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CHAPTER 10

No Need to Object
Ethical Obligations for Interprofessional 
Collaboration in Emergency Department 
Discharge Planning

Laura Bentley Webster and Jamie L. Shirley

ABSTRACT
Emergency departments (EDs) serve a wide range of patient needs. A crucial 
aspect of safe and effective care in the ED is to appropriately transition patients 
to the next level of care. In most EDs, this disposition planning is done exclu-
sively by physicians, which has the potential to result in unacceptable harm. 
A virtue ethics approach demonstrates the need for explicit inclusion of nurses 
in disposition planning. In utilizing this approach, it is necessary to examine 
four focal virtues as they relate to the work of disposition planning and the 
moral character of the nurse. The virtues of prudence, trustworthiness, vigi-
lance, and courage show that interprofessional collaboration is needed during 
disposition planning to promote patient safety, facilitate interprofessional rela-
tionships, and prevent moral distress. The majority of literature on disposition 
planning is empirical in nature; this chapter adds a normative argument and a 
motive for policy reform.
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INTRODUCTION
Emergency departments (EDs) are serving as an ever-expanding safety net for 
Americans with patients presenting at higher acuities than ever before. Given 
the limited availability of primary care providers, patients will continue to utilize 
local EDs even as more patients have health insurance through the Affordable 
Care Act. Patients in the ED are generally in need of rapid assessments and a 
swift plan of action. A coordinated interprofessional team of professionals blends 
its skills and knowledge to ensure safe and quality interventions. Yet one of the 
most critical aspects of a patient’s emergency stay, disposition planning, contin-
ues to be exclusive to a single discipline. Most EDs support the physician, or 
physician team, to determine whether and where the patient will receive ongoing 
care. Nurses are assumed to be in agreement with the plan unless they object. 
Their objections are then offered only in reaction to the already formed plan. 
Significantly, however, one of the key elements in planning disposition is the 
level of nursing care the patient will require. This chapter provides a virtue ethics 
analysis of this practice and argues for the inclusion of bedside nurses during ED 
disposition planning, in the interest of averting harm to patient safety, preserv-
ing or strengthening interprofessional relationships, and avoiding moral distress. 
This chapter is not arguing that one clinician’s recommendation should trump 
that of another member of the team. Rather, it is advocating for an inclusive 
interprofessional policy in the disposition process.

DISPOSITION PLANNING
Disposition planning is the process of deciding what care patients require and 
where they can best receive that care after being stabilized in the ED (Perimal-Lewis, 
Hakendorf, & Thompson, 2015). For some patients, the plan is for discharge home. 
For others, the plan will be admission to a unit within the same hospital or to an 
outside facility for specialized care. The ED team’s disposition decision determines 
the type, intensity, and location of the patient’s subsequent care.

Determining the appropriate frequency and intensity of nursing assess-
ments is critical to ensuring safe patient disposition. Patients with minimal or no 
nursing care needs are considered safe for discharge to their homes where they 
can care for themselves or receive assistance from their families. (Some of these 
patients may be discharged to residential facilities where different levels of skilled 
nursing care are available.) Patients who require professional nursing care are 
admitted to one of several units within the hospital: the intensive care unit (ICU), 
a step-down unit, a telemetry unit, or the acute care floor. Their destination is 
based on a match between their level of acuity and the availability of nursing 
care. In the ICU, nurses continuously monitor and assess patients. In contrast, 
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patients on an acute care floor receive less frequently scheduled assessments and 
more shared care between registered nurses (RNs) and assistants. Step-down and 
telemetry units usually offer less frequent assessments than ICUs, but more than 
acute care floors. Hospital units are also differentiated by nurse–patient ratios, 
availability of technology, and access to other professional services.

Although the disposition determination process varies among hospitals, 
the potential for adverse events when the wrong disposition is selected is ubiqui-
tous (Calder et al., 2012; Horwitz et al., 2009; Kennedy, Joyce, Howell, Mottley, 
& Shapiro, 2010). In the ED, a preventable adverse event is two times more 
likely to occur than in any other inpatient area (Fordyce et al., 2003). Patients 
arrive without a schedule and are in need of emergent care. As a consequence, 
clinicians in the ED have relatively limited experience with a particular patient 
and are often rushed, trying to move people out of the ED quickly and efficiently 
to make room for new patients. One study showed that over half of patients 
discharged home from the ED prematurely experienced preventable adverse 
advents (Calder et al., 2015). Similarly, ED patients admitted to the wrong level 
of care within the hospital make up one quarter of all rapid response activations 
within their first 24 hours and are at risk for delayed intensive interventions 
(Considine, Charlesworth, & Currey, 2014). By contrast, transfers to an inappro-
priately intensive setting can result in both increased costs and poor allocation of 
health-care resources, intensive care unit beds, and unnecessary tests and treat-
ments (Calder et al., 2015; Considine et al., 2014).

IMPORTANCE OF NURSING CONTRIBUTION
Given the importance of nursing care for the determination of disposition, it is 
surprising that nurses are not systematically involved in the process. Nurses can 
offer valuable assessment and knowledge of institutional practices, but they are 
often constrained in their participation in disposition planning due to structural 
hierarchies.

Assessment skills are fundamental to nursing practice, referred to as “patient 
surveillance” by the Institute of Medicine, and one of only three components 
consistently tied to lower patient mortality (Page, 2003). The nursing assessment 
collects valuable information, both implicitly and explicitly, about the patient’s 
physical, psychological, spiritual, and sociological status. A nursing assessment 
begins implicitly, noticing the particulars of a patient from across the room, from a 
patient’s ability to sit in a chair and hold a spoon correctly to the pattern of breath-
ing and tactile features of the skin. An explicit nursing assessment includes moni-
toring vital signs, the sounds of a patient’s heart and lung, and a countless other 
formal examinations. There is no substitute for the nurse’s expertise.
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Nurses are often holders of institutional knowledge, in part due to their 
longevity and consistency in the hospital. In teaching hospitals, physicians rotate 
through the ED on an intermittent basis. Even in community hospitals with a 
more stable physician population, physicians often see their primary location as 
their office or other community setting. Nurses then have a heightened knowl-
edge of patterns of disposition, treating like cases alike. They are likely to know 
the institutional issues related to departmental specialties, staffing, and acuity, 
which affect disposition beyond the particulars of the patient case.

