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5 ignificant numbers of Ameri-
can nurses lack power because 
job dissatisfaction and high 

rates of job turnover are common. This is 
especially true for nurses employed with-
in many hospitals. According to the 
American Hospital Association (1988), 
the average annual registered nurse turn-
over rate is near 20 percent, and 50 per-
cent of a registered nurse hospital staff 
resign within five years of employment. 
An important measure of nurse power is 
the degree to which nurses are able to 
create and maintain a positive practice 
setting. Predictably, nurses who have 
power within their practice seuings will 
express high levels of job satisfaction and 
long-term commitments 10 nursing prac-
tice roles. 

I failed lo understand, for many years, 
why the conditions under which nurses 
work never seemed to permanently im-
prove, or why nurses were unhappy but 
unable to do much 10 change their hospi-
tal jobs. My confusion ended when I 
finally realized that nursing practice is 
purposely de-stabilized by the ways nurse 
work is structured and managed within 
many hospitals. Through promoting or 
allowing work conditions that lead to job 
dissatisfaction and job turnover, hospital 
leadership maintains an organizational 
balance of power wherein nurses are con-
trolled and effectively disenfranchised. 
Within a hospital that promotes nurse job 
dissatisfaction, nurses are simply unable 
10 gain a power base, and the adverse 
manipulations of nurse work conditions 
and rewards become the means by which 
the few (hospital leadership) effectively 
control the many (nurses). While not all 
hospitals tolerate work conditions that 
promote job dissatisfaction among nurs-
es, too many do. 

There even appears 10 be a "nursing 
de-stabilization cycle" that occurs, on the 
average, in five- to seven-year intervals. 
De-stabilization slarlS when work condi-
tions deteriorate to the point that many 
nurses resign and the hospital cannot re-

cruit new nurses. At this point, the hospi-
tal enters a "reform" phase, with a result-
ant improvement in working conditions 
and wages for nurses. With improved 
conditions, the hospital is able to auract 
and hire new nurses. However, soon after 
the hospital has a new complement of 
nurses, the practices that lead to job dis-
satisfaction and turnover stan again. Work 
conditions progressively deteriorate un-
til nurses resign in large numbers. The 
resultant "critical nurse shortage" marks 
the beginning of the next de-stabilization 
cycle. 
Institutional Erosion or Nurse Power 

Nurse job dissatisfaction results from 
hospital practices that erode nurse power 
by manipulating work conditions and re-
wards. For example, nurses become dis-
satisfied with their hospital practice roles 
when they are overloaded and over-
whelmed with work demands. Job dis-
satisfaction increases 10 the extent that 
hospital leadership sanctions inadequate 
staffing pauerns, requires heavy patient 
care assignments. uses nurses lo "fill in" 
for other unit personnel, fosters intermi-
nable "paperwork," or fails 10 take ac-
tions 10 correct inefficient hospital oper-
ations that impose additional burdens on 
nurses. Job dissatisfaction results when 
nurses are expected 10 work many over-
time hours, or 10 simply "add on" 10 
already hectic schedules those activities 
that support new employee orientation or 
staff development. Being overloaded 
with work is exhausting, leaves the nurse 
liule time lo think outside the realm of the 
most pressing and immediate demands, 
and causes the nurse either to commit or 
fear commiuing errors. Job turnover is a 
predictable outcome when work over-
load defines hospital nursing practice. 

A subtle manipulation of nursing 
practice is the exclusion of the nurse from 
organizational decision mailers. Lack of 
nurses• input into hospital decisions, plans, 
and operations means that nurses are re-
quired lo accommodate 10 the outcomes 
of the deliberations made by others, with-
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"In its most destructive 
form, denigration is 
expressed through 
referring to nurses who 
provide patient care as 
'hand maidens,' 'carriers 
of bedpans,' 'waitresses,' 
'maids,' or 'bimbos."' 

36 Rtvolution 

requires thul nu~s expend much . 
and energy trummg, supcrvisin 1'1llt-
rying out tasks the "added pc,.,n!• or~-

"""1flCI" 
unobl~ to ~rfo~. _Predictably, nu 
job d1sso11sfocuon increases in 
tion 10 the chaos and frustration Proi>or. 

h'I . C~(lc . enced w I e trying to provide nu .11• 
care around obstacles imposed by lh rsing 
of new or unqualified nursing pc c Use 
Ultimately, the use of low paid ; .~ncl, 
nursing staff also undercuts nurse w

1 1
11) 

Rewards for hospital nursing lgcs_ 
tice are often manipulated. One i;rac-
tant indicator of the nurse reward !>Or, 

. th I . Struc ture 1s e re auve value of nurse rec . · 
I 

. ruu. 
ment 10 nurse re entton activities. 
hospital that invests significantly mo The . . . . rcor 
tts resources m recru111ng new nu 
than it does in retaining staff nurses cl l'Scs 
I . th car. 
y commumcates ot the organizationai 

Spring 1992 

2LZD:S. a: 



priority is that of assuring a constant 
supply of new nurses who are needed to 
take the places of nurses c•xpected to 
leave. In effect , the hospital rewards 
initial nurse employment, but not longev-
ity . Because the long-term commitment 
of the nurse to the organization is not 
particularly valued, poor work conditions 
for nurses are unlikely to emerge as a 
troublesome aspect of operations for hos-
pital management. 

