 {(2.19 = 1.00) 33282+ L 1-!-
ICU bed availahility 3132 = .71) 4 (150 = .85}
Percentage of respondents, in answering the question *“If the circumstances for withdrawing life support are indicated, do you think the foll :rwmg
miedications should be added or increased in the patient’s regimen as life support is disconfinued?” who responded frequently or always to the
following variables
(on a scale where 1 = never, 2 = infrequently, 3 = somefimes, 4 = frequently, b = always)
Narcotics T4 (196 = 75) 86 (426 = .69
Bemzodizzepines 62 (70 = 72) 66 (3.84 = 94)
Barbiturates 24 (270 = 1.03) 2T (297 = 97
Neuromuscular blockingt agents (e.g., Pavulon) 2 (128 = 68) 2(153 = Bl)

ICU, intensive care umit.
Percentages represent respondents who answered with scores of 4 or 5, on a b-point scale shown. Numbers in parentheses are group mean scores =
50 p values are for the comparison befween physician and nurse responses by Wilomoon rank-sums.




End-of-life care in the pediatric intensive care unit: Attitudes and
practices of pediatric critical care physicians and nurses

Jefirey P. Burns, MD, MPH; Christine Mitchell, RN; John L. Griffith, PhD; Robert D. Truog, MD

Table X. Clinician reports of actual end-of-life practices in the intensive care unit

Physicians (%) Nurses (%)

In your experience, who usually initiates the discussion to limit life-sustaining treatment?
jon a scale where 1 — never., 2 = infrequently. 3 — somefimes, 4 = regquently, 5 = always)
Phoysicians 06 (4.05 = A0 86 (4.00
Nurses 28 (2.95 = TH) 55 (3.41
Family 4 (2.56 = 54h) 4 2.6]
Other (clerty. consultants) 1 {1.7% = &1} 1 {17
‘Who else, if anyone, do you consult when making decisions about limitations of life support on patients in your PICLT?
jon a scale where 1 = never, 2 — infrequently. 3 — somefimes, 4 — reguenthy, 5 — always)
Hospital legal represenitatives 6 (1.8% = B 4 (2.08 = 7T}
Hospital ethics committes 8 (228 = B5) T (246 = TT)
Other climicians from within the unit BG (378 = 1) 57 (3.54 = 1.02)
Clinicians outside the unit 8 (22T = 094) 9 2.4 = 93)
Af the time that withholding and withdrawing life support is discussed, how would you rate the following areas as it is practiced in your unit?
jon a scale where 1 = strongily disagivee, 2 — disagres, 3 = newtral, 4 = agivee, 5 = sirongly agree)
Families are well informed abowt progmosis 100 (4.86 = 24) a7 (4.67 = .&1)
Families are well informed about the advantages and limitations of further 09 (4.7T7 = 48) 80 (447 = _BO)
therapy
The ethical issues for each patient are well discussed within the care team 02 (4.380 + &8 59 (380 = 1.14)
The ethical issues for each patient are well discussed bebween the care team 91 (4.40 = _T&) T9 (3.98 = 491)
and farmily
If the family insists on contimuing life support, even if the care team concludes that further therapy is futile, what is the usual response as it is
practiced in your unit?
jon a scale where 1 = never, 2 — infrequently, 3 — somefimes, 4 = freguently. 5 = always)
We contimee for a short time for them to reconsider, but then we terminate 1{1.21 = 51} 3 (1.74 = _B7)
life support unilaterally
We contimee for a short time for them to reconsider, but then we transfer 1 {1.55 = .70 3 {156 = .79)
care bo another institution
We withdraw life support withowt the agreement of the family, afier 1({1.21 = 58 0 {127 = 55)
consultation with the hospital ethics or legal representatives
We continue to provide life support for as long as requesied. and usually, 03 (4.17 = _65) 8E (4.08 = B8)
through ongoing discussions, a consensus beteeen the family and care
teamn is Teachsd
‘When life support is withdrawn, how involeed is the physician in the achml process at the bedside?
jon a scale where 1 — never, 2 = infrequently. 3 — somefimes, 4 = regquenthly, 5 = always)
100 (4.87 = 345 84 {435 = TT) L0001

53X
T4}
57
Tl

It I+ 1 1

PICL, pediatric intensive care unit
Percentages represent respondents who answered with scores of 4 or 5, on a 5-point scale shown. Numbers in parentheses are group mean scores +

so. p values are for the comparison beftwesn physician and nurse responses by Wilcoxon rank-sums.