Nurses’ relative lack of institutional power, however, can make it difficult to 
contribute these elements of assessment and knowledge during disposition plan-
ning. Structural hierarchical relationships limit the ability or willingness of the 
nurse to collaborate in the interprofessional planning of care. Explicitly empow-
ering nurses, through policy or system change, would facilitate the shared goal 
of patient well-being.

BRIEF OVERVIEW OF VIRTUE ETHICS
Virtue ethics focuses on a person’s habits and character traits that tend to guide 
him or her to right action. The word virtue comes from an ancient Greek word 
arête, which translates as “an excellence of character.” Aristotle claimed that virtues 
are states of character, separated into intellectual and moral virtues. Intellectual 
virtues are taught through instruction. Moral virtues are habitual, acquired only 
through practice and discipline (Armstrong, 2006; Timmons, 2006).

As defined by Aristotle:

Excellence is an art won by training and habituation. We do not act rightly 
because we have virtue or excellence, but we rather have those because we 
have acted rightly. We are what we repeatedly do. Excellence, then, is not 
an act but a habit. (as cited in Durant, 2006, p. 98)

Virtues in health care are the expression of a collective understanding of the 
moral obligations of clinicians for the patients in their care. Virtues are impor-
tant not only to the moral agent who acts in accordance with them, but also to 
the profession itself and to the patients who benefit from the providers’ virtuous 
actions. Each profession is responsible for defining the relevant virtues and for 
guiding its members toward the development of these virtues.

The Society of Academic Emergency Medicine (SAEM) endorses a set 
of virtues physicians should embrace. Prudence, courage, temperance, jus-
tice, unconditional positive regard, charity, compassion, trustworthiness, and 
 vigilance are considered “vital” to the practice of emergency medicine (SAEM, 
1996). Emergency nurses should be guided equally by these virtues to promote 
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the shared goal of patient health and welfare (Armstrong, 2006; Gardiner, 2003; 
Meyer & Lavin, 2005). Although all are important, disposition planning requires 
four virtues in particular: prudence, trustworthiness, vigilance, and courage.

Prudence is the ability to weigh virtues and vices in order to discern the 
wise choice in a particular situation. Aristotle called this virtue phronesis or prac-
tical wisdom. This virtue is considered the necessary prerequisite used to weigh 
other virtues (Larkin et al., 2009). Virtues are always held in tension with one 
another, and choosing the prudent action can be difficult. Clinicians’ prudence 
is a form of expert clinical decision making. It facilitates their ability to see what 
is important, to be aware of what is missing, and to attend to potential biases 
in order to arrive at a morally sound and reasoned course of action (Dhaliwal, 
2011).

According to Potter as cited by McLeod (2014), a clinician who is trust-
worthy is “one who can be counted on, as a matter of the sort of person he 
or she is, to take care of those things that others entrust to one” (“The Nature 
of Trust and Trustworthiness,” para. 23). Clinicians enact trustworthiness and 
earn their patients’ confidence through the development and maintenance of 
skills, honesty, and stalwart attention to patients’ needs. Trustworthiness allows 
for vulnerable patients to receive treatment knowing they will be cared for, not 
exploited (Pellegrino & Thomasma, 1993). Clinicians who reduce their rela-
tionships with patients to a financial or legal enterprise are not trustworthy and 
jeopardize the very foundation of the therapeutic relationship (Larkin et  al., 
2009).

Vigilance is “a state of watchful attention, of maximal physiological and 
psychological readiness to act, and of having the ability to detect and react to 
danger” (Hirter & Van Nest, 1995, p. 96). Although some definitions of vigilance 
focus on the detection of enemies and the physical states that contribute to or 
detract from one’s ability to be vigilant, in the health-care setting, this virtue is 
primarily interpreted as diligent watchfulness (Kooken & Haase, 2014).

Virtuous clinicians attempt to do what is right by being thorough and 
attentive to the obligations of their role. They protect their patients by foreseeing 
and avoiding or preventing potential harm, and by managing and overcoming 
adverse events (Kooken & Haase, 2014). Vigilance is necessary to respond to the 
directive of primum non nocere or “first do no harm.”

Clinicians express moral courage when they speak up to ensure patient 
safety, are present even when it is difficult, and step in when needed. Moral cour-
age is the “fortitude to do what is required, what is right, in the face of unpleasant 
or adverse conditions” (Larkin et al., 2009, p. 53). Clinicians who evade difficult 
situations, surrender to fear, or choose their course of action based merely on 
what is easy are not courageous (Larkin et al., 2009). Established hierarchies and 



188  ANNUAL REVIEW OF NURSING RESEARCH

institutional barriers to collaborative communication require, sometimes unrea-
sonably, clinicians to have moral courage when caring for patients (Gordon & 
Hamric, 2006).

These four virtues are critical to the practice of disposition planning in 
the ED. The clinicians’ shared goal to promote a safe discharge of their patients 
drives their commitment to habitually practice these virtues. In the chaotic envi-
ronment of the ED, clinicians must be vigilant and prudent to efficiently discern 
the appropriate course of care. In order for the shared goal of patient well-being 
and safety to be achieved, all must be trustworthy and have their trustworthiness 
recognized by others. In this setting, courage is often called for by the traumatic 
nature of the patient presentation. Unfortunately, the current policies do not 
include nurses as a stakeholder, undermining the nurses’ trustworthiness and 
requiring additional courage to participate.

PATIENT SAFETY RISKS
Patients’ safe passage through their hospital stay depends critically on the work 
of virtuous clinicians to guide their journey. Incorrect patient disposition jeop-
ardizes their safety and is linked to increased patient mortality and avoidable 
adverse events (Metcalfe, Sloggett, & McPherson, 1997; Trinkle & Flabouris, 
2011; Vlayen et  al., 2012). A noninclusive disposition process limits a clini-
cian’s ability to practice virtues and thus risks the virtues themselves. Similarly, 
a noninclusive disposition process may result in harm to the clinician on whom 
patients depend.

