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Abstract
Background  Healthcare professionals use the ethics of justice and care to construct moral reasoning. These ethics 
are conflicting in nature; different value systems and orders of justice and care are applied to the cause of actual moral 
conflict. We aim to clarify the structure and factors of healthcare professionals’ moral conflicts through the lens of 
justice and care to obtain suggestions for conflict resolutions.

Method  Semi-structured interviews about experiences of moral conflict were conducted with Japanese nurses 
recruited using the snowball sampling method. Interviews were conducted based on the real-life moral conflict 
and choice interview. Interviews were recorded and transcribed verbatim, then analyzed based on the interpretive 
method of data analysis. Verbatim transcripts were read four times, first to get an overall sense of the conflict, then to 
understand the person’s thoughts and actions that explain the conflict, and third and fourth to identify perspectives 
of justice and care, respectively. Each moral perspective was classified into categories according to Chally’s taxonomy.

Results  Among 31 responses, 2 that did not mention moral conflict were excluded, leaving 29 responses that were 
analyzed. These responses were classified into six cases with conflict between both justice and care perspectives or 
within one perspective, and into two cases without conflict between perspectives. The “rules” category of justice and 
the “welfare of others” category of care were included in many cases of conflict between two perspectives, and they 
frequently occurred in each perspective.

Conclusions  The nurses in this study suggest that they make moral judgments based on moral values that are 
intertwined with justice and care perspectives complex manner.Organizational, professional, and patient-related 
factors influenced conflicts between justice and care. Additionally, multiple overlapping loyalties created conflicts 
within justice perspectives, and multifaceted aspects of care-provider’s responsibility and patient need created 
conflicts within care. Decision-making biased towards one perspective can be distorted. It is important to consider 
ethical issues from both perspectives to resolve conflicts, especially the effective use of the ethics of care is 
recommended.
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Background
The debate over the ethics of justice and care began 
nearly 40 years ago and remains controversial. Gilligan 
proposed an ethic of care in opposition to the ethics of 
justice, on which conventional moral developmental the-
ories are based, and outlined the perspective of justice 
and care as an alternative way of elucidating moral prob-
lems [1]. Early discussions of care ethics tended to remain 
confined to care relationships in the private sphere, start-
ing with the mother-child relationship in the home and 
emphasizing the priority of care rather than justice [1–5]. 
Since then, the debate has turned toward meaningful 
relationships between justice and care, and care ethics 
has come to discuss its applicability to the public sphere, 
such as politics [2, 6–9].

The difference between traditional justice and an ethic 
of care is obvious when those perspectives are juxta-
posed. The ethics of care emphasizes attentiveness, trust, 
responsiveness to needs, narrative nuances, and cultivat-
ing caring relations [5] and considers the contextual fac-
tors of moral issues while being aware of the maintenance 
of relationships and emotional connections between 
people involved in moral issues [8]. The ethics of justice 
emphasizes fairness, equality, individual rights, abstract 
principles, and their consistent application [5], and com-
peting abstract moral principles in a moral problem are 
weighed up and a conclusion drawn [8]. These contrast-
ing ethics allow the interpretation of the essential causes 
of moral problems in the medical field [10–15].

Healthcare professionals, regardless of the type of 
profession, use the perspective of justice and care to 
construct moral reasoning [16–18]. Since health care is 
best provided with respect for the patient’s wishes, the 
moral reasoning of the health care professional should 
be respectful of the patient’s needs and wishes. However, 
some studies of nurses’ use of justice and care perspec-
tives have reported that individuals have different pre-
dominant perspectives, which in turn influences patient 
care practices [10–13]. Predominant perspectives lead 
individuals to ethical decisions that are justified from 
their respective perspectives. Such moral choices can be 
undesirable in terms of patient outcomes, and vice versa. 
For example, nurses with a predominantly care perspec-
tive are likely to be inactive in their job if they are unable 
to provide the nursing care that they believe will be most 
beneficial to their patients [12, 13]. Moreover, nurses with 
a predominantly justice perspective tend to be in mana-
gerial positions and have begun to value the bureaucratic 
advocate roles more, and as the pressure of administra-
tion increases, they are more likely to be active in nursing 
[12]. Therefore, a predominant perspective has benefits, 
like improvement of patient service quality and manage-
ment, but if it is actually difficult to provide such services, 
it may make it difficult to continue working or place too 

much emphasizing management factors. Furthermore, 
care predominance tends to be seen in nurses with more 
clinical experience; because they have technical expertise 
in treatment and care, they tend to focus on individual-
ized care, considering both perspectives [10]. Therefore, 
the predominance of perspectives and whether there is a 
single or multiple perspectives that can influence moral 
judgment varies with individuals, and as a result, the 
decisions that individuals make are not uniform.

The basic principles of justice and care have several 
differences. First, their moral concepts are different. The 
ethics of justice emphasize the moral concepts of rights 
and rules, whereas the ethics of care emphasizes the con-
cepts of responsibility and relationships [1, 6]. Whereas 
the rights conception of morality is geared toward an 
objectively fair or just resolution to moral dilemmas 
upon which all rational persons could agree, the concept 
of responsibility focuses on the limitations of any par-
ticular resolution and is oriented to insistent contextual 
relativism [1].

Second, the level of abstraction of conflict resolution 
approaches is different. The ethics of justice respond for-
mally to the application of abstract principles, while that 
of care a connection to concrete circumstances [1, 4, 6]. 
Principle-based approaches differ significantly from con-
text-based ethics of care in that they fail to address events 
taking place in the specific context [4]. These approaches 
are contradictory in that they are formal in the ethics of 
justice and substantive in the ethics of care.

Third, the application of fairness is different. Fairness 
is a central concept in many ethical theories. The ethic 
of justice must be acceptable to every member of a soci-
ety and is based on impartial consideration [19]. In con-
trast, the ethics of care is based on partial considerations 
applied to the specific others who have a relationship 
with the caregiver [20].

