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This paper describes how feminist beliefs and values should
influence nursing practice. Traditionally held patriarchal values
are challenged, and the feminist tenets of gender equity, the basis for
value to society and personal sovereignty are discussed. Drawing on
experience as a nurse practitioner this writer gives examples of
nursing practice that are grounded in feminist philosophy.

eminist philosophy challenges gender-biased so-

cial practices and questions the beliefs and values

from which such practices arise. Sexism, like

racism, isnotfashionable in contemporarysociety,
and among today’s nurses disagreement with the principles
of feminist philosophy is rare. For example, nurses clearly
supportequal pay for comparable work and would be unlikely
to suggest that women are less competent than men.

On the other hand, nurses are products of a patriarchal
culture that historically has viewed men as physically and
intellectually superior to women. Traditional values, often
deeply entrenched and rarely questioned, may cause be-
haviors that perpetuate the negative attitudes women con-
tinue to encounter. Concern about the impact of values was
expressed by the President’s Commission on Mental Health
(1978):

The rapidly changing role of women has left many tradi-
tionally trained mental health practitioners ill-prepared to
dealwith the new problems thatwomen face asaresult... We
are concerned by the failure of mental health practitioners
torecognize, understand, and empathize with the feelings of
powerlessness, alienation, and frustration expressed by many
women (p. 7).

Nurses are mandated by various professional standards
(American Nurses Association, 1973; Nurses Association of
the American Council of Obstetricians/Gynecologists, 1986)
to protect the rights of their clients, rights that most nurses
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would acknowledge encompass the basic rights expressed in
feminist philosophy. Do nurses believe this? If so, then
nursing practice should be congruent with the tenets of
feminist belief. However, nurses who have been socialized in
a patriarchal society many not recognize incongruities in
their practice.

The purpose of this paper is to consider how feminist
beliefs and values should influence nursing practice. The
basic tenets of feminist philosophy are outlined, and tradi-
tionally held patriarchal values are challenged. Drawing on
experience asanurse practitioner, thiswriter gives examples
of nursing practice that are grounded in feminist philoso-

phy.
An Overview of the Tenets of Feminism

Feminist philosophers have pointed out that traditional
Western society has been shaped by the male-dominated
majority culture (Belenky, Clinchy, Goldberger & Tarule,
1986). A foundational value of this majority has been the
belief that the characteristics and behaviors of males con-
stitute the norm, while those of females are believed to be
abnormal or deviant (Bardwick, 1980). The result of this
traditional belief system has been the difficulty most women
have in establishing their authority (Hall & Sandler, 1982;
West & Zimmerman, 1983), achieving recognition and re-
ward in the work arena {Becker & Able, 1978; Kragen, 1987)
and receiving sufficientinformation to make informed judg-
ments about health care (Bernstein & Kane, 1981; Scully,
1982).

As various feminist writers (de Beauvoir, 1974; Gilligan,
1982; MacKinnon, 1989) have attempted to redress the
unfair attitudes encountered by women, basic tenets of
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feminist philosophy have emerged. One important concept
is the affirmation of gender equity, which advocates a part-
nership rather than a dominance model for human inter-
action. Further, feminists assert that value to society must be
determined not by gender but by an individual’s capacity to
contribute; this questions the patriarchal view that women’s
primary contribution is through their sexual and reproduc-
tive functions and challenges the restricted traditional ideal
of feminine beauty. A third tenet of feminism recognizes
that women should be accorded the same sovereignty over
their bodies as men.

Gender Equity

The patriarchal view of woman as a subspecies of man
shows readily in the contemporary experience. Common
language is rife with examples such as the generic use of man
and masculine pronouns to represent all human beings
(e.g., the paradigm that depicts nursing expertise in the
areas of Man, Health and Environment); the lack of gender
fairness (e.g., man and woman are parallel terms, whereas
man and wife defines the man as an individual and the
woman only in relationship to him) and the negative con-
notation reserved for words that depict feminine traits (e.g.,
buddy vs. sissy or master vs. mistress) (Maggio, 1987). While
it has been argued that sexist or exclusive language merely
reflects sex-role stereotypes, there is strong evidence that
such language plays an active role in reinforcing and per-
petuating gender bias (Hellinger, 1984). The Western im-
age of God as amale figure and the depiction of the creation
ofwoman from the rib of aman also make powerful statements
aboutmale supremacy (LaChat, 1988). If God, the Supreme
Being, and Adam, the first human, embody masculine traits,
then feminine traits, by default, are less esteemed.

