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ecently, I was interviewed 
by a nursing student seek-
ing my views on what con-
stitutes professionalism in 
nursing. I was not select-

because I have reached great 
ed. hlS in the field of nursing. I am no 
h~19inistrator, nor even one of the 
a ~y hospital middle-management 
m!sonnel. 1 am a staff nurse who 
P s been in middle-management and 
ha t · · hO now chooses o remain in a staff 
wosition where I can do, unapologeti-
~ailY, what I do b_est - nurse. In 
onsidering my replies, I thought about 

~ome of the things that keep me where 
1 am and how they revolve around the 
issue of professionalism in nursing. 
As I pondered the interviewer's ques-
tions, 1 wondered why nurses seem 
to be forever justifying their position 
as professionals. 

1 wondered why, as we rise pro-
fessionally, our "progress" takes us 
from the bedside to those prestigious 
middle-management positions that 
remove us from direct patient care. 

1 wondered why it makes us feel 
somehow more professional, more 
deserving of respect, to identify with 
the business end of nursing. 

I wondered why donning a lab 
coat and street clothes make us sud-
denly feel successful. 

Professionalism seems to be in-
creasingly associated not merely with 
advanced degrees and certifications, 
but with advancement through the 
hospital career track that leads inexo-
rably away from the bedside. One 
reason, I believe, that bedside nursing 
gets so little respect is because nurs-
es have no power within the economic 
and political structure of most hospi-
tals, a tact that can be attributed to the 
traditional attitude of hospital adminis-
tration toward the department of nurs-
ing and the position that the nursing 
department occupies in the budgetary 
process. 

Money Talks 

~Y. other departments In the hospital, 
1f in . fact there is a charge for the 
serv1_ce. Stools checked for gulac by 
nursing are not charged to the patient 
account. But if the same specimens 
are te_sted in the hospital laboratory, 
there 1s a charge. Incentive spirome-
tery performed by a nurse is charged 
only as an initial equipment charge to 
!he patient. If a respiratory therapist 
1s required to assist the patient with 
the same treatment, there is a charge 
for the service each time the therapist 
walks into the room. Charges for the 
use of pressure monitors are billed 
through central supply, even though 
that department has no connection 
with the pressure monitor. Nurses 
maintain the pressure line, change 
the tubing and dressing on a routine 
basis, trouble shoot problems with 
the system and interpret .the monitor 
information. 

In hospitals, the department that 
bills for a service is the department 
credited with producing income tor the 
institution. Viewed from this perspec-
tive, it is easy to understand why nurs-
ing has traditionally been seen as a 
drain on the hospital's economic well-
being. Nursing salaries are always a 
budgetary outflow item. And although 
nursing is the biggest department in 
the hospital, it produces no revenue. 
Hence, nursing time and effort are 
seen as having little value. Personnel 
without value wield no power. 

Traditionally, nursing is the only 
department in the hospital that does 
not bill for services, even though, in 
most cases, our service is the primary 
reason for a patient's hospitalization. 
Services that nurses perform are billed 

Without power, nursing has little 
clout in determining its 'own needs. In 
this climate, nurses are always in the 
position of justifying virtually every 
need, every function, every dollar 
spent to maintain their very existence 
within the hospital. Thus, when nurs-
es point out that they suffer from 
steadily increasing workloads and 
steadily diminishing staffing levels, 
they are looked upon as malcontents, 
as employees with negative attitudes 
and people generally unable to mea-
sure up to the standards of the hospi-
tal. Rather than insisting that hospi-
tals reevaluate their standards, nurs-
es have maintained their defensive 
posture and have continued to justify 
their existence as professionals. 

Nursing Care -
The Hospital's Prime Commodity 

Hospitals have only two things to 

offer patients that cannot be offered 
on an out-patient basis: surgery and 
twenty-four-hour nursing care. _In fact, 
the former Is often performed in day-
surgery units with patients discharged 
as soon as they have recovered from 
the effects of anesthesia. The only 
reason for a patient to remain hosp_ital-
ized in today's healthcare s~stem is to 
receive specialized nursing car~. 
Nurses traditionally viewed as a dram 
on the hospital budget, are in fact ~he 
hospital's primary revenue-produc1_ng 
asset. When a patient is charged five 
dollars for a Tylenol tablet in the hos-
pital this inflated price does not reflect 
the f~ct that the Tylenol hospitals use 
is better than Tylenol purchased else-
where. Rather, it reflects the fact that 
a nurse is present to assess the pa-
tient's need for the drug, to administer 
the drug and to assess its effective-
ness once given. 

Without nurses at the bedside 
applying their skills to assess and 
process information about changes 
in patient condition and to carry out 
necessary interventions as those 
changes take place, every patient cur-
rently hospitalized could be cared for 
just as well at home. It is this skill , 
necessary to the care of every patient 
who requires hospitalization, that de-
fines the professionalism of every 
nurse who commits her skills and her 
self to giving patient care. It is the 
application of this skill that obviates 
the necessity to justify either the need 
and function of nurses in the hospital 
or of our professionalism in general. 
It is the skill in caring for patients as 
unique individuals, according to their 
needs, that should define success 
and form a basis for advancement in 
the profession. It seems obvious to 
me that, as long as we continue to 
define nursing success in terms of 
career tracks that lead us away from 
the bedside, we will continue to de-
fine nursing from a defensive pos-
ture. We will continue to find our-
selves justifying what we do. And we 
will continue to ask permission of oth-
ers to call ourselves professionals. 