As stated above, justice and care ethics are conflicting 
in nature. To resolve this moral conflict, the integration 
of the two perspectives by incorporating one into the 
ethical framework of the other, or by prioritizing one 
perspective, has been discussed [5, 9, 19]. Moreover, in 
the healthcare field, the conflicts between justice and 
care causes moral conflict among healthcare profession-
als, and therefore, it is recommended to strike a balance 
between justice and care perspectives or an integrated 
approach for both perspectives adopted to resolve the 
conflict [21, 22]. However, conceptual discussion alone 
may not suffice to resolve actual moral conflicts. In one 
survey, nurses expressed integrated concerns from the 
perspectives of justice and care, but the implementation 
of decision-making based on them was constrained by 
differences in role authority among professionals and the 
scope of institutional work [23]. In addition, it is difficult 
for healthcare professionals to help every patient fairly 
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while meeting the needs of a specific patient [24], and as 
they place greater emphasis on professional duties, they 
may become more concerned with performing clinical 
procedures on patients than responding to their specific 
needs [14]. Thus, the integration of the perspectives is 
impossible when the aims of the two perspectives are 
regarded as contradictory and mutually exclusive.

Different value systems and orders of justice and care 
perspectives are considered a cause of actual moral con-
flict [14, 15, 23]. Few empirical studies have clarified the 
actual aspect of moral conflicts from both perspectives, 
and the specific structure of such conflicts has not been 
clarified [11, 15]. To gain resolutions for moral conflicts, 
it is necessary to elucidate how the elements of the per-
spectives of justice and care constitute moral conflicts. 
Therefore, we need empirical knowledge of moral con-
flicts from the perspective of justice and care, that is, 
findings from empirical research. Such empirical research 
would provide concrete evidence that justice and care 
reasoning is utilized during the moral conflicts of health-
care professionals, and contribute to the development of 
judgment and conflict resolution strategies using justice 
and care perspectives. Therefore, we focused on nurses 
who have professional roles and obligations [25], who 
provide close and continuous daily care to patients [26], 

and who have elements of justice and care perspectives. 
Nurses, including midwives, constitute more than half of 
the healthcare workforce in many countries and thus play 
an important role in healthcare [27]. Therefore, this study 
aimed to clarify the structure and factors of the moral 
conflict between justice and care that healthcare profes-
sionals, mainly nurses, encountered and offer suggestions 
for resolving the conflict.

Methods
Taxonomies of justice and care
To clarify the perspectives of individual justice and care 
from the experiences of nurses’ moral conflict, we needed 
specific explanations based on the definitions of each 
perspective. Several studies have used Chally’s taxonomy 
[10] and Lyons’ coding schema [28] as criteria for identi-
fying justice and care perspectives [11, 15, 16]. Analyz-
ing complex and unclear ethical thinking in empirical 
research based on personal experience requires using 
various theoretical frameworks, concepts, and defini-
tions, one of which is Chally’s taxonomy [29, 30]. This 
taxonomy was created by Chally to categorize the justice 
and care perspectives of the profession. Chally referred to 
Brown’s taxonomy of care, Gilligan’s and Rogers’ justice, 
which were developed for adolescent girls, and revised 
them to remove similar categories and fit the professional 
perspective [10]. Chally’s conceptions of justice are based 
on multiple perspectives, including professional ethics 
and ethical principles as well as deontology and utili-
tarianism. These may not be pure concepts of justice, but 
they consist of concepts necessary for the healthcare pro-
fession, such as legal regulation of health care delivery, 
patient rights, and the duties and commitments of the 
healthcare profession. We considered that Chally’s con-
ceptions of care, based on traditional arguments of femi-
nist origin, could be replaced by the relationship with 
patients in health care in that it responds to the needs of 
others in a particular relationship, despite the lack of fair-
ness and nonconformity to the ethics of principles dis-
cussed in modern ethics. Therefore, we adopted Chally’s 
taxonomy of care, which is based on traditional Gilligan’s 
arguments.

In addition, Lyons’ coding scheme was used to roughly 
classify moral reasoning by perspective, but the specific 
concept of each perspective was not clarified [15, 28]. 
Chally verified that it was possible to identify and classify 
nurses’ justice and care perspectives using Chally’s tax-
onomy [11]. Therefore, we adopted Chally’s taxonomy to 
examine in detail the perspectives of justice and care that 
constitute moral conflict [10]. Table 1 illustrates Chally’s 
taxonomy.

Table 1  Chally’s Taxonomy of Justice and Care
Moral categories
Justice 
perspective
Roles Roles of professionals and roles expectations
Rights Making moral decisions based on a person’s rights; 

maintaining social order through fixed principles
Rules Following orders or protocols and not thinking 

about the situation
Obligations and 
commitments

Commitment to the organization under obliga-
tions of the profession and the organization

Legal issues Compliance of fixed rules and laws; the mainte-
nance of social order through the legal system

Societal concerns Concern for fairness; concern about the interests 
of the society

Care perspective
Welfare of others Present and future concerns about the welfare 

of the patients and families; responding to the 
specific needs of the patients and families, both 
physically and psychologically

Care of self Self-protective function; taking pride in the quality 
of care given

Appreciation of 
differences

Attempts to understand others’ ways of behav-
ing, their feelings, their thoughts, and their 
experiences

Not hurting Protecting patients from pain and hurt; concerns 
about the pain that the patient endures