Toward interventions to improve

end-of-life care in the pediatric

intensive care unit

Robert D. Truog, MD; Elaine C. Meyer, RN, PhD; Jeffrey P. Burns, MD

Crit Care Med 2006; 34[Suppl.]:5373-5379)

Table 1. Evidence-based suggestions for interventions to improve end-of-life care in the pediatric
critical care unit (FICU)

Support of the family unit

® Increase opportunities for meaningful participation of parents in their child's care

o Maximize access of parents to their child while in the PICU

® Create a supportive network for the parents in the PICU while building bridges to support
services that can continue after death

Shared decision making

® Develop interventions that promote better alignment between the information communicated by
clinicians and the interests and needs of parents

o Develop interventions to ensure that parents have adequate control over medical decision
making for their child, to both improve the process and to mitigate the risk of parental regrets

® Create opportunities for nurses to assist with decision making, thereby addressing nursing
concerns that families are not well informed about their options

® [nterventions based on determinations of medical futility are not likely to be helpful

Relief of pain and other symptoms

¢ Develop and assess protocols for the withdrawal of life support

® Develop and assess educational interventions focused on ethical principles related to end-of-life
care, such as the doctrine of double effect and parameters for the use of neuromuscular
blocking agents

® Let parents know that relief of pain is a priority for the childs care and educate them regarding
how pain will be assessed, monitored, and treated

Ethics

o Develop and assess educational interventions focused on shared decision making with families to
improve the quality of and promote consistency in end-of-life care

® Develop interventions to address the moral distress of clinicians related to perceived

overtreatment of patients

Communication with the child and family about treatment goals and plans

® Develop interventions to increase availability and access of parents to physicians by liberalizing
the means by which family-staff communication may occur, including e-mail, journals, and
“office hours at the bedside’

® Develop interventions to tailor the commumnication stvle of the physicians to the preferences of
the parents

® Develop experiential educational opportunities and support staff attendance at workshops to
enhance the communication and relational skills of physicians and nurses

Grief and bereavement support

o Develop interventions to address parental grief and promote coping skills

® Develop bereavement support groups that better meet the needs of parents who have lost a child

¢ Enhance the availability of bereavernent support groups to increase the participation of parents
after the death of a child

® Encourage and support staff acts of kindness and commemoration during the bereavement
period




MoraL DISTRESS OF STAFF NURSES
IN A MEDICAL INTENSIVE CARE UNIT

WO, Harbar Coverr, BN BEN D08

AMERICAN JOURNAL OF CRITICAL CARE,

November 20005, Volume 14, No, 6

Moral distress is psychological
disequilibrium that occurs when the
ethically right course of action is
known but cannot be acted upon.

“| often equate my job with ‘keeping
dead people alive.” On these days, |
dread coming to work.”

Specifically, a number of nurses
indicated that they had worried that
their personal experiences of distress
were unique and disproportionate to
what other nurses experienced.