Nurses practice the virtue of vigilance through the nursing assessment. 
Some describe the nursing assessment as evidence of the presence of vigilance 
(Kooken & Haase, 2014; Meyer & Lavin, 2005). Experienced nurses refine their 
assessment skills through pattern recognition and have an accelerated develop-
ment of clinical intuition, most likely due to the sheer number of hours they 
spend at the bedside of patients (Hurst, 2010; Odell, Victor, & Oliver, 2009). 
Pattern recognition is an unconscious assessment expressed through a clinician’s 
intuition, often referred to as a gut feeling, which clinicians then learn to trust over 
time (English, 1993; Hathaway, 1956; Lyneham, Parkinson, & Denholm, 2008; 
Odell et al., 2009; Pretz & Folse, 2011; Ruter, Marcille, Sprekeler, Gerstner, & 
Herzog, 2012; Smith, 2009; Truman, 2003).

When experienced clinicians use intuition in patient care, it reflects both 
clinical and moral wisdom; both are developed through habit and time. As nov-
ices, everyone needs rules and procedures to guide correct behavior (Dreyfus & 
Dreyfus, 1986). Over time, clinicians develop their own expertise and vigilance. 
Just as they develop moral wisdom, so too they develop clinical intuition to 
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respond to subtle situational clues with deep knowledge and instinctive behav-
ioral responses (Kooken & Haase, 2014). For instance, in emergent situations, 
experienced clinicians will often rely on their clinical intuition first to guide 
interventions and treatments, rather than a formal explicit patient assessment 
(Bjork & Hamilton, 2011; Dhaliwal, 2011). The subtle signs and symptoms 
of clinical deterioration can be detected through clinical intuition long before 
there are perceived changes in lab values or vital signs (Bjork & Hamilton, 2011; 
English, 1993; Luntley, 2011; Lyneham et al., 2008; Odell et al., 2009). Expert 
nurses may be able to articulate, immediately, the objective details they are notic-
ing through intuition, but many nurses cannot. Osler once remarked that “there 
is no more difficult art to acquire than the art of observation, and for some men 
it is quite as difficult to record an observation in brief and plain language” (Osler 
& Silverman, 2003, p. 99).

A nurse’s relative lack of institutional power often makes it difficult to 
 contribute his or her intuition to patient care decisions. During all patient–nurse 
interactions, from the moment the nurse sees the patient, they are continu-
ously assessing the patient for potential threats. Once a threat of harm is identi-
fied, nurses diligently attend to this threat to prevent patient harm (Kooken & 
Haase, 2014). However when their intuitive knowledge is dismissed, ignored, 
or silenced, they must call upon moral courage to make their concerns heard 
(Kooken & Haase, 2014).

Expression of nurses’ clinical intuition can be supported through institu-
tional structures. Rapid response teams (RRTs) were developed to protect patients 
from harm, provide an immediate responses to all requests, and to increase 
patient safety through early recognition of a deteriorating patient (Bristow et al., 
2000; Chaboyer, Thalib, Foster, Ball, & Richards, 2008; Chan, Jain, Nallmothu, 
Berg, & Sasson, 2010; Chan et al., 2008; Hughes & Clancy, 2005; Trinkle & 
Flabouris, 2011; Vlayen et  al., 2012). Nurses are the primary users of RRTs, 
with the highest call origination, which suggests they are the first to recognize 
when a patient might be at risk for harm (Wynn, Engelke, & Swanson, 2009). 
The RRT system allows for nurses to identify clinical warning signs presenting 
through clinical intuition without having to articulate or identify specific clinical 
symptoms, challenge the hospital’s hierarchy, or rely on trustworthiness between 
clinicians. RRTs are triggered 39% of the time by the categories of “worried” or 
“intuition” (Chen, Bellomo, Hillman, Flabouris, & Finfer, 2010). Retrospective 
chart reviews showed other triggers such as “respiratory problem” could have 
been selected instead of “worried” or “intuition” that support the creation of 
these seemingly ambiguous categories (Chen et al., 2010).

This example illustrates a policy, which affirms that the trustworthiness of 
nursing clinical intuition has been instituted successfully in other clinical areas. 
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Creating similar policies in the ED to include nurses in disposition planning 
would facilitate the practice of nursing vigilance and prudence. Full expression 
of these critical virtues will foster the goal of patient safety.

DAMAGE TO INTERPROFESSIONAL COHERENCE
The structure of high-functioning teams is a focus of patient safety literature, 
with particular attention to the need to promote clinicians’ shared virtues as well 
as the welfare of patients (Storch & Kenny, 2007). Good teamwork and effective 
interprofessional communication increases patient safety and improves patient 
outcomes (DeJoy et al., 2011; Manser, 2009; Storch & Kenny, 2007). However, 
the coherence of the interprofessional team is at risk when clinicians are unable 
to fully express their professional recommendations.

Interprofessional trustworthiness is essential to the goals of health care and 
clinicians typically see all members of the health-care team as trustworthy; yet 
it is still very difficult to establish trustworthiness as habitual in health care. 
Recognizing trustworthiness in another person requires a strong correlating rela-
tionship (McLeod, 2014). The development of relationships over time is not 
always possible in the clinical setting, and often there is a member of the health-
care team who is new to the unit or floor. This is especially true in academic 
teaching hospitals and in organizations that utilize agency per diem clinicians. 
When such clinicians attempt to go beyond their predefined roles to provide 
input, team members use prudence to decide whether the unknown clinician’s 
assessment should be valued.

A fundamental element of clinical judgment is to determine the value of all 
presented information. This task is complicated by the perceived trustworthiness 
of the presenter. Not identifying someone as trustworthy when he or she acts 
outside of the role means valuable information is lost. By contrast, uncritically 
accepting recommendations based on established trustworthiness of a  colleague 
risks overvaluing possible faulty information (Marshall, West, & Aitken, 2013). 
Whether a clinician is identified as trustworthy or not does not change the obliga-
tion of clinicians to value and assess all information presented to them (Dhaliwal, 
2011; Marshall et al., 2013).