Denigrating nurses and nursing prac-
tice also promote job dissatisfaction. In 
its most destructive fonn, denigration is 
expressed through referring or respond-
ing to nurses who provide patient care as 
.. hand maidens," "carriers of bedpans," 
"waitresses," "maids," or "bimbos." 
Denigration is effective because it fixes 
nurses at a low stratum in the hospital 
social hierarchy, and provides a means 
for ignoring ornegating the contributions 
of nurses within the organization. Job 
dissatisfaction is inherent in the aversive 
nature of the accepted nurse model con-
nected with hospital nursing practice. 
Nurse denigration indicates that there is 
no organizational frame of reference for 
recognizing and rewarding nursing prac-
tice that exceeds limited expectations. 

Job dissatisfaction is also promoted 
by an organizational etiquette that sanc-
tions nurse abuse as a part of the hospital 
reward system. This dissatisfaction is 
unavoidable if the accepted rules govern-
ing how people treat one another(a) sanc-
tion the use of nurses as targets on whom 
other persons have license to vent their 
insecurities, fru strations, and aggressions, 
and (b) demand that the nurse passively 
and silently accept the abuse . Predict-
ably, entanglements between a nurse and 
a physician or a nurse and a hospital 
administrator will result in a clear dem-
onstration of the power of the physician 
or administrator over the nurse, humilia-
tion and a sense of debasement for the 
nurse. and a lack of recourse on the nurse's 
pan in challenging the mistreatment. An 
abusive organizational etiquette is partic-
ularly effective when it is acceptable for 
the nurse to be degraded in the presence 
of patients or patients ' families. 
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Perfomrnnce appraisals are another 
weapon often used to promote job dissat-
isfaction. While constructive criticism 
offered in a supportive manner assists the 
nurse to improve work, criticism that 
takes the form of personal or unfounded 
attack clearly achieves different ends. 
Evaluations of work that are destructive 
emphasize perfonnance deficits, and tend 
to negate the positive contributions of the 
nurse or fail to consider the difficult 
circumstances under which less-than-op-
timum work was performed. Unfair 
performance evaluations undennine the 
confidence, enthusiasm, independence, 
and personal power of the nurse being 
evaluated. 

Wage manipulations can also be 
highly successful in promoting job dis-
satisfaction. Nurses should be able to 
generate and directly collect fees for their 
patient care services, but hospital leader-
ship strongly opposes such nursing pre-
rogatives. By controlling charges for 
nurses ' services, hospital leadership gains 
many financial advantages. The differ-
ence in the amount the hospital charges 
for nursing services and the amount paid 
out in nursing salaries and benefits favors 
the accumulation of hospital profits or 
"surpluses." As nurses work harder and 
get paid less, hospitals are doubly re-
warded, for they increase their profits 
and promote nurse job dissatisfaction, 
thereby maintaining their control. 

"Salary compression" is a partic-
ularly interesting wage manipulation prac-
tice embraced by many hospitals. Salary 
compression occurs when nurses newly 
hired by a hospital receive wages greater 
than those earned by more senior-level 
and experienced nurses already employed. 
The practice of salary compression seems 
to penalize nurses for maintaining em-
ployment longevity. The only way the 
nurse may be able to obtain a wage in-
crease is to take a new position at another 
hospital. For the nurse who elects not to 
leave one hospital for better wages at 
another, salary compression promotes 
divisiveness among nurses working in 
the same hospital. 

A most troublesome hospital prac-
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tice used to promote nurse job dissatis-
faction is that of hiring nursing directors 
or of promoting nurses within hospital 
management because they are known or 
expected to maximize destructive con-
flict in working with other nurses. Such 
divisive nurses promote an environment 
that will produce mistrust and ill-will 
among nurses. Typically. the higher in 
the management hierarchy these nurses 
ascend, the more expansive their destruc-
tive spheres of influence. Nursing lead-
ers whose management tactics are based 
on a belief in the inferiority of the staff 
nurse and a belief in the superiority of 
hospital management (a) gain personal 
power by creating situations through 
which other nurses lose power, and (b) 
create the impression that staff nurses are 
lazy, incompetent, and unprofessional , 
and therefore deserving of the poor work 
conditions with which they must con-
tend. Nurse managers who are convinced 
of their own superiority are often highly 
disliked and distrusted by staff nurses, 
but they are intimidating because of their 
ties to hospital leadership. These nurse 
leaders effectively erode nursing power. 

