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WEEKS :

I would like to have you talk about the history of labor negotiations
particularly in the Michigan area. Possibly you could fill me in on the
picture of labor relations generally in the nursing profession.

GUY:

The movement toward a labor relations program in nursing (formal program)
at the national level\really began in California., There was a leader known as
Shirley Titus who was the Executive Director of the California Nurses'
Association back in the '40s, They believed very strongly that nurses not
only required improved employment standards and salary compensation but that
until that happened, we were going to continue to have a high turnover in
nursing and difficulty recruiting bright, young people into the profession.

They were able to influence the American Nurses' Association, which is our
national counterpart, to adopt a program in the middle and late '40s. Through

the national effort then state nurses' associations were stimulated to develop
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programs and could seek the assistance of the ANA in their endeavors.

The Michigan Nurses' Association adopted what we called an economic
security program in about 1958-59. This was done by our governing body which
is a representative House of Delegates.

The first five years of the program (after we employed a staff person for
that purpose) had three primary goals. One was to participate in a public
education campaign to raise the awareness of the financial plight of
professional nurses in the state. This was done, as I recall -- although I
was not here at the time -- through sending letters to a hundred or two
hundred influential citizens. Some of them were in business, industry,
government, education., It was also accomplished by doing surveys of the
employment standards in health agencies, not just hospitals, but public health
agencies, nursing homes, etc. throughout the state.

We then worked with groups of nurses in individual employment settings who
recognized a need and had an interest, and who were collectively together to
do something about their standards. Although at that time we really did not
negotiate formal contracts, we did prepare documents that were very much like
a contract, laying out the case of the needs of the nurses in that agency.

We also participated with the steering committee or with whatever
organizational structure those nurses adopted locally in meeting with their
employer and presenting the case through their recommendations,

We did see some improvements begin to be made in those first five years.
I would say they were not dramatic but they were consistent.

Now, in 1965, as you know, the labor laws in this state were changed. At

that time, at least the nonprofit voluntary hospitals were not covered by the
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federal law. And so we relied on the two labor laws in Michigan -- the one
covering public employment and the one covering private employment. The
Hutcheson Act which changed, as I believe, the public act, in effect opened up
the door to increased unionization by public employees.

Now we saw an influx, (into collective bargaining) not only in the field
of education, which has grown to be an extremely strong movement, but also in
municipalities by both county and city employees. I think our real stimulus
into moving into collective bargaining on a formal basis came as a result of
nurses —-— they might be public health nurses, they might be nurses in county
long-term care facilities =- calling us and saying that they had just learned
that an election was going to be held in two weeks. They found themselves
caught in a bargaining unit with maybe the garbage collectors or the dog
catcher or a wide variety of skilled and unskilled occupations. They objected
to, first of all, being in a conglomerate group and secondly, in some cases,
they didn't want to be in a bargaining group at all. But mostly they objected
to not having any choice and any control over their own situation.

So, in a sense, we sort of fell into the program, that is, the collective
bargaining program, because of the expressed need of nurses who needed
assistance.

In those early days, we assisted some nurses just to be excluded from the
conglomerate unit. In others, the nurses decided that if the other employees
were going to be unionized then they had better be too and so there would be
an effort to put us on the ballot as their bargaining representative.

Between 1967 and 1970, we probably had our fastest growth. We grew from

three bargaining units in 1966 to probably close to fifty, I would guess, in



the early 1970s.

We had continued growth through the middle of the 1970s but things, I
think, have slowed down somewhat, both for us and for some of the other groups
now trying to organize nurses. Each year there may be a few groups added but
it is not a strong movement.

At the present time, we represent nurses in about 60 different employment
settings, These include small and large hospitals, acute care hospitals. It
includes nursing homes and medical care facilities, We have a fair number of
public health nurses whom we represent and we have a few small groups. We've
had some in the hospital schools of nursing, and visiting nurse associations
-— We represent several of them. We represent one of the area chapters of the
Red Cross. We have a diversity of nurses.