Although trustworthiness is generally understood as individually earned, 
a respect for trustworthiness can be mandated through policy. For example, 
advanced cardiovascular life support guidelines promote a shared team mental-
ity to promote the perception of trustworthiness in other team members. This 
is seen as so fundamental to safe practice that an entire chapter is dedicated 
to “Effective Resuscitation Team Dynamics” in the 2010 guidelines (American 
Heart Association, 2011). Although during cardiac resuscitation, every team 
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member is assigned a specific role, all members are also seen as trustworthy to 
provide input on any aspect of the code. The team promotes knowledge sharing 
and monitoring of one another. All clinicians are stakeholders in the decisional 
process, even when outside their defined role, because it promotes the team’s 
shared goal.

The absence of an institutional policy explicitly including nurses in the dis-
position planning process leaves clinicians to question trustworthiness in  others. 
This uncertainty has repercussions for patients and clinicians. Patients do not 
receive the benefit of the full range of available clinical knowledge. Additionally, 
to maintain virtues, clinicians must be able to practice them and consistently 
have them affirmed as valuable and meaningful. When they are not perceived 
as trustworthy, nurses are denied the opportunity to practice the virtue of trust-
worthiness. A policy explicitly including nursing in disposition planning would 
improve interprofessional function for the benefit of patient welfare.

MORAL DISTRESS
Moral distress was first defined by Jameton as “the painful psychological 
 disequilibrium that results from recognizing the ethically appropriate action, yet 
not taking it, because of such obstacles as lack of time, supervisory reluctance, 
and inhibiting health care power structure, institutional policy, or legal consid-
erations” (Jameton, 1984, p. 6). More recently, moral distress has been further 
refined as “the experience of being seriously compromised as a moral agent in 
practicing in accordance with accepted professional values and standards. It is a 
relational experience shaped by multiple contexts, including the socio-political 
and cultural context of the workplace environment” (Varcoe, Pauly, Webster, & 
Storch, 2012, p. 59). This latter definition takes into account professional values 
and standards that are compromised due to numerous constraints, most of which 
involve a blend of virtues clinicians must have to care for patients.

There are many practical reasons why health-care institutions should be 
concerned about moral distress and work to manage it. Moral distress has been 
found to endanger the retention of nurses, as many cite it as a reason for a nurse 
to leave a position (Bell & Breslin, 2008). Moral distress also carries a high finan-
cial cost for employers as it costs approximately eighty thousand dollars to train 
a new nurse (Boyle & Miller, 2008; Jones, 2008). Moral distress can also cause 
physical or emotional distress and result in moral residue or moral blunting 
(Austin, 2012; Austin, Rankel, Kagan, Bergum, & Lemermeyer, 2005; Bell & 
Breslin, 2008; Corley, Elswick, Gorman, & Clor, 2001; Corley & Minick, 2002; 
Kalvemark, Hoglund, Hansson, Westerholm, & Arnetz, 2004; Pauly, Varcoe, & 
Storch, 2012; Pavlish, Brown-Saltzman, Hersh, Shirk, & Rounkle, 2011; Rice, 
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Rady, Hamrick, Verheijde, & Pendergast, 2008). Moral residue is what is left 
after moral distress, when a person has been seriously compromised; it can shape 
future events and attitudes and can even damage or end a career (Epstein & 
Hamric, 2009). Moral blunting is similar to the well-known terms professional 
burnout and compassion fatigue and results in a muted conscience allowing the 
virtues to be compromised without the associated distress (Hanna, 2004).

One solution is the establishment of institutional systems that affirm nurs-
ing credibility, limiting the need for nurses to act with courage and affirming them 
when they do. One effort in this direction is hospitals becoming accredited to 
Magnet status. Magnet status is awarded by the American Nurses’ Credentialing 
Center for excellence in nursing and addresses moral distress through the cre-
ation of inclusive system processes. There are many reasons hospitals strive to 
gain Magnet status: Nurses in Magnet hospitals yield better patient outcomes, 
work in a healthier environment, and are more productive (Kramer, Maguire, 
& Brewer, 2011). Magnet hospitals emphasize structural empowerment, which 
seeks to examine and reform the processes of accomplishing shared goals and 
desired outcomes (Kramer et  al., 2011). Structural empowerment simultane-
ously tackles moral distress through including and valuing nursing input.

The practice of excluding nurses from patient disposition can inhibit nurses 
from being able to meet the standards held by the profession of nursing. When 
nurses are either unable to be courageous or are courageous and then unsuccess-
ful, they may become unable to see themselves as “good” nurses. This is moral 
distress in action. The resulting moral residue or blunting can lead to erosion of 
the nurses’ ability to care for their patients. Nurses may become silenced and no 
longer courageous, ineffective in their role, or leave their position. Moral distress 
is not completely avoidable but can be managed through policies, like inclusion 
in disposition planning, which promote virtues vital to the profession.

OVERCOMING OBJECTIONS
Although explicitly including nurses in disposition planning has the potential 
to improve patient safety, facilitate team cohesion, and prevent moral distress, 
it would be a significant change in current practice. Like any change, including 
nursing assessment and intuition in the planning of patient disposition could 
face a range of objections. Key among these would be the unreliability of nursing 
intuition and the increased time necessary to complete the process. While both 
of these are important considerations, neither is sufficient to override the benefits 
of the inclusion of nursing in disposition planning.

Nursing intuition and assessment ought not to trump other sources of data 
and the evaluations of other health-care providers. However, much, if not most, 
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of the information used for clinical decision making is imperfect. Discernment is 
required even for applying data commonly considered “objective.” For example, 
many lab tests have both false-positive and false-negative findings that must be 
accounted for in determining their meaning and relevance. The D-dimer blood 
test, which assesses for the presence of a clot or embolism in the body, is one 
such example. If the test is negative, it is very accurate for ruling out a clot in the 
lungs or legs. However, a positive result is more difficult to interpret. A recent 
study found that out of 237 people who tested positive, only 11 had an embo-
lism (Vossen, Albrektson, Sensarma, & Williams, 2012). Nursing contributions 
can be similarly evaluated. If nursing judgments align with those of other provid-
ers, this would be a confirmation of the disposition plan. However, a judgment at 
odds with other assessments would call for further consideration.

