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child/family therapy who stand on my shoulders in service to families across the world.
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Hazel and Al Gedaly, who created the adventure, and to my husband, Robert W. Duff, whose laughter, love, and
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ing nursing. I would like to thank Dr. Patricia Chadwick, Dean of the University of Portland in 1989, who placed
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JoANNA ROWE KAAKINEN
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FOREWORD

A current knowledge of family nursing theory, prac-
tice, and research is indispensable in addressing the
burgeoning and complex health care needs of our
increasingly diverse and aging population. Nurses
with family preparation and orientation possess the
perspective necessary to address the nursing care of
individuals and families across the life span. Family
Health Care Nursing: Theory, Practice, and Research
provides the critical foundation in the nursing of fami-
lies for baccalaureate- and master’s-level students, as
well as for practicing registered nurses. This book
portrays family nursing perspectives in theory, prac-
tice, and research, and it thoroughly applies this
perspective to specific populations. Shirley Hanson
has provided continuity of leadership and expertise as
editor and contributor in three editions of this classic
text. Two new coeditors, Vivian Gedaly-Duff and
Joanna Kaakinen, have added their voices to this third
edition. Collectively, the three editors melded their
theoretical orientation, practice backgrounds, and
research knowledge to ensure that each chapter
reflects the current state of the science and art of
family health care nursing.

Contributors to this book include some of the most
prominent practitioners, educators, and researchers in
family nursing. This collaboration resulted in an
exceptional text that links family theory and research
to practice in specific populations, with attention to
different issues throughout the life span. The authors
of clinical chapters use a common organizing frame-
work for the population-specific chapters, which
includes the following: health promotion; acute and
chronic illness; end-of-life care; theory, practice, and
research; and implications for nursing education. This
framework is useful to readers when linking and
comparing concepts and information from one chap-
ter to another. The editors have intentionally struc-
tured the book to foster the application of theory and
research to practice and policy.

Both previous editions have been popular and
comprehensive textbooks for nursing students and
practicing nurses who are learning family nursing.
The textbook is now being used around the world.
The third edition of the book has not only updated
and streamlined the work of previous editions but

also added additional chapters of importance to
modern-day family nursing and an online instructor’s
guide.

Four new chapters featured in this new edition help
to make this book one of the most current and
comprehensive in the family nursing arena. “Family
and Health Demographics” educates nurses about the
makeup of the types of families they will actually see
in practice. Information about demographics and
health priorities and the nation’s stance in relation to
these priorities is critical in the arsenal of knowledge
for family nurses.

Burgeoning information in the area of genomics
renders Chapter 17 a must-read for all nurses working
with families. “Genomics, Family Nursing, and
Families across the Life Span” teaches learners to help
families manage genetic information so that they can
promote healthy family functioning.

People are living longer with chronic illness, and
families are their primary caregivers. Nurses need to
understand their multifaceted roles and find ways to
meet family expectations amid increasingly complex
caregiving situations. “Families with Chronic Illness”
focuses on family issues across the life span. The
evidence base for chronic illness across the life span
reflected in this third edition echoes the substantive
contributions of family nursing scholars in theory
development, research, and practice in this area. A
case in point is the body of knowledge regarding fami-
lies who are caring for family members with chronic
conditions.

The chapter titled “International Family Nursing”
is also a welcome addition that illustrates how family
health theory and research can be applied to nursing
practice in a global community. This chapter builds on
the generation of international knowledge among
family nurse scholars that developed through educa-
tional experiences, faculty/student exchange, research
collaboration, and forums, such as the International
Family Nursing Conferences (IFNC).

Accompanying these new chapters, and another
welcome addition to this edition of the book, is an
online instructor’s guide. The guide offers chapter-
by-chapter study and test questions; case studies for
discussion; substantive, chapter-specific PowerPoint

Vii
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presentations for use and adaptation by faculty
teaching family nursing courses; and a variety of other
learning tools and ideas that instructors will find
useful in creating lesson plans.

Because the primary responsibility for health
promotion and the burden of caregiving frequently
falls on families and community, it is incumbent that
nurse educators prepare students in the areas of family
assessment and nursing interventions. By addressing
family systems as a whole and recognizing the reality
of family roles today, nurses enhance the health and
quality of life of individuals and their families. For
example, by equipping individuals and their family
caregivers with the knowledge, skills, and resources
needed to manage chronic conditions, nurses ensure
that ill family members receive the care and support
needed while minimizing negative consequences for
the family caregivers themselves. Delivering nursing
care from a standpoint of promoting family health
helps nurses actuate families’ abilities to attend to

health and developmental needs and prevent second-
ary disabilities.

A family nursing orientation reflects the way that
families across the life span manage health and illness.
Families are dealing concurrently with a variety of
health and illness issues for members at different
developmental stages. Nurses need the educational
acumen to tailor their practice interventions to fami-
lies managing health and illness in today’s society.
Family Health Care Nursing: Theory, Practice, and
Research is exactly the resource nurses need to support
them as they develop and test the efficacy and cost-
effectiveness of intergenerational models of family
health promotion and care delivery.

Ann Williams Garwick PhD, RN, LP,
LMFT, FAAN

Professor and Director of the Center

for Child & Family Health Promotion
School of Nursing, University of Minnesota
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INTERNATTONAL FAMIL

NURSING: THE VIEW
FROM JAPAN

As diversity of families and issues regarding families
have increased and have gotten more and more
complicated throughout the world, the need for family
nursing has grown rapidly. For this reason, I would
like to celebrate the publication of the third edition of
Family Health Care Nursing: Theory, Practice, and
Research. As a scholar who studied at Oregon Health
Sciences University in Portland, Oregon, and as one
of the individuals who translated the first edition of
this book into Japanese, I feel very honored and priv-
ileged to have this opportunity to contribute this fore-
word to its third edition.

In order to present an international perspective, I
would like to offer some background on the develop-
ment of family nursing in Japan and how the transla-
tion of the first edition of Family Health Care Nursing
has influenced nursing in Japan.

DEVELOPMENT OF FAMILY NURSING
IN JAPAN

We have a long nursing history of assisting families in
Japan, but the modern idea of caring for a family as
one unit of care began in the 1990s. Since that time,
family nursing has become one of the special fields in
nursing, with an evolving and developing role.

The systematic approach toward family nursing
began in 1994 and 1995 when two seminal events
occurred: the founding of the Japanese Association for
Research in Family Nursing (1994) and the publica-
tion of the Fapanese Journal of Research in Family
Nursing (1995). More recently, the Japanese Nursing
Association launched a new biyearly journal, Family
Nursing, in 2003. Through these major events, family
nursing in Japan has made a great advancement, facil-
itating the collaboration among researchers, practi-
tioners, and health care organizations and the linkage
between research and practice.

As family nursing recently has been incorporated
into the general curriculum of nursing education in
Japan, Japanese nursing students now have an oppor-

tunity to study family nursing as a part of a funda-
mental nursing education. Some graduate schools
offer a course specializing in family nursing, and
family nursing also has been included in the Japanese
clinical nurse specialist program. Two universities
currently offer a course for clinical nurse specialists
(CNSs) in family nursing, so we will soon have nurses
certified in family nursing.

The following factors account, at least in part, for
the recent development of family nursing in Japan:
low birth rate; rapidly aging population; diversified
values in the society; changes in families; changes in
disease structures; changes in health care systems;
social needs accompanying the development of home
health care; needs for family nursing due to various
difficulties that family members face, such as raising
children and taking care of aging parents; a sense of
responsibility in nursing for these needs; quality
improvement in nursing; and a desire to establish an
academic structure of family nursing. Furthermore,
several other factors have contributed to the develop-
ment of family nursing in Japan. These include the
development and advancement of family nursing over-
seas, especially in the United States and Canada; the
introduction to Japan of relevant overseas achieve-
ments through translation of works, seminars, and
lectures by established scholars in the field; Japanese
nurses increasing their knowledge base by studying
abroad and attending international seminars and
conferences in family nursing; and Japanese nurses
exchanging information and research results with
scholars abroad.

SIGNIFICANCE AND CONTRIBUTION
OF FAMILY HEALTH CARE NURSING:
THEORY, PRACTICE, AND RESEARCH
IN JAPAN

Next, I would like to describe how the first edition of
Family Health Care Nursing: Theory, Practice, and
Research translated into Japanese has been considered

ix
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and used in Japan. When [ introduced the first edition
of this book to a Japanese publisher several years ago,
I firmly believed (and still believe) the following:

1. The book helps nurses understand comprehen-
sively how, in a specific cultural background,
family nursing is structured, how it is applied
to clinical situations and policy making, and
how it contributes to improving health of
families.

2. As the title suggests, the book brings together
the theory, research, and practice of family
nursing, presents a model as to how theory and
research can be applied to various practice
settings in which family nursing takes place, and
acknowledges that family nursing can be prac-
ticed across the family life cycle.

3. The book would facilitate ideas for research and
practice in family nursing in Japan and assist
Japanese nurses with construction and develop-
ment of family nursing structures, based on
Japanese culture and family characteristics
observed in Japan.

The translation of the first edition was introduced
in the book review section of Kango (“Nursing” in
English), the official journal of the Japanese Nursing
Association, in 2002. The review described the book
as very helpful for studying family nursing and for
clinical applications. The book has been read by those
nurses and nursing students who are interested in
family nursing. I recommend that my graduate

International Family Nursing: The View From Fapan

students read the translated first edition, along with
the second edition in English. The book has been
cited frequently and listed as reference material in
Japanese books and papers.

Japanese family nursing now stands at the starting
point for its second stage of development. Our goal at
this point in time is to entrench family nursing further
to meet the needs of our culture, time, and society
and to contribute even more to the health and welfare
of families. The Japanese Association for Research in
Family Nursing holds an annual conference every
year. Dr. Shirley Hanson, the editor of this book, was
a keynote speaker at the 11th conference where the
theme was “Facilitation of Family Nursing Research:
Systematic Development of Knowledge and Im-
provement of Family Health.”

I firmly believe that the third edition of Family
Health Care Nursing: Theory, Practice, and Research will
lead the world with a further refined model for family
nursing. It will provide significant implications to
those who theorize, practice, conduct research, or
teach family nursing, working hard together to bring
better health to families in communities throughout
the world.

Keiko Murata, RN, PhD
Professor, Department of Nursing
Kobe University

Kobe, Japan

Translated by Masako Hayano



Copyright © 2005 by F. A. Davis.

Family health care nursing is here to stay. Health care
professionals are keenly aware of the importance of
the interaction that exists among individuals, families,
and their health status. We have long interacted
within the therapeutic triangle of individuals, families,
and the health care team. Yet, as we are now in the
third generation of family nursing scholars, much has
evolved in family nursing since thinkers and writers
started 20 years ago. We are grateful for the exchange
of ideas and for what we have learned from the work
of early family nurses, including Florence Nightingale,
and other contemporary family nursing colleagues. A
few of these authors include the following: Rinda
Alexander, Kathryn Barnard, Janice Bell, Perri Bomar,
Vicky Bowden, Marion Broome, Martha Craft-
Rosenberg, Carol Danielson, Janice Denehy, Sharon
Denham, Suzanne Feetham, Marilyn Friedman, Marie-
Luise Friedemann, Catherine Gillis, Brenda Hamel-
Bissell, Elaine Jones, Mary Ann Johnson, Kathleen
Knafl, Maureen Leahey, Judy Malone, Marilyn
McCubbin, Susan Meister, Karen Pridham, Wendy
Watson, Gail Wegner, Patricia Winstead-Fry, Lorraine
Wright, Beth Vaughan-Cole, and B. Lee Walker.

The first edition of Family Health Care Nursing:
Theory, Practice, and Research came out in 1996, and it
was extremely well received. It also was translated into
Japanese. The second edition of the book, prepared
for the new millennium, was published in 2001, and its
influence surpassed that of the first edition. The third
edition of the textbook has 19 chapters (a change from
16 in the first edition and 17 in the second), all of
which have been thoroughly revised and updated.
There are four brand-new chapters and subjects in
this edition: Chapter 2, Family and Health Demo-
graphics; Chapter 16, Families and Chronic Illness
across the Life Span; Chapter 17, Genomics, Family
Nursing, and Families across the Life Span; and
Chapter 18, International Family Nursing. A
completely new feature accompanying this book is the
Instructor’s Manual, which is online through FA.
Davis Publishers at www.FADAVIS.com and which is
available to all faculty who adapt this textbook for
their classrooms.

The purpose of this book is to provide a foundation
in the concepts of family health care nursing, to learn

how these concepts and theories are practiced in the
traditional specialties within the nursing profession,
and to see how these concepts play out in the theory,
practice, research, education, and social policy arena
of family nursing and what this may mean for families
and nurses in the future. It is our belief that family
nursing is no longer just another evolving specialty
in nursing, but rather family nursing is THE
UMBRELLA under which all specialties would/
could/should practice. For example, child-rearing
family nursing draws on different theories and
research than does gerontological family nursing, but
they are both “family nursing.” Family nursing focuses
on the family, specifically how a family and all its
members respond to a health concern, whereas nurs-
ing, in general, looks for the response of the individ-
ual to a health issue, with family clearly in the
background of care. To be able to practice family nurs-
ing, it appears to be a matter of whether nurses have
been educated in the family nursing paradigm as part
of their formal undergraduate/graduate education or
are self-taught by experience. We believe this book
promotes “the art and the science of family nursing”
into the first and second decade of this new millen-
nium by integrating the theory, practice, research
(TPR), education, and social policy of family nursing.
This book makes the connection between assessment
and intervention strategies. It was created to be a
theory- and research-guided textbook to be used by
students and practitioners at all levels and across a
spectrum of clinical professions.

Family Health Care Nursing is organized so that it
can be used in its entirety from cover to cover for a
course in family nursing. An alternative approach for
the use of this text is to teach Section I, pertaining
to the Foundations of Family Health Care Nursing,
early in the nursing curriculum. Then students can
be exposed to the specialty chapters in Section II
related to Family Nursing Practice while they are
going through the various clinical rotations in their
curriculum. Section III on Futures of Families and
Family Nursing could be addressed during the latter
part of the year. Another alternative is to use this
book as a reference text or as an adjunct to other text-
books that address specific specialties such as mater-
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nity, pediatrics, geriatrics, or community health.
There is something in this book for all levels of
students and for all levels and specialties of practicing
nurses.

People who are sound theoreticians, practitioners,
researchers, and academicians from a variety of
settings across the country were recruited as contribu-
tors for this book. A few people who wrote for the first
two editions dropped away for a variety of reasons, but
most stayed with the project. A few mentors turned
their chapter revisions over to the next generation of
scholars. We found all contributors responsible, artic-
ulate, and committed. The third edition of the book
was easier to develop because of electronic-age tech-
nology. We had an excellent working team among the
editors of the book and the publishing company. No
single person has the knowledge and skills to single-
handedly author any textbook in today’s world.
Congratulations to these contributors for their tenac-
ity in this 2-year process and for their commitment to
families and nursing!

Two forewords are included in the front matter of
the book. Ann Garwick, PhD, RN, from the Uni-
versity of Minnesota, was selected to write the main
foreword to the book. She summarizes the value of
this book within the larger context of family nursing
scholarship. Keiko Murata, PhD, RN, from the
University of Kobe in Japan, was asked to comment
on international family nursing and provide a view
from Japan. This textbook has been translated and is
used throughout Japan. We are grateful to have such
high endorsement from these family scholars.

The main body of the book is divided into three
sections: Unit [—Foundations of Family Health
Care Nursing; Unit [I—Family Nursing Practice;
and Unit III—Futures of Families and Family
Nursing. There are nine chapters in Unit I, nine
chapters in Unit II, and one chapter in Unit III.

Chapter 1, Family Health Care Nursing: An
Introduction, was written by Shirley Hanson, PhD,
RN, Professor Emeritus from Oregon Health &
Science University School of Nursing. This chapter
lays a foundation by introducing family health care
nursing. Definitions of “family,” “family health,” and
“family nursing” are presented along with the reasons
for learning about family nursing. Critical concepts
include the following: health of individuals affect all
members of families; health and illness are family
events; and families influence the process and outcome
of health care. Although “family” is defined in many
ways, the most salient definition to guide family nurses
is “the family is who they say they are.” Other

concepts discussed include the history of families,
history of family nursing, approaches to family nurs-
ing, variables influencing family nursing, family nurs-
ing roles, obstacles influencing family nursing
practice, and concepts for family health care. This is a
chapter to be read by all students, as it lays the foun-
dation for other theoretical or practice chapters that
follow.

Chapter 2, Family and Health Demographics, was
coauthored by two individuals: Lynne Casper, PhD,
from the National Institute of Child Health and
Human Development, and John Haaga, PhD, from
the National Institute on Aging. Both are experts in
statistics and demographics of families across the life
span. In this new chapter, the authors highlight the
profound changes in families and households and the
ethnic diversity and age composition of the American
population that sets the social context in which health
care is provided. The aging and growing diversity of
the American population, combined with shifts in the
economy and changing norms, values, and laws, are
altering the context of family health care nursing.
Implications for family nursing conclude this chapter.

Chapter 3, Theoretical Foundations for the
Nursing of Families, was developed by Shirley
Hanson, PhD, RN, Professor Emeritus from Oregon
Health & Science University School of Nursing, and
Joanna Kaakinen, PhD, RN, from the University of
Portland School of Nursing. They shared their
insights about theories and models that provide nurses
with various options to shape how they approach
caring for families. The authors stress that nurses who
use only one theoretical approach to working with
families limit their professional capabilities to help
families. Questions such as “What is theory?” “What
are the functions of theory?” and “What are the crite-
ria for evaluating theory?” are answered in this chap-
ter. The chapter summarizes selected theories from
family social science, family therapy, and nursing
science that help frame research and practice in family
nursing. This chapter lays the foundation for theory
discussions within each of the practice chapters in
Unit I

Chapter 4, Research in Families and Family
Nursing, was penned by Gail Houck, PhD, RN,
Sheila Kodadek, PhD, RN, and Catherine Samson,
MPH, RN, from Oregon Health & Science Uni-
versity. This chapter has been significantly updated in
this edition to address the important issues of theory-
guided evidence-based research as it pertains to the
nursing of families. It covers issues important to
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conducting family nursing research, such as asking the
right research question, selecting the appropriate
research method (qualitative and quantitative
approaches), and evaluating family nursing research.
This chapter would complement any nursing research
course and serves as a primer to review the research
reviewed in Unit II of the text.

Chapter 5, Family Structure, Function, and
Process, was completely rewritten by family scholar
Sharon Denham, DSN, RN, of Ohio University
School of Nursing. This chapter summarizes basic
core issues pertaining to families. This important
foundational information is needed by nurses to
analyze family structure, family function, and family
processes and to understand how these concepts relate
to health care of families. Family structure is described
in terms of family types, membership, and context.
Functions of families include affective, reproductive,
economic, and health. Roles, communication, power,
decision making, coping strategies, and marital satis-
faction are the family processes or interactions
through which members accomplish instrumental and
expressive tasks. Family nurses practice in ways that
affect families’ structure, functions, and processes and
intervene in ways that promote health and wellness,
prevent illness risks, treat disease conditions, and
manage rehabilitative care needs.

Chapter 6, Families, Nursing, and Social Policy,
was updated by Kristine Gebbie, PhD, RN, from
Columbia University School of Nursing and Eileen
Gebbie, MA, from the Metropolitan Alliance for the
Common Good in Portland, Oregon. These authors
look at the practice of family nursing within the social
and political structure of society. This chapter
discusses some of the dominant ways that public social
policy (governmental policy decisions such as legal
relationships, support systems, and financing of care)
affects families, particularly family health. Included in
this chapter are different definitions of “family,”
discussion of policies that affect the ability to parent
and provide care to the young and the old, and poli-
cies that influence work, welfare, and education. The
chapter also presents policies specifically related to
health and wellness care.

Chapter 7, Sociocultural Influences on Family
Health, was written by Eleanor Ferguson-
Marshalleck, PhD, RN, and Jung Kim Miller, PhD,
RN, from California State University Department of
Nursing (Los Angeles). The authors point out that
ethnicity and social class are two primary holders of
family values, family behaviors, and family structure

Preface [ | Xiii

during times of health and illness. In addition, the
authors note the increasing disparity between social
classes in the United States and health services and
care. This chapter examines the extent to which health
beliefs and practice influence family health. An explo-
ration of social class structure as a decisive factor in
family health is included. The chapter reviews impli-
cations for family nursing practice, such as ways to
enhance cultural sensitivity and competency.

Chapter 8, Family Nursing Assessment and
Intervention, was written by Joanna Kaakinen, PhD,
RN, from the University of Portland School of
Nursing, and Shirley Hanson, PhD, RN, Professor
Emeritus from Oregon Health & Science University.
They discuss the reasoning that nurses use to make
skilled judgments and develop collaborative processes
to help families when they experience health prob-
lems. Nurses determine whether the health problem
will be addressed from the perspective of family-as-
context, family-as-client, family-as-system, or family-
as-community. The authors expand on the concept of
assessment as the first and essential ingredient to
provide comprehensive family health care. They share
strategies to help families develop realistic outcomes
that are based on the strengths of the family. One
section covers how to select appropriate measurement
instruments, and another describes three family nurs-
ing assessment models that were developed by and for
family nurses.

Chapter 9, Family Health Promotion, was written
by Perri Bomar, PhD, RN, from the University of
North Carolina School of Nursing at Wilmington.
This chapter on family health promotion presents
ways that nurses can work with families to empower
them to achieve healthier lives for each member and
for the family as a whole. A new model of family
health promotion is presented, along with interven-
tion strategies that promote family health. The chap-
ter also connects family health promotion to the
Healthy People 2010 program. The information in
this chapter is essential, as much of nursing education
is focused in the acute care arena. This chapter
discusses family health promotion across settings and
in different family situations. Finally, the implications
for practice, education, family policy, and research are
discussed in relation to family health promotion.

Unit II of this book addresses Family Nursing
Practice and consists of nine chapters focused on the
practice of family nursing in some major clinical areas.
Chapter 10, Family Nursing with Childbearing
Families, was written by Louise Martell, PhD, RN,
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retired faculty from the University of Washington
School of Nursing. The emphasis of this chapter is on
family relationships and health promotion in child-
bearing families. New to this edition is information on
parenting, adoption, postpartum depression, and
threats to childbearing. Family systems, transition,
and family development theories are presented to
assist nurses in developing care plans for the child-
bearing family. The chapter concludes with sugges-
tions for practice, policy development, and education.