Attachment and 
connection

A relationship with patients based on love, ac-
ceptance, and responding to patients’ own wishes, 
as expressed to patients, family members, and 
colleagues
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Data collection
The inclusion criteria for this study were Japanese nurses 
who encountered moral conflicts in clinical settings. 
This study conducted semi-structured interviews with 
31 nurses recruited using snowball sampling. The first 
author conducted the interview surveys between Sep-
tember 2011 and March 2013. Interviews were based on 
a “real-life moral conflict and choice interview” by Gil-
ligan et al. [31]. After obtaining Gilligan’s permission, 
the Japanese version of the “real-life moral conflict and 
choice interview” (see Additional file 1) created after 
verification based on back-translation and pilot study was 
used as an interview guide. Using the guide, we system-
atically listened to the situation, the focus of the conflict, 
the moral choices and their reasons, and the thoughts 
and feelings at the time of the conflict. This method was 
developed to interpret the complex narratives of people 
in real-life moral conflicts and choices using 11 ques-
tions to systematically elicit and analyze the focus of 
moral conflicts, choices, and thoughts and feelings dur-
ing conflicts. Following previous studies of nurses using 
this method, we conducted a preliminary study to con-
firm that this interview technique can be used to describe 
nurses’ ethical conflicts and interpret their ethical think-
ing. We analyzed each interview and then recruited the 
next subject. Finally, data collection was completed when 
the subjects’ genders were balanced and trends in justice 
and care categories and the structures of conflict in both 
perspectives had been identified.

Data analysis
Based on the premise that nurses’ moral conflicts are 
due to the conflict between justice and care perspec-
tives [10–15], this study employed a method of listening 
to narratives from the perspective of justice and care. 
Therefore, by applying the narratives of each nurse to the 
classification of justice and care and analyzing them, we 
considered it possible to clarify what kinds of viewpoints 
of justice and care create moral conflict in practice. The 
“interpretive method of data analysis” of Brown et al. 
[31, 32] is a method to interpreting Gilligan’s interview 
guide [32]. This interpretive method was used to ana-
lyze the data after participants’ responses were recorded 
and transcribed verbatim (see Additional file 2). Using 
to this method, the first author read the verbatim tran-
script four times. The verbatim transcript was read first 
to get an overall sense of the conflict, then to understand 
the person’s thoughts and actions that explain the con-
flict, a third time to identify concepts related to the care 
perspective, and then fourth to identify concepts related 
to the perspective of justice. After four readings, the 
first author summarized the moral conflicts and action 
options in each case and extracted the reasoning for each 
action from the perspectives of justice and care. Each 

moral perspective was classified into categories according 
to Chally’s taxonomy [10] (Table 1). The justice perspec-
tive is constructed in six categories and concerned with 
issues of inequality and strongly values the idea of recip-
rocal rights and respect for individuals [10]: roles, rights, 
rules, obligations and commitments, legal issues, and 
societal concerns. The care perspective comprises five 
categories and concerned with issues of attachment and 
strongly values attention and response to need [10]: wel-
fare of others, care of self, appreciation of differences, not 
hurting, and attachments and connections. This series of 
classifications was repeated until all authors agreed.

Ethical considerations
This research was approved by the ethics committee of 
Kumamoto University Faculty of Life Sciences (approval 
number: 1228). All interviews were conducted after 
obtaining written informed consent from participants.

Results
Demographics
The consent rate for research participation was 100% 
among the 31 nurses who were recruited for the research. 
Of them, 2 participants who did not mention moral 
conflict were excluded, and 29 participants’ responses 
were analyzed: 13 men and 16 women with a mean 
age of 35 years (26–45) and mean clinical experience 
of 10 years (4–11). In all, 4 participants had a master’s 
degree (13.8%), 8 a bachelor’s degree (27.6%), 6 an asso-
ciate degree (20.7%), and 11 a nursing diploma (37.9%). 
By position, 24 were active nurses (82.8%), 2 worked as 
nurse manager, 1 as assistant nurse manager, and 21 as 
staff nurses. Of the active nurses, six worked in internal 
medicine, five in psychiatry, three in pediatrics, two in 
surgery, three in ophthalmology, two in emergency, two 
in intensive care units, and one in recovery rehabilitation. 
The mean interview time was 34 min (23–60).

Conflict scenes, presence of moral perspectives, and 
conflicts between moral categories
Table 2 shows a summary of 29 moral conflicts narrated 
by participants each with its moral perspective and moral 
category. Of the 29 cases, cases with conflict between 
both justice and care perspectives or between one per-
spective were classified into six cases, and cases without 
conflict between their perspectives were classified into 
two, thus yielding eight types.

Conflict between the justice and care moral categories 
(C1–4)
Moral categories of justice and care supported conflict-
ing options. “Rules,” “roles,” and “obligation and com-
mitments” of justice mainly conflicted with “welfare of 
others” of care. The moral dilemmas were that “obeying 
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professional authority, organization-specific rules, or 
obligations conflicted with the pursuit of patient’s well-
being.” For example, participants (C4) narrated the 
dilemma of whether or not to perform the postmortem 
care on a dead patient with his family. “Rules” supported 
the option [do not perform the postmortem care with 
family]:

I have (daily) routines, and I think it would be even 
better if I had time to close to (the bereaved family) 
and listen to their stories, but I have to do coolly the 
exact opposite of what I want to do for them (Justice: 
rules).

Contrary to the above, “welfare of others” and “care of 
self” supported the option [perform the postmortem care 
with family]:

For me personally, I wish to have time to talk to 
the family and close to them as much as possible… 
(at the time of postmortem care) I would like the 
patient’s family to be with the dead patient so that I 
can put their mind in order. (Care: welfare of others)
I take time to talk with patients’ families as much 
as possible and value being close to them. I always 
want to build a relationship of trust with the family, 
even if it’s just a little. (Care: care of self )

Conflict between combinations of justice and care moral 
categories (C5–9)
There were multiple combinations of the justice and 
care categories, each of which supported conflicting 
options. Combining these perspectives mainly consisted 
of the respective combinations of the following catego-
ries: “rules” and “welfare of others” (C5, 6, 8, 9); “rules” 
and “appreciation of differences” (C9); “rights,” “soci-
etal concerns,” and “welfare of others” (C6, 7); “rights,” 
“societal concerns,” “not hurting,” and “care of self” (C5); 
and “roles” and “appreciation of differences” (C7, 8, 9). 
These combinations resulted in contradictions and moral 
dilemmas.