Nurses are well equipped to participate in disposition planning. Nurses are 
already routinely involved in assessing discharge readiness in other clinical areas. 
Nursing expertise contributes to both decreasing length of stay (Gotz, Thompson, 
& Jones, 2014) and predicting the likelihood of 30-day readmission (Pace et al., 
2014). The predictive value of combined physician and nurse assessment are 
likely to yield higher accuracy than either alone (Brabrand, Hallas, & Knudsen, 
2014). The other key objection to the inclusion of nursing in disposition  planning 
is the time required to consult with additional providers. Historically, the involve-
ment of nurses has actually lowered the cost and time spent on patient care 
(Der, 2009; Durbin, 2006; Gonzalo, Masters, Simons, & Chuang, 2009; O’Leary 
et al., 2011; O’Leary et al., 2010; Sehgal & Auerbach, 2011). In the past decade, 
similar concerns where raised when ICUs began including the bedside nurse in 
patient care decisions. Team rounds actually reduced time spent on communica-
tion, decreased the length of stay, and increased patient safety, team morale, and 
interprofessional communication (Der, 2009; Durbin, 2006; Gonzalo et al., 2009; 
O’Leary et al., 2011; O’Leary et al., 2010; Sehgal & Auerbach, 2011).

CONCLUSION
Hospital policies should not only ensure patient health and welfare but also 
promote professional virtues and inspire collaborative practice. In the current 
structure, individual nurses may be valued as trustworthy—or may act with 
courage to intervene in an established plan—but their professional role in the 
process is not acknowledged. Routinely including nursing in disposition plan-
ning would facilitate the expression of their virtues of prudence, trustworthi-
ness, courage, and vigilance. As these are virtues that are shared among all 
clinicians, honoring them in nurses would also facilitate their habitual practice 
by all team members.
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The current practice of patient disposition planning in EDs carries high 
ethical hazards by not explicitly including the bedside nurse and results in unac-
ceptable harm. Admittedly, there will challenges to implementing a structure 
such as the ones being proposed. Establishing good interprofessional communi-
cation, overcoming historical behavior patterns, and concern about added time 
and resources need to be addressed. As ambassadors of health, we must continue 
to improve our system to support our shared goal to increase the ethical quality 
of in-hospital patient care.

ACKNOWLEDGMENTS
We would like to thank Denise Dudzinski, PhD MTS, who improved this article 
with her advice and thoughtful comments.

REFERENCES
American Heart Association. (2011). Advanced Cardiovascular Life Support Provider Manual. Dallas, 

TX: Author.
Armstrong, A. E. (2006). Towards a strong virtue ethics for nursing practice. Nursing Philosophy, 

7(3), 110–124. http://dx.doi.org/10.1111/j.1466-769x.2006.00268.x
Austin, W. (2012). Moral distress and the contemporary plight of health professionals. HEC Forum, 

24(1), 27–38. http://dx.doi.org/10.1007/s10730-012-9179-8
Austin, W., Rankel, M., Kagan, L., Bergum, V., & Lemermeyer, G. (2005). To stay or to go, to speak 

or stay silent, to act or not to act: Moral distress as experienced by psychologists. Ethics & 
Behavior, 15(3), 197–212. http://dx.doi.org/10.1207/s15327019eb1503_1

Bell, J., & Breslin, J. M. (2008). Healthcare provider moral distress as a leadership challenge. 
JONAS Healthcare Law, Ethics and Regulation, 10(4), 94–97. http://dx.doi.org/10.1097/
nhl.0b013e31818ede46

Bjork, I. T., & Hamilton, G. A. (2011). Clinical decision making of nurses working in hospital 
settings. Nursing Research and Practice, 2011, 1–8. http://dx.doi.org/10.1155/2011/524918

Boyle, D. K., & Miller, P. A. (2008). Focus on nursing turnover: A system-centered perfor-
mance measure. Nursing Management, 39(6), 16, 18–20. http://dx.doi.org/10.1097/01.
numa.0000320633.81435.75

Brabrand, M., Hallas, J., & Knudsen, T. (2014). Nurses and physicians in a medical admission unit 
can accurately predict mortality of acutely admitted patients: A prospective cohort study. 
PLoS One, 9(7), e101739. http://dx.doi.org/10.1371/journal.pone.0101739

Bristow, P. J., Hillman, K. M., Chey, T., Daffurn, K., Jacques, T. C., Norman, S. L., et al. (2000). 
Rates of in-hospital arrests, deaths and intensive care admissions: The effect of a medical 
emergency team. The Medical Journal of Australia, 173(5), 236–240.

Calder, L. A., Arnason, T., Vaillancourt, C., Perry, J. J., Stiell, I. G., & Forster, A. J. (2015). How do 
emergency physicians make discharge decisions? Emergency Medical Journal, 32(1), 9–14. 
http://dx.doi.org/10.1136/emermed-2013-202421

Calder, L. A., Forster, A. J., Stiell, I. G., Carr, L. K., Perry, J. J., Vaillancourt, C., et al. (2012). Mapping out 
the emergency department disposition decision for high-acuity patients. Annals of Emergency 
Medicine, 60(5), 567–576. http://dx.doi.org/10.1016/j.annemergmed.2012.04.013

http://dx.doi.org/10.1111/j.1466-769x.2006.00268.x
http://dx.doi.org/10.1007/s10730-012-9179-8
http://dx.doi.org/10.1207/s15327019eb1503_1
http://dx.doi.org/10.1097/nhl.0b013e31818ede46
http://dx.doi.org/10.1155/2011/524918
http://dx.doi.org/10.1097/01numa.0000320633.81435.75
http://dx.doi.org/10.1371/journal.pone.0101739
http://dx.doi.org/10.1136/emermed-2013-202421
http://dx.doi.org/10.1016/j.annemergmed.2012.04.013
http://dx.doi.org/10.1097/01numa.0000320633.81435.75
http://dx.doi.org/10.1097/nhl.0b013e31818ede46


No Need to Object  195

Calder, L. A., Pozgay, A., Riff, S., Rothwell, D., Youngson, E., Mojaverian, N., et al. (2015). Adverse 
events in patients with return emergency department visits. BMJ Quality & Safety, 24, 
142–148.

Chaboyer, W., Thalib, L., Foster, M., Ball, C., & Richards, B. (2008). Predictors of adverse events in 
patients after discharge from the intensive care unit. American Journal of Critical Care, 17(3), 
255–264.

