
Nurses’ Experience of tThe
perception of Nursing Conscience

This page was generated automatically upon download from the Globethics Library.
More information on Globethics see https://www.globethics.net. Data and content
policy of Globethics Library repository see https://repository.globethics.net/
pages/policy

Item Type Article

Authors Jalali, Rostam; Hasani, Parkhideh; Abedsaeedi, Jila

Publisher Center for Biomedical Ethics (CBmE) National University
of Singapore

Rights Creative Commons Copyright (CC 2.5)

Download date 23/05/2023 20:02:01

Link to Item http://hdl.handle.net/20.500.12424/233199

https://www.globethics.net
https://repository.globethics.net/pages/policy
https://repository.globethics.net/pages/policy
http://hdl.handle.net/20.500.12424/233199


A s i a n  B i o e t h i c s  R e v i e w  S e p t e m b e r  2 0 1 2  Vo l u m e  4 ,  I s s u e  3

210

Nurses’ Experience of the 
Perception of Nursing Conscience:

A Phenomenological Study

ROSTAM JALAL I ,* PARKH IDEH  HASAN I 
AND  ZH I LA  ABEDSAEED I

Introduction and Statement of the Problem

Nurses are considered the conscience of healthcare systems. They have a posi-
tive effect on public health and play a key role in improvement of healthcare 
systems. They are responsible for fulfilment of the methods that enhance 
access to safe, high quality, and competent healthcare.1 Respecting people’s 
rights and treating people with regard to their dignity is an inseparable part of 
healthcare systems.2 In nursing, moral topics point to the values that govern 
the relationship of nurses and patients.3 To direct the relationship and moral 
acts, a sensitive conscience is needed; thus it is an important item for health-
care providers.4 Conscience is the foundation of morality and influences 
private and professional life.5 Conscience originates from the living experience 
and is a part of our daily and professional life.6 An interview with nurses 
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first part is a qualitative phenomenological study and the last one was a quantitative study, 
instrument development. The qualitative study included three parts: perception of con-
science, conscience reaction and factors affecting actions against nursing conscience. This 
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and discussion of the results are different.
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showed that when they are asked to narrate the moral challenges in patient 
care situations, they mostly refer to their conscience. The conscience precludes 
them from some acts and orders them to do some acts, and they need con-
science for assessment of themselves and their acts.7 While talking about con-
science in guiding specific acts, we should consider that conscience is different 
among different individuals, and thus the question is how conscience is per-
ceived by healthcare providers. The perception of conscience is related to the 
qualities and acts of conscience and how the individuals think of the origin 
of conscience.8 Depending on the perception of conscience, some nurses opt 
out of their job, and some experience long-term moral distress, but some 
manage these moral stresses. It is necessary to know the viewpoints of nurses 
on the origin of conscience, the quality and acts of conscience.5 Studies show 
the relationship among perception of conscience, stress of conscience, and 
burnout in working environment.9–10 In a study on the relationship between 
burnout and the perception of conscience, it was shown that the way each 
individual perceives the conscience and deals with it affects which group the 
individual belongs to, the burnout or non-burnout group.11 In a similar study, 
with respect to the items related to the ability to express what their con-
science tells them, the non-burnout group obtained higher scores than the 
burnout group.12 Dahlqvist et al. showed that the perception of conscience 
was significantly different among the Swedish healthcare staff, and by main 
component analysis, they found that conscience can be considered the autho-
rity and alarm signal that is the required sensitivity for nursing, a perceived 
asset and burden, and depends on the individual cultural background.5 In 
another study, it was shown that conscience plays a role in the nursing, which 
affects the patient and his/her relatives. It sometimes directs the acts of nurses 
toward good values and is thus perceived as a motivation in an attempt to 
provide high quality care, and sometimes limits low quality acts. In an attempt 
to provide high quality care, it is necessary to be aware of the effect of con-
science on nursing activities.2 Thus, the current study was carried out to ex-
plain the experience of nurses about conscience.
 The economic and social situation has changed and economic and social 
problems give rise to some problems such as unemployment, low salaries, and 
growing prices. The differences between different social groups are increasing 
too. All these problems have an influence on people’s health. Nurses and 
physicians who are working in primary healthcare are very close to families 
and their problems. It is difficult for healthcare professionals to act according 
to their conscience in some care situations, which is why they feel a stress of 
conscience. Reasons for the higher strain in their job include the times when 
staff did not have enough time to complete their tasks and worried that their 
jobs would be affected by organisational changes, overload, problems coping 
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with expectations from the patients and the relatives (Lutzen et al. 2003), and 
others. According to the Altun (2002), nurses may sometimes feel stressed 
when carrying out their basic tasks of promoting and maintaining the health 
of individuals, families and community, preventing illness, helping patients 
with their recovery process, relieving pain, and so on. Care providers meet 
people who need help but at times, when they are not able to help, they feel 
helplessness, guilt, shame and powerlessness. Sometimes, nurses and physicians 
are in conflict with their own conscience. In cases when they cannot help as 
they want and according to their conscience, care providers experience a moral 
stress. Healthcare professionals who have high moral sensitivity will experience 
ethical demands that may give them bad conscience when they do not act in 
accordance with these demands.