The traditional belief that women are less capable than
men has corroborated the view that women best serve society
in a supporting role. Consequently, a woman’s highest
calling has been identified as the nurture and support of a
man so he can accomplish activities that benefit society. An
outcome of this view is the societal expectation that women
will carry the primary responsibility for family well-being.
This gender-biased expectation of woman as care provider is
demonstrated in the unequal responsibility mothers think
they have for their children’s success and well-being (Caplan
& Hall-McCorquodale, 1985), in the unequal division of
household and child-care labor that persists despite women’s
outside employment (Berk, 1985), and in the unequal
demands placed on male and female children of elderly
parents (Horowitz, 1985). Given the changing economy,
with larger numbers of women working outside the home,
women are placed at disproportionate risk for stress as a
result of multiple role demands (McBride, 1988).

Feminist philosophers challenge the view of male su-
premacy. In her review of biological and cultural influences
on gender-roles, Parsons (1980) concluded that the few
biological differences between the sexes were not sufficient
to limit women to this narrow supportive role; rather, based
on cross-cultural evidence, gender-role malleability and
diversity is the norm. Taking an anthropological perspective,
Eisler (1988) advocated a partnership model for human
interaction. In such a model diversity is honored and sought
after rather than equated with either inferiority or superior-
ity. Feminists have also challenged patriarchal theology,
pointing out the less known version of creation in which
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both man and woman were created simultaneously in the
image of God (Genesis 1:28) and the assertion of Paul in the
New Testament that in Christ is neither male nor female
(Galations 3:28-29) (LL.aChat, 1988). The movement within
contemporary churches for incorporation of inclusive
(nonsexist) language is a direct effort to enfranchise women
as beings who reflect Godly characteristics.

Nursing practice that operationalizes the feminist point
of view must use inclusive language. The written and verbal
messages conveyed by the powerful symbol of language can
influence the attitudes of women, indeed of society. For
example, the practice of referring to women clients by their
first names or as “Honey” or “Dear” while the nurse expects
a more formal title demonstrates a diminished view of
women. Greater sensitivity to language usage not only in-
creases clarity of thought and accuracy of communication
but also influences the attitudes of both the sender and
receiver toissues of justice (Diers, 1989). Thusitisimportant
for nurses to recognize exclusive or sexist language in client
interactions and agency policies. Two excellent readings
that can increase sensitivity to the use of inclusive language
are Language, Gender and Professional Writing (Frank &
Treichler, 1989) and Language, Gender, and Society (Thorne,
Kramarae & Henley, 1983).

Nursing practice’ that reflects feminist philosophy must
also acknowledge the reality of the additional strain imposed
by the demands of multiple roles—strain that is often com-
pounded by inequitable salary and differing workplace ex-
pectations. An unfortunate by-product of opening up out-
side employment to women has been an implicit message
that they should be able to handle the added claims deriving
from job and family. The nurse can demonstrate concretely
the value placed on the woman’s lived experiences by elic-
iting carefully and considering thoughtfully the woman’s
appraisal of the nature as well as the basis for her health
problem including potential stressors related to role strain
{McBride & McBride, 1982). In my practice I aim to coun-
teract the Supermom Myth by initiating a discussion of role
overload and the strain this imposes: “It’s often difficult for
women to juggle work and family demands. How is it for
your”

In my work with antepartal families one goal is to lay the
groundwork for a more equitable distribution of labor by
meeting with the couple to explore anticipated changes:
“How much additional work do you think child care will
entail? How can the extra tasks be divided in a way that you
both feel is fair?” The couple is encouraged to attend infant
care classes so that each develops a basic skill level. Follow-
up postpartum visits include an evaluation of each parent’s
satisfaction with the division of labor.

The same process applies to assisting families who are
making decisions about the care of older relatives. Rather
than assume the women will provide for the care of the frail
elderly, the family could be challenged to derive an equitable
distribution of responsibilities. Resources can be provided
so that clients of both genders can develop the necessary
skills to provide care, and the nurse can continue to monitor
client adaptation.

Basis for Value to Society

Traditional society primarily has valued woman for her
reproductive capacity and her potential as a sex object.
Images that reflect these values are vividly portrayed in
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advertisements that use a very limited standard of beauty
strongly influenced by male definitions of desirable sexual
characteristics (Lazarus, 1987). Young, thin, airbrushed
models establish an unrealistic (often unhealthy) definition
of attractiveness. This idealized image of what constitutes
feminine beauty has so pervaded social attitudes that obesity
is viewed as evidence of a character flaw (Bennett & Gurin,
1982) and the sexuality of older women is considered taboo
(Renshaw, 1983).