Where Do We Go From Here? 
What should nurses require of hos-

pitals if we are ever to move away from 
our . ~efensive posture and take the 
pos1t1on of professionals in control of 



"I wondered why nurses seem to be forever justifying their position as professionals.,, 

our destinies'! Perhaps an answer to to-
day's problem rnn be found in looking 
back ward. Jeanne Achterbcrg cites a 
speech made to the 1883 graduating class 
of the Women's Medical College of the 
New York lnlinnary by Mary Putnam 
Jacobi. a physician of no little renown in 
her time. Dr. Jacobi addressed a similar 
issue among women physicians. She was 
concerned about the position of women in 
medicine, a position that was, at best, 
precarious. She told the graduating wom-
en physicians that "If you cannot learn to 
act without masters, you evidently will 
never become the real equals of those who 
d " 0. 

Hospital structure has promoted a 
master/servant relationship between ad-
ministration and nurses. It is only natural 
in this situation that nurses seeking ad-
vancement within the profession direct 
their efforts away from the bedside nurs-
ing "servant" position toward the more 
powerful "master" positions in manage-
ment. This might be an adequate solution 
for individual nurses who are able to rise 
within their hospital structure and become 
··masters" of themselves (and of the "ser-
vant" class they have surpassed). It does 
nothing for nursing as a profession. 

Consider this. If nursing services are 
billed under a nursing account, then nurs-
ing is immediately perceived differently. 
That cost of taking a daily weight, which 
is now billed by central supply, immedi-
ately becomes revenue earned for the hos-
pital by the department responsible for 
perfonning the service. Nursing, through 
this one change, achieves a value to hospi-
tal administration that was never before 
apparent, since that revenue was always 
seen as a central supply revenue. Nursing 
can now approach hospital administration 
with the evidence of value indicated by 
nursing-generated revenue and say, un-
equivocally, "without nursing the hospital 
is just a building." Nurses become "mas-
ters" of nursing, able to face hospital ad-
ministration as equals. With a share in 
policy making, rather than as the servant 
of policy, nurses can stop seeking pennis-
sion from a sometimes benevolent "mas-
ter" to use the designation "professional" 
that has been earned, not merely in "mas-
terful" management positions, but in posi-
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tions demanding great skill and commit-
ment to bedside nursing. 

Administrators will reply that this 
change is too costly. I would ask "How 
costly is the nursing shortage?" Even 
without a shortage, how costly is staff 
turnover? Some will object to the idea of 
billing for services by a group which has 
always been perceived as dedicated to a 
"higher calling." They will respond that 
billing for nursing care is tantamount to 
billing for nurturance and will mean that 
people can no longer view nurses as the 
caring "Angels of Mercy" of years past. I 
would respond that to perpetuate this im-
age at the risk oflosing nurses is the height 
of illogic. No hospital administrator would 
ever suggest that physicians perfonn their 
jobs under the same conditions that nurses 
routinely experience. Yet a physician's 
purpose is the same as that of a nurse. Each 
is committed to caring for the sick. Deny-
ing the value of services perfonned by 
nurses is just a way of oppressing those 
professionals who are perfonning the sin-
gle most vital function hospitals have to 
offer patients. Nurses, like any oppressed 
group, will seek a way out of their oppres-
sion - in this case, out of nursing. We 
must tell hospital administrations that it is 
in their own vital interests to recognize the 
need for nurses who are valued. 

A nursing department that has 
achieved equality in the hospital structure 
should exert a voice in hospital policy. 
How many hospitals have staff nurses 
serving on committees where they can 
actually exert power in their own employ-
ment situation? The staff nurse is the 
patient care expert. She belongs on the 
patient care committee with voting and 
decision-making power equal to other 
members of the committee. 

Is there a physician on the hospital 
board? Why not a nurse? Not a nurse who 
has been away from patient care longer 
than she was ever in it, but fl working nurse 
who will look at policies and tell the 
administration things they may not want 
to hear, but things that they need to hear if 
the hospital is to survive in today's health-
care climate. 

What about personnel committees? 
lfthe bulk of the staffis made up of people 
who work 24-hours-a-day, seven-days-a-
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week, why are the policies geared to M 
h F 'd . on. 

day-throug - n ay, 111ne-to-fivc stal'I'! Ir 
a nurse is expected to make life and de· 1 . . . ~I 
dec1s1ons about her patients - which s/1 . . 
is - why 1s II necessary to tell her what 
color socks to wear, how to style her hair 
or whether or not s/he may wear an ear-
ring? Consider the fact that some day that 
nurse, credited with so little common sense 
might be caring for the very administrato; 
who finds it necessary to write insultin , 
policies defining personal grooming an~ 
hygiene. Why can that nurse be trusted 
with a life but not with her own ability 10 
dress neatly? She ought to be a member or 
the personnel committee with a vote equal 
to the vote of every other member in 
matters of policy. 

What's more, nurses who serve on 
committees should be selected by their 
peers. If nurses are selected because they 
have been loyal employees for many years 
and committee membership is a way of 
rewarding them, chances are they will do 
and say what is expected of them. Every-
one will remain complacent. No change 
will take place. lf, on the other hand, 
hospital administrators really listen to 
things they don't always want to hear, and 
if the staff knows that change is possible, 
then there is a real chance for change to 
take place. 

Hospitals must change if we are go-
ing to make any progress in bringing a 
pennanent end to the nursing shortage or 
if we are to elevate the low morale among 
hospital nurses. Nurses who feel they hav; 
power to bring about change, not only in 
the condition of their patients but also in 
tenns of their own futures. will remain 
happily in patient care positions doing 
what they love. Empowem1ent is a much 
stronger motivator than oppression. 
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