The moral dilemmas were that “observing the organiza-
tional-specific rules and wishing for the patient’s recov-
ery and stability conflicted with respect for the patient’s 
rights and the maintenance of the patient’s comfort” or 
“understanding the thoughts of the family and colleagues 
and following professional roles and authority conflicted 
with maintaining the patient’s comfort and complying 
with organization-specific rules.” For example, partici-
pants (C6) narrated the dilemma of whether or not to 
suggest increased sedation for the terminally ill patient to 
physicians. A combination of “rules” and “welfare of oth-
ers” supported the option [suggest]:Ca
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The purpose of sedation is to prevent falls, but in 
the night shift, I strongly believe that I can’t just be 
involved with this patient alone in order to carry out 
my duties… (Justice: rules).
The initial sedation order given to an agitated 
patient is often aimed at light sedation. It aggravates 
the patient’s restlessness (Care: welfare of others).

Contrariwise, a combination of “rights,” “societal con-
cerns,” and another “welfare of others” supported the 
option [do not suggest]:

I wonder if sedation is really a good thing for this 
patient…how much decision-making rights does the 
patient have in a family decision… (Justice: rights).
If you think of the patient as my relative, you would 
not use drugs to put them to sleep (Justice: societal 
concerns).
In fact, I want the patient to spend the rest of their 
limited life comfortably. Palliative care should have 
it. (Care: welfare of others)

Conflict between the combination of justice and care 
moral categories and justice categories (C10–14)
In this type, the option supported by the combination 
of both justice and care categories conflicted with the 
option supported by another justice category. In the 
combination of both perspectives, the combinations of 
“roles” and “welfare of others” (C11, 13), “rights,” “soci-
etal concerns,” “not hurting,” and “care of self” (C12, 14), 
“rules” and “welfare of others” (C10) were mainly used. 
These combinations were mainly in conflict with “rules” 
(C10, 13, 14), “rights” (C11), or “roles” (C12) of justice. 
The moral dilemma included “obeying one’s professional 
role or authority and wishing for the well-being of the 
patient or family conflicts with respect for the patient’s 
rights or adherence to organization-specific rules,” or 
“respecting the patient’s rights and not to inflict pain on 
patients conflicts with obeying professional authority or 
organization-specific rules.” For example, participants 
(C11) narrated the dilemma of whether or not to accept 
the surrogate decision for consent to surgery by family 
members. A combination of “roles,” “welfare of others,” 
and “appreciation of differences” supported the option 
[accept the surrogate decision]:

(The patient) has been transported by ambulance, so 
the medical care that can be provided as a medical 
staff must be performed, of course, if there is a pos-
sibility (of the patient’s recovery) … well… I thought 
it was a health professional’s role to perform sur-
gery for that purpose, or rather, as a nurse, to pro-
vide medical care (to patients) as a merit of medical 

care. (Justice: roles)
How to explain to the family is important, and if we 
don’t get involved in making the family’s decisions 
while considering the background (of the patient and 
family), (the family) will regret it. (Care: apprecia-
tion of differences)

Contrariwise, “rights” supported the option [do not 
accept the surrogate decision]:

I think it’s better to respect the patient’s intentions. 
I think that the patient wonders why (the medical 
staff) doesn’t do what he says. (Justice: rights)

Conflict between the combination of justice and care 
moral categories and care categories (C15–21)
In this type, the option supported by the combination 
of justice and care categories conflicted with the option 
supported by another care category. In the combina-
tion of both perspectives, the combination of “rights” 
and “not hurting” (C15, 17), “rules” and “welfare of oth-
ers” (C16, 21), “roles” and “appreciation of differences” 
(C18, 19), and “roles” and “welfare of others” (C20) were 
mainly used. These combinations were mainly in con-
flict with “welfare of others” (C15–19) or “appreciation 
of differences” of care (C20, 21). The moral dilemma 
included “respecting the patient’s rights and eliminating 
the patient’s pain conflicts with valuing the patient’s life” 
or “adherence of the organizational-specific rules and the 
patient’s recovery or stability conflicts with not negatively 
affect family members or other patients.” For example, 
participants (C17) narrated the dilemma of whether or 
not to advice parents of the pediatric patient not to use 
a ventilator. A combination of “rights” and “not hurting” 
supported the option [do not advice]:

Children’s rights… I thought that endotracheal intu-
bation would be grueling for that child.… (Justice: 
rights)
I thought that endotracheal intubation is grueling 
for the child and I shouldn’t do it…I want to quit 
because it is hard for the child (Care: not hurting).

Contrariwise, “welfare of others” and “appreciation of 
differences” supported the option [advice not to use a 
ventilator]:

The child is living life to the fullest…I saw him trying 
to live…he was unconscious, but I think we shouldn’t 
give up on his life…maybe. That living time is impor-
tant to him… (Care: welfare of others).
Parents of dying children want their child to be cared 
for to the end. I want to accept that feeling. (Care: 
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appreciation of differences)

Conflict between justice categories (C22–24)
In this type, only the perspective of justice applied, and 
the justice categories supported conflicting options, 
mainly between “roles” (C22–24), “rules” (C22, 23), and 
“rights” (C24). Moral dilemmas involved the conflict 
between professional roles and organization-specific 
rules, patient’s rights and organization-specific rules, and 
patient’s rights and professional roles. For example, par-
ticipants (C23) narrated the dilemma of whether or not a 
nurse without a beautician license should cut the hair of 
the patient. “Rights” and “roles” supported the option [to 
cut the patient’s hair]:

In various ways, I think there is a minimum stan-
dard to guarantee the patient’s life… It is morally 
problematic that a haircut cannot be done due to 
money or hospital circumstances (Justice: rights).