Chapter 11, Family Child Health Nursing, was
authored by Vivian Gedaly-Duff, DNSc, RN, Marsha
Heims, EdD, RN, and Ann Nielsen, MN, RN, from
Oregon Health & Science University School of
Nursing. The Family Interaction Model is used to
connect theory and practice of families with children.
Issues of family health promotion germane to families
with children, such as parenting, grandparenting,
child care, and after-school activities, are discussed.
New content includes the issues of end-of-life. The
chapter addresses child abuse, violence, obesity, and
pediatric mental health issues. It presents family-
centered care and nursing actions specific to family
well-being and children’s health. The chapter
concludes with suggestions for research, education,
and health policy specific to family child health.

Chapter 12, Family-Focused Medical-Surgical
Nursing, was created by Nancy Artinian, PhD, RN,
from Wayne State University College of Nursing.
Artinian reviews structural-functional, family systems,
and family resilience theories as they apply to patients
and family members experiencing the stressors of
foreign hospital environments during illness and end-
of-life. According to this chapter, nursing actions focus
on providing assurance, enhancing the proximity of
patient and family, managing information, facilitating
comfort, and reinforcing support. Common family
concerns in chronic illness, such as guilt, fear, uncer-
tainty, anger, and lack of knowledge about the illness,
care requirements, or resources, may require interven-
tions. At end-of-life, interventions are directed toward
helping families move through the phases of adapta-
tion in response to the fatal illness of a family member.
Families need help dealing with other end-of-life
issues such as making decisions regarding withdrawal
of life support or organ donation and witnessing cardio-
pulmonary resuscitation efforts. Implications for
family nursing conclude this chapter.

Chapter 13, Family Mental Health Nursing, was
written by returning contributor, Helene Moriarty,

PhD, RN, from Philadelphia Veterans Affairs Medical
Center, and Suzanne Brennan, PhD, RN, from
Contextual Therapy Associates in Philadelphia. This
chapter describes how mental health nurses practice
family-centered care in a variety of settings. New to
this edition of the chapter is information pertaining to
domestic and family abuse. An overview of common
theoretical perspectives in family mental health nurs-
ing provides important background information on
ideas shaping contemporary family mental health
nursing. Using realistic case examples from inpatient
and outpatient settings, the chapter addresses family
mental health nursing in health promotion, acute
illness, chronic illness, and end-of-life care. After illus-
trating multiple roles for the family mental health
nurse, the chapter concludes with implications of
family mental health nursing for practice, education,
research, and health policy.

Chapter 14, Gerontological Family Nursing, was
written by Mary LuAnne Lilly, PhD, RN, from
Indiana University School of Nursing. In this chapter,
the focus is for nurses to learn ways to assist elderly
individuals and their families. These interventions
include the application of specialized knowledge
related to aging individuals and family development,
health maintenance, acute and chronic illness, family
caregiving dynamics, interpersonal communication,
referral resources, and evidence-based interventions.
The issues of aging families are explored via the
systems model and the Family Resiliency Model. New
in this chapter is coverage of end-of-life care for the
aging family and a section on elder abuse. The chap-
ter concludes with specific issues on social policy,
nursing education, and research for aging families.

Chapter 15, Families and Community/Public
Health Nursing, was coauthored by Debra
Anderson, PhD, RN, and Kacy Allen-Bryant, BS, RN,
both from the University of Kentucky College of
Nursing. This chapter has been updated to address
public health nursing, as well as community nursing,
from a family nursing perspective. The concepts of
community-based and community nursing are
explored. The theoretical lens used is the Family
Caregiving Model for Public Health Nursing. Health
promotion as disease prevention, community as client,
secondary prevention in families with acute and
chronic illness, and end-of-life community nursing are
new sections in this updated edition.

Chapter 16, Families with Chronic Illness. Jane
Kurz, PhD, RN, and Margaret Shepard, PhD, RN,
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from Temple University in Philadelphia coauthored
this new chapter. The chapter discusses the principles
of chronic illness using Rolland’s Family Systems and
Illness Model. Chronic illnesses are challenges to
families throughout the life span and render families
particularly vulnerable at times of transitions. Nurses
help families manage chronic illnesses and aid them to
anticipate losses and ambiguous situations at all stages
of the family life cycle. Implications for family nursing
theory, research, social policy, and education conclude
this chapter.

Chapter 17, Genomics, Family Nursing, and
Families across the Life Span, was written by Janet
Williams, PhD, RN, from the University of Iowa,
along with an international scholar, Heather Skirton,
PhD, RN, from the University of Plymouth, United
Kingdom. This new chapter was added to bring family
nursing science up to date with the explosion of genet-
ics and health care information that came about as
a result of the Human Genome Project. Although
genetic nursing is not new, the breadth and depth of
genetic knowledge and its applications in family nurs-
ing practice are rapidly changing. The purpose of this
chapter is to describe the relevance of genetic infor-
mation within families, especially when there is a
question about genetic aspects of health or disease of
family members. The authors describe situations
throughout the life span of family members, where
nursing knowledge of genetic concerns is necessary
for nurses to provide comprehensive assessment,
interventions, and evaluation of nursing care. Im-
plications for education, practice, research, and health
care policy conclude the chapter.

Chapter 18, International Family Nursing. Susan
Elliott, PhD, RN, from Azusa Pacific University
wrote this new chapter that reflects the global nature
of family nursing. The purpose of this chapter is to
introduce issues common to providing family nursing
care in culturally diverse international settings, to
discuss issues that affect global health and well-being,
and to discuss community-based health care as a
proven international family nursing practice model.
International issues are explored when applying family
theories in international environments. There is a
section, with examples, on cultural awareness, cultural
sensitivity, cultural adaptation, and culture shock. A
global family care model is used as the theoretical
perspective. Implications for family nursing end this
chapter.
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Unit III focuses on Futures of Families and Family
Nursing. Chapter 19, The Futures of Families,
Health, and Family Nursing, is the last chapter of
the book, and it was authored by Shirley Hanson,
PhD, RN, Professor Emeritus from Oregon Health &
Science University School of Nursing. The purpose of
this chapter is to look at what the future means for
family nursing. It summarizes general patterns of
changing families, future demographics of American
families, and glimpses of world demographic trends. It
also discusses the health of American families (trends,
morbidity, and mortality) and selected factors such as
terrorism/war, health care workforce, health care re-
form, aging, religion, sexuality, health care technol-
ogy, and ethnic diversity, as well as how these factors
play a role in the nation’s health and in family nursing.
The future of and implications for family nursing
theory, practice, research, education, and social policy
conclude this chapter.

An Instructor’s Manual was developed by
Deborah Coehlo, PhD, RN, faculty at Oregon State
University and Oregon Health & Science University
School of Nursing. This is a new and important
feature for this edition of the textbook. We believe
that it will be immensely helpful to both new and
experienced faculty who teach family nursing. The
Instructor’s Manual resides online at FA. Davis
Publishers’ Website and is available to faculty who
adopt this textbook. It is designed for faculty to take
students through the process of learning and under-
standing new information, applying that information
in a variety of learning activities, including examina-
tion and review questions and other learning activities,
and synthesizing newly applied information through
application in case studies and reflection activities.
Each chapter contains these sections: key concepts,
key terms, examination questions, learning activities,
and case studies. Each chapter also contains a
PowerPoint presentation that can be used to present
the material to audiences. These slides support both
on-site and online courses in family nursing. Finally,
each chapter offers suggested references for students.

As editors of this edition and authors of some of the
chapters in this textbook, we are joyful that this 2-year
project has been completed successfully. We encour-
age anyone to write us with your critiques, your coun-
terpoints, and your ideas so that we may incorporate
them in the next edition of this textbook. This book
was not meant to be a template but rather a catalyst to
move the art and science of family nursing forward.



Kacy Allen-Bryant, RN, BSN

Graduate Research Assistant

University of Kentucky, College of Nursing
Lexington, Kentucky

Debra Gay Anderson, PhD, RNC
Associate Professor

University of Kentucky, College of Nursing
Lexington, Kentucky

Nancy Trygar Artinian, PhD, RN, BC
Associate Professor

Wayne State University, College of Nursing
Detroit, Michigan

Suzanne Marie Brennan, Phd, RN
Contextual Therapy Associates in Philadelphia
Philadelphia, Pennsylvania

Perri J. Bomar, PhD, RN

Professor and Associate Dean for Research and
Community Partnership

University of North Carolina School of Nursing at
Wilmington

Wilmington, North Carolina

Lynne M. Casper, BA, AM, PhD

Health Scientist Administrator and Demographer
Demographic and Behavioral Sciences Branch
Center for Population Research

National Institute of Child Health and Human
Development

Bethesda, Maryland

Deborah Padgett Coehlo, PhD, RN, C-PNP
Assistant Professor

Oregon State University

Bend, Oregon

Oregon Health & Science University

School of Nursing

Portland, Oregon

Sharon A. Denham, DSN, RN
Professor

XVi

CONTRIBUTORS

Ohio University School of Nursing
Athens, Ohio

Susan E. Elliot, PhD, RN, FNP, WHNP

Assistant Professor of Nursing

Coordinator, International Health Family Nurse
Practitioner Program

California State University, Los Angeles

Los Angeles, California

Eleanor Ferguson-Marshalleck, MPH, PhD, RN
Professor, School of Nursing

Acting Associate Dean, College of Health and Human
Services

California State University, Los Angeles

Los Angeles, California

Eileen Gebbie, MA

Independent Scholar

Metropolitan Alliance for the Common Good
Portland, Oregon

Kristine M. Gebbie, DrPH, RN

Elizabeth Standish Gill Associate Professor of
Nursing

Columbia University School of Nursing

New York, New York

Vivian Gedaly-Duff, MS, DNSc, RN
Associate Professor

Oregon Health & Science University
School of Nursing

Portland, Oregon

John G. Haaga, PhD
Deputy Associate Director
Behavioral and Social Research

National Institute on Aging
Bethesda Maryland

Shirley Mae Harmon Hanson, PMHNP, PhD, RN,
FAAN, CFLE, LMFT

Professor Emerita

Oregon Health & Science University



Copyright © 2005 by F. A. Davis.

School of Nursing
Portland, Oregon

Marsha L. Heims, EdD, RN
Associate Profoessor

Oregon Health & Science University
School of Nursing

Portland, Oregon

Gail M. Houck, PhD, RN

Professor

Oregon Health & Science University
School of Nursing

Portland, Oregon

Joanna Rowe Kaakinen, PhD, RN
Associate Professor

University of Portland

Portland, Oregon

Sheila M. Kodadek, PhD, RN

Professor, Child, Adolescent and Family Nursing
Oregon Health & Science University

School of Nursing

Portland, Oregon

Jane M. Kurz, PhD, RN

Associate Professor and Director of Graduate Studies
Temple University

Philadelphia, Pennsylvania

Mary LuAnne Lilly, PhD, RN,CS

Assistant Professor of Nursing and Clinical Psychiatry
Indiana University—Purdue University

School of Nursing

Indianapolis, Indiana

Louise Martell, PhD, RN
Retired Nursing Faculty
University of Washington
School of Nursing
Seattle, Washington

Contributors [ | XVii

Jung Kim Miller, PhD, RN

Professor, School of Nursing

Associate Director of Education, The Roybai Institute
for Applied Gerontology

California State University, Los Angeles

Los Angeles, California

Helene J. Moriarty, PhD, RN, CS

Nurse Researcher

Philadelphia Veterans Affairs Medical Center
Philadelphia, Pennsylvania

Ann Nielsen, MN, RN

Instructor and Faculty in Residence
Oregon Health & Science University
School of Nursing

Portland, Oregon

Margaret P. Shepard, PhD, RN
Assistant Professor

Temple University
Philadelphia, Pennsylvania

Heather Skirton, PhD, MSe, RGN, Dip
Nurse Consultant in Clinical Genetics
Clinical Genetics Unit

Taunton and Somerset NHS Trust
Taunton, Somerset, UK

Reader in Health Genetics

Faculty of Health and Social Work
University of Plymouth

United Kingdom

Janet Karen D. Williams, PhD, RN, PNP, CGC,
FAAN

Professor of Nursing

Director of Post-doctoral Clinical Genetics Research
"Training

The University of Iowa



Ellen G. Christian, MS, RN-C
Professor

Institutional Nursing

BSN Program

University of Massachusetts
North Dartmouth, Massachusetts

Ruth P. Cox, PhD, LMFT, CRNP, ARNP
Assistant Professor

BSN & MSN Programs

University of Alabama

School of Nursing

Birmingham, Alabama

JoAnn K. Gottlieb, ARNP, CS, MS
Assistant Professor

BSN & MSN-NP Programs

Barry University

North Miami, Florida

XViii

REVIEWERS

Elizabeth S. Tiechler, MSN, PhD(c), RN-C, FNP
Senior Instructor

MSN-NP Program

University of Colorado Health Sciences Center
Denver, Colorado

Lynette Leeseberg Stamler, PhD, RN
Assistant Professor

BSN & MSN Programs

University of Windsor

School of Nursing

Windsor, Ontario, Canada

Nancy Symmes, BSN, MAEd(c), RN
Faculty

College of New Caledonia

Prince George, British Columbia, Canada



Copyright © 2005 by F. A. Davis.

UNIT I

FOUNDATIONS OF FAMILY HEALTH
CARE NURSING 1

Chapter 1

Family Health Care Nursing:
An Introduction 3
Shirley May Harmon Hanson
RN, PMHNP, PhD, FAAN, CFLE, LMFT

Chapter 2

Family and Health Demographics 39
Lynne M. Casper, BA, AM, PhD
John G. Haaga, PhD

Chapter 3

Theoretical Foundations for

the Nursing of Families 69
Shirley May Harmon Hanson
RN, PMHNP, PhD, FAAN, CFLE, LMFT
Joanna Rowe Kaakinen, RN, PhD

Chapter 4

Research in Families and

Family Nursing 97
Gail M. Houck, RN, PhD
Sheila M. Kodadek, RN, PhD
Catherine Samson, MPH

Chapter 5
Family Structure, Function,
and Process 119

Sharon A. Denham, RN, DSN

Chapter 6

Families, Nursing, and Social Policy 157
Kristine Gebbie, RN, PhD
Eileen Gebbie, MA

Chapter 7

Sociocultural Influences on

Family Health 197
Eleanor G. Ferguson-Marshalleck, RN, MPH, PhD
Jung Kim Miller, RN, PhD

Chapter 8

Family Nursing Assessment
and Intervention 215
Joanna Rowe Kaakinen, RN, PhD
Shirley May Harmon Hanson
RN, PMHNP, PhD, FAAN, CFLE, LMFT

Chapter 9

Family Health Promotion 243
Perri J. Bomar, RN, PhD

UNIT II
FAMILY NURSING PRACTICE 271

Chapter 10

Family Nursing with
Childbearing Families 273
Louise Martell, RN, PhD

Chapter 11

Family Child Health Nursing 291
Vivian Gedaly-Duff, DNS¢, MS, RN
Marsha L. Heims, RN, EdD
Ann E. Nielsen, RN, MN

Chapter 12

Family-Focused Medical-
Surgical Nursing 323
Nancy Trygar Artinian RN, BC, PhD, FAHA

Xix



Copyright © 2005 by F. A. Davis.

XX [ | Contents

Chapter 13

Family Mental Health Nursing 347
Helene J. Moriarty, RN, CS, PhD
Suzanne Marie Brennan, PhD, RN, CS

Chapter 14

Gerontological Family Nursing 375
Mary LuAnne Lilly, RN, CNS, PhD

Chapter 15

Families and Community/
Public Health Nursing 393
Debra Gay Anderson, RNC, PhD
Kacy T. Allen-Bryant, RN, BSN

Chapter 16

Families with Chronic Illness 413
Jane M. Kurz, RN, PhD
Margaret P. Shepard, RN, PhD

Chapter 17

Genomics, Family Nursing,

and Families across the Life Span 437
Janet Karen D. Williams, PhD, RN, CPNP, CGC,

FAAN

Heather Skirton, PhD, MSc, RGN, Dip Counselling,

Registered Genetic Counsellor (UK)

Chapter 18

International Family Nursing 457
Susan Elliott, PhD, RNC, FNP, WHNP

UNIT III

FUTURES OF FAMILIES AND FAMILY

NURSING 477

Chapter 19

The Futures of Families, Health,
and Family Nursing 479

Shirley May Harmon Hanson

RN, PMHNP, PhD, FAAN, CFLE, LMFT
Appendix A
Combined Resource List
for Family Nursing 507
Appendix B

Glossary 523

Appendix C

Family Systems Stressor-
Strength Inventory (FS’I) 535

Appendix D

The Friedman Family Assessment
Model (Short Form) 549

Index 551
Index of Names 567

Instructor’s Manual (Website)
Deborah Padgett Coehlo, RN, C-PNP, PhD



Copyright @

CHAPTER 1
Family Health Care Nursing: An Introduction
CHAPTER 2

Family and Health Demographics

CHAPTER 3

Theoretical Foundations for the Nursing of Families
CHAPTER 4

Research in Families and Family Nursing

CHAPTER 5

Family Structure, Function, and Process

CHAPTER 6

Families, Nursing, and Social Policy

CHAPTER 7

Sociocultural Influences on Family Health
CHAPTER 8

Family Nursing Assessment and Intervention
CHAPTER 9

Family Health Promotion



Copyright © 2005 by F. A. Davis.

This page has been left intentionally blank.



Family Health Care
Nursing: An Introduction

Shirley May Harmon Hanson, RN, PMHNP, PhD, FAAN, CFLE, LMFT

CRITICAL CONCEPTS

e It is important to embrace a family focus in nursing
practice because health of individuals affects all
members of families, health and illness are family
events, and families influence the process and
outcome of health care.

* Family health care nursing knowledge and skills are
important for nurses who practice in generalized
as well as specialized settings.

* The term “family” is defined in many ways, but
the most salient definition is “the family is who
they say they are.”

* There are four different approaches or views to the

nursing care of families and they are all considered
family nursing.

The demographics of American families are
changing and have an effect on family nursing.

The history of families and family nursing impact
the nursing of families today.

Family functions have been constant over history,
although there are more expectations of families
today than there were previously.

Family nursing can be practiced in a number of
different settings and in many kinds of roles.
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INTRODUCTION TO FAMILY
HEALTH CARE NURSING

Traditionally, the focus of most nursing education has
been on the practice of nursing with individual patients.
All patients are members of families, and families are
the basic unit of every society. By making a systematic
study of the many kinds of families in various health
settings, nurses are better prepared to work with fami-
lies as a whole and families as the context.

Family health care nursing is an art and a science
that has evolved over the last 20 years as a way of think-
ing about and working with families. Family nursing
comprises a philosophy and a way of interacting with
clients that affects how nurses collect information,
intervene with patients, advocate for patients, and
approach spiritual care with families. This philosophy
and practice incorporates the assumption that health
affects all members of families, that health and illness
are family events, and that families influence the pro-
cess and outcome of health care. All health care atti-
tudes, beliefs, behaviors, and decisions are made within
the context of larger family and societal systems. It is
important that concepts and principles of family
health care become part of nurses’ value systems and
knowledge base as they embark on a generalized or
specialized practice in nursing. After all, all nursing
practice involves families.

Family health care nursing is an art and a
science that has evolved as a way of think-
ing about and working with families.

Much nursing talent and effort during the last 10
years has gone into elevating family health care nurs-
ing to where it is today. Family nursing as a specialty
body of knowledge in nursing has evolved over the last
20 years as demonstrated by the following:

1. The growing number of textbooks focusing on
family theory, practice, research, and social
policy

2. The proliferation of family-related articles writ-
ten by nurses and published in an array of
scientific journals within and outside of nursing

3. Increasing research in families and health being
carried out by nurses and family social science
professionals

4. Family nursing as a philosophy becoming
acknowledged all over the world

5. Family nursing content being incorporated
and integrated in undergraduate and graduate
nursing curricula

FOUNDATIONS OF FAMILY HEALTH CARE NURSING

6. National and international family nursing
conferences being held around the globe

7. The increasing numbers of national and
international nursing journals as well as
other journals focused on the family

Box 1-1 lists the many professional journals that
explore themes related to families and nursing.

Although the specialty of family nursing has come a
long way, continuing efforts are necessary to achieve
the following goals: (1) to conceptualize and further
delineate the phenomena of family health care nursing,
(2) to build a nursing science through further family
research that is cumulative and hypothesis build-
ing, and (3) to further develop and test theories evolv-
ing out of clinical practice that help improve nursing
and family interaction in health and illness.

The overall goal of this book is to enhance nurses’
knowledge and skills that pertain to the theory, prac-
tice, research, and social policy that are important for
the nursing care of families. This chapter provides a
broad overview of family health care nursing and why
it is important to teach nurses about family health
care. It begins with an exploration of the definition of
family health care nursing and a discussion of where
the profession of nursing is in relationship to nursing
care of families. It reviews the concepts for family
health care, such as the family health/illness cycle and
the role of the nurse in the therapeutic triangle. This
chapter provides context by discussing the history of
families, the functions of families, and some of the
changing family demographics. The chapter also cov-
ers the history of family nursing and current trends in
family nursing practice, research, and education.

WHY TEACH NURSES
ABOUT FAMILY NURSING?

Many people assume they are “experts in families,”
having had individual personal experiences with their
own families. So why teach nurses about families?
Based on their own personal family history, belief
system, and limited experiences with other families,
nurses are liable to make assumptions and judgments
about families with whom they work. When nurses
operate from a personal experience perspective, they
are limited in their view. Nurses’ individual socializa-
tion, culture, and value systems do and should affect
the way they work with families. But personal experi-
ence should not be their only guide.

Family nursing is a scientific discipline based in
theory. Universally, families are basic social units in all
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societies. Nurses can combine their personal experi-
ence with their knowledge of this theory to practice
effectively with families. Families vary in structure and
function. Families even vary within a given culture, as
all families have their own unique culture. People who
come from the same family of origin create different
families over time. Nurses should learn about family
nursing so that they can provide client-centered holis-
tic nursing care. Nurses need to be knowledgeable in
the theory of families and the structure, function,
and processes of families in order to assist families in
achieving or maintaining a state of health.

Family nursing is a scientific discipline
based in theory.

The centrality of the family in health care delivery is
emphasized by the American Nurses Association
(ANA) in its recent publication, Nursing’s Social Policy
Staternent (ANA, 2003a). Additionally, ANA’s state-
ment on the scope and standards of nursing practice
mandate nurses to provide family care (ANA, 2003b).
New challenges in health care, such as changing health
care policies and health care economics, new technol-
ogy, shorter hospital stays, and health care moving
from the hospital to the community and/or family
home, are prompting the change from the individual
paradigm of nursing to a family paradigm. This para-
digm shift is affecting the development of family
theory, practice, research, social policy, and education,
and it is critical for nurses to be knowledgeable about
and at the forefront of this shift.

