The Danish Nursing Society’s
view on professionalism in nursing

www.dasys.dk
dasys@dasys.dk
2015

Danish Nursing Society

1

DASYS.DK

The Danish Nursing Society’s
view on professionalism in nursing
Purpose
To describe the Danish Nursing Society’s (DASYS) view on nursing professionalism in order
to provide a common platform for nurses who respond to hearings or in other ways represent
DASYS when describing or verbalising patients’ needs for nursing. The work of DASYS’ board,
councils and centres is also based on this view.
Values
The professional focus is the starting point for our community and dialogue with the surrounding
world. Members of DASYS are different and work differently, but they have the same goal. This
goal is defined on the basis of professionalism; DASYS looks to the future to ensure professional
development and influence.
Background
DASYS is an esteemed party in hearings concerning national clinical guidelines, ministerial orders, law material, guidelines from the Danish Health and Medicines Authority and Statens Serum
Institute. DASYS participates in the preparation of specific national patient pathways (e.g. cancer
pathways), national clinical guidelines, and national clinical databases to ensure quality, revision
of nursing education programmes and speciality planning. These activities require that nurses
responding to hearings and representing DASYS are able to put nursing on the health policy
agenda.
Traditionally, there are many different views on nursing both inside the profession and in society. The different views are rooted in an almost historical disagreement within nursing caused by
different perceptions of reality and how we arrive at these realisations. Early in the process, we
chose to refer to the American nursing theorist Hesook Sozie Kim (1). Her approach to nursing
embraces the broadness of the profession and gives room for different perceptions of nursing.
Kim sees nursing practice as the core of nursing and nursing knowledge as the foundation for
nursing practice. Hesook Suzie Kim does thus not refer to specific areas of nursing such as rehabilitation, prevention, specialisation, instrumental nursing or other ways of categorising nursing.
Nursing is an evidence-based practice where knowledge is understood broadly as research-based knowledge along with other types of knowledge e.g. experience-based knowledge
and professional judgement. To the greatest extent possible, nursing is based on theory where
theory is understood as pluralistic knowledge (1).
Kim describes nursing practice as consisting of three components: 1. The knowledge practice is
based on, 2. The nursing tradition influencing practice and 3. The education of nurses. Nursing
practice is the way nurses perform their professional roles and tasks in the healthcare system.
According to Kim, nurses need knowledge within the four following domains: the patient domain,
the patient-nurse domain, the practice domain and the environment domain. Within these four
areas there is need for four different types of knowledge: 1. Generalised knowledge, 2. Situated
descriptive knowledge, 3. Critical hermeneutic knowledge and 4. Ethical aesthetical knowledge.
The document describes elements of the generalised knowledge within four areas knowing that
nursing practice includes all four types of knowledge (1).
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Areas of nursing
Inspired by Kim’s four key areas, nursing professionalism within each of the four areas is described in broad terms. Some of the key concepts are expanded within each area; these key
concepts are highlighted in the text.