I have learned (in professional education) to take the lead 
in body cleanliness, such as cutting a patient’s growing 
fingernails or hair (Justice: roles).

Contrariwise, “rules” and “obligation and commit-
ments” supported the option [do not cut the patient’s 
hair]:

There’s a rule that nurses don’t cut patients’ hair… 
I’ll be punished when I break staff rules and cut 
patients’ hair (Justice: rules).
I wanted to cut the patient’s hair, but I thought it 
was okay for someone else to do it, not me. The care 
of the patient will be handled by the medical team, 
so I don’t have to do everything alone (Justice: obli-
gation and commitments).

Conflict between care categories (C25)
In this type, only the perspective of care applied, and the 
care categories supported conflicting options. For exam-
ple, participants (C25) narrated the dilemma of whether 
or not to follow the physician’s orders for gait training. 
“Welfare of others” and “appreciation of differences” 
conflicted with another “welfare of others.” “Welfare of 
others” and “appreciation of differences” supported the 
option [follow the physician’s orders]:

I thought that gait training might be necessary in 
order to maximize the patient’s physical function, 
although there is a risk of falling (Care: welfare of 
others).
Since the physician had a long clinical experience, 
I thought that the judgment is based on experience, 

but he thought that walking training would be diffi-
cult for the patient. As I was so thinking, I gradually 
came to think of following the order (Care: apprecia-
tion of differences).

Contrariwise, another “welfare of others” supported the 
option [do not follow the physician’s orders]:

As one of the gait trainings, we are planning to incor-
porate transfer to a chair alone at time of taking 
medicine into daily life. The risk of falling is so great 
that it is the only option (Care: welfare of others).

No conflict with the combination of justice and care moral 
category (C26, 27)
In this type, a combination of justice and care catego-
ries supported one option, but no moral perspective 
supported the other. For example, participants (C27) 
narrated the dilemma of whether or not to request the 
patient’s examination of the attending physician. “Roles” 
and “welfare of others” supported the option [request the 
patient’s examination]:

The sooner we know (about a patient’s condition), 
the sooner we can deal with them (Justice: roles).
I want to think about the patient first, so I thought 
that the doctor’s work of confirming (the patient’s 
breathing sound) would lead to saving the patient’s 
life (Care: welfare of others).

No conflict with the care category (C28, 29)
In this type, a combination of moral categories of care 
perspectives supported one option, but no moral per-
spective supported another. For example, participants 
(C28) narrated the dilemma of whether or not to accept 
the request from the patient who wished to receive care 
limited to the nurse in charge. “Welfare of others” and 
“appreciation of differences” supported the option [do 
not accept the request]:

I thought that the patient would probably become 
isolated if there was no human relationship with 
staff other than me (Care: welfare of others).
When I care for my patients only from my point of 
view, I lose the idea that a slightly different direction 
might yield better results. (Care: appreciation of dif-
ferences)
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Discussion
Aspects of complex confrontation between the justice and 
care perspectives
In this study, the moral conflict showed conflicting 
aspects from the perspective of justice and care, while the 
two perspectives themselves are intricately intertwined 
due to the fact that not only dose each perspective sup-
ports conflicting actions, but a single perspective can 
support conflicting actions these overlaps complicated 
the moral conflict.

Supporting contradictory actions from each justice and care 
perspective
Because the justice and care perspectives are contradic-
tory in nature, each perspective may support conflict-
ing actions. In this study, among the many cases that 
included a conflict between the two perspectives, “rules” 
of the justice perspective and “welfare of others” of the 
care perspective frequently occurred in each perspec-
tive. These categories were considered to be key concepts 
within the nurses’ justice and care perspectives. There-
fore, we will consider the causes of conflict and their 
solutions centering on two categories.

Conflict between “rules” and “welfare of others”
This conflict was attributed to be organizational con-
straints influencing patient care. In this study, “rules” and 
“welfare of others” were in conflict with each other and 
showed distinctive characteristic of the conflict between 
the justice and care perspectives (C2–4, 6, 9, 10, 13,16). 
The nurses in this study were concerned with meet-
ing specific patient and family needs while adhering to 
organization-specific rules. Indeed, best nursing practice 
for patients and families tends to be hampered by orga-
nizational constraints [33–36]. Organizational structures 
have aspects that affect nurse workload, especially staff 
shortages, high patient turnover, and administrative tasks 
that cause excessive workload and difficulty in provid-
ing adequate patient care [33]. For example, Japan’s 2018 
revision of the medical fee schedules determines nurse 
staffing based on patient severity [37], and organizations 
must assess patient care needs using severity and medi-
cal and nursing need indicators to determine reimburse-
ment for inpatient wards [38]. However, that assessment 
does not correctly reflect the severity of inpatients, and 
it is assumed that Japanese nurses have excessive work-
loads from inflexible staffing [39, 40]. Healthcare facilities 
require certain organizational constraints to distribute 
healthcare resource equally to those in need while ensur-
ing the safety of those within the institution. Since these 
constraints do not consider the involvement of individ-
ual patients or specific situations, conflicts arising from 
constraints imposed by organizational rules are funda-
mentally difficult to resolve. However, if organizational 

factors continue to make the situation undesirable for 
the patient, the situation may be normalized and the 
staff may be justified in their actions [41, 42]. Addition-
ally, care staff may omit time-consuming care, citing staff 
shortage or heavy workloads as an excuse [41, 42]. Such 
situations should not be overlooked, and organizations 
have a responsibility to remove and improve barriers to 
desirable practice for patients [36] and should take steps 
to lead to conflict mitigations. As one of them, it is sug-
gested to appropriately adjust the staffing according to 
the workload. Indeed, staffing shortages are caused by 
sudden events such as rapid deterioration of the clinical 
condition of patients or an increase in the number of crit-
ically ill patients, resulting in an excessive workload [43]. 
Such workload and staffing mismatches are associated 
with poor quality of care as well as adverse outcomes of 
patients [44, 45]. Staffing needs to be adjusted according 
to workload to enable the provision of care according to 
individual patient needs, which may be one of the con-
flict mitigation measures.