DIMENSIONS OF FAMILY NURSING

What are the components of family nursing? In this
section, three components are discussed: (1) how we

FOUNDATIONS OF FAMILY HEALTH CARE NURSING

define “family,” (2) how we define “family health,” and
(3) what constitutes a “healthy family.”

What Is the Family?

There is no generally agreed-upon definition of
“family.” “Family” is a word that conjures up different
images for every individual and group, and the word
has evolved in its meaning over time. Definitions differ
by discipline, as shown in the following examples:

* Legal: relationships through blood ties, adoption,
guardianship, or marriage

* Biological: genetic biological networks among
people

* Sociological: groups of people living together

* Psychological: groups with strong emotional ties

Early family social science theorists (Burgess &
Locke, 1953, pp. 7-8) adopted the following traditional
definition in their writing:

The family is a group of persons united
by ties of marriage, blood, or adoption,
constituting a single household; interacting
and communicating with each other in their
respective social roles of husband and wife,
mother and father, son and daughter,
brother and sister; and creating and main-
taining a common culture.

Presently, the U.S. Census Bureau defines “family”
as two or more people living together who are related
by birth, marriage, or adoption (Seccombe & Warner,
2004, p. 6). This traditional definition continues to be
the basis for the implementation of many social pro-
grams and policies. This definition is not very satisty-
ing because it excludes many diverse groups who

Box1-2 FA ILYEOCW@G \\
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Why is this family focus important for nursing? According to Hanson (2001a, 2001b), the research literature
generally concludes the following: (1) Health promotion, health maintenance, and the restoration of the
health of families are important to the survival of all societies. (2) Health and illness beliefs and behaviors are
learned within the context of family. (3) Family units are affected when one or more members experience
health problems, and families are a significant factor in the health care and well-being of their individual
members. (4) Conversely, families as a whole also impact how individual members resolve health problems
that arise, and each individual member’s health events and health practices affect the family as a whole. (5)
Health care effectiveness is improved when emphasis is placed on the family, rather than just on the individual.
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consider themselves families. Are cohabiting couples
families? What about gay and lesbian couples? Do
foster parents and the children for whom they are
responsible constitute families? What about groups
living in a communal setting where child care is shared
among unrelated adults? Some groups under the
Census Bureau’s definition are considered families
even though some observers might disagree (Green-
stein, 2001). For example, should we define two
elderly siblings living together as a family? Are child-
less married couples families?

Several studies demonstrate the changing public
perception of how families are defined. A national poll
by the Roper Organization in the 1990s found that
although all respondents (98 percent) defined a
married couple with children as a family, more than
three-quarters also considered other people groupings
as families (cohabiting couples, single parents, and so
forth), demonstrating that more and more people are
accepting other possible definitions of “family”
(Greenstein, 2001). Ford (1994) also explored peoples’
perceptions of “family.” Young college students de-
fined “family” as shifting to include a greater variety of
possibilities, such as cohabiting couples without chil-
dren, same-gender partners, and certain extended
groups. Females were more likely to consider alterna-
tive scenarios as families than were male students.
Ford concluded that there will be even more alterna-
tive family forms in the future and that professionals
must explore their own perceptions and definitions of
“family” to enhance their work with alternative family
structures. A 2001 study based on five large national
data sources found increasing tolerance of family
diversity since the 1960s whereby definitions are
reflecting the reality of the rich diversity of family life
in society today (Thornton & Young-DeMarcho,
2001). Many more family forms are acceptable in
today’s world than in yesteryear’s.

The definition of “family” adopted by this textbook
is as follows:

“Family” refers to two or more indivi-
duals who depend on one another for
emotional, physical, and economical
support. The members of the family are self-
defined.

Nurses working with families should find out whom
clients consider members of their family and should
include those persons in health care planning. The
family may range from traditional notions of the
family (Dad, Mom, child, grandparents, uncles, aunts,

cousins) to such “postmodern” family structures as
single-parent families, stepfamilies, and same-gender
families.

What Is Family Health?

The construct of family health lacks consensus and
precision. Anderson and Tomlinson (1992) suggested
that the analysis of family health must include simul-
taneously both health and illness, as well as the indi-
vidual and the collective. They underscore the
growing evidence that the stress of a family member’s
serious illness exerts a powerful influence on family
function and health, and that families’ behavior
patterns or reactions to the illness influence the indi-
vidual family members.

The World Health Organization defines “health” as
a state of complete physical, mental, and social well-
being and not merely the absence of disease and infir-
mity. This definition applies to individuals as well as to
families. The term “family health” is often used inter-
changeably with the terms “family functioning,”
“healthy families,” or “familial health.” To some,
family health is the composite of individual family
members’ physical health, because it is impossible to
make a single statement about the whole family’s phys-
ical health.

The definition of “family health” adopted in this
textbook is as follows:

“Family health” is a dynamic changing
state of well-being, which includes the
biological, psychological, spiritual, sociolog-
ical, and cultural factors of individual
members and the whole family system.
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Thus, this definition and approach combines the
biological, psychological, social, cultural, and spiritual
aspects of life for individual members as well as for the
whole family. An individual’s health (on the wellness-
to-illness continuum) affects the entire family’s func-
tioning, and in turn, the family’s ability to function
affects each individual member’s health. Assessment of
family health involves simultaneous data collection on
individual family members and the whole family
system.

"Family health” refers to the biological,
psychological, social, cultural, and spiritual
aspects of life for individual members as
well as for the whole family.

What Are Healthy Families?

It is possible to define “family health,” but what about
“healthy families”? Characteristics used to describe
healthy families or family strengths have varied
throughout time in the literature (Hanson, 2001b).
Otto (1963), the first scholar to develop psychosocial
criteria for assessing family strengths, emphasized the
need to focus on positive family attributes instead of
the pathological approach that accentuates family
problems and weaknesses. Pratt (1976) introduced the
idea of the “energized family” as one whose structure
encourages and supports persons to develop their
capacities for full functioning and independent action,
thus contributing to family health. Stinnett, Chesser,
and DeFrain (1979) described characteristics of family
strengths. Their work led to research conducted by
Curran. Curran (1983, 1985) investigated not only
family stressors but also traits of healthy families,
incorporating moral and task focus into traditional
family functioning (see Box 1-3). Beavers and
Hampson (1993), scholars who developed the Beavers
Systems Model, characterized “healthy families” or
optimally functioning families as families that do the
following:

* Consistently demonstrate high degrees of
capable negotiation skills in dealing with
problems

* Are clear, open, and spontaneous in their expres-
sion of a wide range of feelings, beliefs, and
differences

* Are respectful of members’ feelings

* Encourage autonomy of their members

* Expect members to take personal responsibility
for their actions

FOUNDATIONS OF FAMILY HEALTH CARE NURSING

* Demonstrate closeness and warmth toward each
other, with parents taking the leadership

e Express optimism and enjoyment with each
other

Furthermore, according to Becvar and Becvar
(2000), Gladding (1998), and Stinnett and DeFrain
(1985), healthy families have a number of characteris-
tics in common:

* A legitimate source of authority, established and
supported over time

* A stable rule system established and consistently
acted on

* Stable and consistent sharing of nurturing
behavior

¢ Effective and stable child-rearing and marriage-
maintenance practices

* A set of goals toward which the family and each
individual work

¢ Sufficient flexibility and adaptability to accom-
modate normal developmental challenges as well
as unexpected crisis

e Commitment to the family and its individuals

Appreciation for each other (i.e., a social

connection)

Willingness to spend time together

Effective communication patterns

A high degree of religious/spiritual orientation

Ability to deal with crisis in a positive manner

(i.e., adaptability)

* Encouragement of individuals

* Clear roles

Thus, healthy families are both an ideal and a real-
ity. There are still ongoing debates and disagreements
as to the qualities of healthy families. Most scholars
agree that health is more than the absence of pathol-
ogy but rather an interactive process associated with
positive relationships and outcomes (Gladding, 1998).

Most scholars agree that health is more
than the absence of pathology but rather an
interactive process associated with positive
relationships and outcomes (Gladding,
1998).

FAMILY HEALTH CARE
NURSING DEFINED

The specialty area of family health care nursing has
been evolving over the last couple of decades. For
some, there is blurring of lines as to how family health
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Communicates and listens

Fosters table time and conversation
Affirms and supports each member
Teaches respect for others

Develops a sense of trust

Has a sense of play and humor

Has a balance of interaction among members
Shares leisure time

Exhibits a sense of shared responsibility
Teaches a sense of right and wrong
Abounds in rituals and traditions
Shares a religious core

Respects the privacy of each member
Values service to others

Admits to problems and seeks help

Source: Hanson, S. M. H. (2001b). Family health care nursing: An introduction. In S. M. H. Hanson
(Ed.), Family bealth care nursing: Theory, practice, and research (pp. 2-35). Philadelphia: FA Davis.
(Adapted from Curran, D. [1983]. Tiaits of a healthy family. Minneapolis: Winston Press Harper and
Row.)

care nursing is distinctive from other specialties that ~ pursue advanced preparation in those disciplines. See

involve families, such as maternal-child health nurs-  Chapter 3, Theoretical Foundation for the Nursing of
ing, community health nursing, and mental health  Families, for more discussion about these theories.
nursing.
Family health care nursing is defined as follows: Family nursing continues to incorporate
ideas from family therapy and family social
Family health care nursing is the process science.

of providing for the health care needs of
families that are within the scope of nursing
practice. This nursing care can be aimed
toward the family as context, the family as a Society
whole, the family as a system, or the family
as a component of society.

Family nursing takes into consideration all four
approaches to viewing families and, at the same time,
cuts across the individual, family, and community for
the purpose of promoting, maintaining, and restoring
the health of families. This framework shows the
intersecting concepts of the individual, the family,
nursing, and society (see Figure 1-1). Another model
for viewing family nursing practice, where family
nursing is seen conceptually as the confluence of theo-
ries and strategies from nursing, family therapy, and
family social science, is depicted in Figure 1-2. Family
nursing continues to incorporate ideas from family
therapy and family social science. In fact, many nurses Figure 1-1  Family nursing conceptual framework.
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skill in family nursing during their undergraduate
work and advanced specialization in family nursing or
family therapy at the graduate level. They recognized
that advanced specialists in family nursing have a
narrower focus than generalists; however, they
purported that family assessment is an important skill
for all nurses practicing with families. Building on this
previous work, Bomar (2004) further delineated five
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Family therapy
theory

Nursing Family social

models science theory

Figure 1-2  Family nursing practice.

Several family scholars have written about levels of
family health care nursing practice. For example,
Wright and Leahey (1994) differentiated among
several levels of knowledge and skill that family nurses
need for a generalist versus specialist practice, and
they defined the role of higher education for the two
different levels of practice. They proposed that nurses
receive a generalist or basic level of knowledge and

different levels of family health care nursing practice.
Table 1-1 shows how the two levels of generalist and
advanced practice were further delineated with levels
of education and types of clients and relates them to
Benner’s paradigm of novice to expert (Benner, 2001).

Nature of Interventions in Family Nursing

There are 10 distinctive interventions for family nurs-
ing that emphasize the multivariate nature of the rela-
tionship between family health and the health of
individual members (Gilliss, Roberts, Highley, &
Martinson, 1989). In describing the nature of inter-
ventions in family nursing, the following points were
determined:

Table 1-1 LEVELS OF FAMILY NURSING PRACTICE
LEVEL OF PRACTICE ~ (GENERALIST/SPECIALIST EpucarioNn CLIENT
Expert Advanced Specialist Doctoral degree All levels
Family nursing theory
development
Family nursing research
Proficient Advanced Specialist Master’s degree with All levels
added experience Beginning family nursing
research
Competent Beginning Specialist Master’s degree Individual in the family context
Interpersonal family nursing
Family unit
Family aggregates
Advanced Generalist Bachelor’s degree Individual in the family
beginner with experience context
Interpersonal family nursing
(family systems nursing)
Family unit
Novice Generalist Bachelor’s degree Individual in the family context

Source: Bomar, P. J. (Ed.) 2004). Promoting health in families: Applying family research and theory

to nursing practice (p. 19). Philadelphia: Saunders/Elsevier.
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1. Family care is concerned with the experience
of the family over time. It considers both the
history and the future of the family group.

2. Family nursing considers the community and
cultural context of the group. The family is
encouraged to receive from and give to
community resources.

3. Family nursing considers the relationships
between and among family members and
recognizes that, in some instances, all individ-
ual members and the family group will not
achieve maximum health simultaneously.

4. Family nursing is directed at families whose
members are both healthy and ill. Family
health is not indexed by the degree of individ-
ual health or illness.

5. Family nursing is often offered in settings in
which individuals present with physiologic or
psychological problems. Along with being
competent in treatment of individual health
problems, family nurses must recognize the
reciprocity between individual family
members’ health and collective health within
the family.

6. The family system is influenced by any change
in its members; therefore, when caring for
individuals in health and illness, the nurse
must elect whether to attend to the family.
Both individual health and collective health
are intertwined and will be influenced by any
nursing care given.

7. Family nursing requires that the nurse manip-
ulate the environment to increase the likeli-
hood of family interaction; however, the
absence of family members does not preclude
the nurse from offering family care.

8. The family nurse recognizes that which person
in a family is the most symptomatic may
change over time; this means that the focus of
the nurse’s attention will also change over
time.

9. Family nursing focuses on the strengths of
individual family members and the family
group to promote their mutual support and
growth as it is possible.

10. Family nurses must define with the family
which persons constitute the family and where
they will place their therapeutic energies.

These are the distinctive intervention statements
specific to family nursing that appear continuously in
the care and study of families in nursing, regardless of
the theoretical model in use.

Approaches to Family Nursing

There are four different approaches to care inherent
in family nursing: (1) family as the context for individ-
ual development, (2) family as a client, (3) family as a
system, and (4) family as a component of society.
Figure 1-3 illustrates these approaches to the nursing
of families. Each approach derived its foundations
from different nursing specialties: maternal-child
nursing, primary care nursing, psychiatric/mental
health nursing, and community health nursing, respec-
tively (Hanson, 2001a). All four approaches have
legitimate implications for nursing assessment and
intervention. The approach that nurses use is deter-
mined by many factors, including the health care
setting, family circumstances, and nurse resources.
Figure 1-4 shows how a nurse can view all four
approaches to families through just one set of eyes. It
is important to keep all four perspectives in mind
when working with any given family.

Family as Context

The first approach to family nursing care focuses on
the assessment and care of an individual client in which
the family is the context. This is the traditional nurs-
ing focus, in which the individual is foreground and
the family is background. The family serves as context
for the individual as either a resource or a stressor to
their health and illness. Most existing nursing theories
or models were originally conceptualized using the
individual as a focus. Alternative labels for this
approach are “family-centered” or “family-focused.”
This approach is rooted in the specialty of maternal-
child nursing and underlies the philosophy of many
maternity and pediatric health care settings. A nurse
using this focus might say to an individual client:
“Who in your family will help you with your nightly
medication?” “How will you cover your child care
issues when you have your back surgery?” “It is
wonderful for you that your wife takes such an interest
in your diabetes and has changed all the food prepara-
tion to match your dietary needs.”

Family as Client

The second approach to family nursing care centers
on the assessment of all individual family members;
the family as client is the focus of care. In this
approach, all the individuals in the family are in the
foreground and individuals are not mutually exclusive
of the whole. The family is seen as the sum of individ-
ual family members, and the focus is concentrated on
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Family as Client

Family as foreground
Individual as background
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Interactional family

Family as Component
of Society

Legal

Family OOO Education
OOO Health
Religion @) Social

Financial

Figure 1-3  Approaches to family nursing.

each individual. Each person is assessed, and health
care is provided for all family members. However, the
family unit is not necessarily the primary considera-
tion in providing care. General practitioner physicians
and family care physicians provided the impetus for
this approach to family care in community settings,

but nurses and nurse practitioners are also involved
with this approach. This approach is typically seen in
primary care clinics in the community in which
primary care physicians (PCP) or nurse practitioners
provide care over time to all individuals in a given
family. From this perspective, a nurse might ask a
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R cClient

Figure 1-4  Four views of family through a lens.

family member who has just become ill: “How has
your diagnosis of juvenile diabetes affected the other
individuals in your family?” “Will your nightly need
for medication be a problem for your family?” “Who
in your family is having the most difficult time with
your diagnosis?” “How is the family adjusting to your
new medication regimen?”

Family as a System

The third approach to care focuses on the family as a
system. The focus is on the family as client, and the
family is viewed as an interactional system in which
the whole is more than the sum of its parts. In other
words, the interactions between family members
become the target for nursing interventions that result
from the nursing assessment. The family nursing
system approach focuses on the individual and family
simultaneously. The emphasis is on the interactions
between family members—for example, the direct
interactions between the parental dyad or the indirect
interaction between the parental dyad and the child.
The more children there are in a family, the more
complex these interactions become.

This interactional model had its start with the
specialty of psychiatric and mental health nursing.
The system approach always implies that when some-
thing happens to one part of the system, the other
parts of the system are affected. So, if one family
member becomes ill, it affects all other members of
the family. Questions that nurses ask in a system
approach may be “What has changed between you and
your spouse since your child was diagnosed with juve-
nile diabetes?” or “How has the diagnosis of juvenile
diabetes affected the ways in which your family is
functioning and getting along with each other?”

Family as a Component of Society

The fourth approach to care views the family as a
component of society, in which the family is viewed
as one of many institutions in society, similar to the
health, educational, religious, or economic institu-
tions. The family is a basic or primary unit of society
and is a part of the larger system of society (Figure
1-5). The family as a whole interacts with other insti-
tutions to receive, exchange, or give communication
and services. Family social science first used this ap-
proach in its study of families in society. The approach
uses a structural, functional, and exchange theory
point of view. Community health nursing has drawn
many of its tenets from this perspective as it focuses on
the interface between families and community agen-
cies. Questions nurses may ask in this approach in-
clude “What issues has the family been experiencing
since you made the school aware of your son’s diagno-
sis of HIV?” and “Have you considered joining a
support group for families with mothers who have
breast cancer? Other families have found this to be an
excellent resource and stress reduction strategy.”

VARIABLES INFLUENCING FAMILY
HEALTH CARE NURSING

The evolution of family health care nursing has been
influenced by many variables that are derived from
both historical and present events within society and
the profession of nursing. Examples include changing

Figure 1-5 Family as primary group in society.
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nursing theory, practice, education, and research; new
knowledge derived from family social sciences and
the health sciences; national and state health care poli-
cies; changing health care behavior and attitudes; and
national and international political events. Detailed
discussions of some of these areas are contained else-
where in this text (see Chapters 6 and 7 in this book).

The evolution of family health care nurs-
ing has been influenced by many variables
that are derived from both historical and
present events within society and the
profession of nursing.

Figure 1-6 shows how many variables influence
contemporary family health nursing, making the point
that the status of family nursing is dependent on what
is occurring in the wider society—family as commu-
nity. A recent example of this point is that health prac-
tices and policy changes are under way because of the
recognition that current costs of health care are esca-
lating and, at the same time, greater numbers of
people are underinsured or uninsured and have lost
access to health care. The goal of this health care
reform is to make access and treatment available for all
at an affordable cost. That will require a major shift in
priorities, funding, and services. A major movement
toward health promotion and family care in the
community will greatly affect the evolution of family
nursing.

FAMILY NURSING ROLES

The roles of family health care nurses are evolving
along with the specialty. Figure 1-7 shows the many
roles that nurses can assume with families as the focus.
This figure was constructed from some of the first
family nursing literature that appeared and is a
composite of what various scholars believe to be some
of the roles of nurses today (Bomar, 2004; Friedman
et al., 2003; Hanson, 2001b). Each health care setting
affects roles that nurses assume with families, and
many of these roles may occur in the same setting as
well.

1. Health teacher. The family nurse teaches
about family wellness, illness, relations, and
parenting, to name a few. The teacher-
educator function is ongoing in all settings in
both formal and informal ways. Examples
include teaching new parents how to care for
their infant and giving instruction about

diabetes to a newly diagnosed adolescent boy
and his family members.

. Coordinator, collaborator, and liaison. The

family nurse coordinates the care that families
receive, collaborating with the family to plan
care. For example, if a family member has
been in a traumatic accident, the nurse would
be a key person in helping families to access
resources—from inpatient care, outpatient
care, home health care, and social services to
rehabilitation. The nurse may serve as the
liaison among these services.

. Deliverer and supervisor of care and technical

expert. The family nurse either delivers or
supervises the care that families receive in
various settings. To do this, the nurse must be
a technical expert in terms of both knowledge
and skill. For example, the nurse may be the
person going into the family home on a daily
basis to consult with the family and help take
care of a child on a respirator.

. Family advocate. The family nurse advocates

for families with whom they work; the nurse
empowers family members to speak with their
own voice or the nurse speaks out for the
family. An example is the nurse who is
advocating for family safety by supporting
legislation that requires wearing seat belts in
motor vehicles.

. Consultant. The family nurse serves as a

consultant to families whenever asked or
whenever necessary. In some instances, he or
she consults with agencies to facilitate family-
centered care. For example, a clinical nurse
specialist in a hospital may be asked to assist
the family in finding the appropriate long-
term care setting for their sick grandmother.
The nurse comes into the family system by
request for a short period of time and for a
specific purpose.

. Counselor. The family nurse plays a thera-

peutic role in helping individuals and families
solve problems or change behavior. An example
from the mental health arena is a family that
requires help with coping with a long-term
chronic condition, such as when a family
member has been diagnosed with schiz-
ophrenia.

. Case finder and epidemiologist. The family

nurse gets involved in case finding and
becomes a tracker of disease. For example,
consider the situation in which a family
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Figure 1-6  Variables influencing contemporary family health nursing. (From Bomar, P. J. [2004]. Promoting health in fami-
lies: Applying family research and theory to nursing practice [3rd ed., p. 17]. Philadelphia: Saunders/Elsevier. With permission.)

consults with families and other health care

member has been recently diagnosed with a
sexually transmitted disease. The nurse would
engage in sleuthing out the sources of the
transmission and in helping to get other sexual
contacts in for treatment. Screening of families
and subsequent referral of the family members
may be a part of this role.

8. Environmental modifier. The family nurse

professionals to modify the environment. For
example, if a man with paraplegia is about

to be discharged from the hospital to home,
the nurse assists the family in modifying the
home environment so that the patient can
move around in a wheelchair and engage in
self-care.
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Figure 1-7 Family nursing roles.

