

















a habit to do just the opposite; while this generally goes
against established policies, I believe that it is quite essential
for the nurse to break down the barriers. As a patient, |
wanted to know my vital signs, the drugs [ was being given,
the results of diagnostic tests, and all other data on my
“case.” To get this information, I usually had to ask for it,
sometime with quite a bit of determination and forcefulness
in my voice.

In other words, nurses and other health team members
weren't in the habit of volunteering this information and
sometimes felt quite uncomfortable in doing so. I got my
share of stylized responses such as “Your temperature is
fine.” I didn’t want reassurance; I wanted exact information.
In one instance, a staff nurse brought in a new medication
and when I asked what it was, she responded, “I can’t tell
you! You of all people should know that!” That made me
angry, even though I knew I could ask another nurse who
would tell me. It seemed illogical, indeed, that this nurse had
the right to know more about my treatment than I did
myself.

After surgery a nurse colleague who was taking care of me
let me look at the pathology report. This was very reassuring,
not because I would have doubted her truthfulness if she had
simply told me the results, but because she was allowing me
to exercise my usual way of assessing a patient—this time,
myself. All the concrete knowledge I had about myself
increased my feelings of power and control as well as my self-
esteem. '

There are a few patients who definitely do not want this
kind of information; they are less anxious if they assume a
position of blind dependence. Then, again, many people may
not seem to want to know; when questioned, however, they
express a deep-felt desire to be informed, but say they “didn’t
feel” that it was their right. Therefore, it is absolutely
essential for the nurse to make keen assessments as to each
patient's needs and capabilities.

MORE THAN ONE VILLAIN

Physicians are not the:only ones to exercise aesculapian
authority. Nurses are often authoritarian, too, so, while
medicine has been singled out here, it is little more of a
villain than nursing. The pervasiveness of the medical model
accounts for some of this behavior; however, it seems to me
that the nurse sometimes uses her authority to build up her
professional status as well. How often, for instance, is the
patient allowed to participate in decisions about his nursing
care? Here is where the nurse can considerably enhance the
patient’s sense of control, by encouraging him to participate
in innumerable decisions, ranging from whether or not he
will have a public health nurse referral to the determination
of the time of his treatments and medications.

As is true in medical management, the nurse who allows
the patient to participate in these decisions runs the risk that
he will choose an alternative that she does not believe to be in
his best interest. If attempts to instruct and persuade the
patient fail, then the nurse must have ¢nough humility to
allow him the greater vilue of the dignity of his own choice.

If she imposes her own notion of what is good onto the
patient, she will at the same time reduce his dignity.

IN RETROSPECT

An unexpected encounter with hospitalization and surgery
has prompted this attempt to provide some insight into the
almost mystical relationship between physicians and
patients. Half-gods, physicians resemble. Yet for patients to
acquiesce completely with this concept, without demanding
some reasonable degree of participation in the decision-
making, seems unreasonable. Certainly this whole process,
especially as it relates to the third party in the person of the
nurse, deserves much more attention than it has received.

In the same play from which I quoted at the beginning of
this article is the following exchange:

DOCTOR. Take again your bed, sir;
Sleep is a sovereign physic.

ANTONINUS. Take an ass’s head, sir:
Coufuswn on zour fooleries, your charms!

pills and base apotheca

Thrcaten ’d to bring | unm me l?'C.'tut you imposter!
Quacksalving, cheating mountebank! Your skill
Is to make sound men sick, and sick men kill.""

Strong language, perhaps, and medicine has come a long
way in the over 350 years that have passed since those words
were spoken. Nevertheless, today’s society is more and more
an outspoken and critical one--one that demands to know,
rather than just be fold. An unresponsive, dictatorial attitude
on the part of either physician or nurse is increasingly likely
to evoke a reaction that could strongly resemble that of
Antoninus—three centuries later. =
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