Conflict between “welfare of others” and “roles”
“Welfare of others” of care was often in conflict with 
“roles” of justice (C1, 7 ,8, 9, 18, 19). This conflict was 
attributed to nurses’ lack of authority over clinical 
decision-making. In this study, much of that author-
ity lay with physicians, team leaders, and nurse manag-
ers; nurses were forced to choose between following the 
decisions of those in authority or advocating for the best 
interests of individual patients. Nurses tend not to be 
involved in treatment and care decisions making because 
of lack of authority of nurses and, as a result, do not act 
for the ethically desirable decisions for patients [29, 34]. 
Even if such nurses attempt to be involved in ethical 
decision-making, they either give up on their involve-
ment because of their experience of getting negative 
results from moral acts, or justified their non-involve-
ment because of the lack of benefit that their involvement 
would bring [41]. Such a situation violates the principle 
of beneficence and nonmaleficence of the healthcare 
professional. Japanese nurses, the subject of this study, 
reportedly place more emphasis on the quality of care 
they provide to patients than do nurses in the United 
States and China [46]. On the other hand, since nurses’ 
duties include assisting in medical treatment under the 
direction of physicians according to Article 5 of the act 
on Public Health Nurses, Midwives, and Nurses, nurses 
face greater conflict when the care they wish to provide 
to patients does not conform to physicians’ treatment 
policies. Thus, since nurses have different professional 
roles and duties from physicians and managers, it is dif-
ficult to fundamentally resolve this conflict. As one of the 
measures to mitigate conflict, it is suggested to improve 
communication within the medical professional team 
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and to develop nurses’ participation in clinical decision-
making. Because physicians have to shoulder more legal 
or professional liability, much of the authority in health-
care falls under their jurisdiction [47]. This has led to 
an entrenched idea among nonphysician clinicians that 
they act on the basis of the hierarchical leadership of 
physicians, which sometimes makes their collaborative 
approach to leadership difficult for nonphysician cli-
nicians [47]. Communication failure within the inter-
professional team is more than just a failure of transfer 
information and lack of shared understanding; it can lead 
to delayed in care, medical errors, and poor outcome of 
patients [48–50]. Additionally, nurses need financial and 
emotional support from their organizations to participate 
in patient-related decisions [36]. Their support motivates 
nurses to act ethically, leading to the provision of quality 
care to patients.

Conflict between “welfare of others” and “rights”
In this study, “welfare of others” of care was also often 
in conflict with “rights” of justice (C5, 6, 11, 15, 17). 
This conflict was attributed to the inability of patients 
with reduced decision-making ability to make decisions 
about their own well-being. While the nurses in this 
study believed that recovery of health and sustaining life 
through treatment would bring the welfare to patients 
and their families, since the treatment was performed 
without the patient’s consent and was painful, nurses 
believed that it was necessary to make decisions on the 
basis of the patient’s will.

Rights are an important concept in the ethics of jus-
tice; however, in medical settings, respecting the patient’s 
rights is not always considered to lead to patient well-
being. For example, in life-threatening emergencies, 
many patients have reduced decision making capacity, 
and liberty-restricting measures such as physical restraint 
and coercive treatment are sometimes prioritized [51]. In 
such cases, the application of shared decision-making 
(SDM) is common; however, the choice of SDM surrogate 
does not always match the patient’s true wishes [52, 53]. 
In particular, it is recommended that dementia and ter-
minally ill patients express their values and preferences 
in advance directives to prepare for future disability [54]. 
However, even with a patient’s advance directive, in prac-
tice healthcare professionals do not consistently respect 
it [55–57], and in immediate and reversible situations, 
the clinician’s decision making may prevail depending on 
the patient status [56].

As explained above, if patients have difficulty self-
determining or implementing SDM, paternalistic inter-
ventions are tolerated in lights of beneficence and 
nonmaleficence within the ethics of care [58, 59]. How-
ever, interventions based on such paternalism are not 
necessarily affirmed. The patient’s inability to always 

determine the best health care for him/herself is a situ-
ation in which respect for the patient’s autonomy is hin-
dered. The moral dilemma of this study is influenced by 
Japanese cultural norms. Toda et al. note that Japanese 
nurses tend to prioritize the wishes of the family over 
those of the patient, suggesting that Japanese group-cen-
tered norms influence decision-making [60]. In addition, 
Asai et al. pointed out the lack of laws regarding death 
with dignity and the characteristics of Japanese culture 
that preserve group harmony, and pointed out the pos-
sibility of continuing life-prolonging measures at the 
request of the family, even when the patient’s death is 
certain [61]. Such a situation may be also related to the 
fact that the preparation of advance medical directives 
is not sufficiently widespread in Japanese medical prac-
tice [62]. Furthermore, interventions based on paternal-
ism have various effects on patients. Patients who get 
coercive treatment may recall such treatment as a nega-
tive or positive experience, affecting their quality of life 
after discharge [51]. Negative recollections lead to a loss 
of autonomy and dignity of patients, while positive rec-
ollections lead patients to appreciate the benefit of the 
care and acknowledged being treated with respect [51]. 
Therefore, when it is unavoidable to exercise paternalistic 
interventions, it is necessary for nurses to treat patients 
with respect, recognizing the impact of their paternalistic 
interventions on patients.

Supporting actions in which a single perspective conflict 
with itself
In this study, the sometimes self-contradictory nature of 
the justice and care perspectives complicated not only 
the conflict between the justice and care perspectives but 
also moral conflicts.