Literature Review

The literature search produced a number of empirical studies and theoretical 
articles about understanding the conscience among care professionals. The 
themes of conclusions of empirical articles were: call of conscience, individual 
conscience, professional conscience and bad conscience and feelings of guilt, 
shame and emotional pain. Only two themes of the theoretical articles were 
found: professional conscience and individual conscience. The results of em-
pirical and theoretical articles were put together.

Call of Conscience

Nurses present stories about common meanings of living a caring presence in 
nursing.
 Themes were the timelessness and spacelessness of caring, creating home, 
and calls to care as common meanings of living a caring presence in nursing; 
the call of conscience. All nurses in this study heard and heeded this call, a 
wordless, silent call. The call is precisely something we ourselves have neither 
planned nor prepared for nor voluntarily perform. It goes against our expecta-
tions and against our will (Nelms 1995). The nurses’ stories of Nelms (1996) 
study were analysed and interpreted against a background of Heideggerian 
philosophy to reveal the constitutive pattern, “caring as the presenting of 
being”. Heideggerian conscience is in the nature of a call to our innermost 
potentiality for being ourselves (Mehta 1976; Graybell 1990). According to 
Mehta (1976), the call reaches the “one” who wants to be retrieved and moves 
the “one” back resolutely to individualise authentic being. The call of con-
science, if understood through resoluteness, recalls us to an authentic open-
ness, which in turn transforms our awareness of the “world” and others. All 
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of the stories in hermeneutical study reveal the silent call of conscience to 
authentic being heeded by each “one” of these nurses that transformed the 
“world” of nursing practice for them, their patients or student and their fami-
lies, and possibly other members of the nursing staff (Nelms 1996). Sorlie 
et al. (2003) investigated the meaning of being in ethically difficult situations 
in paediatric care as narrated by female registered nurses. Nurses were regarded 
as good care providers but at the same time, their conscience reminded them 
of not taking care of all the “uninteresting” patients. This may be understood 
as ethics of memory where their conscience “sets them a test”.

Individual Conscience

Care professionals are persons with individual understandings of life, morality 
and different values. According to Kälvemark, Höglund, Hansson, Westerholm 
and Arnetz (2003), a moral distress does not only occur as a consequence of 
institutional constraints preventing the healthcare giver from acting on his/her 
moral considerations. The staff members follow their moral decisions, but in 
doing this they clash with e.g. legal regulations. Jameton focuses on the indi-
vidual healthcare provider and her/his subjective moral convictions. They 
assumed that he/she is aware of what is ethically correct and necessary in dif-
ferent situations. Professional life in a liberal constitutional society involves 
a balancing of values, professional and client. A liberal society is concerned 
with protecting an individual conscience. One does not lose these protections 
simply because one becomes a healthcare professional, and generally should 
not be required to offer services that conflict with their own moral or reli-
gious beliefs (May 2001). McCullough (2004) reviews the nature and limits 
of the physician’s professional responsibilities. He discussed individual and 
professional conscience. Individual conscience, according to McCullough 
(2004), concerns boundaries of behaviour by the integrity of physicians from 
sources other than professional medical ethics, e.g., religious belief and other 
core personal values that pertain to the individual physician but not his or 
her professional role.