Nursing professionalism in relation to the patient
When health services are focused on helping patients and relatives to manage their lives with the
changes brought about by disease, it requires a value-based approach to how to see the person
and how to understand the impact of the disease in this person’s life. A person-centred approach
is focused on the importance of knowing the person in the patient – as a human being with a life
history, feelings, life phenomena, resources and needs (2) and a human being who has relationships with relatives and is a part of other networks. People react differently to health and disease;
nurses focus on care processes related to disease and health and nurses are focused on individuals and their relatives through their reactions to disease and health and not on the disease itself
(3).
Nursing must take its starting point in the patient’s individual needs for nursing in both the planning, performance and evaluation of nursing (4). This means that if working in accordance with
a clinical guideline, nursing must support the individual patient’s needs from the patient’s perspective and the patient’s experiences with disease. A guideline does not cover every situation;
context and situation must thus be considered before decisions concerning treatment and nursing
are initiated. This covers e.g. the patient’s experiences with disease, social circumstances, habits,
values, resources and preferences. To ensure understanding of the individual patient, a literature
search should be made and findings included with other sources of knowledge and the patient’s
perspective on and experiences with a certain condition or disease.
Relation-based care means that the patient’s close relations and social network are important
”co-players” in the patient’s disease process. The concept also refers to the interaction between
health professionals and the patients and their relatives. It is the patients and their relatives who
are the best qualified to assess if the health service has benefitted the patient, regardless of being
cured or not (5). The relatives are a part of the patient’s context, but they also have their own
needs, perceptions and experiences.
The body is both the physical and the perceived lived body. The physical body will be affected
e.g. by chemotherapy. This effect has different meanings to different people depending on perceptions and lived experiences. The possibilities of a treatment ensuring survival must be seen in
connection with the side effects of this treatment. The evidence of a specific intervention is often
clarified but the consequences of the intervention are rarely known. Nurses must contribute to
support patients’ informed choice of treatment and its consequences for their physical and lived
body (6).
Nursing must contribute to maintain and regain quality of life and well-being of the patient. Thus,
it is important to include the patient’s overall quality of life after and particularly during the course
of disease. The everyday life must be re-established and focus should be on the patient’s general health, life situation, network and symptom control. The starting point should be the patient’s
resources, needs and life situation and the elements in nursing are e.g. information, education,
psycho-social support, and support in connection with existential problems. Many courses of disease require follow-up where the disease and the consequences of the treatment for the physical,
psychological, social and existential daily life need to be discussed. Nurses could preferably
manage this type of follow-up.
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Nursing professionalism in the relation between the
patient and the nurse
The concept patient involvement represents many different approaches to patients. Patient involvement requires a person-centred approach; this means that the nurse takes her starting point in the
individual human being. It is thus important that the patient shares his/her knowledge, needs and
wishes with the nurse. The nurse’s ability to establish a relation and create trust is therefore highly
important. Nursing professionalism is a prerequisite for entering into relations with patients. The
relation to and with the patient is a basic value in nursing. Nursing is not only intervention-based
practice; when practising nursing, however, you are preoccupied with and engaged in human
relations and person-centeredness (3).
Wilcox’s (7) levels of involvement can contribute to relating critically to the level of patient involvement articulated. The first level is information; the second level is counselling and the third level
is joint decision-making. At the fourth level the patient and the health professional act together
and at the fifth level the patient is supported by the health professional to act independently and
thus take over the primary responsibility for solving problems. There is no valuation at the different levels but it is important that patient involvement is adapted to the context and the situation.
Patient involvement that is not in compliance with the patient’s knowledge and skills and without
the support of professionals can impact on patient safety.
Standardisation plays an important role in healthcare. A large number of national clinical guidelines are developed collecting knowledge through biomedical methods and are thus focused on
the ”general” patient. This standardisation should be seen in connection with the patient’s own
perception, understanding and knowledge. Disease is a path in life of a human being including a number of physical conditions but also psychological, social and relational aspects are
affected. Thus, the perception of the individual human being will always be different than the
generalised knowledge; therefore it is important to include this perspective in specific decisions.
Nursing professionalism is about balancing standardisation and individualisation. It is important
to include patients’ preferences and values. It is thus important that the guidelines show that the
patient should be involved in the problem and the solving of the problem. It is also decisive that it