Clarifier and interpreter. The family nurse
clarifies and interprets data to families in all
settings. For example, if a child in the family
has a complex disease, such as leukemia, the
nurse clarifies and interprets information
pertaining to diagnosis, treatment, and prog-
nosis of the condition to parents and extended
family members.

Surrogate. The family nurse serves as a surro-
gate by substituting for another person. For
example, the nurse may stand in temporarily as
a loving parent to an adolescent who is giving
birth to a child by herself in the labor and
delivery room.

Researcher. The family nurse should identify
practice problems and find the best solution
for dealing with these problems through the
process of scientific investigation. An example
might be collaborating with a colleague to
find a better intervention for helping families
cope with incontinent elders living in the
home.

Role model. The family nurse is continually
serving as a role model to other people
through his or her activities. A school nurse
who demonstrates the right kind of health in
personal self-care serves as a role model to
parents and children alike.

Case manager. Although case manager is a
contemporary name for this role, it involves
coordination and collaboration between a
family and the health care system. The case

manager has been formally empowered to be
in charge of a case. For example, a family
nurse working with seniors in the community
may become assigned to be the case manager
for a patient with Alzheimer’s disease.

OBSTACLES TO FAMILY
NURSING PRACTICE

Why has family nursing been practiced only in recent
history? A number of reasons exist. First, there is a
vast amount of literature on the family, but there was
little on the family in nursing curricula until the past
decade or two. The majority of practicing nurses have
not had exposure to family concepts during their
undergraduate education and continue to practice
using the individualist medical paradigm.

Moreover, there has been a lack of valid and reliable
comprehensive family assessment models, instru-
ments, and strategies in nursing. More scholars are
developing ideas and material in this arena; the chapter
on family assessment and intervention presents three
of the better-known models.

Furthermore, some students and nurses may believe
that the study of family and family nursing is “com-
mon sense” and therefore does not belong formally in
nursing curricula, either in theory or in practice.
Nursing also has strong historical ties with the
medical model, which has traditionally focused on
the individual as client, not the family. At best, fami-
lies have been viewed in context, and many times,
families were considered a nuisance in health care
settings—an obstacle to overcome in order to provide
care to the individual.

Another obstacle is the fact that the traditional
charting system in health care has been oriented to the
individual. For example, charting by exception focuses
on the physical care of the individual and does not
address the whole family or members of families.
Likewise, the medical and nursing diagnostic systems
used in health care are disease-centered, and diseases
are focused on individuals. The International
Classification of Diseases (ICD) (AMA, 2003), the
Diagnostic and Statistical Manual of Mental Disorders
(DSM-1V) (APA, 2000), the North American Nursing
Diagnosis Association (NANDA, 1999), and The
Omahba System: Applications for Community Health
Nursing (Martin & Scheet, 1992) have limited diag-
nostic codes that pertain to the family as a whole.

To complicate matters further, most insurance
companies require that there be one identified patient,
with a diagnostic code drawn from an individual
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disease perspective. Thus, even if health care pro-
viders are intervening with entire families, companies
require providers to choose one person in the family
group as the identified patient and to give that person
a physical or mental diagnosis, even though the client
is the whole family. There is a need for better family
diagnostic codes that are accepted by vendors as legit-
imate reasons for reimbursement.

The established hours during which health care
systems provide services pose another obstacle to
focusing on families. Traditionally, office hours take
place during the day, when family members cannot
accompany other family members. Recently, some
urgent care centers and other outpatient settings have
incorporated evening and weekend hours into their
schedules, making it possible for family members to
come in together. However, many clinics and physi-
cian offices still operate on traditional Monday
through Friday, 9:00 AM. to 5:00 P.M. schedules.
These obstacles to family-focused nursing practice are
slowly changing; nurses can continue to lobby for
changes that are more conducive to caring for the
family as a whole.

SELECTED THEORETICAL
PERSPECTIVES

Theorists from other family social sciences have been
involved in developing some important ideas about
family health care that are pertinent for family nurs-
ing. Four of these ideas are presented hereafter: the
family health and illness cycle, levels of family care,

Family Health and lliness Cycle

Phase 1. Family health promotion and risk reduction

Phase 2. Family vulnerability and disease onset/relapse

Phase 3. Family illness appraisal
Phase 4. Family acute response

Phase 5. Adaption to illness and recovery

when to assemble the family in health care, and the
therapeutic triangle in health care (Doherty, 2002;
Doherty, 1985; Doherty & McCubbin, 1985; Doherty
& Campbell, 1988; Hanson, 2001a).

The Family Health and Illness Cycle

The family health and illness cycle (Figure 1-8) repre-
sents an outline of a series of temporal phases in the
family’s efforts to reduce the risks of illness, to manage
the initial onset of illness, and to adapt to death or
illness. There is no unilateral direction in the model,
but rather each phase in the cycle represents a differ-
ent aspect of health and illness. Moreover, each phase
of the cycle represents an arena around which a body
of theory, research, and clinical observations has been
built. The function of the model is to show how differ-
ent topics pertaining to family and health research,
theory building, and practice are interrelated.

One area of the cycle in which family nurses work is
in family health promotion and risk reduction. This area
emphasizes the environmental, social, psychological,
and interpersonal factors surrounding the family that
help promote health and reduce health risk. These
factors include family beliefs and activities that help
family members maintain good health by avoiding
behaviors that increase their likelihood of becoming
ill, such as poor diet, lack of exercise, or smoking.
Nurses can do a lot to promote family health and to
reduce risk.

Another part of the cycle that involves nurses is
Jfamily vulnerability and illness onset. This part includes

Health

Adaption promo_tion
to illness and r|§k
and recovery reduction

mamily Vulnerability

response and
disease

lliness
appraisal

Figure 1-8  Family health and illness cycle. (Adapted from Doherty, W. J., & McCubbin, H. I. [1985]. Families and health
care: An emerging arena of theory, research, and clinical intervention, Family Relations, 34, 5-11.)



Copyright © 2005 by F. A. Davis.

18 |

life events and experiences that render family
members susceptible to new illness or relapses of
chronic illness. For example, nurses work with family
stress responses related to relapses or exacerbations of
chronic disorders (e.g., diabetes, multiple sclerosis, or
schizophrenia). The development of support groups
would be one nursing strategy for dealing with family
members who have chronic illness.

The third part of the cycle pertinent to family
nurses is the family illness appraisal, which refers to the
family’s beliefs about illness and family decisions about
health care. An example of a strategy that nurses may
use to help families cope with a situation before the
situation becomes more acute is identifying teens who
are at high risk for depression and suicide and encour-
aging the family to place their adolescent into a ther-
apy group for depressed adolescents.

The family acute response refers to the immediate
aftermath of illness and is an important area of inter-
vention. The acute response occurs after an extraordi-
nary event, such as a heart attack or a diagnosis of
cancer. Families go through disorganization for a
while, and family nurses can intervene by helping
them cope with the crisis.

The family adaptation to illness portion of the cycle
refers to the long-term effects of illness on the family
and the role of families in facilitating recovery of indi-
vidual members. Families must adapt to the demands
of the chronic condition; thus, a whole body of infor-
mation has evolved around family coping and family
compliance with medical regimens. How do families
promote the recovery of ill members while preserving
their energy to nurture other family members and
perform other family functions? An example of an
appropriate intervention would be to help families
find respite care for family caregivers so that care-
givers do not “burn out.”

Finally, the family and health care system part of the
cycle refers to the family’s decision to seek outside
help for the illness or handle it within the family. This
family help-seeking behavior can take place at any
phase of the family health and illness cycle, and the
resources sought can include everything from
Western medical protocols to nontraditional New Age
health care providers.

Levels of Family Care

The second concept derived from family social scien-
tists and useful for family nursing is levels of family
care as described by Doherty (1985). He proposed a
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continuum of health provider involvement when
caring for families.

Level 1: Minimal emphasis on the family involves
contacting families only when necessary for practical
or legal reasons. Nurses require little knowledge or
skill to handle this level of care. An example might be
a hospital intensive care nurse contacting the family to
get a code or no code signed.

Level 2: Ongoing medical information and advice is
given by generalist family nurses to families through
regular contact. The nurse may be answering ques-
tions or advising families on care management. An
example might be a clinic nurse working with a family
on diabetic foot care of an elderly patient.

Level 3: Providing support and addressing feelings
takes place in families based on knowledge about
normal family development and the ways in which
families react to stress. The family nurse encourages
family members to discuss their reactions and supports
them in their coping efforts. Care is more individual-
ized to that particular family. For example, a commu-
nity health nurse may make a home visit to a newly
discharged paraplegic patient who is going home for
the first time.

Level 4: A systematic way of assessing families and
planning interventions involves a good understanding
of family systems and awareness of the nurse’s own
family systems and the larger systems in which fami-
lies and health care providers operate. More knowl-
edge and skill are required for this level of activity, and
it usually involves graduate training in a specialty that
incorporates family into the paradigm of care. An
example would be a clinical nurse specialist who is
coordinating care for a trauma patient with multiple
injuries in a tertiary setting and translating the events
to the family members.

Level 5: This level of care requires a high level of
knowledge and skill with family systems and patterns
of dysfunctional interaction. The nurse prepared to
work at this level is a specialist in psychiatric mental
health nursing, family therapy, or both. The general-
ist nurse either refers a family to or consults with a
psychiatric mental health liaison nurse who is a clini-
cal nurse specialist or nurse practitioner in this area.
For example, a specialist nurse is consulted concerning
a difficult and complex family structure in which some
members of the family want resuscitation of a dying
family member and other members do not. This situ-
ation would require organizing a family conference,
assessing the function of the family, and mediating a
decision.
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When to Assemble the Family
in Health Care

The third concept that is derived from family social
science and is useful for family nursing is Doherty’s
(1985) guidelines to assist health providers in knowing
when to involve whole families while providing care.
Figure 1-9 shows a two-sided continuum. The upper
half of the continuum pictures the individual patient
being seen alone and ranges through organization of
whole-family conferences. The bottom half of the
continuum speaks to the kind of health care problem
being addressed and ranges from minor acute prob-
lems (minor suturing) to a serious acute illness (heart
attack). The benefit of this idea is that it assists nurses
in making decisions about the level or degree of family
involvement for any given situation and reassures
nurses that “family nursing” can take place even when
the whole family is not assembled.

The Therapeutic Triangle in Health Care

The fourth concept of importance to nurses in pro-
viding family care is the notion of the therapeutic
triangle (Figure 1-10). It is a concept derived from
family systems theory, but it applies to all approaches
in health care.

In the provision of health care, there are three main
actors in the therapeutic triangle: the identified
patient, the health care professional, and the family of
the identified patient. Relationships exist primarily
between the dyads in the triangle with the third party
in the triangle in the background. Triangulated rela-
tionships are those in which a third party becomes
involved to stabilize tensions that exist in the dyadic
relationship. The third party distracts from the anxi-
ety level that is based in the dyad. As the given dyad
changes, so does the third party; for example, a patient

and family dyad may involve the health care profes-
sional as the third party in the triangle, or a health care
professional and identified patient dyad may include
the family as the third party. It is not uncommon for
the patient and family to be upset at the physician
because of the perceived “withholding of informa-
tion,” thus forming a triangle. Many times, nurses
become involved as a third party, with the nursing
intervening with patient teaching. Chapter 2
(Theoretical Foundations for the Nursing of Families)
and Chapter 13 (Family Mental Health Nursing) both
discuss the concept of triangulation in more detail.
Situations occur in which there is difficulty in a
nurse-patient relationship and the patient engages his
or her family to communicate with the nurse instead
of directly confronting the nurse. Or perhaps the
health care provider provides a listening ear to a
disgruntled patient complaining about his or her
family’s caregiving ability. Often, health care providers
find themselves positioned between family members.

HISTORY OF FAMILY NURSING

Family health nursing has roots in society from
prehistoric times. The historical role of women has
been inextricably interwoven with the family, for it
was the responsibility of women to care for family
members who fell ill and to seek herbs or remedies for
the illness. In addition, through “proper” housekeep-
ing, women made efforts to provide clean and safe
environments for the maintenance of health and well-
ness for their families (Bomar, 2004; Ham &
Chamings, 1983; Whall, 1993).

During the Nightingale era, the historical develop-
ment of families and nursing became more explicit.
Florence Nightingale influenced both the establish-
ment of district nursing of the sick and poor and the
work of “health missionaries” through “health-

Generally see

Family conferences

Family conferences

patient alone desirable essential
] | | | |
! I ! I [
minor acute routine treatment routine chronic illness,
problems self-limiting failure or preventive serious acute
problems regular educational iliness, psychosocial
recurrence of care problems, lifestyle

symptoms

problems, death

Figure 1-9  When to assemble the family in health care. (Adapted from Doherty, W. [1985]. Family intervention in health

care. Family Relations, 34, 129-137.)
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Patient

Health Family

professional

Figure 1-10 The therapeutic triangle in health care.
(Adapted from Broderick, C. B. [1983]. The therapeutic
triangle. Beverly Hills: Sage Publications.)

at-home” teaching. She believed that cleanliness in the
home could eradicate high infant mortality and
morbidity. She encouraged family members of the
fighting troops to come into the hospitals during
the Crimean War to take care of their loved ones.
Nightingale supported helping women and children
toward good health by promoting both nurse
midwifery and home-based health services. In 1876, in
a document titled Training Nurses for the Sick Poor,
Nightingale encouraged nurses to serve in nursing
both sick and healthy families in the home environ-
ment. She appears to have given both home-health
nurses and maternal-child nurses the mandate to carry
out nursing practice with the whole family as the unit
of service (Nightingale, 1979).

In colonial America, women continued the
centuries-old traditions of women who nurtured and
sustained the wellness of their families and cared for
the ill. During the Revolutionary War, women called
“camp followers” provided nursing care. These un-
trained nurses performed many functions for the
troops.

During the Civil War (1861 to 1865), nursing of the
wounded solders became more organized. Women
formed Ladies Aid Societies, groups who met regu-
larly to sew, prepare food and medicines, and gather
other items needed by the soldiers. Dorothea Dix was
named the Superintendent of Women Nurses of the
U.S. Army. Hundreds of women received a month’s
training to prepare them for military nursing work.
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During the industrial revolution of the late 18th
century, family members began to work outside the
home. Immigrants, in particular, were in need of
income, so they went to work for the early hospitals.
This was the real beginning of public health and
school nursing. The nurses involved in the beginning
of the labor movement were concerned with the health
of workers, immigrants, and their families. Concepts
of maternal child and family care were incorporated
into basic curriculums of nursing schools.

Maternity nursing, nurse midwifery, and community
nursing historically focused on the quality of family
health. Margaret Sanger fought for family planning.
Mary Breckenridge formed the famous Frontier
Nursing Service (midwifery) to provide training for
nurses to meet health needs of mountain families.

There was a concerted expansion of public health
nursing during the Depression to work with families.
However, before and during World War I, nursing
became more focused on the individual, and care
became centered in institutional and hospital settings,
where it remained until recently.

Since the 1950s, at least 19 disciplines had studied
the family and, through research, produced family
assessment techniques, conceptual frameworks, theo-
ries, and other family material. Recently, this interdis-
ciplinary work has become known as “family social
science.” Family social science has greatly influenced
family nursing in the United States, largely because
of the organization called the National Council of
Family Relations and their large number of family
publications. Many family nurses have become active
in this organization. In addition, many nurses are now
receiving advanced degrees in family social science
departments around the country.

Nursing theorists started in the 1960s to system-
atize nursing practice. Scholars began to articulate the
philosophy and goals of nursing care. Initially theo-
rists were concerned only with individuals, but gradu-
ally individuals became viewed as part of a larger social
system. See Chapter 3 for nursing theories that con-
tribute to family nursing.

In the 1960s, the nurse practitioner movement
began espousing the family as a primary unit of care
in their practice. In the 1970s, only one theorist
included families as part of the assessment in her
system for nursing practice. Other theorists developed
models that did not speak specifically to families, but
families could be the identified client in some of these
theories (Orem, 1995; Roy & Andrews, 1999;
Neuman, 1995).
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During the 1980s, the refocusing on families as a
unit of care was evident in America. Small numbers of
people from throughout the country gathered to-
gether at their personal expense to discuss and share
family nursing concepts (e.g., Wingspread in Racine,
Wisconsin). Family nurses started defining the scope
of practice, family concepts, and how to teach this
information to the next generation of nurses. Family
nursing is both old and new—Ilong traditions and new
definitions. Family nursing is now beyond youth,
more like a young person, but it is still in a state of
becoming. Table 1-2 provides a composite of histori-
cal factors contributing to the development of family
health as a focus in nursing.

Family nursing is both old and new, but it
is still in a state of becoming.

HISTORY OF FAMILIES

A brief macroanalytical history of families is important
for understanding family nursing. The past helps
make the present realities of family life more under-
standable, because the influence of the past is evident
in the present. This historical approach provides a
means of conceptualizing family over time and within
all of society. Finally, history helps dispel preferences
for family forms that are only personally familiar and
broaden nurses’ view of the world of families.

Prehistoric Family Life

Archaeologists and anthropologists have found evi-
dence of prehistoric family life, that is, family life that
existed before the time of written historical sources.
These family forms varied from present-day forms,
but the functions of the family have remained some-
what constant over time. Families were then and are
now a part of the larger community and constitute the
basic unit of society.

Family structure, process, and function were a res-
ponse to everyday needs. As communities grew, fami-
lies and communities became more institutionalized
and homogeneous as civilization progressed. Family
culture was that aspect of life derived from member-
ship in a particular group and shared by others. Family
culture was composed of values and attitudes that allo-
wed early families to behave in a predictable fashion.

The earliest human matings tended toward perma-
nence and monogamy. Man and woman dyads are the
oldest and most tenacious unit in history, which is

perhaps why the “nuclear” family dominates modern
experience. Biologically, human children need care
and protection longer than other animals’ offspring.
This necessity led humans to marriage and permanent
relationships; it did not dictate family structure, but it
was essential for the activity of parenting.

Economic pairing was not always the same as repro-
ductive pairing, but it was a by-product of reproduc-
tive pairing. A variety of skills was needed for living,
and no single person possessed all skills, so male and
female role differentiation began to be more clearly
defined. Early in history, children were part of the
economic unit. In most societies, reproductive pairing
merged also with the nurturing pair and the economic
unit, as well as into respective gender role differentia-
tion, and ultimately into socialization (education). As
small groups of conjugal families formed communi-
ties, the complexity of the social order increased. This,
in turn, changed the definition of the family.

European History

Many Americans are of European ancestry and come
out of the family structure that was present there.



Copyright © 2005 by F. A. Davis.

22 [ | Unit 1 FOUNDATIONS OF FAMILY HEALTH CARE NURSING

Table1-2 HISTORICAL FACTORS CONTRIBUTING TO THE DEVELOPMENT
OF FAMILY HEALTH AS A FOCUS IN NURSING

TIME PERIOD EVENTS

Pre-Nightingale era ~ Revolutionary War “camp followers” were an example of family health focus before
Florence Nightingale’s influence.

Mid-1800s Nightingale influences district nurses and health missionaries to maintain clean envi-
ronment for patient’s homes and families.
Family members provide for soldiers’ needs during Civil War through Ladies Aid
Societies and Women’s Central Association for Relief.

Late 1880s Industrial Revolution and immigration influence focus of public health nursing on
prevention of illness, health education, and care of the sick for both families and
communities.

Lillian Wald establishes Henry Street Visiting Nurse Service (1893).
Focus on family during childbearing by maternal-child nurses and midwives.

Early 1900s School nursing established in New York City (1903).
First White House Conference on Children occurs (1909).
Red Cross Town and Country Nursing Service was founded (1912).
Margaret Sanger opens first birth control clinic (1916).
Family planning and quality care become available for families.
Mary Breckinridge forms Frontier Nursing Service (1925).
Nurses are assigned to families.
Red Cross Public Health Nursing Service meets rural health needs after stock
market crash (1929).
Federal Emergency Relief Act passed (1933).
Social Security Act passed (1935).
Psychiatry and mental health disciplines begin family therapy focus (late 1930s).

1960s Concept of family as a unit of care is introduced into basic nursing curriculum.

National League for Nursing (NLN) requires emphasis on families and communities
in nursing curriculum.

Family-centered approach in maternal-child nursing and midwifery programs is
begun.

Nurse-practitioner movement—programs to provide primary care to children are
begun (1965).

Shift from public health nursing to community health nursing occurs.

Family studies and research produce family theories.

1970s Changing health care system focuses on maintaining health and returning emphasis

to family health.

Development and refinement of nursing conceptual models that consider the family
as a unit of analysis or care occur (e.g., King, Newman, Orem, Rogers, and Roy).

Many specialties focus on the family (e.g., hospice, oncology, geriatrics, school
health, psychiatry, mental health, occupational health, and home health).

Master’s and doctoral programs focus on the family (e.g., family health nursing,
community health nursing, psychiatry, mental health, and family counseling and
therapy).

(continued on page 23)
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TIME PERIOD EVENTS

ANA Standards of Nursing Practice are implemented (1973).
Surgeon General’s Report (1979).

1980s

ANA Social Policy Statement (1980).

White House Conference on Families.
Greater emphasis is put on health from very young to very old.
Increasing emphasis is placed on obesity, stress, chemical dependency, and parenting

skills.

Graduate level specialization is begun with emphasis on primary care outside of
acute care settings, health teaching, and client self-care.

Use of wellness and nursing models in providing care increases.

Promoting Health/Preventing Disease: Objectives for the Nation (1980) is released by
U.S. Departiment of Health and Human Services.

Family science develops as a discipline.

Family nursing research increases.

National Center for Nursing Research is founded, with a Health Promotion and

Prevention Research section.

First International Family Nursing Conference occurs (1988).

1990s

Healthy People 2000: National Health Promotion and Disease Prevention Objectives (1990)

is released by U.S. Department of Health and Human Services.
Nursing’s Agenda for Health Care Reform is developed (ANA, 1991).
Family leave legislation is passed (1991).
Fournal of Family Nursing is born (1995).

Source: Bomar, P. J.(Ed.). (2004). Promoting health in families: Applying family research and theory
to nursing practice (pp.12—13). Philadelphia: Saunders/Elsevier.

Social organizations called families emphasized con-
sanguineous (genetic) bonds. The tendency toward
authority was concentrated in a few individuals at the
top of the hierarchical structure (kings, lords, fathers).
The heads of families were males.

Property of family transferred through the male
line. Females left home to join their husbands’ fami-
lies. A mother did not establish a strong bond with
her daughter because the daughter eventually left her
home of origin to join her husband’s family of origin.