Professional Conscience

Professional conscience concerns boundaries of behaviour that no physician 
should cross, because to do so would be inconsistent with and undermine 
intellectual and moral integrity; what the Quinlan Court called an “ineluctable 
bar” (McCullough 2004). It is important not put the entire moral burden on 
the individual professional’s conscience. According to Childress (1997), we 
should praise morally heroic actions, but as a society, enact public policies to 
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reduce the demands on conscience, to reduce conflicts of interest that create 
incentives for breaches of conscience, and reduce the risks for conscientious 
actions, for example, the risks of being dismissed. The results of qualitative 
study of general practitioners’ perception of the effects of their profession and 
training on their attitudes to illness in themselves and colleagues show that 
a sense of conscience towards patients and colleagues and working arrange-
ments of the practice were cited as reasons for working through illness and 
expecting colleagues to do likewise (Thompson et al. 2001). The care profes-
sionals have to think, know and understand the conscience. Nelson and 
Cedric (2003) state that the responsibility for evaluating claims of conscience 
should be dispersed across several levels of leadership. The supervisor has the 
duty to evaluate the validity of the claim. The review board composed of 
members from various ethnic, religious, and academic settings. The mission 
of the review board is to determine whether valid claims of conscience are 
indeed genuine claims. Conscience clauses protect the ethical right of physi-
cians and others involved in patient care to object to performing a particular 
treatment on the basis of their moral or religious views. Often, the types of 
treatment providers can refuse are limited to reproductive health or end-of-life 
issues, e.g., abortion, sterilisation, and physician-assisted suicide. According 
to Hurst, Hull, Duval and Danis (2005), when faced with ethical difficulties, 
the physicians avoided conflict and looked for assistance, which contributed 
to protecting, or attempting to protect, the integrity of the conscience and 
reputation, as well as the integrity of the group of people that participated in 
the decisions. Integrity of the conscience and reputation can be explained as 
integrity between professional and individual conscience.