Table 2 Moral Distress Scale items associated with highest levels of moral distress
Moral distress rating Item
Item Intensity Frequency score
Continue to participate in care for hopelessly ill person who is being sustained on a 5.57 4.63 25.79
ventilator, when no one will make a decision to “pull the plug”™
Follow a family’'s wishes to continue life support even though it is not in the best 547 4.59 24.83
interest of the patient
Initiate extensive life-saving actions when [ think it only prolongs death 5.44 4.15 22.58
Follow the family’'s wishes for the patient’s care when I do not agree with them but 4.75 3.67 17.43
do so because the hospital administration fears a lawsuit
Carry out the physician’s orders for unnecessary tests and treatments for terminally ill 4.87 3.37 16.27
patients
Provide care that does not relieve the patient’s suffering because the physician fears 4.93 3.26 16.07
increasing doses of pain medication will cause death
Carry out physician’s order for unnecessary tests and treatments 4.00 3.07 12.28
Follow orders for pain medication even when the medications prescribed do not 4.15 2.81 11.66
control the pain
Work with physicians who are not as competent as patient care requires 5.15 2.15 11.07
Prepare an elderly man for surgery to have a gastrostomy tube put in who is severely 4.07 2.67 10.87
demented and a “no code”
Assist a physician who, in your opinion, is providing incompetent care 5.00 1.96 9.80
Work with nurses who are not as competent as patient care requires 4.63 1.78 8.24
Work with levels of nurse staffing that | consider “unsafe” 3.93 1.67 6.56
Work with nursing assistants who are not as competent as patient care requires 3.74 1.74 6.51
Observe without taking action when health care personnel do not respect the 3.46 1.77 6.12
patient’s privacy
Follow a family's request not to discuss death with a dying patient who asks about 3.78 1.59 6.01
dying
Let medical students perform painful procedures on patients solely to increase 3.00 1.81 5.43
their skill
Follow the physician’'s request not to discuss code status with a patient 3.41 1.59 5.42
Work with support personnel who are not as competent as patient care requires 3.37 1.59 5.36
Ignore situations in which patients have not been given adequate information to 3.56 1.44 5.13
insure informed consent
Work with non-licensed personnel who are not as competent as patient care requires 3.00 1.59 4.77
Assist a physician who performs a test or treatment without informed consent 3.08 1.48 4.56
Follow the physician’'s request not to discuss code status with the family when the 3.23 1.38 4.46
patient becomes incompetent
Give medication intravenously during a code with no compression or intubation 2.58 1.52 3.92
Increase the dose of intravenous morphine for an unconscious patient that you believe 2.30 1.70 3.91
will hasten the patient's death
Carry out a work assignment for which | do not feel professionally competent 3.85 0.96 3.70
Ask the family about donating organs when the patient’s death is inevitable 2.93 1.26 3.69
Not being able to offer treatment because the costs will not be cowvered by the 3.33 1.00 3.33
insurance company
Avoid taking action when | learn that a nurse colleague has made a medication error 322 1.00 3.22
and does not report it
Discharge a patient when he has reached the maximum length of stay based on 2.81 1.04 2.92
diagnosis related grouping (DRG) although he has many teaching needs
Follow the physician’s order not to tell the patient the truth when hefshe asks for it. 3.30 0.85 2.80
lgnore situations of suspected patient abuse by caregivers 3.11 0.81 2.52
Be required to care for patients | am not competent to care for 3.19 0.70 2.29
Follow the physician's request not to discuss death with a dying patient who asks 3.56 0.63 2.24
about dying
Assist physicians who are practicing procedures on a patient after CPR has been 3.04 0.51 1.55
unsuccessful
Carry out orders or institutional policies to discontinue treatment because the patient 311 0.41 1.27
can no longer pay
Provide better care for those who can afford to pay than for those who cannot 2.67 0.37 0.99
Respond to a patient’'s request for assistance with suicide when the patient has a 2.67 0.11 0.29
poor prognosis
The Moral Distress Scale was created by Mary C. Corley, rn, Pho. Those wishing to use the scale must obtain permission via e-mail from Dr Corley
(mccorley@vou.edu).

526 AMERICAN JOURNAL OF CRITICAT. CARE, November 2005, Volume 14, No. 6



The moral experience of parents regarding life-support decisions for their
critically-ill children: a preliminary study in France

Franco A. Carnevale, Pierre Canoui, Philippe Hubert, Catherine Farrell, Francis Leclerc, Amélie
Doussau, Marie-Josée Seguin and Jacques Lacroix
J Child Health Care 2006; 10; 69

I—I OIOTI Kr’] épEUVG (ot Thasm) Table 1: Description of parent sample

Parent Child’s medical problem Age when
Aglv IJ G 8 U KOAI ag (n=7) (n=5) critically ill Outcome
1 Mother A. Congenital heart disease 18 months Death
~ 2 Father
2 UVEVTEUEN

3 Mother B. Leukaemia 14 years Death

4 Mother (. Leukaemia 5 years Death
5 Mother D. Congenital heart disease Newborn Living at time
of interview

5 K(Jplsg eE:IJGTl Kég £V(’)Tr]T£g 6 Mother E. Congenital heart disease Newborn Living at time

7 Father and other anomalies of interview

Avaykn yia TTAnpopopnon

YT1reuOuvog yia TNV TEAIKN €TTIAOYN

Avaykn yia JEYAAUTEPN IKAVOTTOINON TWV AVAYKWY TWV TTAIdIWV
MnTpIkA evoxn

AvAyKn yIa EKTTAIdEUON TTPOCWTTIKOU OTNV ETTIKOIVWVIA HUE TNV
OIKOYEVEIQ



PNAE: To discuss...

Does your country have a code of ethics?
Are you aware of its content?
Does it have direct references to pediatric nursing?

Do you have a professional code of conduct
exclusively for pediatric nurses?

Do you think that pediatric nurses need their own
code of professional ethics?



PNAE: ...to outline way forward

Collect data from each country!!l...how???

A list of “typical” ethical issues in clinical pediatric care
(suggested by meeting participants)

A framework for “doing ethics”
Problem
Stakeholders
Facts
Alternative actions
Assessment of alternatives based on
ethical principles
Decision/ Recommendation/ Learning from decision



PNAE: ...to outline way forward

Add to ICN Code or to FEPI's ?

Draft statement on pediatric nurses ethical
conduct?

Proposails...
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