As you know, the National Labor Relations Act was amended in the '70s to
permit, or to require, the inclusion of the nonprofit voluntary hospitals.
Although this did not have an appreciable effect, I don't think, in our state
because we had already been covered by law, it did again raise some of the
controversies. (I'll get into the controversy within the profession about the
program,) But I don't think it stimulated any particularly new movement in
the state.

We do, however, now work either under the public law in Michigan or under
the federal law. The chief difference for us 1s that the public law in
Michigan does permit supervisors to be organized into a bargaining unit of
their own. And so we have some units, separate units, of head nurses on up to
directors of nursing in some of our public agencies.

In the private agencies, our units are primarily staff nurses although we
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have had some head nurses in bargaining units when the board has determined
that they are really not fulfilling the traditional management function.

I might say that one of the controversies within nursing, as a collective
bargain approach affects us is, the issue of people who are called head nurses,
or in some cases clinical managers. Within the profession at the patient unit
level of an agency there is a real question about whether these persons called
head nurses primarily function as managers of the clinical care for patients
or whether they function primarily as managers of staff. In some cases it has
been determined that they really are there as a coordinator of the clinical
care for patients. In providing and assuring that coordination, they
obviously have to work with the direct staff but they do not spend the
preponderance of their time in a traditional management or administrative
function. It's sort of a mixture.

One of the other interesting things I think we have in nursing collective
bargaining is we have ,first of all, high turnover of staff invmany health
agencies, Turnover can be anywhere from 30 to 70% per year of the staff nurse
level, As a result of the turnover, we have not only many of the people in
the bargaining unit leaving the agency and therefore the bargaining unit, but
we have, because of turnover in other positions, a fairly rapid upward
mobility of the staff nurses into other positions in nursing which are not
normally a part of the bargaining unit., You have a high turnover of the
leadership within bargaining units as well as within the rank and file,

We also have a phenomenon of interchangability of nurses in positions. A
nurse may work as a staff nurse three days a week and as an assistant head

nurse two days a week., Or because of shift rotation, an individual may be a
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staff nurse on the day shift but then if she is transferred to the evening or
the night shift, she may find herself as a charge nurse. So one of the
difficulties which the organization, the employer and the labor relations
board have is how do you recognize the composition of a bargaining unitl And
how do you sort this out? Is someone indeed in supervision and what is the
nature of that supervision?

We have found, less I think today but certainly in the day when collective
bargaining was moving very rapidly, a lot of manipulation by employers to try
to exclude people from bargaining units by changing their title —— that kind
of thing. Fortunately the labor board has said, we will look at what people
do and not what they are called. I remember one agency where overnight there
were suddenly something like forty-one assistant directors of nursing. They
had taken everybody except a staff nurse and given them that title and said,
"See, we don't have any of these other people that are kind of in that gray
area.” I don't think that kind of game playing goes on quite as much as it
did.

The other thing you find in our bargaining units that may be different is
that the rank and file will include not only the beginning and continuing
staff nurse, which would be the first level of the registered nurse position,
but you can also find nurses who have advanced education and practice as
specialists within nursing -- what we call clinical specialists or nurse
practitioners. But because they are not supervisors, they will also be
included into that bargaining unit. This may include nurse-anesthetists and
other people who command a greater salary, and who have broader

responsibilities in patient care but what they are doing is clinically focused
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and not managerially focused so that within the bargaining unit we have a
mixture of people. The same thing is true in some cases in public health
departments.

What we do then is negotiate what you might call a master contract but
there may be some variations within that contract to accommodate the different
roles, functions and, in some cases, employment standards.

The program that we have conducted in our state for many years has not
been a highly aggressive, militant program. Our program is one of a variety
of services and responsibilities which a professional association normally
carries. We are what we call a multipurpose organization, The economic and
general welfare program, as it is now called, is just one piece of the total
program of the organization.

We think that there is an advantage to that because we can interrelate all
of our activities with the collective bargaining program. One of the primary
differences, for example, in the services we offer is that we have on our
staff nurses who are prepared at the master's degree level in nursing
practice. These people are brought into working with the bargaining unit on
matters that pertain to practice. This may involve preparation of language
for the contract but mostly it involves problems tﬁat have to do with
implementation of practice including grievances that are related to patient
care or other problems that arise. We have that cross—-fertilization of the
very important component of nursing practice and service with the efforts of
the local bargaining unit.