Women and children were property to be trans-
ferred. Marriage was a contract between families, not
individuals. Extended patriarchal family characteris-
tics prevailed until the advent of industrialism.

Industrialization

There was great stability within family systems until
the Industrial Revolution. The revolution first ap-
peared in England around 1750 and spread to Western
Europe and North America. Some believe that the
nuclear family idea started with the Industrial

Revolution. Extended families had always been
the norm until families left farms and moved into the
cities, where men left home to work in the factories.
This left women at home maintaining the home and
caring for the children. Extended families were left
behind. There is some evidence that English families
were nuclear from the 1600s, because family size has
stayed constant at 4.75 people per family ever since.

Out of the religious Reformation came a strong
movement for individuation, in which the Protestant
ethic promoted the idea that the family unit was no
longer paramount, but rather the individual within
the family. This paradigm shift had a lot to do with the
message of personal salvation of the Reformation and
Protestantism.

When factories of the Industrial Revolution started
to be built, people began moving about. The state had
begun to provide services that families previously
had performed for their members. Informal contrac-
tual arrangements between public and state power and
nuclear families took place, in which the state gave
fathers the power and authority over their families in
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exchange for males giving the state their loyalty and
service. This may be one of the ways in which families
became controlled by patriarchy.

Women were not expected to love husbands but to
obey them. Some feminists believe that the introduc-
tion of love into human consciousness was done as a
purposeful and powerful force to limit female activity
and that it is hard to separate love and submission.
This notion is very controversial.

Society today is still living with bequests of patriar-
chal family life. Women are still struggling to get out
from under the rules and expectations of the state and
of men. The women’s movement and the National
Organization for Women (NOW) are two of the
forces that have improved the level of equality of
women in modern society. A lot more work needs to
be done on the issues of equality for all Americans,
including gender differences.

In recent years, men have also begun identifying the
bondage they experience. They cannot meet all of
the needs of families and feel inadequate for failing to
do so. This is especially true of men who cannot access
the resources of money, occupation, and occupational
status through education. There is a men’s movement
afoot that is promoting male causes, although this
movement is not as dynamic as it may be in the future.
One of the organizations supporting this work is the
National Congress for Men.

American Families

American society and families were molded from the
beginning by economic logic rather than consan-
guineous logic. America does not have the history of
Europe’s preindustrial age. English patriarchy was not
transplanted in its pure form to America.

Women as well as men had to labor in the New
World. This gave women new power. In addition, the
United States had an ethic of achieved status rather
than inherited status through familial lines. Female
suffrage was easier to obtain on the frontier, as is
evidenced by Wyoming being one of the first states to
give women the vote.

Children were also experiencing a changing status
in American families. Originally, they were part of the
economic unit and worked on farms. Then, with
the great immigration of the early 1900s, the expecta-
tion shifted to parents creating a better world for their
children than they themselves had. To do this, chil-
dren had to become more educated to deal with the
developing society. Each generation of children
obtained more education and income than their
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parents had; they left the family farms and moved to
distant cities. As a result of this change, parents lost
assurance that their children would take care of them
during their old age. This phenomenon is occurring in
developing countries today. For example, the city of
Seoul, Korea, has grown from 2 to 14 million people
in one decade, largely due to young people coming
into the cities for work and education.

In addition, the functions of families were changing
greatly in earlier American society. The traditional
roles that families played were being displaced by the
growing numbers and kinds of social institutions.
Families have been increasingly surrendering to public
agencies many of the socialization functions they
previously had performed.

Historically, adolescents worked on the family
farms. With the burgeoning of cities in the industrial-
ized world, adolescents lost their productive function
on the farm. Teenagers could not be kept from jobs in
the cities. The public school system was largely
created to help keep adolescents off streets. The
concept of the generation gap occurred when the
family economic and social functions no longer
merged.

Families Today

Today, families cannot be separated from the larger
system of which they are a part, nor can they be sepa-
rated from their historical past. Some people argue
that families are in terrible shape, like a rudderless
ship in the dark. Other people hail the changes that
continue to occur in families and approve the diversity
and options that address modern needs. Idealizing
past family arrangements and decrying change has
become commonplace in the media. Just as some
families of both the past and present engaged in
behaviors that are destructive to individuals and other
social institutions, there are families of the past and
present that provide healthy environments. Certainly,
the sphere of activity for families is diminishing the
strength of the family and lessening their ability to
both influence and react to the direction of social
change.

If nurses believe that the family as an institution is
essential to individuals and society, they can become
anxious that the family’s traditional tasks are co-opted
by other institutions. Many of these institutions
(churches, schools, social agencies) actually exert
further strain on families even as they attempt to
strengthen families. For example, employers (military
or business) move families around for the sake of opti-
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mizing production. This results in frequent reloca-
tions and loss of social support and security, creating a
circumstance in which people in families can turn only
to each other instead of feeling a part of the larger
family or community. These circumstances promote
the intensity of familial interaction that results in
unrealistic expectations of each other. Isolation is one
of the contributing factors to the high incidence of
abuse among military families.

The structure, function, and processes of families
have changed, but the family unit will continue to
survive. It is, in fact, the most tenacious unit in society
and the last stronghold over which families have some
control. More discussion about the future of families
occurs in Chapter 19, The Futures of Families,
Health, and Family Nursing.

The structure, function, and processes of
families have changed, but the family unit
will continue to survive.

Functions of Traditional Families

Throughout history, families have performed a
number of traditional functions (Hanson, 2001b). Six
functions are summarized hereafter; they are not
necessarily listed in order of importance.

Families existed to achieve economic survival. Fathers
were breadwinners, going out into the world to “bring
home the bacon,” either by self-employment or by
working for others. Mothers were helpmates, home-
makers, and nurturers of children. Families had many
children for economic reasons—more children meant
more wealth, an opportunity to work more land, or
care for their parents into old age. Children of earlier
centuries did not experience what we now know as
the teen years. Instead, they worked in the family busi-
ness as mini-adults and stayed home untl they
married. The family was an economic unit to which
all members contributed and from which everyone
benefited.

Families existed to reproduce the species. In earlier
times, parents traditionally married before having sex
and children. If women became pregnant outside of
marriage, they were stigmatized and sent away to
homes for unwed mothers. Not many people elected
to stay childless; instead most had children or adopted
children.

Providing protection from hostile forces was an
important family function. Family members protected
other members who could not protect themselves, such
as the very young, the very old, and disabled individ-

uals. Indeed, family groups immigrated together to
avoid facing hostile cultures alone and formed ethnic
blankets (ghettos) in which an “us against them” world
prevailed.

Passing along the religious faith (culture) represented
another important function for families. Families were
the primary medium for passing on religious stories,
doctrines, traditions, and values. Only candidates for
ordination or rich children received formalized reli-
gious training. Significant family events were ritualized,
such as births, baptisms, marriages, and deaths. Faith
was an integral part of daily family life.

Families also existed to educate and socialize their
young. Boys worked with their fathers to learn trades
or take over family farms. Girls worked with their
mothers, learning homemaking and parenting. Child-
ren were largely homeschooled by their parents;
they learned to read from religious books—the Bible
and Pilgrim’s Progress. The Bible and the gun were
important family tools in young America. The Bible
buttressed faith and staved off ignorance, and the gun
was used to kill game animals and protect the family.

Families served another function—conferring status.
A person was the family name. It was difficult to
change status in society. If a person’s father was a
respected blacksmith, the son was expected to become
the same. If the father was the town drunk, however,
the son had little chance to become something else.
An untarnished family name was especially important
in a nonmobile society. Many people immigrated to
America to seek new opportunities (as well as riches)
that their family names could not provide in the Old
Country.

If families met all of these six functions, they were
considered healthy, or good. A “good family” was one
that was self-sufficient, did not ask for help from
others, supported its community institutions, was
untainted with failure, and met “good family” criteria
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as determined by community and church. In other
words, the family looked good from the outside.
People paid little attention to what went on inside the
family. Society was not concerned about good
communication, emotional support, or trusting rela-
tionships. There was more concern about meeting
visible family standards set by the community, such as
married parents, religious affiliation, affluence, home
ownership, and community respect.

Functions of Contemporary Families

In contemporary times, historical functions of families
have changed. Some functions have changed more
than others have, and new ones have been added to
the list.

The economic function of families has changed
dramatically. Family members do not need each other
as they did in the past to stay financially afloat.
Government aid, such as Medicare, Social Security,
aid for dependent children, and welfare, helps subsi-
dize families economically. Women do not need to
stay married to a man for food, shelter, or respectabil-
ity, nor do men marry to have someone cook and clean
for them. The spinster aunt was replaced by the career
woman.

More than 50 percent of women with young chil-
dren are now working outside of the home, carrying
their own weight in the workplace (Lamanna &
Riedmann, 2003). Children are no longer viewed as
economic assets but as costly luxuries. Children do not
need parents to survive economically, as the United
States has expansive foster care and welfare programs.
Some social reformers are even promoting a guaran-
teed income for all people. Thus, families are no
longer a necessity for economic security.

The reproductive function of families has diversified,
allowing people many options to have children with-
out marriage and family. For example, one-third of
live births in the United States today occur to women
who are not married (Lamanna & Riedmann, 2003).
Women who were infertile in the past have benefited
from in vitro technology and infertility drugs. Sexual
activity is more common among all age groups with a
whole complement of birth control measures avail-
able. Thus, the function of reproduction does not
necessarily take place within the boundaries of the
traditional family any longer, and family is no longer
necessary for reproduction to take place.

Protective functions of families are no longer as
important as they used to be. Social, welfare, and law
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enforcement agencies have largely taken on this activ-
ity for the safety and protection of society. Not all
families are willing or able to provide these functions
for their offspring. For example, if parents are
suspected of child abuse, society removes their chil-
dren from the home, serving as surrogate parents.
Another example is the recent mandate for immuniza-
tion for children, which occurred because not all fami-
lies protect their children against these diseases.

The religious (cultural) function of families has also
evolved over time. Instead of families assuming the
chief responsibility for passing on the religious faith to
the next generation, this responsibility has been taken
on by the churches and synagogues. Children attend
religious and Sunday schools in order to learn about
their religion. As the citizenry has become more secu-
lar, fewer religious and cultural values have been
passed to the younger generation. Thus, the family
structure no longer serves this function in the same
way it did in the past.

The educational and socialization function of families
has been transferred in part to the public and private
school system. In fact, educators complain that too
much burden has been placed in the hands of teachers
and that families are delinquent in their responsibility
to and accountability for educating their children.
Homeschooling has become slightly more popular
with some young parents today, but the majority of
mothers are working outside of the home, placing
their children in day care centers and preschool.
Moreover, any residual teaching that has traditionally
taken place in the home is being eroded by television
and computers.

The family is usually no longer needed to confer
status. If you are a Rockefeller or Kennedy, your family
name may be helpful, but for the majority of
Americans, family heritage is not essential for success.
Status today is gained primarily through education,
occupation, income, and address. The United States
as a country is valued for its “rags to riches” possi-
bilities.

On the other hand, the relationship function of fami-
lies has become important in contemporary families,
although it was not considered critical for families in
the past. People marry so that they can love and be
loved, instead of for basic needs. Couples join in a
search for intimacy, not protection. Parents have chil-
dren to connect to posterity rather than to be taken
care of in their old age.

Maslow (1970) wrote that the members of this
generation of people are sufficiently beyond basic
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sustenance needs to be able to focus on the quality of
their relationships. Families are self-defining, using
criteria based on relationships rather than genes or
law. If our deepest relationship needs are not met in
our families, we search elsewhere. If we are lonely or
unhappy in our relationships, we seek alternatives
through divorce, infidelity, overwork, volunteerism,
chemical dependency, teen alienation, depression, and
suicide. The focus on relationships has become para-
mount in contemporary families.

The health function of families also has been high-
lighted in contemporary times. Researchers in family
health have noted the importance of the interactive
effects of the health of individual family members and
the health of family. The family can keep its members
well by passing along attitudes, beliefs, habits, health
promotion, and care of the ill. The family is the gene-
sis of physical and mental health for a lifetime.

Changing Demographics of American Families

Major changes are taking place in American families
today that are exerting dramatic influences on family
life and family health (Hanson, 2001b). The U.S.
Bureau of the Census (Fields, 2001a, 2001b, 2001c;
U.S. Census Bureau, 2001) and the National Center
for Health Statistics (National Center for Health
Statistics, 2003) reported that increases in divorce,
remarriage, higher age at first marriage, labor force
participation of women, and delays and declines in
childbearing are among the more notable trends

today. These individual and collective developments,
in the span of just one generation, have altered the
structure, process, and function of American families.
In comparison to 20 years ago, today’s families are
smaller and more likely to be maintained by a single
parent, have multiple wage earners, require child care
assistance, and contain stepchildren. Individual and
family life trajectories involve many more transitions
today as people form, dissolve, and re-form families.

Families in the past were more homogeneous than
they are today. Table 1-3 lists the many current varia-
tions of family types. Whereas the past norm was a
two-parent family (traditional nuclear family) living
together with their biological children, many other
family forms are acknowledged and recognized today.
It is also important to note that the average person
born today will experience many family forms during
his or her lifetime. Figure 1-11 depicts the many fam-
ilial forms that the average person lives through today.
It is clear that life is not as simple as it used to be and
that practicing nurses are experiencing this prolifera-
tion of variation not only in their own personal lives
but also with the patients with whom they work in
health care settings.

Lamanna and Riedmann (2003, p. 9) summarized
what U.S. marriages and families look like today (see
Box 1-4). These demographic generalizations are just
that, generalizations. The caveat for the following
thumbnail sketch is that statistics do not tell the whole
story. Readers are referred to Chapter 2—Family and
Health Demographics—for a more detailed analysis of

Table 1-3  VARIATIONS OF FAMILY AND HOUSEHOLD STRUCTURES
Famiry TYPE COMPOSITION

Nuclear dyad Married couple, no children

Nuclear Husband, wife, children (may or may not be legally married)
Binuclear "Two post-divorce families with children as members of both
Extended Nuclear family plus blood relatives

Blended Husband, wife, and children of previous relationships
Single parent One parent and child(ren)

Commune Group of men, women, and children

Cohabitation (domestic partners) Unmarried man and woman sharing a household
Homosexual Same-gender couple

Single person (adult) One person in a household

Source: Kaakinen, J. R., & Hanson, S. M. H. (2004). Family development and family nursing
assessment. In M. Stanhope & J. Lancaster (Eds.), Community & public bealth nursing

(6th ed., p. 569), St. Louis: Mosby.
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Figure 1-11  An individual’s potential family life experiences. (Adapted from Kaakinen, J. R., Hanson, S. M. H., &
Birenbaum, L. K. [2004]. Family development and family nursing assessment. In M. Stanhope & J. Lancaster [Eds.],
Community and public health nursing. St. Louis, MO: Mosby.)
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1. People have been postponing marriage in recent years. In 2000, the median age at first marriage was 25.1 for
women and 26.8 for men, compared with 20.8 for women and 23.2 for men in 1970 and slightly lower
than that in the 1950s. Still, over 90 percent of Americans eventually marry.

2. Fewer people are currently married. Only 52 percent of households contained a married couple in 2000,
compared with 78 percent in 1950. Among adults 18 and over, 60 percent are currently married.

3. Cobabitation has emerged as a lifestyle intermediate between marriage and singlehood. From 1990 to 2000,
married-couple households increased only 7 percent, while there was a 71 percent increase in the number
of unmarried-couple households. Unmarried-couple families still represent only 5 percent of households
at any one time, but over 50 percent of marriages were preceded by cohabitation.

Two-fifths of cohabiting couples lived with children under 18 in 2000. These might be children of the
couple or children from a previous marriage or relationship of one or both of the partners.

4. The number of people living alone is substantial. Single-person households now represent a quarter of
American households. Delayed marriage is a contributing factor, as well as the comparatively good health
and economic situation of older persons, enabling unmarried seniors to choose to live independently.

Because of the increased number of people living alone and because of the smaller number of children
per family, the average size of a U.S. household has dropped from 3.14 people in 1970 to 2.59 in 2000.

5. There are more single-parent housebolds than there were 10 years ago, including a big increase in the number of
single fathers. Single-father households grew 62 percent in the last decade. The increase in single-mother
households from 1990 to 2000 was less dramatic but was still five times greater than the increase in house-
holds composed of married couples with children. Single-father families still make up only 2.1 percent of
all households; single-mother families make up 7 percent.

The census category “single-parent family household” obscures the fact that there may be other adults
present in that household—grandparents or other relatives, for example. Moreover, some unmarried
mothers and fathers live with their children in another person’s household.

(continued on page 29)
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10.

11.

Some cobabitants maintain gay and lesbian domestic partnerships. Not all cohabiting couples are heterosexual.
In the 2000 census, almost 600,000 same-sex couple households were reported, slightly more than one-
half of 1 percent of all households. This represents a substantial increase over 1990. The increase may be
due to a major change in the census procedure for tallying same-sex households. Or it may represent a
real increase in gay and lesbian households or a willingness of gay/lesbian partners to report their rela-
tionship to the Census Bureau. Keep in mind that Census Bureau figures concern household composi-
tion, not the sexual orientation of individuals or the existence of same-sex relationships in which the
parties do not live together.

Many adult children live with their parents. Of young adults ages 18 to 24, 57 percent of men and 47 percent
of women lived with parents in 2000. Men are more likely than women to reside with their parents, and
this pattern occurs for somewhat older adults as well.

Parenthood is increasingly postponed, and fertility bas declined. From a high point of 3.7 children per woman
in 1957, the total fertility rate dropped to 1.7 in 1976. It then rose and has been around two children per
woman for two decades.

Childlessness has increased in recent decades. Of women aged 40 to 44 in 1998, 19 percent had not
borne children. Rates of childlessness seem to be leveling off now, though, rather than increasing.

A more common pattern is delayed childbearing. The 20s are still the most fertile ages for women, but
a striking shift toward first and later births in older age groups has occurred. Along with this, we see more
frequent multiple births, more common among older mothers and those who have employed fertility
drugs.

Most parents are working parents. In 1999, only 7 percent of households were married-couple households
with children in which only the father was employed. In fact, 91.3 percent of all parents with children under
6 were employed in that year.

Furthermore, 60.7 percent of married mothers with children under 6 were employed in 1999, includ-
ing a majority of those with children less than 1 year old. However, only 35 percent of married mothers
of preschoolers worked full-time year-round. Female single-family heads who are mothers of children
under 6 have high rates of employment also—68.1 percent and 77 percent, respectively, in 1999.

And fathers? Some 94.3 percent of married fathers and 88.5 percent of male single-family heads were

employed in 1999.
More births are to unmarried mothers than in the past. But nonmarital childbearing has not continued to
grow in the late 1990s. One reason for the increase in single-parent households has been the striking rise
in nonmarital births in recent decades. In 1999, 33.0 percent of total births were to unmarried women,
whereas in 1940, only 3.8 percent of births were. Unmarried birth rates increased sixfold from 1940 to
1990, growing especially rapidly in the 1970s and 1980s. Estimates are that 54 percent of first births
to women aged 15 to 29 were conceived out of wedlock in the early 1990s.

However, the trend toward nonmarital births seems to have leveled off; in fact, the nonmarital birth

rate declined from 1994 to 1999. Pregnancy and birth rates of teen women declined in the 1990s.
Approximately 40 percent of unwed births occur to cohabiting couples. Such couples are often living
together or involved enough to consider themselves families, at least at the point of birth.
Divorce rates have stabilized, although they remain at high levels. Remarriage rates have decreased, but remain
high. Many people now “know” that approximately half of marriages end in divorce. What is less well
known is that the divorce rate [has] been in decline for more than two decades. The divorce rate, which
had risen slowly from the 19th century onward, doubled from 1965 to the end of the 1970s. Then it began
to drop, falling almost 20 percent between 1981 and 1998.

Three-quarters of divorced women remarry within 10 years—81 percent of younger women and 68
percent of those who are over 25 when they divorce. Remarriage rates of men are even higher. But remar-
riage rates have been declining for some time.

(continued on page 30)
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12. A majority of children live in two-parent households. Despite the visibility of divorce, nonmarital births, and

13.

14.

15.

Source: Lamanna, M. A., & Riedmann, A. C. (2003). Issues for thought: Some facts about families in
the United States today. In M. A. Lamanna & A. C. Riedmann (Eds.), Marriages and families: Making
choices in a diverse society (8th ed., pp. 9-11). Belmont, CA: Thomson/Wadsworth.

single-parent households, the majority of children live with two parents. A 1996 Census Bureau study
(which provides the most recent detailed data on children’s living arrangements) found that 62 percent of
children lived with two biological parents in an intact marital family. All in all, 71 percent of children
under 18 lived with two parents (3 percent were unmarried), 25 percent lived in single-parent households,
and the other 4 percent did not live with a parent. Of those not living with any parent, the majority were
cared for by relatives, whereas others were in foster care.
But there is considerable variation in children’s living arrangements. First of all, a snapshot taken at one time
does not fully capture the variability of family settings experienced by a child, who may live in an intact
two-parent family, a single-parent household, and a remarried family in sequence. An earlier study esti-
mated that half of children would live in a single-parent household at some point in their lives.
Moreover, two-parent families vary considerably in their composition. Just to consider all two-parent
families regardless of race or ethnicity, the 1996 study found 88 percent of children living with their
biological parents (some unmarried), 7 percent with biological mother and stepfather, 2 percent with
biological father and stepmother, 1 percent with adoptive father and biological mother, and smaller
numbers yet with an adoptive mother and biological father or an adoptive parent and a stepparent.
Blended families are very likely to contain children who are not full biological siblings; they may be step-
siblings or half-siblings born to the new couple.
Children are more likely to live with a grandparent today than in the recent past. In 1970, 3 percent of children
lived with a grandparent, but by 1996 that rate had more than doubled, to 7.5 percent. In a quarter of the
cases, grandparents had sole responsibility for raising the child; neither parent was in the household. But
many households containing grandparents are extended-family households, which include other relatives
besides parents and children. Many involve single mothers who live with their parents.
Children are more likely than the general population or the elderly to be living in poverty. We will discuss the
economic circumstances of families more generally in the next chapter. But in focusing on children, it
seems important to note this point. In 1998 the poverty rate of children stood at 18.9 percent, whereas
that of the general population was 12.7 percent and that of the elderly was 10.5 percent. The poverty rate
of children has increased 23 percent since 1970.

family and health demographics and their implications
for family nursing.