Supporting contradictory actions from justice perspectives
The conflict between moral categories of the justice 
perspective in this study mainly included the catego-
ries of “rules,” “rights,” and “roles” (C5-7, 9–13, 22–24). 
This conflict was attributed to be dual loyalty. In nurse 
responses, “rules” indicated organization-specific rules, 
“roles” indicated professional roles and lack of authority, 
and “rights” indicated respect for patient self-determi-
nation and will. Nurses often had to balance the differ-
ent interests of patients and their family members or 
professional duties to a patient and obligations to the 
interests of a third party [63]. In medical settings, fidel-
ity to patients may conflict with allegiance to colleagues, 
organizations, or the nation, and two or more roles and 
associated loyalties and their obligations become incom-
patible, forcing a moral choice between them [64]. Prin-
ciples based on the justice perspective in the actual moral 
conflicts of nurses are the roles and powers inherent in 
the profession, the rules within the organization, and 
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since they are both professionals and employees, simply 
choosing one is difficult.

Supporting contradictory actions from care perspectives
In this study, conflicts between moral categories of the 
care perspective included “welfare of others” category. 
This meant that consideration of well-being according 
to the needs of patients and their families was essential 
in nurses’ moral conflicts. The “welfare of others” cat-
egory often conflicted with “appreciation of differences;” 
disagreements arose among medical professionals and 
families about the best care of the patient (C7, 18, 19, 
20, 21, 25). This conflict was attributed to differences 
between caregiver responsibilities. Toronto lists four 
phases of care – caring about, taking care of, care-giving, 
and care-receiving – and stated that there is likely to be 
conflict within each of the phases, and between them [6]. 
Caregivers often find that many people have their own 
responsibilities that conflict with each other [6]. In medi-
cal settings, those who make up the relationship with the 
patient are the patient’s family, nurses, and other health-
care professionals, all of whom have different responsi-
bilities in their respective positions. Indeed, in medical 
settings, family members and medical professionals may 
make different judgments about the needs of patients, 
and professionals often have a different opinion [65, 66]. 
In such a situation, if nurses only recognize the responsi-
bilities of patients, families, and other healthcare profes-
sionals, it will be difficult to resolve conflicts, and it will 
be difficult to make a choice between the various needs 
that each person perceives.

In addition, in this study, the “welfare of others” cat-
egory often conflicted with the categories of “not hurt-
ing” and “care of self” (C5, 15, 16, 17). Conflicts also arose 
from contradictory considerations within the “welfare of 
others” category itself (C6, 16, 25). In particular, in the 
conflict between “welfare of others” and “care of self” cat-
egories, nurses felt guilty to the patient’s suffering due to 
treatment and procedure. These factors were considered 
to be due to the multifaceted needs of patients. Nurses 
are expected to provide holistic support to the patients, 
but in reality, they sometimes dither over whether to 
respond to the patient’s physical needs or psychological 
needs [67]. Healthcare professionals’ prioritization of 
patient needs in medical settings varies according to the 
patient’s clinical status and tends to focus on biomedical 
aspects. Especially in emergency and acute care settings, 
a dominant biomedical focus by nurses has been identi-
fied, with nurses prioritizing the completion of physi-
cal care tasks over patients’ psychosocial needs [68, 69]. 
Among them, nurses’ distress increases when a patient is 
perceived to be suffering or when relationships between 
caregivers and distraught family are breaking down [70]. 
Therefore, nurses feel morally distressed when they are 

unable to act as advocates for patients and families [71], 
may be lack of compassion for patients’ suffering, or 
cause burnout [67, 72]. Patients need to be provided with 
humanized care, that is, holistic care [73], and it is diffi-
cult to prioritize only one aspect of patient needs.

Significance of the coexistence of justice and care in 
individuals
The relationship between the justice and care perspective-
taking and ego development
In this study, most nurses considered their options of 
action using both justice and care perspectives. The 
perspective of justice and care is one that everyone has 
regardless of their occupation [74]. According to the 
view in moral psychology research, ego development 
is related to moral reasoning development [75]. Care-
based and justice-based reasoning have developmental 
paths of their own [76]. Care and justice reasoning prog-
ress from self-interest concern toward others’ concern 
by growing capacity to adopt others’ viewpoint, and it 
may share elements in ego development such as cogni-
tive style, impulse control, and character development 
[75, 77]. In Juujärvi‘s study, care reasoning was positively 
related to justice reasoning, suggesting that justice and 
care complement each other in sophisticated moral rea-
soning [77]. Therefore, it can be considered that individu-
als acquire the moral perspective of both justice and care 
as they achieve moral development along with the ego 
development.

Justice and care in professional ethics
The ethics of justice and care are applicable to ethical 
decision-making in medical settings and play an impor-
tant role in healthcare workers’ professional ethics [21, 
22, 78]. The code of ethics for nurses explicates respect 
for human rights, self-determination, and equitable 
treatment of patients, regardless of their background in 
accordance with an ethics of justice; it also explicates 
responsibility to meet patient needs in accordance with 
an ethics of care [25, 76]. In addition, Green, premised 
on engendering future humane physician-patient rela-
tionship in the future, cites ethics of care as a model for 
the physician-student relationship in medical education 
[79]. Indeed, those aspiring for interpersonal care pro-
fessions such as healthcare and social work make higher 
quality reasoning from a care perspective than those in 
other fields (security and business management) [77]. A 
previous study of physicians, nurses, and medical stu-
dents found that most people perceive both justice and 
care in moral conflicts, and some make decisions that 
combine both perspectives [11, 74, 80, 81]. In particu-
lar, responding to the needs of dependent and helpless 
people is a professional commitment to care for others 
[82]. Together, the justice and care perspectives provide 



Page 15 of 18Tsunematsu et al. BMC Medical Ethics           (2023) 24:79 

a rationale for action in terms of providing equitable 
healthcare to every patient and responding to patient 
needs.