We also can draw similarly on our public relations program, on our

educational program, on our government relations program. In working with a
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county like Wayne County (Detroit Metropolitan area), for example, there are
times when you have to get into the political process as much as you do into
the traditional labor relations process. And we have in the past been able to
give assistance in terms of developing political strategies at the 1local
level. If we work with civil service nurses then obviously we are very much
into the political government arena in trying to make changes there.

So, I think we have a strength in being a multipurpose organization in
terms of operating the collective bargaining program, Probably the
disadvantage of that multipurpose nature is that we cannot funnel our total
resources into the collective bargaining program. We also continue to have
some controversy because we have almost 507 of our membership who are not in
bargaining units.

There are nurses who either are not eligible under labor laws to be
represented in collective bargaining or they are nurses who choose not to be,
or they are nurses who may be represented by another union. These include
faculty in our community and senior colleges. They may be covered under
collective bargaining by the MEA or the AAUP. But they look to us for
something totally separate from that piece (collective bargaining) of their
needs. They join us because we are their professional organization and they
are interested in our government relations program, our concerns about
practice, et cetera,

So we have 50% of the membership contributing to maintenance of that
program, although there is a slight differential (in dues for those under our
contracts). And not all of our members are particularly fascinated or

intrigued by collective bargaining.
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I think that if you are in a traditional labor wunion, although you do
certain things in 1lobbying and in education, they are all focused on
collective bargaining process or on the financial or employment needs of the
worker, |

Probably another difference in our approach is we do not ascribe to the
policy that the employee is always right and the employer is always wrong. We
feel that we cannot take that stance because, first of all, registered nurses
are licensed by the state in the performance of their nursing practice and
they have both an ethical and a legal standard and responsibility which they
must adhere to.

That license means several things. First of all, it means that the
individual nurse is independently 1liable for her acts and actions. But
secondly it means that if we are representing these people we must also
support the legal as well as the ethical professional standards of practice.

What we do in cases where a problem arises —— and it may well result in a
grievance or an arbitration, where the nurse was clearly incompetent or
clearly practiced in violation of those standards —-- is to provide that nurse
with every assistance in using due process and in utilizing the grievance and
the arbitration clause. We may indeed represent that nurse through that
process but we may at the same time counsel the nurse in terms of improper
practice or in some 1instances, 1if it occurs, for example, as a result of
alcohol or drug abuse, we may encourage the nurse to voluntarily give up her
license and go through a program of rehabilitation. And we will help design
that program. We will help insure her rights with the employer so that she

may come back to work after she or he has successfully completed it.
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But we will not take the position that that nurse should be put back into
the employment setting if the person is clearly a danger or a threat to
patients. That becomes a fine 1line sometimes, as you might guess. We
represent the nurse through collective bargaining agreement and also try to
adhere and encourage the nurse or the group of nurses to adhere to what this
association stands for., I don't think a trade union has that dilemma.

There are some differences in what we negotiate. I would say that the
majority of the content of our contracts would be similar to the traditional
contracts that other groups subscribe to. But we do have some portions that
we think are fairly unique. We negotiate, for example, or try to negotiate,
recognition by the employer of the right of the nurse to adhere to the ethical
code of practice. (We do have a code for nurses which has been for many years
evolved by the American Nurse's Association which we regard as the ethical
standards which nurses should subscribe.)

We believe that if we can, in the contract, recognize the right of the
nurse to refuse to become involved in improper activities, to refuse to
practice in situations knowing that the patient's welfare will not be
protected, that that will in fact protect the nurse from improper harassment
or suspension or even termination. And it gives us a handle through the
grievance process to respond to situations like that.

We also try to negotiate recognition by the employer as well as the nurses
to the use of professional and legal standards of practice. We negotiate what
we call the "role of the nurse.” This outlines some of these various factors
such as: What is the responsibility of the registered nurse under law as well

as under the policies of the employer? What kinds of avenues should be
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utilized by the employer and the nurse if these kinds of issues become the
focus of any kind of constraint or disagreement?

