LETTERS

Need caring, compassion or
comfort? Sorry, I’m a doctor

Ms. Manzoor and Dr. Redelmeier’st CMAJ
Humanities article on sexism in medical care
introduces 7 strategies a female physician
might employ when mistaken as a nurse by
a patient in hospital. Although well inten-
tioned, we believe the article perpetuates
harmful gendered discourses about nursing
and nursing work (e.g., hygiene, comfort,
empathy, nutrition, mobility and informa-
tion) that are important to critique.

The authors depict nursing as a series of
“mundane” interventions such as scratching
backs, fetching basins and delivering blan-
kets. These delimited accomplishments
obscure the diversity and importance of
nursing in the contemporary health care
environment. Readers are made to under-
stand the “basic” work of nursing is not
equivalent to the important “cognitive” work
of medicine. Nurses, who remain primarily
women, have long faced difficulties in their
work environment as a result of centralized
male positions of medical power. Difficulties
include gender biases and role stereotypes
that retain the notion that nursing comprises
unskilled feminine tasks that are beneath the
status or concern of the physician.

Patients and families expect clinicians,
regardless of their gender or profession, to
intervene in the bodily and social dilemmas
that accompany serious illness and dying.
The complex needs of the contemporary
hospital patient require the collaboration
of multiple professions. Sexist discourses of
mundane nursing care impede this impera-
tive. Social denigration of nursing can lead
trainees, clinicians and administrators to
believe physical or relational care is not a
priority or an efficient use of their time.
Misperceptions of nursing work as

unskilled or undemanding may also con-
tribute to the downloading of new adminis-
trative duties to the nursing profession. The
resultant time compression experienced by
nurses can impede the delivery of essential
nursing care and pose dangerous conse-
quences for patients.

In our analysis of the article, patient
needs for comfort, empathy and informa-
tion are subverted to the need for female
physicians to maintain status. As the build-
ing blocks for hospital care, nursing inter-
ventions warrant the collective attention of
physicians. Current research has shown that
omissions of physical and relational nursing
result in poor outcomes in patients includ-
ing health care-acquired infections, pres-
sure ulcers, falls, prolongation of treatment
and hospital readmission.2 Investigation
into failures of the health system include
normalized disregard for patient needs (e.g.,
The Francis Inquiry)>”7 and the social and
political conditions that impede nursing
intervention (e.g., missed nursing care).
Finally, physicians also need to show com-
passion in their work rather than relegating
these important patient-centred aspects of
care to nurses.

As a reformulation of proposed strat-
egies to combat sexism in health care, we
suggest female physicians consider soli-
darity with nursing. This might include
attention to gendered assumptions in lan-
guage when describing nursing work. Pro-
fessional admiration might go beyond
nursing ability to silence beeping intra-
venous pumps. Blunt efficiency might
include critical questions about the impact
of nursing layoffs or the downloading of
added administrative tasks to nursing.
Bedside manners might include medical
introductions to the patient and nurse and
collegial humour when one forgets to do so.

Finally, we argue that a superior medical
authority is not required to intervene when
someone is treating a female, male or trans-
gender clinician in an inappropriate manner.
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