is clear that a guideline should be individualised to adapt to the individual patient. Generally, it is
important that those making the guideline and those using it relate critically to the target group: Is
the evidence strong enough to be spread to a whole target group and is it fair and feasible?
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Nursing professionalism in relation to nursing practice
Nursing is related to what the patient needs at a given point in time e.g. rehabilitation, prevention or palliation. In this connection there is no differentiation between the concepts mentioned.
All health services are and should be evidence-based (8). It is thus necessary that nurses can
create, develop and apply the evidence. It is recommended to consider which competences and
knowledge the nurse needs for a specific health service to be evidence-based. It is important to
consider the necessary educational level of nurses who are going to implement e.g. a clinical
guideline or a health service that is part of a speciality plan. Before implementing a guideline an
estimate should be made to assess if the evidence is relevant for the patient group. This should
appear from the guideline. If it is only possible to find limited research and knowledge in the
field, it is recommended to initiate research with the aim of acquiring knowledge.
Nurses should have a sufficient level of education. In several cases there is a need for specially
trained nurses and often nurses at master level. To produce evidence requires nurses with research competences i.e. nurses at PhD level (9). Specially trained nurses can probably offer more
competent psychosocial support than other health professionals (10). Evidence-based nursing
consists of research-based knowledge, the clinician’s experience and the patient’s perspective
(6). Evidence and research do not stand alone. When new knowledge, e.g. a national clinical
guideline, is implemented, professional judgement is used in addition to the formal qualifications,
based on the overall knowledge and experience of the individual nurse.
Many patients perceive their course of disease as a series of transitions in a non-coherent pathway. They perceive it as a number of involuntary events where the patient is focused on returning
to the normal life as soon as possible (11). Lack of communication and information in general are
sources of insecurity and inability to act in the patient, who would like to contribute far more with
own resources (11).
Transition and coherence are thus systemic problems.
If a specific guideline entails that the patient moves across systems and sectors, this should be
considered and appear from the guideline. From a health policy approach, the nurse’s task will
be to coordinate the pathway in collaboration with the patient to ensure that the patient and the
relatives experience coherence, safety, coordination and communication.
Health and welfare technology is the use of equipment, medicine, vaccines, procedures and
systems including knowledge and competences to solve a health problem or improve quality of
life (12). When health and welfare technology is introduced it must contribute to solving a health
problem not creating a new; moreover, it must improve the patient’s quality of life not maintain or
reduce it.
This kind of technology often equals self-technology (13). This means the patient must manage on
his/her own. It is important to clarify which needs for support and nursing the patient has before
introducing health and welfare technology, especially as self-care technology. It should be clarified how the technology affects the relation between the patient and the health professionals and
the patient’s possibility to get the care and treatment needed.
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Nursing professionalism in relation to surroundings
Concepts are used in many ways and have many meanings in healthcare and in society e.g.
empowerment and self-care. It is important to use the concepts with consideration and always to
define the concepts.
Hospitals make huge implicit demands to ”the ideal” patient (14). These demands are related to
accessibility, efficiency and avoiding unnecessary delays. The patient is expected to take responsibility for own health and is expected to act towards becoming healthy and self-supporting.
There are expectations to the patient’s credibility and that the patient can be trusted.
If we as health professionals expect something specific from the patients, this should be explicit in
the indirect role expectations.
There is a growing inequality in health (15). If the decisions health professionals take part in rest
on the assumption that the individual is responsible for his/her own health, the responsibility of
society to provide living conditions that support health and prevent disease is overlooked. The
national health profile clearly shows inequality in health both concerning hereditary and environmental factors (16). Knowledge on how to balance differences and compensate for differences
in specific situations is needed. Nurses’ task is to even out this imbalance and not contribute to
increase it. According to Danish Society for Quality in Health Care ”a clinical guideline should
be useful for both health professionals and patients when making decisions about appropriate
and correct services in specific clinical situations” (17). This places demands on the content of the
guideline and to health professionals’ knowledge and ability to communicate. It also places demands on the patient and his/her network to be able to make a decision and understand the consequences of the choices made. Thus, the advantages and disadvantages of a specific treatment
should clearly appear. Information technology has made it widely possible for patients to access
recent knowledge on treatments etc., but it is not all patients who wish to use this possibility.
Society demands the monitoring of health services. It affects nursing with demands on e.g. defining nursing indicators. In this connection it is important to be aware of and decide on whether to
measure or not to measure, how measurement should be done and if this demands extra resources.
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