We negotiate educational opportunities. These would include the right for
released time and perhaps some reimbursement for continuing education
activities, release time for other professional activities in which the
individual might be involved either within the organization's efforts, with
community health planning bodies, or with other volunteer health groups in
which the nurse is contributing to the health and well-being of people in the
community.

In some contracts, we negotiate reimbursement for nurses who continue
their formal education toward the next degree. Sometimes this is actually
tuition; sometimes it is just the release time; sometimes it is a mutual
agreement that the employer will try to accommodate the nurse's schedule to
permit the nurse to attend class. That kind of thing. There may be some
variations relative to education.

We do negotiate a differential and salary based on education. But usually
only when there is also a clear differentiation in the duties and the
requirements of that particular position. We are very much aware of the
potential inequities that can result under equal opportunity if there is just
a blind compensation for a degree but no significant difference in the job
that's expected.

We also negotiate a mechanism in addition to the grievance process that we
call "special conference." This is an effort for the nurses in the bargaining
unit to sit down with nurses and sometime people from other disciplines or

other departments to discuss problems that are related to patient care, to do
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it in what we would call a round-table setting rather than across-the-table
setting. These conferences permit the various groups or committees or
individuals within the staff council to meet with the director of nursing
service or the director of in-service education or the director of medical
education or with the director of pharmacy to discuss problems, to present
data and documentation and to present recommendations to resolve these
problems. The hope is that the resolution of the problems, particularly those
related to professional standards and to patient care, can be resolved in
other than the grievance process.

We think this is a more professional way of handling that kind of issue.
But we also think there is a danger in taking something directly related to
clinical care, or clinical judgments, through grievance and arbitration
process where a non—-nurse, perhaps someone totally unfamiliar with health care
in general and nursing in specific, ends up making a decision about did this
or did this nurse not make the right clinical judgment or is this or is this
not an appropriate standard for nursing practice.

The special confefences have facilitated problem solving and tried to put
nurses on a peer or colleageal basis rather than on an adversarial basis. As
a part of that process, we sometimes negotiate special kinds of committees
that the bargaining unit has the right to form. The most common one is the
professional nursing practice or sometimes called the patient care committee
or nursing care committee. This would be a committee of the bargaining unit
to look at some issues, to collect their data, to formulate their
recommendations and then take them through either the special conference

avenue or any other avenue to seek resolution with other members of the health
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team and with management within the institution,

There 1s wvariation on the degree of this type of activity and
effectiveness, Sometimes they are effective when there is a particular
issue, We encourage them to have an ongoing commitment to continually look at
the quality of patient care in the institution and to try to resolve problems
before they occur; to predict problems, rather than just act after the fact.

We have handled some very interesting situations and had some good results
from that. We have found that hospitals sometimes violate their own
requirements under their license.

One interesting one was nurses on a particular unit found out that a
patient was receiving research drugs which a physician was bringing in from
outside the hospital., No one knew about it, there was no consent form on the
patient's record. Although the research had been approved through the
hospital committee, we found out that the composition of the committee did not
meet federal requirements. So we were able not only to resolve that problem
internally with a 1little pushing and tugging but also ended wup with
development by our research council of some guidelines for nurses in all kinds
of health agencies to be able to use when research is being conducted either
on their wunit or within their institution. So we have had some very
productive results come out of the practice concerns in our bargaining unit.

Collective bargaining is still an issue within the nursing profession. I
mean, it is not an issue only with nurses in management but it is an issue
across the board. There are still nurses who do not view collective
bargaining as professional, who have real problems with the concept of nurses

striking, withholding their services. We have members who do not like their
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money going into the program just as we have people paying taxes who don't
want their money going into certain govermment activities. Some of those
nurses have dropped their membership. Some of them are still members because
the other components of the organization are sufficiently important enough to
them,

I would say, however, that that controversy is gradually abating within
the profession. You still find it and you still find people who feel strongly
about it. I think one of the reasons for some of the controversy is that the
directors of nursing service and some of the other nurses in management have
been strongly influenced and intimidated by hospital administrators or other
people in management., They have been, if you will, brainwashed to believe
that because once every other year they sit on the employers' side of the
table or must administer a contract that somehow that produces an adversarial
situation with their nursing staff on all matters.