Chen, J., Bellomo, R., Hillman, K., Flabouris, A., & Finfer, S. (2010). Triggers for emergency team 
activation: A multicenter assessment. Journal of Critical Care, 25(2), 359.e1–359.e7. http://
dx.doi.org/10.1016/j.jcrc.2009.12.011

Chan, P. S., Jain, R., Nallmothu, B. K., Berg, R. A., & Sasson, C. (2010). Rapid response teams: 
A systematic review and meta-analysis. Archives of Internal Medicine, 170(1), 18–26. http://
dx.doi.org/10.1001/archinternmed.2009.424

Chan, P. S., Khalid, A., Longmore, L. S., Berg, R. A., Kosiborod, M., & Spertus, J. A. (2008). Hospital-
wide code rates and mortality before and after implementation of a rapid response team. 
Journal of American Medical Association, 300(21), 2506–2513. http://dx.doi.org/10.1001/
jama.2008.715

Considine, J., Charlesworth, D., & Currey, J. (2014). Characteristics and outcomes of patients 
requiring rapid response system activation within hours of emergency admission. Critical 
Care and Resuscitation, 16(3), 184–189.

Corley, M. C., Elswick, R. K., Gorman, M., & Clor, T. (2001). Development and evaluation of a 
moral distress scale. Journal of Advanced Nursing, 33(2), 250–256.

Corley, M. C., & Minick, P. (2002). Moral distress or moral comfort. Bioethics Forum, 18(1–2), 7–14.
DeJoy, S., Burkman, R. T., Graves, B. W., Grow, D., Sankey, H. Z., Delk, C., et al. (2011). Making it 

work: Successful collaborative practice. Obstetrics and Gynecology, 118(3), 683–686. http://
dx.doi.org/10.1097/aog.0b013e318229e0bf 

Der, Y. (2009). Multidisciplinary rounds in our ICU: Improved collaboration and patient outcomes. 
Critical Care Nurse, 29(4), 83–84. http://dx.doi.org/10.4037/ccn2009792 

Dhaliwal, G. (2011). Going with your gut. Journal of General Internal Medicine, 26(2), 107–109. 
http://dx.doi.org/10.1007/s11606-010-1578-4 

Dreyfus, H., & Dreyfus, S. (1986). Mind over machine: The power of human intuition and expertise in 
the era of the computer. Oxford: Blackwell.

Durant, W. (2006). The Story of philosophy: The lives and opinions of the world’s greatest philosophers. 
New York, NY: Simon & Schuster, Inc.

Durbin, C. G. (2006). Team model: Advocating for the optimal method of care delivery in the inten-
sive care unit. Critical Care Medicine, 34(3), S12–S17.

English, I. (1993). Intuition as a function of the expert nurse: A critique of Benner’s novice to expert 
model. Journal of Advanced Nursing, 18(3), 387–393.

Epstein, E. G., & Hamric, A. B. (2009). Moral distress, moral residue, and the crescendo effect. The 
Journal of Clinical Ethics, 20(4), 330–342.

Fordyce, J., Blank, F. S., Pekow, P., Smithline, H. A., Ritter, G., Gehlbach, S., et al. (2003). Errors in 
a busy emergency department. Annals of Emergency Medicine, 42, 324–333.

Gardiner, P. (2003). A virtue ethics approach to moral dilemmas in medicine. Journal of Medical 
Ethics, 29(5), 297–302.

Gonzalo, J. D., Masters, P. A., Simons, R. J., & Chuang, C. H. (2009). Attending rounds and bedside 
case presentations: Medical student and medicine resident experiences and attitudes. Teaching 
and Learning in Medicine, 21(2), 105–110. http://dx.doi.org/10.1080/10401330902791156 

Gordon, E. J., & Hamric, A. B. (2006). The courage to stand up: The cultural politics of nurses’ 
access to ethics consultation. The Journal of Clinical Ethics, 17(3), 231–254.

http://dx.doi.org/10.1016/j.jcrc.2009.12.011
http://dx.doi.org/10.1016/j.jcrc.2009.12.011
http://dx.doi.org/10.1001/archinternmed.2009.424
http://dx.doi.org/10.1001/archinternmed.2009.424
http://dx.doi.org/10.1001/jama.2008.715
http://dx.doi.org/10.1097/aog.0b013e318229e0bf
http://dx.doi.org/10.1097/aog.0b013e318229e0bf
http://dx.doi.org/10.4037/ccn2009792
http://dx.doi.org/10.1007/s11606-010-1578-4
http://dx.doi.org/10.1080/10401330902791156
http://dx.doi.org/10.1001/jama.2008.715


196  ANNUAL REVIEW OF NURSING RESEARCH

Gotz, V. N., Thompson, A., & Jones, K. (2014). Developing and evaluating nurse led discharge in 
acute medicine. Acute Medicine, 13(4), 159–162.

Hanna, D. R. (2004). Moral distress: The state of the science. Research and Theory for Nursing 
Practice, 18(1), 73–93.

Hathaway, S. R. (1956). Clinical intuition and inferential accuracy. Journal of Personality, 24(3), 
223–250.

Hirter, J., & Van Nest, R. L. (1995). Vigilance: A concept and a reality. CRNA: The Clinical Forum for 
Nurse Anesthetists, 6(2), 96–98.

Horwitz, L. I., Meredith, T., Schuur, J. D., Shah, N. R., Kulkarni, R. G., & Jenq, G. Y. (2009). 
Dropping the baton: A qualitative analysis of failures during the transition from emergency 
department to inpatient care. Annals of Emergency Medicine, 53, 701–710.

Hughes, R. G., & Clancy, C. M. (2005). Working conditions that support patient safety. Journal of 
Nursing Care Quality, 20(4), 289–292.