Family Nursing Practice

Family nursing practice is still developing and evolv-
ing. Earlier in the chapter, we discussed the four

IMPLICATIONS FOR FAMILY NURSING

This next section will discuss the state of the art
and science of family nursing practice, research, and
education. Where is the specialty of family nursing at
this time in history and what are the implications for
the future? See Chapter 6 (Families, Nursing, and
Social Policy) for the implications of social policy for
family nursing. Chapter 19 (The Future of Families,
Health, and Family Nursing) discusses the future of all
of these areas: family nursing practice, research,
education, and social policy.

approaches to practicing family nursing: family as
context, family as client, family as system, and family
as a component of society.

Friedemann (1995) also espouses the position that
there are multiple ways to practice family nursing. She
wrote that family nursing can be practiced at three
levels: (1) the individual level, with the family seen as
the context of the individual; (2) the interpersonal
level, with the family consisting of dyads, triads, and
larger units; and (3) the systems level, in which the
family is a system with its own structural and func-
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tional components and interacts with environmental
systems and its own subsystems. A family nurse who
practices a higher level (systems level) also includes
the levels below (individual and interpersonal levels).

According to Friedemann (1995), the goal for prac-
tice on the individual level is physical health and
personal well-being of family members; interpersonal
change and system change are by-products. Family
nursing at the interpersonal level has as its main goal
mutual understanding and support of the family mem-
bers. It anticipates personal change and understands
and includes in the nursing plan interaction between
personal and interpersonal factors. Advanced practi-
tioners anticipate system change to avoid harmful situ-
ations. This coincides with two of the approaches to
family nursing discussed earlier: family as context and
family as client. Examples might be a pediatric nurse
caring for a hospitalized child (the family is there but
the focus is on the child) and a family nurse practi-
tioner seeing all the individuals in a family unit and
treating them separately but being mindful that they
are part of a whole family unit. The goal for nurses
who practice at the systems level is change in the family
system as a whole and increased harmony between
system and subsystems, as well as between system and
environment. Changes at all systems levels are care-
fully predicted, monitored, and corrected, if the need
arises. Practicing at the systems level includes the
other two approaches: family as a system and family as
a unit in society. Examples might include a psychiatric
mental health nurse counseling a family where there is
marital conflict and the focus is on the interaction
between two or more people, and a community health
nurse helping the family as a unit coordinate with
other agencies in the community.

Friedemann (1995) believes that family nursing can
and should be practiced at three levels by all nurses.
Nurse generalists (bachelor’s degree) are equipped to
care for relatively well-functioning families at the
individual level and the interpersonal level. Family
systems nursing and advanced interpersonal nursing
of families with dysfunctions are reserved for advanced
nursing specialties (master’s degree) that have knowl-
edge and skills in family theory and practice.

Nursing practice at the systems level is focused on
family health and strengths, is holistic in character,
and requires knowledge of complex interactions of a
multitude of family factors at all systems levels. The
reciprocal relationship between health problems and
family functioning is well-known to clinicians and
theoreticians and is well-documented. Health prob-
lems influence family perceptions and behaviors; like-

wise, family perceptions and behaviors influence
health outcomes.

Wright and Leahey (2000) name the systems level
“family systems nursing,” which they defined as focus-
ing on the whole family as a unit of care. There is
simultaneous concentration on both the individual
and the family; it is inclusive rather than exclusive.
The focus is always on the interaction and reciprocity
of the family. Family systems nursing is the integra-
tion of nursing, systems, cybernetics, and family ther-
apy theories. Wright and Leahey hypothesize that the
future trend in family nursing will be toward increased
diversity in clinical practice with families and that
more nurses will be involved with families in health
care, no matter what type of practice settings nurses
choose. Families will be invited in more often for
interviews, and more intervention will take place at a
systems level. Finally, more one-way mirrors will be
used in health care settings to enhance interdiscipli-
nary collaboration and practice.

After four regional continuing education workshops
on family nursing, 201 nurses responded to a survey in
which they were asked to relate “successes” in family-
centered nursing interventions (Kirschling et al.,
1994). Using a qualitative approach, the surveys iden-
tified five themes as successful outcomes, with com-
mensurate examples of changes in family behavior as a
result of family nursing intervention:

1. Families were able to seek help or identify a
problem as demonstrated by calling the nurse
when experiencing stressors in family members’
lives.

2. Families and family members behaved differ-
ently as a result of family nursing interventions,
such as encouraging an asthmatic family mem-
ber to stop smoking to provide a smoke-free
environment for their child.

3. Family members experienced a change of feel-
ings as a result of such family nursing interven-
tions, such as feeling satisfied with their ability
to solve their own problems.

4. Family members increased their knowledge of
health terminology, family process, and the
beliefs and understanding of other family
members as a result of family nursing interven-
tions. For example, nurses may educate all
members of a family to work as a team in caring
for a high-risk infant at home.

5. Family and individual development continued
in spite of illness as a result of family nursing
interventions that assisted families to allow
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children to lead normal (versus protected) lives,
even when they had a chronic illness such as
diabetes.

In summary, nurses who considered themselves to
be practicing family nursing described family nursing
interventions that involved families and family
members—including assessment and intervention as
well as support, education, and exploration of feel-
ings—as common occurrences.

Family Nursing Research

Although families have been growing in importance
in family nursing practice, they have been neglected in
nursing research. Most nursing research has focused
on the individual; the culture of individualism super-
sedes commitment to social groups such as the family.
Recently nursing has awakened to the connection
between family dynamics and health and illness (see
Box 1-5). Nonetheless, research pertaining to family

Unit 1 FOUNDATIONS OF FAMILY HEALTH CARE NURSING

Most nursing research has focused on
the individual; the culture of individualism
supersedes commitment to social groups
such as the family.

Studies on the family’s effect on physical health of
family members predominantly stem from a social and
epidemiologic view. For example, researchers have
examined family interactions in studies of diabetes and
hypertension. Poor diabetic control and hypertension
have been associated with unresolved marital conflicts.
Marital status has been shown to influence the overall
mortality and morbidity of cardiovascular disease.
Studies have shown that patients respond more to
their family’s response to their illness than to the
illness itself. In other words, what families believe or
perceive about a condition becomes more salient than
what is really going on with the individual (Gilliss &
Davis, 1993).

The following are three major agenda items for

and mental health is further advanced than research
on family and physical health (Hanson, 2001b).

future family nursing research (Wright & Leahey,
2000):

RESEARCH BRIEF

Changes in Western family history have occurred in all aspects of family life and relation-
ships. Of central importance is the shift of many aspects of social organizations from the
family to numerous organizations and relationships that are not kinship-based. Increasingly,
activities, authority, and relationships have been relocated from the family to schools, facto-
ries, and other bureaucratic nonfamilial organizations. Marriage has become less central in
. organizing and controlling life course transitions, individual identities, intimate relations,
living arrangements, and childbearing and child rearing.

Purpose of Study

This study investigated trends of family attitudes and values from the 1960s through the
1990s. Attitudes and values concerning the roles of women and men, marriage, divorce,
childlessness, premarital sex, extramarital sex, nonmarital cohabitation, and out-of-wedlock
| childbearing were examined.

Methods

The Survey Research Center of the University of Michigan has conducted the “Monitoring
' the Future Study” every year since 1976. Five data sets were used in this particular study:
. Monitoring the Future, General Social Survey, International Social Science Project,
Intergenerational Panel Study of Parents and Children, and the National Survey of
Families and Households. As a group, these studies provide a wide and diverse set of indi-
cators of change in attitudes and values concerning American family life. This research was
supported by the National Institute of Child Health and Human Development and the
Alfred P. Sloan Foundation’s Center for the Ethnography of Everyday Life at the University
of Michigan.

(continued on page 33)
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Results

There have been substantial and persistent long-term trends toward the endorsement of
general equality in families, which may have plateaued at very high levels in recent years.
There have also been high levels of trends toward individual autonomy and tolerance
toward a diversity of personal and family behaviors, as reflected in increased acceptance of
divorce, premarital sex, unmarried cohabitation, remaining single, and choosing to be
childless. At the same time, marriage and family life remain important in the cultural ethos,
with a lot of young people embracing marriage and family life as important.

Nursing Implications
Findings underscore the need for family health care nurses to understand the following:

. Family social science research contributes to the knowledge that family nurses need

to embrace in their evolving practice.

. Families as a unit continue to evolve and solidify in new directions, and at the same

time, American culture continues to value marriage and family life.

. People must choose among the principles of equality, freedom, and family commit-

ment when these highly valued goods become mutually exclusive rather than mutu-
ally reinforcing options.

. Families take advantage of the freedom to pursue their own individual goals and aspi-

rations while at the same time maintaining family commitments and responsibilities.

. Different priorities and balancing become issues for public debate and policy. Given

the different ways in which various people integrate and choose among the princi-
ples of family commitment, freedom, and equality, these central issues will continue

to be important dimensions of public debate in the years to come.

Source: Thornton, A., & Young-DeMarcho, L. (2001, November). Four decades of trends in attitudes toward
family issue in the United States: The 1960s through the 1990s. Fournal of Marriage and Family,

1. Family assessment techniques must be further
developed.

2. Research on the reciprocal relationship between
family functioning and the course and treat-
ment of illness needs to gain prominence.

3. The efficacy of family treatment will become
paramount as the type of health services for
specific situations are determined.

Chapter 3 (Theoretical Foundations for the Nurs-
ing of Families) and Chapter 4 (Research in Families
and Family Nursing) provide additional information
on family nursing theory and research. Moreover,
most chapters in this textbook contain an example of
family nursing research pertinent to the topic of the
chapter.

Family Nursing Education

Family nursing education has come of age in the
United States and Canada. A research study from
the late 1980s examined the status of family nursing

education in all schools of nursing in the United States
(Hanson & Heims, 1992). A Canadian study was
modeled after the American study (Wright & Bell,
1989). The following list represents findings and
recommendations from these studies for family nurs-
ing education:

* In general, more family content is being
included in undergraduate and graduate nursing
curricula, but it could be made more explicit.
These clinical courses should be both family-
specific and integrated into other coursework.

* Educators are taking an eclectic approach to
family assessment, rather than using specific
models. Nurses need to learn several models and
assessment strategies to be more systematic and
thorough in family assessment.

¢ Clinical practicums in a variety of settings are
still focused on individuals rather than on fami-
lies as a whole. Family systems experiences that
focus on relationships and interactions must be

developed by faculty.
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* The methods of supervision for students are
primarily through case discussion and process
recordings. The use of audiotapes and video-
tapes for reviewing case material is becoming
more common in nursing. There is a need for
more direct and live supervision through the use
of one-way mirrors.

* There appears to be a deficit of advanced knowl-
edge and skill level in faculty members respon-
sible for advanced family nursing practice
courses. More faculty members need to seek
graduate work in family nursing, as well as the
family social sciences, family therapy, sociology,
and psychology, to fill this gap.

* Schools are better at teaching family assessment
than family intervention strategies, which
explains the fact that family nursing intervention
strategies are still in the early stages of develop-
ment. More emphasis and resources should be
focused on nursing intervention strategies with
families.

* Faculty members who teach family nursing orig-
inate from varied backgrounds, including mater-
nal-child, community, and psychiatric and
mental health nursing. There are a growing
number of trained and identified professionals
with expertise in teaching family nursing. These
faculty members need to be teaching the family
content, regardless of the territorial traditions of
the specialties.

¢ Schools of nursing across the different regions
of the country do not vary significantly in terms
of the amount of family-oriented content in
their curricula, nor were there differences in
what was being taught in family nursing
between schools that had undergraduate
programs only and those that also had graduate
programs.

Educational Preparation to Practice Family Nursing

Education for family nursing begins during under-
graduate nursing education and may continue through
postdoctoral training. The question is whether family
curriculum should comprise specific courses in the
curriculum or whether it should be integrated in all
the other coursework that students take. Another
question is whether family nursing education should
be geared toward undergraduate education (general-
ist) or toward graduate education (specialist). The
American Nurses Association (ANA, 2003b) stated
that nurse generalists practice with a comprehensive
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approach to health care and can meet the diversified
health concerns of individuals, families, and commu-
nities, whereas nurse specialists are expert in providing
care focused on specific clusters of phenomena repre-
senting a refinement of interests. In the area of general
versus specialist, Gilliss and Davis (1993) wrote that
a nurse who views the family in context could be a
generalist in family nursing and a specialist in another
field of practice. For example, a maternity nurse
specializes in a discrete body of knowledge related to
prenatal to postnatal nursing care but may work
generally with other family members. Conversely,
those nurses who practice family nursing are special-
ists in family care and generalists in other areas of
practice. For example, a family community health
nurse knows a lot about family care but may not be a
specialist in a particular clinical area such as medical-
surgical nursing.

Gilliss and Davis (1993, p. 36) and others have pro-
posed a schema to conceptualize the levels of prepara-
tion for family nursing education (see Figure 1-12). At
the baccalaureate level, students should receive prepa-
ration for working with the family as context and the
family as a component of society. This is consistent
with the generalist orientation of undergraduate nurs-
ing education. This approach is more commonly
addressed in undergraduate nursing courses that deal
with children’s, women’s, or community health issues.
However, family content to prepare nurses to work
with families in all areas of practice should be included
in other coursework as well.

Master’s level preparation is required for specialty
practice in family nursing, such as working with the
family as a client or the family as a system. This prepa-
ration consists of courses pertaining to family theory,
nursing intervention with families, advanced practice,

Family

I. Doctoral research

Il. Master's Family as unit

11l. Baccalaureate

Family as context

Figure 1-12  Levels of preparation for family nursing.
(Adapted from Gilliss, C. L. [Ed.]. [1993]. Readings in
family nursing [p. 36]. Philadelphia: JB Lippincott.)
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and clinical supervision. At some schools of nursing,
master’s students (nurse practitioners and clinical
nurse specialists) are required to take this kind of
coursework. As in much of nursing education, master’s
preparation has a clinical specialty focus.

Finally, there is doctoral and postdoctoral education
in nursing. The focus of doctoral study for those
studying families (within or outside of nursing) is on
family theory development and research. The Nation-
al Institute of Nursing Research (NINR) is now fund-
ing institutional and individual National Research
Service Awards (NRSA) to support graduate and post-
doctoral students in family nursing research.

SUMMARY

This chapter provided an introduction to and broad
overview of family health care nursing and why this
information is important in today’s family. The chap-
ter explored definitions of “family,” “family health,”
“family health care nursing,” and “healthy families.” It
discussed theoretical concepts important to the nurs-
ing of families, as well as the history of families in the
United States and the development of family nursing.
Finally, implications for nursing theory, practice,
research, and education were explicated. This chapter
demonstrates that family health care nursing is ever
changing and evolving due to the world and society
that is around us all, and that family health care nurs-
ing is at the very center and heart of the nursing of
families today.
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CRITICAL CONCEPTS

* Economic and cultural changes have increased * Americans are more likely to live alone than they

family diversity. More families are maintained by
single mothers, single fathers, cohabiting couples,
and grandparents than in the past.

* Increases in women’s labor force participation,
especially among mothers, have reduced the
amount of nonwork time that families have to
attend to health care needs.

e Single-mother families are particularly vulnerable.
They are more likely to be in poverty than are
other families. These mothers are usually the sole
wage earners and care providers in their families.
Thus, these families are more likely than other
families to be both monetarily poor and time-poor.

were a few decades ago. Thus, people are less
likely to have family members living with them
who can assist them when they become ill or
injured.

The aging of the population presents significant
challenges for family nursing. Increasing propor-
tions of the population will be older, increasing the
need for nurses who specialize in caring for the
elderly.

* More Americans are immigrants than was the case

a couple of decades ago. More family nurses can
expect to provide care for an ethnically, culturally,
and linguistically diverse population.

39



Copyright © 2005 by F. A. Davis.

40 |

INTRODUCTION

If there is one “mantra” about family life in the last
half-century, it is that the family has undergone tre-
mendous change. No other institution elicits as conten-
tious debate as the American family. Many argue that
the movement away from marriage and traditional
gender roles has seriously degraded family life. Others
view family life as amazingly diverse, resilient, and
adaptive to new circumstances (Popenoe, 1993;
Stacey, 1993).

Any assessment of the general “health” of family life
in the United States and the health and well-being of
family members, especially children, requires a look at
what we know about demographic and socioeconomic
trends that affect families. And a pragmatic approach
to family nursing requires an understanding of the
broader changes in family and health within the popu-
lation to be treated. The latter half of the 20th century
was characterized by tumultuous change in the econ-
omy, in civil rights, and in sexual freedom and by
dramatic improvements in health and longevity.
Marriage and family life felt the reverberations of
these societal changes.

In the early 21st century, as we reassess where we
have come from and where we are, one thing stands
out. Our rhetoric about the dramatically changing
family may be a step behind the reality. Recent trends
suggest a quieting of changes in the family, or at least
of the pace of change. There was little change in the
proportion of two-parent or single-mother families
during the 1990s. The living arrangements of children
stabilized, as did the living arrangements of young
adults and the elderly. The divorce rate had been in
decline for more than two decades. The rapid growth
in cohabitation among unmarried adults has also
slowed (Casper & Bianchi, 2002).

Yet family life is still evolving. Age at first marriage
rose as more young adults postponed marriage and
children to complete college and settle into a labor
market increasingly inhospitable to poorly educated
workers. Accompanying this delay in marriage was the
continued increase in births to unmarried women,
though here, too, the pace of change slowed in the
1990s (Ventura et al., 1995).

Within marriage or marriage-like relationships, the
appropriate roles for each partner are shifting as
American society accepts and values more equal roles
for men and women. The widening role of fathers has
become a major agent of change in the family. There
are an increasing number of father-only families, a
shift toward shared custody of children by fathers and
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mothers after divorce, and increased father involve-
ment with children in two-parent families.

Whether the slowing, and in some cases cessation,
of change in family living arrangements is a temporary
lull or part of a new, more sustained equilibrium will
only be revealed in the first decades of the 21st cen-
tury. New norms may be emerging about the desir-
ability of marriage, the optimal timing of children, and
the involvement of fathers in child rearing and moth-
ers in breadwinning. Understanding the ever-evolving
American family and the implications these changes
have for family nursing requires taking the pulse of
contemporary family life from time to time. This
chapter describes the American family and changes in
the health and health behaviors of adults, children, and
adolescents so that we can understand what these
changes portend for family health care nursing during
the first half of this century. Many different family and
health demographic statistics derived from various
data sources are described in this chapter (see Box
2-1). To ensure that students understand the implica-
tions of these demographic patterns for practicing
family nursing, the practice, research, education, and
policy implications for nurses are discussed within
each section of the chapter. This departs from the
format of other chapters in this book that have a sepa-
rate section on implications for nursing.

A CHANGING ECONOMY
AND SOCIETY

Consider the life of a young woman reaching adult-
hood in the 1950s or early 1960s. Such a woman was
likely to marry straight out of high school or to take a
clerical or retail sales job until she married. She would
have moved out of her parents’ home only after she
married, to form a new household with her husband.
This young woman was likely to marry by age 20 and
begin a family soon after. If she were working when
she became pregnant, she would probably have quit
her job and stayed home to care for her children and
husband while her husband had a steady job that paid
enough to support the entire family. Thus, there was
usually someone at home with the time to care for the
health needs of family members, to schedule routine
checkups with doctors and dentists, and to take family
members to these appointments.

Fast-forward to the beginning of the 21st century. A
young woman reaching adulthood in the early 21st
century is not likely to marry before her 25th birthday.
She will probably attend college and is likely to live by
herself, with a boyfriend, or with roommates before
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Many of the statistics discussed in this chapter draw on information from the Current Population Surveys
(CPS) collected by the U.S. Census Bureau. This is a continuous survey of about 60,000 households, selected
at random to be representative of the national population. Each household is interviewed monthly, for two
4 month periods while it is included in the sample. The main purpose of the survey is to produce monthly
estimates of the unemployment rate for the Bureau of Labor Statistics and official annual estimates of income
and poverty for the Census Bureau. During February through April of each year, the CPS collects additional
demographic and economic data, including data on health insurance coverage, from each household. This
Annual Demographic Supplement (often called the “March CPS Supplement,” as it used to be collected only
for one month) is the most frequently used source of data on demographic and economic trends in the United
States and is the data source for the majority of statistics presented in this chapter regarding changes in the
family.

The CPS data can be used to estimate rates and trends for the whole nation or for very large groups (such
as the population of California, or all households outside metropolitan areas, or all African-American fami-
lies). It cannot be used for estimates for small areas or for small groups, because the sample size is insufficient
for stable estimates. For more detailed comparisons, demographers often use data from the “long form” of
the Decennial Census, which collects data from one-sixth of all households. The census collects a range
of economic and demographic information, including incomes and occupations, housing, disability status, and
grandparent responsibility for children. The census data can be used for estimates for fairly small areas, such
as neighborhoods, or for small populations, but it cannot match the detail found in more specialized surveys.
For example, there are only four short questions measuring disability for children; surveys designed for
precise and complete estimates of disabilities will usually have dozens of such questions. Beginning in 2004,
the American Community Survey replaced the sample data from the census and provides a more continu-
ous flow of estimates for states, cities, counties, and even towns and rural areas, for which estimates used to
come only once a decade.

The census also conducts the Survey of Income and Program Participation—a longitudinal survey that
collects information in households every 4 months for 4 years. This is a nationally representative survey of
about 50,000 households and collects detailed information on changes in people’s work histories, income, and
participation in public assistance programs. It also routinely collects information on change in family compo-
sition, education, assets, and disability status. Several supplements are collected on a rotating basis to provide
information on such subjects as child care, child well-being, fertility, and health care utilization. This survey
is the source of the majority of the detailed disability statistics presented in this chapter.

Several health-related surveys are conducted by the National Center for Health Statistics (NCHS). The
National Health Interview Survey (NHIS) is a large, continuous survey of about 43,000 households per
year, covering the civilian, noninstitutionalized population of the United States. The NHIS is the major
source of information on health status and disability, health-related behaviors, and health care utilization for
all age groups. The National Health and Nutrition Examination Survey (NHANES) includes physical
examinations, mental health questionnaires, dietary data, analyses of urine and blood, and immunization
status from a random sample of Americans (about 10,000 in each 2-year cycle). NHANES also collects some
basic demographic and income data. It is the major source of information on trends in obesity, cholesterol
status, and a host of other conditions in the national population, and in particular age groups, racial and ethnic
groups, and so on. The National Survey of Family Growth (NSFG) is the primary source of information
on marriage and divorce trends, pregnancy, contraceptive use and fertility behaviors, and the ways in which
they vary among different groups and over time. The NSFG is fielded every few years. The most recent
version, in 2002, collected data for the first time from men as well as from women.

Birth and death certificates, sent by hospitals and funeral homes to state offices of vital events registration,
provide the raw material for calculating fertility and mortality rates and life expectancy. The data are collected
from the states and analyzed by the National Center for Health Statistics.