We believe that that is an inappropriate and improper philosophy. We see,
first of all, that there is nothing wrong with people sitting down and
deciding how they are going to carve up the economic pie. And why that makes
people adversaries of each other, particularly in a nonprofit institution, we
find as a curious philosophy.

We also find in most situations, nursing administrators themselves are
only middle management. In many institutions, even the director of nursing
has relatively little influence on the final positions and policies determined
within the agency. It's a rare director of nursing who ever gets to attend
the board of trustees meeting, for example.

I know directors of nursing who have to make appointments with hospital
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administrators to sit down and talk with them. Or situations such as a public
agency, where not only can the hospital administrator or the medical director
overturn the policy and decision of the director of nursing but then the labor
relations and civil service and finally the county board of supervisors can
overturn those policies. So the director of nursing himself or herself is not
even a top administrator in many settings., So to suggest that they then
become adversaries of their staff nurses or that they should not belong to
their own professional organization because we happen to come in and represent
those nurses, I think really is a perversion of not only some principles of
labor relations which are supposed to lead to a constructive program but I
think it also is a gross interference with the civil rights of those nurses.

Even 1if the employer says you may not do anything with the state
association on the employer's time, they have no right to say you cannot be a
member or do what you want on your own time. There has been a great deal of
downright harassment of nurses who have been told they must drop their
membership, they must do this, they must do that.

At the same time, those same hospital administrators will pay for the dues
out of patient monies for their own professional organization or for the
organizations of other management people in their department. But they will
say to the director of nursing, "You not only will not get your dues paid --
we don't want them to get their dues paid by the way."” We think that 1is
conflict of interest —— but they will say that as long as you work here you
may not be a member of that association.

So that intimidation has influenced some of the controversy I think,

within the profession. It is my observation that the director of nursing and
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the other nurse managers who are self-confident in their own competency, in
their own abilities and who understand the situation do not let themselves be
intimidated this way.

On the other hand, nurse administrators who are weak in their position are
more easily threatened. Often those people end up having so little control
over their department as a whole that they become very ineffective.

I believe that if you give in to intimidation once then that will continue
in everything you do. It certainly does exist in some of our health agencies.

In the past, very bizarre things were done to prevent employees from
organizing for collective bargaining. 1 remember one situation in which the
director of nursing brought in a shopping cart from a grocery store, had it
filled with groceries, and it had a sign on it which said, "This is what your
MNA dues can buy for you.” And she wheeled it around the hospital. We know
that institutions spend hundreds of thousands of dollars to fight unionization
of hospital employees. At the current time, that is now a no-no in terms of
the federal requirements that Medicaid and Medicare will not pay for those
activities. We also know, however, that it can be buried under the guise of
consultants and what-have-you.

We have had figures —— I don't have them now —- but we have had figures in
some of the smaller hospitals where the amount of money paid to these union
busters far exceeded all of the proposals that were received by the
institution from the employee group. So it really is not a matter of cost; it
is a matter of management philosophy, I think.

One thing I might move on to and that is overall unionization of

registered nurses. As you have pointed out, there has been growth of
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unionization of workers in the service professions across the country and
certainly hospitals have been a prime target of many unions. I am sure that
has resulted from the slow-down of unionization in other fields and the
decline of the wunion population as technology has taken over some of the
jobs., 8o some of it, I think, is a matter of survival of unions.

But the other is that hospital workers have traditionally been underpaid
and although we have made strides in the past 10 years, there is still a real
catch-up factor. You still find a lot of inequity between both salaries and
fringe benefits of all classes of workers, I would say, within a hospital
setting. Certainly the nursing homes are even worse,

Now, in the beginning, most of the trade unions went after the more
traditional worker -- the dietary, the léundry, and some of the technical
workers, maintenance, those.. Some of them did include the licensed practical
nurse in their wunion. That was partly because there had been a policy
statement on the part of the national labor relations board that has stood for
a number of years (although it has been challenged) that it is appropriate
that registered nurses have their own bargaining unit because they have a
common interest that far surpasses them being mixed in with conglomerate units.