Hurst, K. (2010). How much time do nurses spend at the bedside? Nursing Standard, 24(52), 14.
Jameton, A. (1984). Nursing practice: The ethical issues. Englewood Cliffs, NJ: Prentice-Hall.
Jones, C. B. (2008). Revisiting nurse turnover costs: Adjusting for inflation. The Journal of Nursing 

Administration, 38(1), 11–18. http://dx.doi.org/10.1097/01.nna.0000295636.03216.6f
Kalvemark, S., Hoglund, A. T., Hansson, M. G., Westerholm, P., & Arnetz, B. (2004). Living with 

conflicts-ethical dilemmas and moral distress in the health care system. Social Science & 
Medicine, 58(6), 1075–1084.

Kennedy, M., Joyce, N., Howell, M. D., Mottley, L. J., & Shapiro, N. I. (2010). Identifying infected 
emergency department patients admitted to the hospital ward at risk of clinical deterioration 
and intensive care unit transfer. Academic Emergency Medicine, 17(10), 1080–1085. http://
dx.doi.org/10.1111/j.1553-2712.2010.00872.x 

Kooken, W. C., & Haase, J. E. (2014). A big word for something we do all the time: Oncology nurses 
lived experience of vigilance. Cancer Nursing, 37(6), E15–E24. http://dx.doi.org/10.1097/
ncc.0000000000000113 

Kramer, M., Maguire, P., & Brewer, B. B. (2011). Clinical nurses in magnet hospitals confirm pro-
ductive, healthy unit work environments. Journal of Nursing Management, 19(1), 5–17. http://
dx.doi.org/10.1111/j.1365-2834.2010.01211.x 

Larkin, G. L., Iserson, K., Kassutto, Z., Freas, G., Delaney, K., Krimm, J., et al. (2009). Virtue in 
emergency medicine. Academic Emergency Medicine 16(1), 51–55.

Luntley, M. (2011). What do nurses know? Nursing Philosophy, 12(1), 22–33. http://dx.doi 
.org/10.1111/j.1466-769x.2010.00466.x

Lyneham, J., Parkinson, C., & Denholm, C. (2008). Explicating Benner’s concept of expert practice: 
Intuition in emergency nursing. Journal of Advanced Nursing, 64(4), 380–387. http://dx.doi 
.org/10.1111/j.1365-2648.2008.04799.x 

Manser, T. (2009). Teamwork and patient safety in dynamic domains of healthcare: A review 
of the literature. Acta Anaesthesiologia Scandinavica, 53(2), 143–151. http://dx.doi 
.org/10.1111/j.1399-6576.2008.01717.x 

Marshall, A. P., West, S. H., & Aitken, L. M. (2013). Clinical credibility and trustworthiness are key 
characteristics used to identify colleagues from whom to seek information. Journal of Clinical 
Nursing, 22(9–10), 1424–1433. http://dx.doi.org/10.1111/jocn.12070 

McLeod, C. (2014). Trust. The Stanford Encyclopedia of Philosophy. Retrieved March 29, 2015 from 
http://plato.stanford.edu/archives/sum2014/entries/trust/

Metcalfe, M. A., Sloggett, A., & McPherson, K. (1997). Mortality among appropriately referred 
patients refused admission to intensive-care units. The Lancet, 350(9070), 7–11. http://
dx.doi.org/10.1016/s0140-6736(96)10018-0

http://dx.doi.org/10.1097/01.nna.0000295636.03216.6f
http://dx.doi.org/10.1111/j.1553-2712.2010.00872.x
http://dx.doi.org/10.1111/j.1553-2712.2010.00872.x
http://dx.doi.org/10.1097/ncc.0000000000000113
http://dx.doi.org/10.1111/j.1365-2834.2010.01211.x
http://dx.doi.org/10.1111/j.1365-2834.2010.01211.x
http://dx.doi.org/10.1111/j.1466-769x.2010.00466.x
http://dx.doi.org/10.1111/j.1365-2648.2008.04799.x
http://dx.doi.org/10.1111/j.1399-6576.2008.01717.x
http://dx.doi.org/10.1111/jocn.12070
http://plato.stanford.edu/archives/sum2014/entries/trust/
http://dx.doi.org/10.1016/s0140-6736(96)10018-0
http://dx.doi.org/10.1016/s0140-6736(96)10018-0
http://dx.doi.org/10.1111/j.1399-6576.2008.01717.x
http://dx.doi.org/10.1111/j.1365-2648.2008.04799.x
http://dx.doi.org/10.1111/j.1466-769x.2010.00466.x
http://dx.doi.org/10.1097/ncc.0000000000000113


No Need to Object  197

Meyer, G., & Lavin, M. A. (2005). Vigilance: The essence of nursing. Online Journal of Issues in 
Nursing, 10(3), 8.

Odell, M., Victor, C., & Oliver, D. (2009). Nurses’ role in detecting deterioration in ward patients: 
Systematic literature review. Journal of Advanced Nursing, 65(10), 1992–2006.

O’Leary, K. J., Buck, R., Fligiel, H. M., Haviley, C., Slade, M. E., Landler, M. P., et al. (2011). Structured 
interdisciplinary rounds in a medical teaching unit: Improving patient safety. Archives of 
Internal Medicine, 171(7), 678–684. http://dx.doi.org/10.1001/archinternmed.2011.128

O’Leary, K. J., Wayne, D. B., Haviley, C., Slade, M. E., Lee, J., & Williams, M. V. (2010). 
Improving teamwork: Impact of structured interdisciplinary rounds on a medical teach-
ing unit. Journal of General Internal Medicine, 25(8), 826–832. http://dx.doi.org/10.1007/
s11606-010-1345-6

Osler, W., & Silverman, M. (2003). The Quotable Osler. United States: American College of 
Physicians—American Society of Internal Medicine.

Pace, R., Spevack, R., Menendez, C., Kouriambalis, M., Green, L., & Jayaraman, D. (2014). Ability 
of nurse clinicians to predict unplanned returns to hospital within thirty days of discharge. 
Hospital Practice, 42(5), 62–68. http://dx.doi.org/10.3810/hp.2014.12.1159

Page, A. (Eds.). (2003). Keeping patients safe transforming the work environment of nurses. Washington, 
DC: Institute of Medicine, The National Academies Press. Retrieved from http://books.nap.
edu/openbook.php?record_id=10851

Pauly, B. M., Varcoe, C., & Storch, J. (2012). Framing the issues: Moral distress in health care. HEC 
Forum, 24(2), 1–11. http://dx.doi.org/10.1007/s10730-012-9176-y

Pavlish, C., Brown-Saltzman, K., Hersh, M., Shirk, M., & Rounkle, A. M. (2011). Nursing priorities, 
actions, and regrets for ethical situations in clinical practice. Journal of Nursing Scholarship, 
43(4), 385–395. http://dx.doi.org/10.1111/j.1547-5069.2011.01422.x 

Pellegrino, E. D., & Thomasma, D. C. (1993). The virtues in medical practice. New York, NY: Oxford 
University Press.