Manywomen’s health problems can be attributed at least
in part to self-concept conflicts arising from the disparity
between societal definitions of beauty and the physical
reality of self. These conflicts are reflected in the growing
incidence of eating disorders and unhealthy dieting seen in
contemporary adolescents (Mallick, 1981) and the obses-
sion with dieting seen in women of all ages (Chernin, 1981).
Even during pregnancy, when maternal weight gain is es-
sential for optimum fetal development, more that 40 per-
centofwomen reported reluctance togain (Palmer, Jennings
& Massey, 1985). For women, concerns about body size may
be compounded by being older in a society that deems
women old and nonproductive at an earlier age than it
deems men (Sontag, 1972).

Feminist philosophy challenges the notion that women
contribute to society primarily through sexual and repro-
ductive functions. Socialization practices are recognized as
placing far greater constraints on women than on those that
are imposed by biological endowment (Block, 1982). As the
routes for women'’s productivity have expanded, feminists
have also challenged limited ideals of feminine beauty. The
advertising and entertainment media have been prodded to
broaden the models presented for public consumption
(Boston Women’s Health Collective, 1984). Progress can be
found in the growing numbers of women in the media who
are not young, not thin, not white. Moreover, feminist
writers have pointed out the contradictory messages society
has been sending women that may contribute to lack of
fitness. Specifically, women are encouraged to become in-
terested and strive for expertise in food preparation that
frequently leads to overeating; at the same time they are
discouraged from developing athletic pursuits that would
increase caloric output (McBride & McBride, 1982).

Nurses, with their heritage of concern for the individual
and placing an emphasis on health, are in an ideal position
toincorporate a feminist perspective into their practice. The
nurse who truly values and accepts the individual will strive
to focus on unique rather than stereotypical characteristics.
Toidentify continuing gender-bias, these nurseswill examine
their beliefand value systems. In anursing practice grounded
in feminist principles, narrow definitions of beauty are
challenged and the attractiveness of the vibrancy and energy
that comes with good health at any age is affirmed. For
example, with respect to the health hazards of overweight,
nurses should consider whether their own attitudes are
biased by the standards set forth by the media. Too often
there is a knee jerk response to excess pounds in which
major emphasis is placed on weight loss as the keystone to
improved health. In reality, a woman is more likely to
incorporate healthy life-style changes when existing self-
care is praised {e.g., if she is a nonsmoker or exercises daily)
as opposed to the blame that is implied by admonitions to
lose weight. In my practice, during the review of an initial
physical examination of a young woman whose weight was 32
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percent above recommended levels, I commented that her
strong pulse rate of 68/minute suggested that she had been
exercising regularly. The woman responded, “I'm so glad it
shows! I've been taking an hour walk five times a week.
You’re the first one who hasn’t started in on my weight right
away.” The probability that this woman will continue her
exercise program was undoubtedly strengthened by recog-
nizing this positive aspect of her physical condition. The
pointis not to suggest excess weight should not be addressed
as a health problem but that some balance be introduced
into the appraisal.

With older women, besides challenging traditional ste-
reotypes of beauty, the nurse can call into question the myths
of menopause. For example, many women fear menopause
because theyare unduly influenced by the biomedical model
of menopause as an estrogen deficiency disease (Voda &
George, 1986). This model traces its roots to a traditional
patriarchal definition of menopause as crisis. Feminist schol-
arship has challenged this bias and redefined menopause as
a normal physiologic event (Capra, 1982; Woods, 1982).
Providing women with a realistic risk appraisal and accurate
information about the changes their bodies are undergoing
can allay much anxiety. Anticipatory guidance and on-going
counsel helpwomen toviewmenopause asa time of expanded
opportunity.

Personal Sovereignty

Until recently women have legally been the property of
men rather than having sovereignty over their bodies. The
de facto acceptance of violence against women, a pervasive
problem in our society, is an outcome of this attitude. Wife
beating accountsfor 76 percent of all familyviolence (Ghent,
DaSylva & Farren, 1985), and it is estimated that 44 percent
of American women have been victims of attempted or
completed sexual assault/rape (Russel, 1984).