Influence on decision-making from a single perspective
Perspectives of justice and care coexist in individuals; 
however, in some cases only one perspective supports 
two opposing actions. Thus, distortions can occur when 
a person’s moral orientation is biased toward either jus-
tice or care [7]. First, a moral orientation that only con-
siders the perspective of justice may overlook the needs 
of patients. The individualistic focus of the ethics of jus-
tice leads to an excessively respect for autonomy, ignor-
ing the social conditions necessary for self-determination 
[7]. In other words, viewing human beings as rational, 
autonomous individuals, even if they have vulnerabilities 
and dependencies, leads to a lack of focus on the needs 
of those who need support [76]. In this study, nurses 
with only the perspective of justice encountered multiple 
conflicts based on their professional responsibilities and 
did not focus on the needs of specific patients (C22–24, 
Table  2). Justice-oriented or justice-predominant nurses 
tend to be task-focused based on roles, rules, and obliga-
tions. In fact, the lack of equipment and the time-scarce 
environment due to patient overcrowding in emergency 
settings caused a loss of dignity for patients requiring 
specific care, such as terminally ill patients [83]. Real 
moral conflicts can be observed in patient-specific con-
texts, and it is not always best evaluated ignoring them 
and weighing professional obligations.

Focusing only on the perspective of care carries the 
risk of overlooking the value of autonomy [7]. The rela-
tionship between the caregiver and the care-receiver 
facilitates the creation of a power relationship and risks 
suppressing the care-receiver’s desires and thoughts [84]. 
Patients have a sense of dignity and desire to control their 
lives based on autonomy [85]. In this study, nurses with a 
care-only perspective focused on the complexity of rela-
tionships with the healthcare staff and families and did 
not focus on patients’ desire (C25, 28, 29, Table 2). Failure 
to consider the patient’s perspective in the relationship 
between the caregiver and the care receiver is contrary to 
the essence of the ethics of care [84]. Such situations lead 
to disrespect for patient autonomy and risk giving rise 
to a strong paternalism that places caregivers in strong 
positions.

Possibility of conflict resolution
Argument from the perspectives of justice and care
To resolve conflicts that are complexly intertwined 
between perspectives of justice and care, our research 
suggests the necessity of discussion from both perspec-
tives. Biased discussion from one perspective causes 
unfavorable distortion. To prevent important oversights 

in considering ethical issues, discussing them from the 
perspectives of both justice and care is crucial. Recogniz-
ing that justice and care are heterogeneous, care theorists 
have debated the compatibility of justice and care eth-
ics [5, 7]. Recently, discussing ethics of care has become 
important when considering ethical issues [14, 15, 81, 
86]. The use of ethics of care helps identify and detail 
serious ethical issues through the interpretation of con-
textual aspects [86]. Therefore, the ethics of care should 
be used to resolve complex conflicts involving perspec-
tives of justice and care.

Necessity to propose practical measures
The moral conflicts in this research, in which perspec-
tives of justice and care are intricately intertwined, 
tended to be difficult for those who encountered them 
to resolve. In this context, nurses tend to behave in con-
ventional patterns of ethical reasoning and practice that 
follow convention, such as the rules and standards of 
society, rather than pursuing patient well-being [29, 87]. 
The conflicts between justice and care in this study arose 
from organizational constraints related to Japanese cul-
tural norms and laws and the lack of role authority of 
nurses, and it was considered difficult to fundamentally 
resolve this issue. However, measures to mitigate conflict 
in individual situations are necessary. While it is difficult 
to identify interventions to mitigate complex phenom-
ena involving moral distress, measures that focus on the 
ethical aspects to be addressed should be implemented 
[88]. Ethics of care is essential to understanding par-
ticular situations and would allow for the consideration 
of practical measures. As an example, we list the appro-
priate personnel allocation and the maintenance of the 
nurse participation system. Improving the organizational 
environment, such as making rules related to personnel 
shortages more functional and enabling active discus-
sions within interdisciplinary teams, will help alleviate 
conflicts. Therefore, it is important to formulate mea-
sures to minimize conflicts between the justice and care 
perspectives as much as possible.

Limitations
A weakness of this study is sample bias. Since this 
research is a survey targeting only Japanese nurses, it 
is an analysis limited to the medical system and health-
care practice of the country. Thus, the moral conflicts 
obtained in this study may differ from those in other 
countries. In this respect, the generalizability of the 
results of this study is limited.

In addition, since this research used a deductive 
method using Chally’s taxonomy of justice and care, it 
resulted in the extraction of complex conflicts in which 
conflicts between perspectives of justice and care and 
within a single perspective coexist. If an inductive 
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approach had been taken, more essential issues of moral 
conflict might have been identified.

Conclusions
The results of this study suggest that nurses make moral 
judgments based on moral values that reflect a complex 
interplay of conflicting justice and care perspectives, con-
flicts within a single perspective, and the complicated 
overlaps between the perspectives. Organizational con-
straints, professional authority, and patient characteris-
tics also influenced conflicts between the justice and care 
perspectives.

In addition, loyalty to patients, organizations, and pro-
fessions created conflicts within the justice perspective, 
and multifaceted aspects of care provider responsibilities 
and patient needs created conflicts within the care per-
spective. The perspectives of justice and care are impor-
tant in professional ethics, and it is essential to consider 
ethical issues from both. Resolving complex moral con-
flicts is often fundamentally difficult, and it is recom-
mended that an ethic of care be used to “understand” 
rather than to “resolve” conflicts. It is recommended that 
both justice and ethics of care, but especially the latter, be 
used to resolve conflicts.

This study is an attempt to reconcile the moral conflicts 
faced by healthcare professionals. Its findings have phil-
osophical and scholarly implications because both the 
justice and care perspectives enrich ethical discussions. 
Furthermore, there are potential benefits to a healthcare 
setting if healthcare professionals use the justice and care 
ethical framework to discuss what is best for patients.
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