Perimal-Lewis, L., Hakendorf, P. H., & Thompson, C. H. (2015). Characteristics favouring a delayed 
disposition decision in the emergency department. Internal Medicine Journal, 45(2), 155–159. 
http://dx.doi.org/10.1111/imj.12618 

Pretz, J. E., & Folse, V. N. (2011). Nursing experience and preference for intuition in deci-
sion making. Journal of Clinical Nursing, 20(19–20), 2878–2889. http://dx.doi.
org/10.1111/j.1365-2702.2011.03705.x 

Rice, E. M., Rady, M. Y., Hamrick, A., Verheijde, J. L., & Pendergast, D. K. (2008). Determinants of 
moral distress in medical and surgical nurses at an adult acute tertiary care hospital. Journal 
of Nursing Management, 16(3), 360–373. http://dx.doi.org/10.1111/j.1365-2834.2007 
.00798.x 

Ruter, J., Marcille, N., Sprekeler, H., Gerstner, W., & Herzog, M. H. (2012). Paradoxical evidence 
integration in rapid decision processes. PLoS Computational Biology, 8(2), e1002382. http://
dx.doi.org/10.1371/journal.pcbi.1002382 

Sehgal, N. L., & Auerbach, A. A. (2011). Communication failures and a call for new systems to 
promote patient safety: Comment on “Structured interdisciplinary rounds in a medical 
teaching unit.” Archives of Internal Medicine, 171(7), 684–685. http://dx.doi.org/10.1001/
archinternmed.2011.129

Smith, A. (2009). Exploring the legitimacy of intuition as a form of nursing knowledge. Nursing 
Standard, 23(40), 35–40.

Society of Academic Emergency Medicine Ethics Committee. (1996). Virtue in emergency medicine. 
Academic Emergency Medicine, 3(10), 961–966. http://dx.doi.org/10.1111/j.1553-2712.1996.
tb03329.x

http://dx.doi.org/10.1001/archinternmed.2011.128
http://dx.doi.org/10.1007/s11606-010-1345-6
http://dx.doi.org/10.3810/hp.2014.12.1159
http://books.napedu/openbook.php?record_id=10851
http://dx.doi.org/10.1007/s10730-012-9176-y
http://dx.doi.org/10.1111/j.1547-5069.2011.01422.x
http://dx.doi.org/10.1111/imj.12618
http://dx.doiorg/10.1111/j.1365-2702.2011.03705.x
http://dx.doi.org/10.1111/j.1365-2834.2007.00798.x
http://dx.doi.org/10.1371/journal.pcbi.1002382
http://dx.doi.org/10.1371/journal.pcbi.1002382
http://dx.doi.org/10.1001/archinternmed.2011.129
http://dx.doi.org/10.1111/j.1553-2712.1996tb03329.x
http://dx.doi.org/10.1111/j.1553-2712.1996tb03329.x
http://dx.doi.org/10.1001/archinternmed.2011.129
http://dx.doi.org/10.1111/j.1365-2834.2007.00798.x
http://dx.doiorg/10.1111/j.1365-2702.2011.03705.x
http://books.napedu/openbook.php?record_id=10851
http://dx.doi.org/10.1007/s11606-010-1345-6


198  ANNUAL REVIEW OF NURSING RESEARCH

Storch, J. L., & Kenny, N. (2007). Shared moral work of nurses and physicians. Nursing Ethics, 
14(4), 478–491. http://dx.doi.org/10.1177/0969733007077882

Timmons, M. (2006). Conduct and character reading in moral theory (5th ed.). Belmont, CA: Thomson 
Wadsworth.

Trinkle, R. M., & Flabouris, A. (2011). Medical reviews before cardiac arrest, medical emergency 
call or unanticipated intensive care unit admission: Their nature and impact on patient out-
come. Critical Care and Resuscitation, 13(3), 175–180.

Truman, P. (2003). Intuition and practice. Nursing Standard, 18(7), 42–43.
Varcoe, C., Pauly, B., Webster, G., & Storch, J. (2012). Moral distress: Tensions as springboards for 

action. HEC Forum, 24(1), 51–62. http://dx.doi.org/10.1007/s10730-012-9180-2 
Vlayen, A., Verelst, S., Bekkering, G. E., Schrooten, W., Hellings, J., & Claes, N. (2012). 

Incidence and preventability of adverse events requiring intensive care admission: A sys-
tematic review. Journal of Evaluation in Clinical Practice, 18(2), 485–497. http://dx.doi.
org/10.1111/j.1365-2753.2010.01612.x 

Vossen, J. A., Albrektson, J., Sensarma, A., & Williams, S. C. (2012). Clinical usefulness of adjusted 
D-dimer cut-off values to exclude pulmonary embolism in a community hospital emergency 
department patient population. Acta Radiologica, 53(7), 765–768.

Wynn, J. D., Engelke, M. K., & Swanson, M. (2009). The front line of patient safety: Staff nurses and 
rapid response team calls. Quality Management in Health Care, 18(1), 40–47.

http://dx.doi.org/10.1177/0969733007077882
http://dx.doi.org/10.1007/s10730-012-9180-2
http://dx.doiorg/10.1111/j.1365-2753.2010.01612.x
http://dx.doiorg/10.1111/j.1365-2753.2010.01612.x

	Chapter 10: No Need to Object: Ethical Obligations for Interprofessional Collaboration in Emergency Department Discharge Planning
	Abstract
	Introduction
	Disposition Planning
	Importance of Nursing Contribution
	Brief Overview of Virtue Ethics
	Patient Safety Risks
	Damage to Interprofessional Coherence
	Moral Distress
	Overcoming Objections
	Conclusion
	Acknowledgments
	References