Nurse Empowerment 
Destructive and demoralizing hos-

pital practices erode nurse power by pro-
moting job dissatisfaction and job turn-
over. A hospital nursing staff subjected 
to these practices is, predictably, unable 
to gain a useful power base within the 
hospital organization. Moreover, hospi-
tal control of nursing practice has led to 
the highly inaccurate conclusion that nurs-
es' "service" to the hospital means the 
same as nursing practice. Generations of 
nurses have been led to believe that nurs-
ing practice, as it is defined by and limit-
ed to hospital nursing service, represents 
the best that nursing can be regardless of 
how destructive and frustrating the work 
is for the nurse, and regardless of how far 
patient care realities deviate from what 
the nurse understands as constituting op-
timum nursing practice. Primarily for 
this reason, we as nurses keep getting 
sidetracked in our efforts to achieve pre-
rogatives important to advancing nursing 
practice. 
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Hospital practices that promote job dissatisfaction by controlling nursing practice clearly incriminate the institution. It is also p 
true that nurses have allowed, at times even facilitated, their chronic state of "powerlessness." If current conditions prevail, the p 
future of nursing will change little and hospital leadership can rest assured that nurses will be unable to emerge as a force that p 
questions, challenges, detennines, insists. In this context, the need for nurse empowerment takes on a sense of tremendow a 
irnponance and urgency for those nurses who want a different and more autonomous and satisfying future. 

lberc arc at least three ways nurses can foster nurse empowerment: (a) empowerment by conviction, (b) empowerment by , 
cooperation, and (c) empowerment by coalition. 

Empowerment by conviction means that the individual nurse decides that the hospital practices used to promote job , 
dissatisfaction arc intolerable, and that he or she becomes dedicated to the objective that these practices will no longer be pennitted 
to adversely influence nursing practice. Empowerment by conviction requires that the nurse stop thinking and acting powerless. 
It is highly unlikely that hospitals could subject nurses to an abusive etiquette, salary compression, work overload, or any Olher 
negative practices, unless nurses allowed or permitted these practices to occur. Only when nurses understand how hospitals 
perpetrate nurse job dissatisfaction and only when nurses arc convinced that such practices have to stop, can we be optimistic that 
hospital nursing practice will change for the better. Overcoming personal feelings and beliefs about nurse "powerlessness" is 
perhaps the most basic and important step in the process of nurse empowerment. 

Empowerment by cooperation means gaining power through nurse numbers. Nurses who share common concerns must 
join forces in order to develop and effectively use power. Those causes championed by many nurses working together are more 
like.ly to be satisfactorily resolved than arc those championed by only one or a few. In order fornurses to become truly empowered 
cooperation needs to be evident at the hospital unit and organizational levels. One of our most serious misjudgments has been 
thinking that the best way nurses have to manage important nursing issues and problems is located "out there" at the level of state 
or national nursing organizations. To the contrary, some of the most important issues of nursing practice can only be resolved 
by nurses cooperating in their own environments. 

Empowerment by coalition means that nurses link problems of nursing practice with patient care problems so that nurses 
arc able to mesh public support with nurse support for the resolution of their mutually related problems. Nurses exist for the 



purpose of serving the health care needs of the American public, and this same 
American public is likely to produce our best and most helpful allies. Every hospital 
practice that promotes job dissatisfaction in some way adversely affects the nurse's 
ability to provide optimum patient care. Therefore, in developing a power base, 
nurses need to understand the value and importance of developing coalitions with 
various public aggregates or groups. If nurses' practice concerns are consistently 
enmeshed with patient care concerns, there is a greater possibility that these problems 
will be resolved in ways that. ultimately, help nurses gain power. Conversely, there 
is tremendous risk to nurses who confront hospital leadership concerning some aspect 
of poor work conditions without these problems being clearly linked to relevant 
patient care (public) issues. The failure to link, through coalition-building, patient 
care issues with nursing practice difficulties is likely to result in less public support 
for "nurse causes" because nurses' images are more likely to be cast as victims ( and 
therefore as those who have no power), as ungrateful and demanding employees, or 
as "deserters" of needy, ill patients. Nurse empowerment by coalition must include 
the patient care/nursing practice link. 

Unless nursing gains control over its practice settings, it is most unlikely it will 
ever exist as a profession, regardless of the emotional and philosophical arguments 
to the contrary. A profession neither allows nor engages in activities that are 
disadvantageous to the expression of the work of its members. As long as nurses 
allow hospitals to engage in practices that create job dissatisfaction and high rates of 
turnover, they are indeed not in control of the practice of nursing but rather are being 
adversely controlled by forces destructive to nursing. It is long overdue that nurses 
take corrective action and to get on with the challenges of advancing patient care. 

[The author thanks Dr. Evelyn Anderson-
Brown and the many nurses who have 
shared with her their frustrations con-
cerning nursing work.] 
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