Bad Conscience and Feelings of Guilt, Shame and Emotional Pain

Post (1998) evaluated perioperative nurses, their experience in a value conflict 
that arises in the perioperative caring environment and how they deal with 
it. A value conflict is something that nurses have become part of against 
their own will. They are prevented from giving the good care they want to 
provide, are in conflict with themselves and have a bad conscience; they feel 
guilt and shame for not having prevented the value conflict. The nurses are 
in conflict with themselves and with their idea of how the care should be 
carried out. When they do not have a choice, they have to take part in the 
care even though it is in conflict with their own principles about respect for 
human dignity. An inner conflict may arise when a nurse is unable to defend 
her ideals, allowing her colleagues’ demands for effectiveness to control the 
care (Post 1998). According to the informants in Post’s (1998) study, it is the 
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person in a value conflict who gives herself a bad conscience and takes on the 
guilt and the responsibility for what happened to the patient. The nurses feel 
that they have let the patient down when other colleagues behave impolitely 
and unprofessionally. They come into conflict with their own conscience, since 
they know what is right and wrong for the patient, here and now. The bad 
conscience is the nurse’s intuitive awareness of what is required of a nurse. 
The feeling of guilt remains for a long time or until they put the blame on 
the one who really subjected the patient to the unworthy care. As nurses, 
they feel ashamed of themselves when colleagues violate the patient’s dignity 
(Post 1998).
 Sorlie, Jansson and Norberg (2003) illuminated the meaning of female 
Registered Nurses’ lived experience of being in ethically difficult care situations 
in paediatric care. Nurses felt that something was missing. They missed self-
confirmation from their conscience. This gave them an identity problem. 
They were regarded as good providers but at the same time, their conscience 
reminded them of not taking care of all the “uninteresting” patients. This may 
be understood as ethics of memory where their conscience “set them a test”. 
The emotional pain nurses felt was about remembering the children they over-
looked, about bad conscience and lack of self-confirmation. Nurses felt lonely 
because of lack of open dialogue about ethically difficulties, between col-
leagues and about their feelings that the wrong things were prioritised in the 
clinics (Sorlie, Jansson and Norberg 2003). According to Kälvemark, Höglund, 
Hansson, Westerholm and Arnetz (2003), all categories of interviewed staff 
express experiences of moral distress. Moral distress does not occur as only 
as a consequence of institutional constraints preventing the healthcare giver 
from acting on his/her moral considerations, which is the traditional definition 
of moral distress. Moral distress must focus more on the context of ethical 
dilemmas. Moral distress is a consequence from the conflict between the time 
and work spent on patients in relation to time for administrative tasks. Care 
providers talk about “a constantly bad conscience” and hold that they “would 
feel better” if they had more time with the patients. According to their con-
science, their prime task is to be there for the patients (Kälvemark, Höglund, 
Hansson, Westerholm and Arnetz 2003).
 Sorlie, Jansson and Norberg (2003) illuminated the meaning of female 
registered nurses’ lived experience of being in ethically difficult care situations 
in paediatric care. Nurses felt that something was missing. They missed self-
confirmation from their conscience. This gave them an identity problem. They 
were regarded as good providers but at the same time, their conscience re-
minded them of not taking care of all the “uninteresting” patients. This may 
be understood as ethics of memory where their conscience “set them a test”. 
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The emotional pain nurses felt was about remembering the children they over-
looked, about bad conscience and lack of self-confirmation. Nurses felt lonely 
because of lack of open dialogue about ethically difficulties, between colleagues 
and about their feelings that the wrong things were prioritised in the clinics 
(Sorlie, Jansson and Norberg 2003). According to Kälvemark, Höglund, 
Hansson, Westerholm and Arnetz (2003), all categories of interviewed staff 
express experiences of moral distress. Moral distress does not occur as only 
as a consequence of institutional constraints preventing the healthcare giver 
from acting on his/her moral considerations, which is the traditional definition 
of moral distress. Moral distress must focus more on the context of ethical 
dilemmas. Moral distress is a consequence from the conflict between the time 
and work spent on patients in relation to time for administrative tasks. Care 
providers talk about “a constantly bad conscience” and hold that they “would 
feel better” if they had more time with the patients. According to their con-
science, their prime task is to be there for the patients (Kälvemark, Höglund, 
Hansson, Westerholm and Arnetz 2003).
 Sorlie, Kihlgren and Kihlgren (2004) had the same conclusions. Phenom-
enological — hermeneutic interpretation of the narratives from five enrolled 
nurses found that a lack of time could lead to a bad conscience over the 
“little bit extra” being omitted. This lack of time could also lead to tiredness 
and even burnout, but the system did not allow for more time. The following 
themes emerged in the analysis of the stories from Palsson and Norberg (1995): 
coming too close to the patient; keeping and restoring patient’s hope; con-
flicting opinions; feeling powerless; meeting unrealistic demands; patients’ 
trust in alternative medicine; feeling disgust, shame and guilt; relations to 
patients’ families; and communication gaps.

Material and Methods
This is a study with a qualitative approach and phenomenological method. 
The participants were chosen purposively and their number was determined 
by data saturation criterion, and the task was consequently repeated until the 
data saturated and the themes repeated. The main tool for data gathering was 
extensive, in-depth, unstructured, and interactive (face-to-face) interviews. The 
interviews were recorded, transcribed at the earliest possible time, and then 
immediately encoded and analysed. Moreover, the goal-oriented observation of 
phenomenon under study (observation of verbal and non-verbal behaviours) in 
the natural context and in appropriate time by the observer as a participant 
were performed, recorded, encoded, and then analysed. Each interview took 
20 to 60 minutes. The data were analysed according to the steps of Colaizzi’s 
data analysis (1978). The method includes nine steps as follows:
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1. Describing the interested phenomenon
2. Gathering the participants’ description of the phenomenon
3. Reading all the participants’ description of the phenomenon
4. Return the original transcripts and extract significant statements
5. Trying to spell out the meaning of each significant statements
6. Organising the aggregate formalised meaning into clusters of themes
7. Writing an exhaustive description
8. Returning to the participants for validation the description
9. If new data are revealed during the validation, incorporating them into an 