Because a licensed practical nurse legally, through his/her license, must
practice under the direction of a registered nurse, that really puts the
registered nurse almost automatically as a supervisor of that 1licensed
practical nurse. Now that has changed over the past few years and we see
increasing number of unions that are trying to either include registered
nurses in a conglomerate unit or in some cases include nursing aides, LPNs and

RNs in a single unit, saying that these are all nursing personnel therefore
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they have an appropriate community of interest.

It has been very interesting to watch the movement of the trade unions
into representation of registered nurses because, for the most part, they have
predominantly gone after the bargaining units that were started and were
represented by the state nurse's associations, even though the number of
agencies in which registered nurses are represented are still in the minority
of all agencies, it is a relatively small number of hospitals that have a
bargaining unit for registered nurses. Although you would think that the
trade union would, in their belief in organizing people, would go after the
unorganized people, they have not. They have gone after the units that have
already been organized by what we call the SNAs -- State Nurse's Associations.

Now, I can understand that, It is cheaper that way. You have an
organized group. You have a channel of communications., You don't have to
worry about going through getting the initial certification, you may have to
get the authorization forms but you don't have to go through the throes of
stimulating interest of the group to begin with to look at collective
bargaining as a mechanism. Because of the high turnover in these bargaining
units —— and I mentioned leadership -~ I think the groups are more vulnerable
to being raided. The frustrations are so very high and nurses are very naive
about bargaining contracts. Many nurses can't understand why you can't get
everything they want in the first contract or the first two contracts. They
are not tuned in as are many other occupations that one of the values of the
contract is that you build on it every year. The UAW didn't get their current
contract in two or three sessions, you know,

But many nurses, I think, do look at the bargaining process because they
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are not familiar with 1it, as something that is going to solve all their
problems overnight. When it does not, then I think some of them ask either
why do we have this thing or is the agent representing us effectively.

The other thing that has been, I think, a difficulty with many of the
unions is that it is not easy to get widespread participation of nurses in a
bargaining unit in the leadership activities -- in the work that has to be
done. Nursing is very hard work, physically and gmotionally. Most nurses --—
98% are women —— have families they have to go home to and take care of. The
kind of work that has to be put into developing proposals, negotiating a
contract, handling grievances, educating the members to understand how to use
the contract, all the things which, while they are in part done by the
representative group or the bargaining agent, must come from the 1local
leadership. Many women just do not have that kind of time and energy.

So what you have is a high turnover of leadership to begin with, a chronic
problem of how you educate even the leaders to wunderstand their
responsibilities and a lack of information about the members as a whole about
how to use the contract effectively, what's needed to make a good contract and
to understand the continuity, if you will, of the contract and building on it
to make it a strong contract.

The other thing I think that has persuaded some bargaining units to leave
state nurse's association is that we have a state program. The services flow‘
from the state assoclation in all directions. We don't have paid local
representatives or paid stewards. Some of the nurses feel that the rank and
file do not see the visibility of the organization on a regular basis. We may

be doing all kinds of things with the leadership., We may be handling
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grievances and arbitrations and a variety of problems-—-having meetings with
employers--but, if the nurses on that bargaining unit or on that nursing care
committee do not communicate those activities with the rank and file, the
average nurse may think, "What is MNA doing? We never see them around. We
never hear from them.” That can be a problem in terms of how they identify
with a bargaining agent.

I think the other thing that sometimes happens is that, again, the same
nurses, in fact, the majority of the nurses, under two year contract will not
be present when the next contract is opened. You have new people who have no
history or understanding of what happened in the last negotiations. What were
the issues? What was won, and what was lost? They have no means of comparing
one contract with another. A trade union may come in and say, "Well you
should have this in your contract. This is ridiculous. You certainly ought
to have this."” They will say to the nurses that this isn't the greatest
contract, we can do a much better job for you.