Violence against women is perpetrated by men of all
races, ages, socioeconomic classes and occupations (Gayford,
1975; Horning, McCullough & Sugimoto, 1981). The extent
of the underlying chauvinist attitudes is demonstrated in the
high proportion (42%) of women working for the federal
government who reported sexual harassment over a two-
year period (Merit Systems Protection Board, 1981) as well
as in the perceptions of women that men assume intimacy
and feel entitled to intrude on a woman at any time (Kelly,
1987). Such an attitude of entitlement is reflected in a survey
of college-aged men, 51% of whom reported they would
rape a woman if they knew they wouldn’t be punished; they
further thought the victim would enjoy it (Malamuth, 1981).

The problem of violence has been attributed to the
individual characteristics of the perpetrator and the target.
That is, some character defect or developmental deficit was
used to explain the violent behavior of the inflictor aswell as
the “invitation” extended by the recipient. More recently,
feminist literature has identified a system-based cause: vio-
lence against women is viewed as the natural result of a sexist
social order (Chapman & Gates, 1978). Collectively, men
are seen to use violence against women as a means to
maintain power over them. The question is not so much
whether a particular man does or does not use violence but
rather thatso manyfeel entitled to express anger or frustration
in this manner. The attitudes of a sexist social order operate
to maintain tacit condoning of violence against women.
They also support the tendency to blame the victim, which
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is seen in society and, perhaps most destructively, in the
health care and legal systems (Cartwright, 1987).

Nursing has become increasingly active in addressing the
issue of violence against women (Campbell & Humphreys,
1984, Sampselle, in press). In practice, the nurse can convey
the basic attitude that the woman owns her body. One
powerful way to demonstrate this belief is to involve the
woman actively in the pelvic examination, a procedure
formerly conducted in a furtive manner with the examiner
hidden from the client by a large drape. When positioned
with her head elevated, and the drape (if used at all)
adjusted so that face-to-face communication can occur, the
woman can, if she chooses, become an active participant in
the experience. Some clinicians advocate providing the
woman with a hand mirror so that she can observe her own
body, but I have found that positioning the mirror is an
action that many women are not prepared initially to take. A
wall-mounted mirror can make the view of the examination
readily available to a woman whenever she chooses to look.
The examiner can say, “I’ll adjust this mirror so you can
watch whatI’'mdoing, ifyou’d like.” These measuresincrease
the woman’s opportunity to gain greater knowledge and
appreciation of her body. They also contribute to an atmo-
sphere that promotes questions and discussion.

This sort of atnosphere can set the stage for further
communication about related issues such as who should
bear responsibility for acts of violence aimed at a woman.
Often the insight that violence is the result of the misuse of
power by men rather than triggered by a woman’s behavior
empowers abused women to leave violent relationships
(Boston Women'’s Health Collective, 1984).

When a woman is clear about ownership of her body, the
answers to other questions follow. For example, one out-
come is the recognition that she should be a free and willing
participant in any sexual behavior. In reality, while the
sexual revolution has enabled women to be less restricted
about sex, it has also implied that they ought to be readily
available. Ownership of one’s body means the decision to
have sex is freely made, not owed to a date because he has
paid for dinner and a show. With ownership also comes the
right to protect one’s property (i.e., a woman has the right
to protect herself against sexually transmitted disease and
pregnancy). One technique I have used is to role play with
awoman so she is better prepared when a sensitive situation
arises. For example, a man may resist the use of a condom by
claiming that the sensations are not as good for him when
the condom is used. The woman can be encouraged to
respond that the quality of her experience is seriously im-
paired by worry about STD or pregnancy.

Summary

The immediate goal of the feminist movement is to
address gender-based inequities in society. Because nurses
often provide care towomen at critical developmental points,
it is important that the practice of nursing reflect the prin-
ciples of feminism. By challenging traditional attitudes and
values, nurses can have a beneficial effect on women’s self-
conceptand sense of self-ownership. Incorporating feminist
philosophy into practice can make it more likely for women
to become full partners in sexual, social and economic
relationships and to be valued for a wide range of contri-
butions to society. Such outcomes should enrich relation-
ships for men as well as women because in them resides the
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basis for true intimacy.

Research is needed to determine how widely held are
nurse’s beliefs about feminist philosophy and how their
beliefs are operationalized across the spectrum of specialty
practice. Also, study is needed to test whether nursing
practice grounded in feminist principles does, in fact, lead
to better health care outcomes.
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