exhaustive description13

In the current study, we followed the stages of data analysis step by step. 
Common methods of qualitative studies were used to verify the trustworthi-
ness of the data. In the current study, the method suggested by Guba and 
Lincoln (1994) was used.14 To verify the creditability of the data, we used a 
combination of data collection methods (unstructured interview, field note 
taking, and memoing), revision by participants, and revision of codes and 
categories by professionals. To verify the reliability and dependability of the 
data, we used detailed descriptions of the study. Thus, it can be evaluated by 
external observers. To justify the confirmability of the research, all steps of 
the study, including data collection and analysis and extraction of codes and 
categories, were described such that other people could judge them by reading 
the descriptions. To check the transferability, the results were given to three 
nurses who did not attend the study and their experience was compared with 
the results of the current study. After receiving the approval of observation of 
ethical issues from the Ethics Committee of Research Department of Shahid 
Beheshti Medical University, all participants signed an informed written con-
sent and then we came to an agreement with the participants on the time and 
place of the interview. After describing the objectives of the study and the 
voluntary involvement in the study, the permission to record the interviews 
was given.

Findings

In general, nine participants from among the nurses working in educational 
hospitals of Kermanshah attended in-depth interviews (Table 1). With conti-
nuous analysis of the data and analysis of the interview notes on the expe-
rience and beliefs of nurses about the nature of conscience, items of the 
existence, promotion, establishment, and acts of nursing conscience and ten 
sub-categories emerged (Table 2).
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Table 1. Characteristics of the participants

Educational level BS = 8 nurses, MS = 1 nurse
Sex Female = 6, Male = 3
Age  Mean = 32.5, Range = 26– 45 years
Nursing experience Mean = 9.5, Range = 2–22 years
Interview duration 20´ to 60´, Mean = 35´
Nursing role Head nurse 1, Supervisor 1, Clinical nurse 7

Table 2. Major and minor categories of perception of conscience

Theme Sub-Theme  Codes

Existence Internality “Conscience is an inherent sense  …  there is an 
internal feeling when someone needs help and you 
help him.”

 Externality “It is something in man’s nature, in man’s inside, 
it is almost supernatural, it can be said that the 
things one acquires in his life enforces and trains the 
conscience  …”

 Generality “Conscience is present inside each person, all people 
have conscience  …”

Promotion Inherence “The general term which is called conscience  …  is 
developed in interaction with the society, it obtains 
the norms and beliefs from the society, upbringing 
in general affects conscience  …, however, society 
influences all these items  …  but society, education, 
peers, and family affect conscience and form it.”

 Acquirability “According to my experience, if someone does not 
believe in the topic, no course or class can greatly 
affect it (they may have transient affect)  …”

Acts Vigilant “…  and conscience can be exactly as a vigilant agent 
…  how one acts, depends on one’s conscience, as in 
the suture room or any other place where there is no 
observer, no one checks how you are doing your job.”

 Blaming “…  When one makes a mistake, his conscience 
frequently repeats that it was wrong and it may have 
some adverse effects on him or another person.”

 Moral agent   “If someone helps other, does moral tasks, they call 
him conscientious, if he does immoral tasks that may 
harm others, they call him unconscientiously.”
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Table 2. continued

Theme Sub-Theme  Codes

Establishment Fluctuation “Everybody has it; it is strong for some persons and 
weak for some others”;

  “When for a long time you act against your conscience, 
it would become weak  …”;

  “When someone does not listen to the voice of 
conscience,  …, conscience will become suppressed.”