Those nurses probably will never ask to see one of the union contracts and
actually do a comparison. Secondly, they may well believe that this union can
in fact do what they promise. They may be sold a bill of goods. They may buy
that new package without ever making a comparison to begin with or ever
finding out where were they or where the nurses in their position were when we
started the past contract. What were our goals and what do we think we can
achieve?

As I say, there 1s a certain naivete and certainly a lack of a
problem-solving approach in some of these situations. But I think what

happens again 1is that the level of frustration 1s so high because there
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continues to be significant problems in health agencies that are going to take
a long time to overcome. A lot of it has to do with attitudes. A lot of it
has to do with unfair treatment. A lot of it has to do with inadequate
resources, personnel, Some of those problems are not going to be solved by
anybody in a one or two year period.

So I think that creates one of the reasons why nurses may shift from one
union to another. I think that is not unique only to nurses.

Another factor 1is (and this is a personal viewpoint only) that we still
have a lot of nurses in the profession who were educated in a very rigid,
dependent-oriented kind of atmosphere in which nurses pretty much did what
they were told. We are products of the socialization of women in our
society. It hasn't been all that long that women have begun to stand up and
say, "We don't really need to lean on men and we really ought to be able to
have some control over our destiny."”

I believe that many nurses buy into the traditional trade union because
they are male dominated and because those women believe that a male group can
come in and deal with a male administrator more effectively than a women's
group can. I've had nurses say to me, "We don't have any quarrel with your
service., We really believe in the concept of the professional association
representing us. But, you know, we think it just takes a man to come in to
the bargaining table and pound the table and shake his fist and say to the
employer, "Now, you are not going to treat these nice ladies that way."

There is very much a sex component to this decision. We think it is
highly unfortunate. We think that if there 1is an honest case for a trade

union doing a better job than we do across the board, then nurses should have
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the right to choose that., As Lee Iacocca says, "If you can find a better car,
buy it."

But our concern is that what they have done is merely transfer from one
situation in which the problem is often directly related to the sex component
into another situation in which exactly the same thing is going to happen.
There is no question that sex discrimination is a strong factor in health
agencies, particularly in terms of nursing,

Nursing is predominantly women. Most directors of nursing are women,
Most hospital administrators are men. Most medical directors are men. Most
of the members of boards of trustees are men. So we have, first of all, that
interaction at the administrative level at which women are often disadvantaged.

I know hospitals for example-——and I won't name them——large hospitals where
there are certain kinds of perks for the top administrator and that would
include the hospital administrator, his immediate assistants, the comptroller
of the hospital, perhaps the purchasing agent——memberships in social or health
clubs, cars, etc. The director of nursing, who may have equal and sometimes
higher education, the largest department, the largest budget, the most
personnel, and not only that, she is the only department director that has
both an administrative responsibility and a clinical responsibility which none
of the other departments have, and yet she is usually paid less, and she gets
few of those perks, she does not have access, in many instances, to the top
policy-making level.

I think this is all directly related to sex discrimination., That, then,
filters down into how all of these policy decisions are made, and how this

treatment affects the nursing staff. The nurses are in the one department
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providing 24 hour a day, seven days a week coverage. After 5 or 7 in the
evening, they are suddenly competent to take on the responsibilities of all
the other departments in addition to their own. The nurse is, in effect, the
assistant hospital administrator on evenings and nights because that evening
and night nursing supervisor 1is really the administrator of the entire
hospital. They have formidable responsibility. And yet, if you look at the
salaries, they will get paid 1less than other occupations in the same
institution that have a preponderance of men. Those statistics have been
borne out by the US Department of Labor. They have shown that within the
health occupations, the higher the percentage of women, the less is their
average salary as compared to other occupations with similar responsibility
and education who have more men. There is a direct correlation to sex in the
salary between occupations - that 1is not based on either responsibility or
educational preparation, So, we have that group of disadvantaged nurses
within the formal setting who could, through using the collective bargaining
tools, begin to correct some inequities but who now transfer their allegiance
to a trade union in which they are going to have as 1little opportunity to
affect the top policy making. Trade unions have very few women on the staff,
if any, and men who do not understand nursing or health care. They will
negotiate a traditional contract, but cannot provide assistance on nursing
practice, and who, I think, are greaty disadvantaged if their arbitrations
involve nursing or clinical judgment.