(continued on page 42)



Copyright © 2005 by F. A. Davis.

42 [ | Unit 1 FOUNDATIONS OF FAMILY HEALTH CARE NURSING

Box 21 aRC WV@N o\l DIJ:'MOG WMmMEALTH ‘44-:--
Co tiptied)

The national surveys previously listed draw new samples of households and individuals to interview each
year. They are used mainly to track changes in rates for the whole population or to analyze differences in rates
between groups. To study how individuals change over time—for example, how many children lose insurance
coverage when their parents separate, or how many people retire early after a major illness—requires data
from panel surveys, which reinterview the same people over a long period of time. Panel surveys often used by
researchers interested in family demography, economics, and health include the Survey of Income and
Program Participation, Panel Survey of Income Dynamics, and, for older people, the Health and
Retirement Study and the National Long-Term Care Survey.

Trends and recent data from all these sources can be found in the annual reports published by the
Department of Health and Human Services (such as Health 2003), survey and birth/death registration reports
published by the NCHS (www.nchs.gov), and annual reports on children and families published by the U.S.
Census Bureau (www.census.gov), the Interagency Forum on Child and Family Statistics
(www.childstats.gov), and the KIDS COUNT network (www.kidscount.org). The Websites and publications
of the Population Reference Bureau (www.prb.org) and Child Trends (www.childtrends.org) contain a wide
variety of health- and family-related data and analyses. Links to more detailed research on these topics are
provided by the National Institute of Child Health and Human Development (www.nichd.nih.gov) and the
National Institute on Aging (www.nia.nih.gov), which fund much of the research on families, demography,

and health.

marrying. She may move in and out of her parents’
house several times before she gets married. Like her
counterpart reaching adulthood in the 1950s, she is
likely to marry and have at least one child, but the
sequence of those events may well be reversed. She
probably will not drop out of the labor force after she
has children, although she may curtail the number of
hours she is employed to balance work and family. She
is much more likely to divorce and possibly even to
remarry, compared with a young woman in the 1950s
or 1960s. Because she is more likely to be a single
mother and to be working outside of the home, she is
also not as likely to have the time necessary to devote
to caring for the health of family members.

A dramatic change in women’s participation in
market work (work for pay) occurred after 1970, as
mothers with young children began entering the labor
force in greater numbers. Historically, unmarried
mothers (either never married or formerly married) of
young children had higher labor force participation
rates than married mothers. These women often were
the only earners in their families. One notable change
has been the increase in the combination of paid work
and mothering among married mothers. In 1960, only
19 percent of married mothers with children under
the age of 6 were in the labor force. By 2001, the
proportion increased to 63 percent (Casper & Bianchi,

2002; U.S. Census Bureau, 2003a). Another truly
remarkable change has been the increase in the labor
force participation of never-married mothers from 49
percent to 70 percent between 1990 and 2001. This
change reflects, in part, never-married mothers’
responses to new welfare reform rules requiring
welfare recipients to work or look actively for jobs.
What does this trend imply for family nursing? The
majority of families with young children in the mid-
20th century had mothers who were home full-time to
care for the health needs of family members, whereas
at the beginning of the 21st century such families were
in the minority.

Changes in the Economy

Many of the timing changes of when women (and
men) marry, have children, and enter the labor force
reflect changed economic circumstances since the
1950s. After World War 11, the United States enjoyed
an economic boom characterized by rapid economic
growth, full employment, rising productivity, higher
wages, low inflation, and increasing earnings. A man
with a high-school education in the 1950s and 1960s
could secure a job that paid enough to allow him to
purchase a house, support a family, and join the
swelling ranks of the middle class.
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The data used in this study are from Wave 9 of the Survey of Income and Program
Participation (SIPP), collected in fall 1995 by the U.S. Census Bureau. The sample
consisted of 6189 children aged 5 to 13 years from across the United States.

' Methodology

The Wave 9 SIPP interviewed 17,583 households in 1995, representing a total sample loss
of 27 percent since the panel began in 1993. Data are collected either in person or over the
phone by Census Field Representatives. Respondents identified as the designated parent—
the mother, if she is in the household—responded to a variety of questions for the four
youngest children under age 15 about the child care arrangements used during the desig-
nated parent’s work and nonwork hours.

Findings
Sixteen percent of children aged 5 to 13 are primarily in self-care during the time they are

| not at school. Percentages range from 7 percent for children aged 5 to 7 to 25 percent for

those aged 11 to 13. One of the most important factors associated with parents selecting
self-care over some other primary supervised child care arrangement is full-time work.
Parents who work more hours have to cover more hours with child care than do parents
who work part-time or don’t work, and this care can be expensive. Parents who work full-
time may use self-care as a way to cut down on the high costs of child care. Children who
are more responsible and mature and those who live in neighborhoods with safe places to
play outside are more likely to care for themselves than those who are less responsible and
mature or who live in unsafe neighborhoods.

Implications

Nurses dealing with families with grade-school-age children should be aware that some
children care for themselves on a regular basis. Children in these situations do not have
parental supervision all of the time. Thus, parents may not be home when a child gets hurt
or when a sick child requires medication (Casper & Smith, 2004).

Casper, L. M., & Smith K. E. (2004). Self care: Why do parents leave their children unsupervised? Demzography,

| 410), 285301

The economic realities of the 1970s and 1980s were
quite different. The two decades following the oil
crisis in 1973 were decades of economic change and
uncertainty marked by a shift away from manufactur-
ing and toward services, stagnating or declining wages
(especially for less-educated workers), high inflation,
and a slowdown in productivity growth. The 1990s
were just as remarkable for the turnaround: sustained
prosperity, low unemployment, and economic growth
that seems to have reached many in the poorest
segments of society (Farley, 1996; Levy, 1998).

When the economy is on such a roller coaster,
family life often takes a similar ride. Marriage oc-

curred early and was nearly universal in the decades
after World War II; mothers remained in the home to
rear children, and the baby-boom generation was born
and nurtured. When baby boomers hit working age in
the 1970s, the economy was not as hospitable as it had
been for their parents. They postponed entry into
marriage, delayed having children, and found it diffi-
cult to establish themselves in the labor market.
Many of the baby boomers’ own children began
reaching labor force age in the 1990s and 2000s, when
individuals’ economic fortunes were increasingly
dependent on their educational attainment. Those
who attended college were much more likely to
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become self-sufficient and to live independently from
their parents. High-school graduates who did not go
to college discovered that jobs with high pay and
benefits were in relatively short supply. A high-school
graduate lucky enough to land such a job earned about
25 percent less than a comparable job would have paid
20 years earlier (Farley, 1996). The increasing benefits
of a college education probably encouraged more
young men and women to delay marriage and attend
college.

Due in part to changes in the economy, both men
and women are remaining single longer and are more
likely to leave home to pursue a college education, to
live with a partner, and to launch a career before
taking on the responsibility of a family of their own.
The traditional gender-based organization of home
life (in which mothers have primary responsibility for
care of the home and children, and fathers provide
financial support) has not disappeared, but young
women today can expect to be employed while raising
children, and young men are more likely to share in
some child-rearing and household tasks. Thus, in the
first decade of this century, men are more likely to play
a role in looking after the health of family members
than they were in previous decades.

Changing Family Norms

In 1950, there was one dominant and socially accept-
able way for adults to live their lives. Those who devi-
ated could expect to be censured and stigmatized. The
idealized family was composed of a homemaker-wife,
a breadwinner-father, and two or more children.
Americans shared a common image of what a family
should look like and how mothers, fathers, and chil-
dren should behave. These shared values reinforced
the importance of the family and the institution of
marriage (McLanahan & Casper, 1995). This vision
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of family life showed amazing staying power, even as
its economic underpinnings were eroding.

For this 1950s-style family to exist, Americans had
to support distinct gender roles and the economy
had to be vibrant enough for a man to support a family
on his own financially.

Government policies and business practices perpet-
uated this family type by reserving the best jobs for
men and discriminating against working women when
they married or had a baby. After 1960, with the civil
rights movement and an energetic women’s liberation
movement, women and minorities gained legal
protections in the workplace and discriminatory prac-
tices began to recede.

A transformation in attitudes toward family behav-
iors also took place. People became more accepting of
divorce, cohabitation, and sex outside marriage; less
sure about the universality and permanence of mar-
riage; and more tolerant of blurred gender roles and of
a mother’s working outside the home (Bumpass &
Sweet, 1989; Casper & Bianchi 2002; Cherlin, 1992;
Thornton & Young-DeMarco, 2001). Society became
more open-minded about a variety of living arrange-
ments, family configurations, and lifestyles.

Although the transformation of many of these atti-
tudes occurred throughout the 20th century, the pace
of change accelerated in the 1960s and 1970s. These
years brought many political, social, and medical
developments, including the highly publicized, al-
though unsuccessful, attempt to pass the Equal Rights
Amendment (ERA); the development of new, effective
contraception; the legalization of abortion; and the
dawn of the sexual revolution and an era of “free love.”
A new ideology was emerging during these years that
stressed personal freedom, self-fulfillment, and indi-
vidual choice in living arrangements and family
commitments. People began to expect more out of
marriage and to leave bad marriages that failed to

A A

the 38 required for ratification.

The ERA was first introduced in Congress in 1923. It stated that “equality or rights under the law shall not
be denied or abridged by the United States or by any State on account of sex.” After nearly a half-century, the
amendment was passed by Congress in 1972. The first campaign to ratify the proposed 27th Amendment to
the U.S. Constitution—the Federal Equal Rights Amendment—ended on June 30, 1982, three states shy of

National Women’s Conference Committee, National Plan of Action Update (Washington, DC: 1986).
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fulfill their expectations. These changes in norms and
expectations about marriage may have followed rather
than preceded increases in divorce and delays in
marriage; however, such cultural changes have impor-
tant feedback effects, leading to later marriage and
more divorce.

An Aging Society

For Americans born in 1900, the average life
expectancy was less than 50 years. But the early
decades of the 20th century brought such tremendous
advances in the control of communicable diseases of
childhood that life expectancy at birth increased to 70
years by 1960. Rapid declines in mortality from
heart disease—the leading cause of death—signifi-
cantly lengthened life expectancy for those aged 65 or
older after 1960 (Treas & Torrecilha, 1995). By 2001,
life expectancy at birth was nearly 77 years. An
American woman who reached age 65 in 2001 could
expect to live an additional 19 years, on average, and a
65-year-old man would live another 16 years
(National Center for Health Statistics, 2003a).
Women continue to outlive men, though the gender
gap is shrinking as women’s and men’s rates of cancer
and heart disease converge (Casper & Bianchi, 2002).
Nonetheless, the gap in life expectancy between men
and women means that women tend to outlive their
husbands, and they predominate in the older age
groups. Nearly two-thirds of Americans aged 75 and
over are women.

Partly because more Americans are surviving until
older ages, and partly because of a long-term decline
in fertility rates, the proportion of the population aged
65 or older has grown. In 1900, only 1 of every 25
Americans was aged 65 or older. By 2000, the propor-
tion was one in eight. By 2011, the first of some 78
million baby boomers will reach their 65th birthday,
and the rate of increase of the elderly population will
accelerate. By 2030, it is expected that one in five
Americans will be aged 65 or older.

People do not suddenly become old on their 65th
birthday, of course. Along with improvements in life
expectancy have come improvements in the disability
rates at older ages, so that Americans are not only
living longer than in the past but also enjoying healthy
lives longer than in the past. At age 65, most people
can look forward to many more years of life without
chronic illness or disabilities. But 65 is a convenient
marker for “old age” in health policy terms, because it
is the age at which the great majority of Americans

become eligible for medical and hospital insurance
provided through Medicare. By 65, as well, most
workers (both men and women) have left full-time
work, though many work part-time, or for part of the
year, often at different jobs than those they pursued
during most of their working lives.

The aging of the population is often considered a
major cause of increasing demand for medical services
and of the growth in medical expenditures. Population
aging is one factor, but the increase in medical expen-
ditures per older person is due more to changes in
medical technology and in the usage and prices of
pharmaceuticals than to the rate of growth of the
elderly population (Reinhardt, 2003).

Increased life expectancy translates into extended
years spent in family relationships. A couple who
marry in their 20s could easily spend the next 50 years
together, assuming they remain married. Couples in
the past were much more likely to experience
the death of one spouse earlier in their adult years.
All family members today have more years together
as adults now than they did during the early
1900s. Longer lives (along with lower birth rates)
also mean that people spend a smaller portion of their
lives parenting young children. More parents live
long enough to be part of their grandchildren’s
and even great-grandchildren’s lives. Many adults
are faced with caring for extremely elderly par-
ents about the time they reach retirement age and
begin to experience health limitations of older age
themselves.

Immigration and Ethnic Diversity

In 1965, Congress amended the Immigration and
Naturalization Act to create a fundamental change in
the nation’s policy on immigration. Visas for legal
immigrants were no longer to be based on quotas for
each country of origin; instead, preference would be
given to immigrants joining family members in the
United States. The legislation removed limitations on
immigration from Asia. The numbers of legal immi-
grants to the United States increased, to an average of
900,000 persons per year in the 1990s and first years
of the new century. In 2001, 63 percent of legal immi-
grants were admitted because family members already
living in the United States petitioned the government
to grant them entry. Immigrant visas were granted for
economic reasons, including employers petitioning
the government for admission of persons considered
to have special skills the employers need. Visas were
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also granted for political reasons, including asylum
granted to refugees because of well-founded fear of
persecution in their home countries. In addition to
legal immigrants, an estimated 7 to 9 million illegal
immigrants are in the country at any one time, either
because they entered without detection or because
they stayed longer than allowed by a temporary visa.
In 2002, the Census Bureau estimated that there were
32.5 million U.S. residents born outside the country,
11.5 percent of the total population. Because immi-
grants tend to arrive in the United States early in their
working careers, they are younger on average than the
total U.S. population and account for a larger share of
young families. In 2002, for example, 23 percent of all
births in the United States were to women born
outside the country. It is too early to tell the long-term
effects on immigration of the terrorist attacks of
September 11, 2001, or the economic recession that
began the same year, but the preliminary estimates are
that immigration has continued at the same high pace
as in the late 1990s.

pr s
ABE"F o

e - :

In recent decades, the majority of immigrants have

come from Latin America (51 percent of immi-

grants during the 1990s) and Asia (30 percent of

immigrants in the 1990s). Immigration has

contributed to the rapid growth of the Latino and
Asian-American populations in the United States.

Estimates based on the 2000 Census show that 47
million people over age 5 speak a language other than
English at home, the most common being Spanish (28
million) and Chinese (2 million). About a quarter of
the adult (age 25 to 44) Latino population of the
United States—and one-third of Mexican-origin
adults—reported that they could not speak English
well (Saenz, 2004). Keep in mind, however, that the
overwhelming majority of those who do not speak
English well are recent immigrants. Over 97 percent
of Latino adults born in the United States report that
they can speak English well.

The majority of foreign-born U.S. residents live in
states that are the traditional “gateways” to immigrant
populations: California, New York, Florida, Texas, and
Illinois. In recent decades, however, there have been
significant increases in the immigrant populations of
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most parts of the country, including the rural South
and the Upper Midwest, that had seen few immigrants
for most of the 20th century. This spreading of the
immigrant population throughout the country,
coupled with the increased number of immigrants, has
meant that patient populations in many regions are
more diverse than in the past. Nurses throughout the
country work with families whose cultural back-
grounds, perceptions of sickness, and expectations of
healers may be very different from those with which
they are familiar. Everyone providing health care
may face both the challenges and the professional
rewards of adapting to new ways of providing service.
To take just one example, medical records technicians
must get used to filing and retrieving records for
patients whose family name comes before their given
names or who use both maiden and husbands’
surnames.

Implications for Family Nursing

The aging and the growing diversity of the American
population, combined with shifts in the economy and
changing norms, values, and laws, alter the context of
family health care nursing.

As the population ages, the demand will increase for
nurses who specialize in caring for the elderly. Im-
provements in health among those aged 60 to 70
reduce the need for care among this group. Yet rates
of population growth are greatest for those aged 80
and over, implying an increased demand for care
among the “oldest old” who are likely to suffer from
poorer health and to require substantial care. Because
women continue to outlive men, on average, nurses
are more likely to be dealing with the health care
needs of older women than of men. Extended lives and
delayed child bearing have increased the chances that
adults will experience the double whammy of having
to provide care and financial support for their children
and their parents. And families in these situations can
face considerable time and money pressures.

At the same time that changing gender roles point
to more men in families taking on caregiving duties,
more women are in the labor force and unavailable to
care for family members, and it is doubtful that the
increase in men’s time in caregiving will fully com-
pensate for the decrease in women’s time. Societal
changes also influence individuals’ life course trajecto-
ries. All these changes in individual lives and family
relationships are transforming U.S. households and
families and in turn changing the context in which
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health needs are defined and both formal and informal
health care are provided.

The aging and growing diversity of the
American population, combined with shifts
in the economy and changing norms,
values, and laws, alter the context of family
health care nursing.

LIVING ARRANGEMENTS

The term “family” carries rich social and cultural
meanings, and it has deep personal significance for
most people. But for statistical purposes, a family is
defined as two or more people living together who are
related by blood, marriage, or adoption (Casper &
Bianchi, 2002). Most households—which are defined
by the U.S. Census Bureau as one or more people who
occupy a house, apartment, or other residential unit
(but not “group quarters” such as dormitories)—are
maintained by families. The social and economic trans-
formation of the family in recent decades means that
the family share of U.S. households has been declining.
In 1960, 85 percent of households were family house-
holds; by 2003, just 68 percent were family households
(authors’ calculations from 2003 March Current
Population Survey; U.S. Census Bureau, 2003b). Two-
parent family households with children dropped from
44 percent to 23 percent of all households between
1960 and 2003 (authors’ calculations from 2003 March
Current Population Survey; U.S. Census Bureau,
2003b). At the same time, non-family households,
which consist primarily of people who live alone or
who share a residence with roommates or with a part-
ner, have been on the rise. The fastest growth was
among persons living alone. The proportion of house-
holds with just one person doubled from 13 percent to
26 percent between 1960 and 2003. Thus, as we move
forward in the new millennium, fewer people will live
with family members who can help care for them when
they are ill or injured.

Elderly Americans

Improvements in the health and financial status of
older Americans helped generate a revolution in
lifestyles and living arrangements among the elderly.
Older Americans now are more likely to spend their
later years with their spouse or living alone than with
adult children. The options and choices differ
between elderly women and elderly men, however, in

large part because women live longer than men yet
have fewer financial resources and smaller pensions.

At the beginning of the 20th century, more than 70
percent of people aged 65 or older resided with kin
(Ruggles, 1994). By 1980, only 23 percent of elderly
people lived with relatives other than their spouses,
and by 1998, the percentage had slipped to 20 percent
(Casper & Bianchi, 2002). Meanwhile, living alone
increased dramatically among the elderly in the latter
half of the 20th century. Just 15 percent of widows
aged 65 or older lived alone in 1900, for example,
whereas 24 percent lived alone in 1950, and more than
70 percent lived alone in 1998 (Lugaila, 2000;
McGarry & Schoeni, 2000; Ruggles, 1996).

The improvements in life expectancy among elderly
Americans have meant more years in retirement and a
greater likelihood of spending those years with a
spouse. Accordingly, married couples without children
under age 18 make up an increasing share of American
households. Both men and women aged 65 and older
were more likely to be living with a spouse in 2003
than in 1960.

A woman is likely to spend more years living alone
after a spouse dies than will a man because life expec-
tancy is about 3 years longer for an elderly woman
than for an elderly man and because women usually
marry men older than themselves. Men aged 65 or
older were nearly twice as likely as were women to be
living with their spouse in 2003 (70 percent versus
40 percent). In sharp contrast, women were more than
twice as likely as were men to be living alone (40
percent versus 19 percent) and thus without anyone in
the house to take care of them should they become ill
or sustain an injury (authors’ calculations from March
Current Population Surveys).

Women were also almost twice as likely as were
men to be living with nonrelatives (20 percent versus
11 percent), in part because they tend to live longer
and reach advanced ages when they are most likely
to need the physical care and the financial help others
can provide. Men generally receive companionship
and care from their wives in the latter stages of life,
whereas women are more likely to live alone with
assistance from grown children, to live with other
family members, or to enter a nursing home
(Kramarow, 1995; Silverstein, 1995; Weinick, 1995).

Elderly men and women have a variety of living
options including living alone, living with family
members or roommates, or living in a retirement
community or nursing home, either with or without
assisted care. To explain trends in living arrangements
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among the elderly, researchers have focused on a vari-
ety of constraints and preferences that shape people’s
living arrangement decisions. These constraints and
preferences fall under three general categories: avail-
ability and accessibility of relatives, feasibility, and
preferences (Goldscheider & Jones, 1989).

Availability and Access

The number and gender of children generally govern
the availability and accessibility of relatives with whom
an elderly person might live. The greater the number
of children, the greater the chances there will be a son
or daughter who can take care of an elderly parent.
Daughters are more likely than are sons to provide
housing and care for an elderly parent, presumably as
an extension of the traditional female caretaker role.
Geographical distance from children is also a key
factor; having children who live nearby promotes
coresidence when living independently is no longer
feasible for the elderly person (Crimmins & Inge-
gneri, 1990; Spitze & Logan 1990).

Feasibility

The feasibility of living alone, with relatives, or in
a nursing home is tied to economic resources and
health status. Older Americans with higher income
and better health are more likely to live indepen-
dently (Crimmins & Ingegneri, 1990; Holden, 1988;
Mutchler, 1992; Wolf & Soldo, 1988; Woroby &
Angel, 1990). Growth in Social Security benefits
accounts for half of the increase in independent living
among the elderly since 1940 (McGarry & Schoeni,
2000; Ruggles & Goeken, 1992). By contrast, elderly
Americans in financial need are more likely to live
with relatives (Speare & Avery, 1993).

Preferences

Finally, social norms and personal preferences deter-
mine the choice of living arrangements for the elderly
(Wister, 1984; Wister & Burch, 1987). Many
elderly individuals are willing to pay a substantial part
of their incomes to maintain their own residence,
which suggests strong personal preferences for privacy
and independence. Social norms involving family obli-
gations and ties also have an effect on residence
patterns and may be especially important when exam-
ining racial and ethnic differences in the living
arrangements of the elderly.