Existence of Conscience

One of the major concepts extracted from the data was the existence of con-
science, which includes four sub-categories; internality, externality, generality, 
and relationship with religion. Most participants talked about internality of 
conscience. However, they mentioned that internality is of inherent type and 
is of the same kind of thought. In this regard, the nurses mentioned:

Conscience is an inherent sense  …  there is an internal feeling when some-
one needs help and you help him.

Conscience is in fact a particular feeling, it is in your unconsciousness, and 
encourages you.

Sometimes, participants consider conscience as a supernatural thing and con-
sidered that:

It is something in man’s nature, in man’s inside, it is almost supernatural, 
it can be said that the things one acquire in his life enforces and trains the 
conscience …

Conscience is present inside each person, all people have conscience …

Conscience is something originating from ethics, upbringing, or what is 
the nature or belief of man, it relates to one’s belief as a deep thing …

Promotion of Conscience

A pivotal concept extracted from the data and influenced the experience of 
the participants on the conscience evolution is promotion of conscience. This 
concept consists of two sub-categories; acquirability and inherence of con-
science. Regarding this fact, nurses mentioned that:
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In my opinion, conscience can be developed by educational courses or 
other different methods; it can be enforced by various methods …

We need moral models in working environment …

The general term which is called conscience  …  is developed in interaction 
with the society, it obtains the norms and beliefs from the society, up-
bringing in general affects conscience …, however, society influences all 
these items.  …  but society, education, peers, and family affect conscience 
and form it.

According to my experience, if someone does not believe in the topic, no 
course or class can greatly affect it (they may have transient affect) …

Conscience Acts

Of the main concepts extracted by the data analysis were acts of conscience, 
which included three sub-categories; conscience as the vigilant agent, con-
science as the blaming agent, and conscience as the moral agent. In this regard, 
the nurses considered that:

… and conscience can be exactly as a vigilant agent  …  how one acts, de-
pends on one’s conscience, as in the suture room or any other place where 
there is no observer, no one checks how you are doing your job.

Conscience is a court, it is an individual court, you are the judge, the 
lawyer, and the accused  …  you evaluate yourself according to your measures 
and norms. You know where you are, have you provided services? Or have 
you betrayed? Have you underdone? Were you guilty? …

… When one makes a mistake, his conscience frequently repeats that it 
was wrong and it may have some adverse effects on him or another person.

If someone helps other, does moral tasks, they call him conscientious, if he 
does immoral tasks that may harm others, they call him unconscientiously.

Establishment of Conscience

Establishment of conscience is another pivotal concept obtained by the data 
analysis and includes the subcategory of fluctuation of conscience. The nurses 
emphasised the presence of different levels, impairment of stability, and re-
moval of conscience.

Everybody has it; it is strong for some persons and weak for some others.

When for a long time you act against your conscience, it would become 
weak. It means that when a type of behaviour become second nature, 
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the conscience is abolished; however, it will not be abolished, it will be 
suppressed.

When someone does not listen to the voice of conscience, no matter in 
good or bad cases but not paying attention to the conscience, and the task 
is repeated frequently, conscience will become suppressed. Then, when he 
is asked, why did you do that? He will say: what was wrong with it? i.e., 
his conscience is suppressed …, then his conscience is suppressed or he 
does not consider such task to be bad or will repeat it.

Discussion

The findings showed that perception of conscience in nurses’ experiments in-
clude four pivotal concepts; the existence, promotion, acts, and establishment 
of conscience. One of the findings was the existence of conscience, which is 
related with internality, externality, and generality of conscience, and relation-
ship with religion. The internality of conscience was the item all participants 
pointed to. In this regard, Sorlie wrote that conscience is a non-verbal voice, 
which can be observed as an inner voice.15 Studies indicate that nurses often 
encounter their conscience during their nursing jobs. They listen to their 
inner voice.16 Also, Norberg pointed to the internality of conscience and wrote 
that most of the times with some metaphors such as internal voice or voice, 
people talk about the conscience. At the same time, the voices are experienced 
as the voices originating from the inside or beyond experience.17