In addition, many of these nurses cut themselves off from the profession
as a whole ﬁecause financially they do not feel they can both pay a trade

union and a professional association. Our concern about the introduction of
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the trade unions really is a pretty broad one. It doesn't deal with just a
contract here or there.

One other thing that the trade unions have done which has helped them
become effective 1s they have used some of the issues within nursing that are
controversial to their own advantage. We are going through the throes, and
have been for some time, of identifying within the profession what the
appropriate level of education should be for the future and trying to improve
the standards of nursing education. This has been misused greatly by the
trade unions to make nurses feel threatened, feel that they are losing
professional status, that the professional association is out to get them and
cannot represent them. They also use our uniqueness in saying that we believe
we can conduct a labor relations program, a strong aggressive program, and at
the same time serve the functions of a professional association. Which means,
then, that we have members who are teachers, administrators, supervisors,
nurses in private practice, nurses who are outside of the collective
bargaining realm; that we can have an association that can bring all nurses
together in common endeavors. Many of the trade unions say that can't be
done; that if you don't kick out all your supervisors and administrators, you
can never have a collective bargaining program that is effective.

Many nurses, particularly in our state, are married to men who are in the
traditional unions or whose parents were in the union and they have difficulty
sorting that issue out. And many times, again, they will buy into the
philosophy that you cannot do a good job unless only the staff nurses are
within the organization.

Now I am intrigued to see that some of the trade unions that started out
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with that approach are changing it because they now want to get some of those
same groups into their‘collective bargaining realm. So they use the argument
when it is convenient, but don't necessarily carry it out in their every day
activity.

We also try to suggest to nurses that since the professional association
has only registered nurses as members that this gives them full and complete
control over the organization itself. No one else sets their policies except
nurses. No one else speaks for us. No one else makes decisions about
practice. They can have control over the level of the dues; over the
positions and statements that the organization takes. They can kick out their
leaders if they don't like them. They do not have that kind of influence in
the traditional trade union. I think in many trade unions, for example, they
would never be able to see a.complete financial report...much less question it.

We try to suggest to nurses that that's all part of having control over
your own destiny. You don't need to be dependent on another union whose
primary focus in society 1s not health care, in order to have an attractive
contract. We also think it is a disadvantage to nurses in terms of their
public image because the UAW is associated with cars and with mechanical and
technical kinds of products. They are not associated in the public minds with
expertise in health care. The same thing is true of the service employees or
of the bartender's union or the stonecutter's union or the engineer's union.
All of those unions have at one time or another tried to represent nurses.
Some of them have succeeded and some have not.

WEEKS :

The retail clerks' too.
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GUY:

Oh, yes. You name it. We are a ripe group for union;zation. But, you
see, that is still all part of socializing women and socializing nurses as
professionals to believe they are competent to control their own destiny.
WEEKS:

I think that probably nurses have a 1little trouble with their own
self-image right now., Unionism and, 1f I can use the word, violence,
threatens violence, so often associated with unionism is abhorrent to women
who consider themselves professionals—which they are of course. But it seems
to me today one or two things that you have said have brought things to my
mind. One, the nurse today is not quite sure...she would like to be a
professional; she thinks of herself as a professional and yet--you didn't
mention the word physician, you mentioned the word male, but it's the
physician who makes her feel inferior in most cases,

One word that has been interesting in my mind is that recently in reading
about nursing studies or reading about nursing practice, you see the word
diagnosis come in which never, never, never was in twenty years ago.

GUY:

Oh, it was used twenty years ago but it was not highly touted. It was
mostly within the professional terminology.
WEEKS:

But now a nurse who is competently trained should be able to diagnose
nursing needs and should be able to work as a colleague of the physician. And
if she knows the general type of nursing that he requires, she should be the

one who should be able to diagnose what is needed to fulfill the orders of the
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