 Generality of conscience and its (lack of ) relationship with beliefs and 
religion and its supernatural quality (inspired by God) were other specified 
codes. The effect of religious beliefs on clinical performance (vigilance of 
conscience) is significant,18 such that in the study carried out by Curlin to 
determine the relationship between conscience and religion, 55% of physicians 
stated that there is a relationship between their religion and their conscience 
and their religious beliefs affect their clinical performance.19

 Promotion of conscience was another finding obtained by the data analysis. 
It includes two sub-categories: acquirability and inherence of conscience. It 
emphasises the multiplicity of factors effective on conscience, such as the 
effect of phenomena, good acts, good model and educational courses, society 
(family, peers, environment, school, and social interactions), and motivations. 
Post believes that conscience is a multidimensional structure, with various 
behavioural and emotional aspects.20 Conscience may be deviated by corrup-
tions, lies, ignorance, or propaganda. Like any other judgement, conscience 
can be influenced by horror, obligation, deprivation, addiction, or psycho-
logical stresses.21 Moreover, by upbringing, modelling, and by interactions 
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in the society and talking with people, it can be associated with extensive 
changes in getting better or worse. These can help conscience improvement, 
or may facilitate its slowing down, promotion or disruption.22

 Another concept obtained from analysis of the interviews was acts (roles) 
of conscience. The participants considered conscience as judge, vigilant and 
observer, inhibition, control and blaming agent, the agent of distinguishing 
good acts from moral and human viewpoints, and guide and director. Other 
studies also have looked at conscience from this viewpoint. In this regard, 
Sorlie wrote that conscience is an existential phenomenon related to spirituality 
and morality. Conscience limits nurses and makes them aware of the proce-
dures done for the patient or his/her relatives without the quality required. 
Moreover, it helps nurses to identify the insufficient care due to stresses such 
as lack of enough time and inadequate relationship with the patient, his/
her family, and colleagues. Nurses perceived conscience as the governor and 
director of their nursing practice. Performance according to the voice of con-
science means that nurses perform according to the accepted ideals and are 
identified with it.7 Conscience is a knowledge inside us that judges our acts.23 
According to Lederman (2003), conscience requires an individual to leave 
mistakes and directs him/her towards the correct act, it places the individual 
at a certain level of being himself and with honesty. With conscience, an 
individual perceives his responsibilities for compatibility with life.24 In the 
rational calculations of conscience, the reasons and logic of moral concepts 
are considered as the source of robust moral beliefs. For this viewpoint, the 
conscionable judgement is a clear and critical judgement on the right or wrong 
of issues. We usually talk about conscience when there is a reflection of the 
act before carrying it out. However, its old meaning is still in use, and con-
science retrospectively tells us what we have done was right or wrong and 
conscience approves us or troubles us.25

 Jafari also considered conscience as an internal element. Conscience is an 
honest judge and also an honest observer and in its observation, it does not 
use any tricks. Moreover, conscience is an honest director.26

 The concept of establishment of conscience is another concept extracted 
from the data analysis. The participants expressed their perception as abolition, 
impairment, strength, and existence of conscience in different levels. This con-
cept is consistent with the findings of other studies. Sometimes, immoral or 
suspicious acts amaze or suppress conscience and this is while conscience still 
has not completely identified the reality, has not still judged, and has not 
established its position in the internal court.27 As Curtin reported, the issue 
of maintaining integrity of conscience is a particular problem for nurses.28 
When a nurse avoids doing a task according to the voice of his/her conscience, 
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he/she tries to avoid hurting him/herself; that is what threatens the integrity 
of a nurse or essentially preserves his/her beliefs and values. Nevertheless, the 
patients’ welfare should be balanced with the right of nurses to avoid the 
orders.29 As a nurse, one should think of the roles he/she can play, or with 
these roles, aim for public health, despite the major challenges that we face.30

Conclusion

The lived experience of nurses on the perception of conscience was specified 
in four categories: acts (roles), promotion, establishment, and existence of 
conscience. Thus, besides providing some mechanisms to reinforce nursing 
conscience or removing the factors that impair the nursing conscience, it is 
suggested to carry out more specific studies in specialised wards or hospitals.
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