Despite the trend toward independent living among
older Americans, many of them are not able to live
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alone without assistance. It is important for family
health care nurses to keep in mind that many families
who have older kin in frail health provide extraordi-
nary care. One study in New York City, for example,
found that 40 percent of those who reported caring for
an elderly relative devoted 20 or more hours per week
to such informal care, and 80 percent of caregivers had
been providing care for over a year (Navaie-Walsier
etal., 2001). Despite the growth of home health serv-
ices and adult day-care centers, most informal care-
givers report that they have no assistance from formal
care providers (Navaie-Walsier et al., 2001). Adult
women, in particular, are likely to have primary
responsibility for home care of the frail elderly, often
including parents-in-law, and there is some evidence
that female caregivers experience greater levels of
stress than do male caregivers (Yee & Schulz, 2000).

Young Adults

The young-adult years (ages 18 to 30) have been
referred to as “demographically dense” because these
years involve many interrelated life-altering transi-
tions (Rindfuss, 1991). Between these ages, young
people usually finish their formal schooling, leave
home, develop careers, marry, and begin families, but
these events do not always occur in this order. Delayed
marriage extends the period during which young adults
can experiment with alternative living arrangements
before they adopt family roles. Young adults may
experience any number of independent living arrange-
ments before they marry, as they change jobs, pursue
education, and move into and out of intimate relation-
ships. They may also return home for periods of time,
if money becomes tight or if a relationship breaks up.

In 1890, one-half of American women had married
by age 22 and one-half of American men had married by
age 26 (U.S. Census Bureau, 2003¢). The ages of entry
into marriage dipped to an all-tme low during the
post-World War II baby-boom years, when median
age at first marriage reached 20 years for women and
23 years for men in 1956. Age at first marriage then
began to rise and reached 25 years for women and
27 years for men by 2002 (U.S. Census Bureau,
2003c). In 1960, it was unusual for a woman to reach
age 25 without marrying; only 10 percent of women
aged 25 to 29 had never married (Casper & Bianchi,
2002). In 2000, a woman in her late 20s who had never
been married was more common because two-fifths
of women aged 25 to 29 had not been married.
Moreover, in 2000, 52 percent of men were still
unmarried at that age.
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This delay in marriage has shifted the family behav-
iors in young adulthood in three important ways.
First, later marriage coincides with a greater diversity
and fluidity in living arrangements in young adult-
hood. Second, delaying marriage has accompanied an
increased likelihood of entering a cohabiting union
before marriage. Third, the trend to later marriage
affects childbearing in two important ways. It tends to
delay entry into parenthood and, at the same time,
increases the chances that a birth (sometimes planned
but more often unintended) may happen before
marriage (Bianchi & Casper, 2000).

Many demographic, social, and economic factors
influence young adults’ decisions about where and
with whom to live (Casper & Bianchi, 2002). Family
and work transitions are influenced greatly by fluctua-
tions in the economy as well as by changing ideas
about appropriate family life and roles for men and
women. Since the 1980s, the transition to adulthood
has been hampered by recurring recessions, tight job
markets, slow wage growth, and soaring housing costs,
in addition to the confusion over roles and behavior
sparked by the gender revolution (Goldscheider &
Goldscheider, 1994). Even though young adults today
may prefer to live independently, they may not be able
to afford to do so. Many entry-level jobs today offer
low wages, yet housing costs have soared, putting
independent living out of reach for many young
adults. Higher education, increasingly necessary in
today’s labor market, is expensive, and living at home
may be a way for families to curb college expenses.
Even when young adults attend school away from
home, they still frequently depend on their parents for
financial help and may return home after graduation if
they cannot find a suitable job.

Young adults may experience any
number of independent living arrangements
before they marry, as they change jobs,
pursue education, and move into and out of
intimate relationships.

Married living declined dramatically between 1970
and 2003, among both young men and young women.
As a declining share of young adults chose married
life, a greater share lived with parents or on their own.
The percentage of young men living in their parents’
homes was 55 percent in 2003, about the same as in
1970, whereas the percentage increased for young
women from 39 percent to 46 percent (authors’ calcu-
lations based on the March Current Population
Surveys).

Americans were leaving their parents’ homes at
increasingly younger ages throughout most of the
20th century. In the 1980s, however, this trend
reversed for both young men and young women. Not
only are recent cohorts leaving home later, but also
they are more likely to return home—a “backward”
transition out of the adult role and back into the role
of a dependent. By the 1980s, about 40 percent of
young adults who left home eventually returned for a
time, a marked increase from less than 25 percent of
those reaching adulthood before World War II
(Goldscheider & Goldscheider, 1994).

Young adults who leave home to attend school, join
the military, or take a job have always had, and
continue to have, high rates of returning to the nest.
The “return rate” is nearly as high for those young
adults who leave home to live with a partner or to
form another type of nonmarital family. Those who
leave home to get married have had the lowest likeli-
hood of returning home, although returns to the nest
have increased over time even in this group. Histori-
cally, moving away for independence was associated
with very low rates of returning home—Iess than 20
percent prior to World War II. This pattern has
changed over time so that currently about 40 percent
of those who first leave for independence return to
the nest.

American parents routinely take in their children
after they return from the military or school or when
they are between jobs. In the past, however, many
American parents apparently were reluctant to take
children in if they had left home simply to gain “inde-
pendence.” This is not true today. Demographers
Frances Goldscheider and Calvin Goldscheider argue
that in the past, leaving home for simple independence
was probably the result of friction within the family,
whereas today, leaving and returning home seems to
be part of a successful transition to adulthood. In the
past, a young adult may have been reluctant to move
back in with parents because a return home implied
failure; there is less stigma attached to returning home
these days (Casper & Bianchi, 2002). Changes in the
economy have also contributed to this trend. It may be
more difficult to sustain an independent residence
today than in the past.

Changing demographic behaviors among young
adults have implications for family health care nurs-
ing. On the one hand, these trends mean that young
adults today are less likely to be covered by health
insurance and to be financially independent, reducing
the likelihood that they will receive routine checkups
or go to a doctor when the need arises. On the other
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hand, if more adult children are living with their
parents, there are more adults potentially available
among these families to help with caregiving respon-
sibilities and to pay medical bills.

Unmarried Couples

One of the most significant household changes in the
second half of the 20th century was the increase in
men and women living together without marrying.
The rise of cohabitation outside marriage appeared to
counterbalance the delay of marriage among young
adults and the overall increase in divorce. Unmarried-
couple households made up less than 1 percent of U.S.
households in 1960 and 1970 (Casper & Cohen,
2000). This share rose to 2.2 percent by 1980, to 3.6
percent in 1990, and to nearly 5 percent by 1998
(Bianchi & Casper, 2000). Unmarried-couple house-
holds also are increasingly likely to include children.
In 1978, 29 percent of unmarried-couple households
included children under age 18; by 1998, 43 percent
included children (Casper & Bianchi, 2002).

The number of unmarried-couple households
surged from 1.3 million in 1978 to 3.0 million in 1988
and to 4.9 million in 1998. These figures suggest that
the growth in cohabitation from 1978 to 1998 could
account for 38 percent of the decline in marriage over
the period, assuming that all the cohabitants would
have married (Casper & Cohen, 2000). Although a
relatively small percentage of U.S. households consists
of an unmarried couple—I1 in 20 households in
1998—many Americans have lived with a parter
outside marriage at some point, which means that
cohabitation is a large and growing component of
U.S. family life. The 1987/1988 National Survey
of Families and Households found that 25 percent of
all adults and 45 percent of adults in their early 30s
had lived with a partner outside marriage. More than
one-half of the couples who married in the mid-1990s
had lived together before marriage, up slightly from
49 percent in 1985/1986 and a big jump from just 8
percent of first marriages in the late 1960s (Bumpass,
1990; Bumpass & Sweet, 1989; Bumpass & Lu, 2000).

Why has cohabitation increased so much since the
1970s? Researchers have offered several explanations,
including increased uncertainty about the stability of
marriage, the erosion of norms against cohabitation
and sexual relations outside of marriage, the wider
availability of reliable birth control, economic reasons,
and increased individualism and secularization. Youth
reaching adulthood in the past two decades are much
more likely to have witnessed divorce than any gener-
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ation before them. Some have argued that cohabita-
tion allows a couple to experience the benefits of an
intimate relationship without committing to marriage.
If a cohabiting relationship isn’t successful, one can
simply move out; if a marriage isn’t successful, one
suffers through a sometimes lengthy and messy
divorce.

Nevertheless, most adults in the United States
eventually do marry. In 2000, 91 percent of women
aged 45 to 54 had been married at least once. An esti-
mated 88 percent of U.S. women born in the 1960s
will eventually marry (Raley, 2000). However, the
meaning and permanence of marriage may be chang-
ing. Marriage used to be the primary demographic
event that marked the formation of new households,
the beginning of sexual relations, and the birth of a
child. Marriage also implied that an individual had one
sexual partner, and it theoretically identified the two
individuals who would parent any child born of the
union. The increasing social acceptance of cohabita-
tion outside marriage has meant that these linkages
could no longer be assumed. Unmarried couples
began to set up households that might include the
couple’s children as well as children from previous
marriages or other relationships. Similarly, what it
meant to be single was no longer always clear, as the
personal lives of unmarried couples began to resemble
those of their married counterparts.

The increase in unmarried-couple households is
slowing from the frantic pace of the 1970s and 1980s.
The number of households with unmarried couples
increased 67 percent in the 5 years between 1978 and
1983 but just 23 percent in the 5 years between 1993
and 1998 (Casper & Bianchi, 2002). The pace of growth
varied among the three largest racial and ethnic groups.
In 1978, single non-Hispanic white women were least
likely to cohabit outside marriage, whereas single
Hispanic women were most likely to cohabit. By 1998,
10 percent of single non-Hispanic white women lived
with a male partner, compared with 9 percent of single
Hispanic women and 7 percent of single non-Hispanic
black women (Casper & Bianchi, 2002).

Cohabiting households can pose unique challenges
for family health care nurses. Because cohabiting rela-
tionships are not legally sanctioned in most states,
partners do not generally have the right to make
health care decisions on behalf of each other or of the
other’s children. Cohabiting couples are not as healthy
as married couples and have lower incomes, on aver-
age (Waite & Gallagher, 2000). Thus, although they
are more likely to need health care services, they are
less likely to have the financial ability to secure them.
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Even with the rise in divorce and cohabitation, post-
ponement of marriage, and decline in childbearing,
most Americans have children and most children live
with two parents. In 2002, 72 percent of families with
children were two-parent families (U.S. Census
Bureau, 2003d). But the changes in marriage, cohabi-
tation, and nonmarital childbearing over the past few
decades have had a profound effect on American fami-
lies with children and are changing our images of
parenthood.

Cohabitation

Changes in marriage and cohabitation tend to blur the
distinction between one-parent and two-parent fami-
lies. The increasing acceptance of cohabitation as a
substitute for marriage, for example, may reduce the
chance that a premarital pregnancy will lead to
marriage before the birth (Raley, 1999). A greater
share of children today are born to a mother who is
not currently married than in previous decades, but
some of those children are born to cohabiting parents
and begin life in a household that includes both their
parents. The percentage of unmarried mothers who
were cohabiting grew from 5 percent to 13 percent
between 1978 and 1998 (Casper & Bianchi, 2002).
Cohabitation increased for unmarried mothers in all
race and ethnic groups but especially among whites.
Cohabiting couples account for up to 16 percent of
the white mothers classified as unmarried mothers in
1998, compared with 8 percent of black mothers and
10 percent of Hispanic mothers (Casper & Bianchi,
2002).

Demographers Larry Bumpass and R. Kelly Raley
show that the increase in cohabitation among
Americans may be reducing the time children spend in
a single-parent household. They found that the
number of years a mother spent as a single parent
declined by one-fourth when they took into account
the time she and her children shared a home with a
partner (Bumpass & Raley, 1995). African-American
women with children spent half as many years as a
single parent after adjusting for the years they lived
with an unmarried partner (Bumpass & Raley, 1995).

Many single-father families may also effectively be
two-parent families because the father is living with
his children and another woman. Demographers
Steven Garasky and Daniel Meyer used census data
from 1960 through 1990 to track the increase in the
percentage of families that are father-only families.

When they ignored the increase in cohabitation, they
estimated that father-only families rose from 1.5
percent to 5.0 percent of families with children
between 1960 and 1990. When they removed fathers
who are likely to be cohabiting, the 1990 figure fell to
3.2 percent of all families with children (Garasky &
Meyer, 1996).

Unmarried fathers living with children are much
more likely than unmarried mothers to be living with
a partner: 33 percent of the 2.1 million “single” fathers
lived with a partner in 1998, more than twice the
percentage for single mothers. About 1.4 million
American men were raising their children on their
own, without a wife or partner, in 1998 (Bianchi &
Casper, 2000).

Single Mothers

How many single mothers are there? This turns out to
be a more difficult question to answer than it would
first appear. Over time, it is easiest to calculate the
number of single mothers who maintain their own
residence. Between 1950 and 2002, the number of
such single-mother families increased from 1.3 million
to 8.0 million (U.S. Census Bureau, 2003d). These
estimates do not include single mothers living in other
persons’ households but do include single mothers
who are cohabitating with a male partmer. The most
dramatic increase was during the 1970s, when the
number of single-mother families was increasing at 8
percent per year. The average annual rate of increase
slowed considerably during the 1980s and was near
zero after 1994 (Casper & Bianchi, 2002). By 2002,
single mothers who maintained their own households
accounted for 22 percent of all families with children,
up from 6 percent in 1950 (U.S. Census Bureau,
2003d). Almost 2 million more single mothers live in
someone else’s household—1.6 million with relatives
and 370,000 with nonrelatives (cohabitating or with
roommates)—bringing the total number of single
mothers to nearly 10 million (Casper & Bianchi,
2002).

Single mothers with children at home face a mult-
tude of challenges. They usually are the primary
breadwinners, disciplinarians, playmates, and care-
givers for their children. They must manage the finan-
cial and practical aspects of a household and plan for
the family’s future. Most mothers cope remarkably
well, and many benefit from financial support and help
from relatives and from their children’ fathers.

Most single mothers are not poor, but they do tend
to be younger, earn lower incomes, and be less
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educated than married mothers (Casper & Bianchi,
2002). Women earn less than men, on average, and
because single mothers are younger and less educated
than other women, they are often at the lower end of
the income curve. Never-married single mothers are
particularly disadvantaged; they are younger, less well
educated, and less often employed than are divorced
single mothers and married mothers. Single mothers
often must curtail their work hours to care for the
health and well-being of their children.

Single Mothers in Poverty

Despite the fact that the majority of single mothers
are not poor, they are much more likely to be poor
than are other parents. Never-married single mothers
are the poorest of all. The family income of children
who reside with a never-married mother is less than
one-fourth that of children in two-parent families
(Bianchi & Casper, 2000). Almost three of every five
children who live with a never-married mother are
poor. Mothers who never married are much less likely
to get child support from the father than are mothers
who are divorced or separated. Whereas 60 percent of
divorced mothers with custody of children under age
21 received some child support from the children’s
father, less than 20 percent of never-married mothers
reported receiving regular support from their child’s
father (Bianchi & Casper, 2000).

Children who live with a divorced mother tend to be
much better off financially than are children of never-
married mothers. Although the family income of
divorced mothers is less than one-half the income
of two-parent families and rates of poverty are greater,
divorced mothers are substantially better educated and
more often employed than are mothers who are sepa-
rated or who never married. Home ownership is also
significantly higher among families of divorced moth-
ers, although not as high as among two-parent families.

Single mothers with children in poverty are partic-
ularly affected by major welfare reform legislation,
such as the Personal Responsibility and Work
Opportunity Reconciliation Act (PRWORA), signed
into law by President Clinton in August 1996 (see Box
2-2). President Clinton claimed that the law would
“reform welfare as we know it,” and the changes
embodied in PRWORA—time limits on welfare eligi-
bility and mandatory job-training requirements, for
example—seemed far-reaching. Some argued that this
legislation would end crucial support for poor moth-
ers and their children; several high-level government
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Why has welfare receipt become such a
contentious issue? In part, it was because many
people were alarmed by the dramatic increase in
the second half of the 20th century in the numbers
of single mothers. When legislation to protect
poor women and children was enacted with the
Social Security Act of 1935, most single mothers,
poor as well as nonpoor, were widows. That
changed dramatically in the 1960s and 1970s as the
divorce rate soared. After 1980, the delay in
marriage and the increase in the proportion of
births to unmarried mothers meant that never-
married mothers accounted for an increasingly
significant component of the growth in single-
parent families. Cash payments to single mothers
under the Aid to Families with Dependent
Children program were considered by some
analysts and politicians to have encouraged or
facilitated the increase in childbearing by never-
married women.

officials resigned because of the law (Aber, 2000).
Others heralded PRWORA as the first step toward
helping poor women gain control of their lives and
making fathers take responsibility for their children.
Many states had already begun to experiment with
similar reforms (Cherlin, 2000).

Single Motherbood Characterized

Why have mother-child families increased in number
and as a percentage of American families? Explana-
tions tend to focus on one of two trends. First is
women’s increased financial independence, either
through their own wages as more women entered the
labor force and women’s incomes rose relative to those
of men, or because of expanded welfare benefits for
single mothers. Women today are less dependent on a
man’s income to support themselves and their chil-
dren, and many can afford to live independently rather
than stay in an unsatisfactory relationship. Second, the
job market for men has tightened, especially for less-
educated men. As the U.S. economy experienced a
restructuring in the 1970s and 1980s, the demand for
professionals, managers, and other white-collar work-
ers expanded while the jobs available for semiskilled
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Federal and state programs to aid low-income families have been transformed during the past decade. The
1996 Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) was the legislative mile-
stone at the federal level. PRWORA

* replaced the Aid to Families with Dependent Children program, an entitlement for poor families, with a
program of block grants to the states called Temporary Assistance to Needy Families (TANF);

* required states to impose work requirements on at least 80 percent of TANF recipients;

* forbade payments to single mothers under age 18 unless they lived with an adult or in an adult-supervised
situation;

* set limits of 60 months on TANF for any individual recipient (and 22 states have used their option to
impose shorter lifetime limits);

* ogave states more latitude to let TANF recipients earn money or get child support payments without reduc-
tion of benefits and to use block grants for child care.

Welfare-reform proponents often supported efforts to “make work pay” as well as to discourage long-term
dependence on welfare. The Earned Income Tax Credit, for example, was expanded several times during the
1980s and 1990s and now provides twice as much money to low-income families, whether single- or two-
parent families, as does TANFE. Funding for child care was also expanded during the decade, though child care
remains a problem for low-income working families in most places.

PRWORA accelerated a decline in welfare caseloads throughout the country. Because of a concern that
former welfare recipients entering the workforce would lose insurance coverage through Medicaid for their
children, the 1997 Balanced Budget Act set up the new State Child Health Insurance Program (SCHIP),
providing federal money to states in proportion to their low-income population and recent success in reduc-
ing the proportion of uninsured children.

When it was enacted in 1996, welfare reform was supposed to be reauthorized after 5 years. Congress has
been unable to agree on new provisions and has simply extended the 1996 law several times during
2001-2004. The major controversies concern proposals for more stringent work requirements and for
increased funding for child care.

and unskilled workers declined. The wages for men
in lower-skilled jobs have declined in real terms over
the past two decades. Men still earn more than
women, on average, but the income gap narrowed
during the 1970s and 1980s as women’s earnings
increased and men’s earnings remained flat or declined
(Cotter et al., 2004, Fig. 14). Many men without a
college degree cannot earn enough to support a family
of four.

Ethnic Disparities in Single Parenthood

Rates of single parenthood have grown for each of the
largest racial and ethnic groups—African-Americans,
Hispanics, and whites—but there are large differences
in the rates across groups (McLanahan & Casper,
1995; Ruggles, 1994; Spain & Bianchi, 1996). In 1980,
85 percent of white family households with children

under age 18, 76 percent of Hispanic households, and
50 percent of black households were maintained by
married couples (U.S. Census Bureau, 2003¢). By
2002, 77 percent of white, 70 percent of Hispanic, and
42 percent of black households were maintained by
married couples. The percentage of mother-only
family households remains much higher for African-
Americans (51 percent) than for Hispanics (24
percent) and whites (18 percent). During the 1980s
and 1990s, the percentage of single-father households
nearly tripled for whites and Hispanics and doubled
for African-Americans.

The remarkable increase in the number of
single-mother households with women who
have never married was driven by a
dramatic shift to childbearing outside
marriage.
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In the early years of the 20th century, higher mortal-
ity rates made it more common for children to live
with only one parent (Uhlenberg, 1996). As falling
death rates reduced the number of widowed single
parents, there was a counterbalancing increase in
single-parent families because of divorce. Still, at the
time of the 1960 census, almost one-third of single
mothers living with children under age 18 were
widows (Bianchi, 1995). As divorce rates rose precipi-
tously in the 1960s and 1970s, most single-parent
families were created through divorce or separation.
By the end of the 1970s, only 11 percent of single
mothers were widowed and two-thirds were divorced
or separated. During the past two decades, the path to
single motherhood has increasingly bypassed mar-
riage. In 1978, about one-fifth of single mothers had
never married but had a child and were raising that
child on their own. By 2000, two-fifths of single moth-
ers had never married (Bianchi & Casper, 2000).

The remarkable increase in the number of single-
mother households with women who have never
married was driven by a dramatic shift to childbearing
outside marriage. The number of births to unmarried
women grew from less than 90,000 per year in 1940 to
nearly 1.4 million per year in 2002 (National Center
for Health Statistics, 2003b). Less than 4 percent of all
births in 1940 were to unmarried mothers compared
with 34 percent in 2002. The rate of nonmarital
births—the number of births per 1000 unmarried
women—increased from 7.1 in 1940 to 43.7 in 1999.
The nonmarital birth rate peaked in 1994 at 46.2 and
leveled out in the latter 1990s (Bianchi & Casper,
2000).

Trends in nonmarital fertility are connected to
broad trends in marriage and fertility. The delay in
marriage, for example, can lead to an increase in the
number of births outside marriage even if the birth
rate for unmarried women remains the same. When
women remain single longer, they spend more years at
risk of becoming pregnant and having a child outside
marriage. At the same time, married women are
having fewer children, which means that children
born to unmarried women make up a greater share of
all births. In the 1960s and 1970s, the delay in
marriage and decline in fertility within marriage
were the major factors contributing to the increase in
the proportion of births outside marriage. During the
past two decades, the increase in the birth rates of
unmarried women has been a much more important
factor and, indeed, has raised concerns about the move
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away from marriage and a breakdown of social sanc-
tions against out-of-wedlock childbearing (Morgan,
1996).

The proportion of births that occur outside
marriage is as high or higher in some European coun-
tries than in the United States. But unmarried parents
in European countries are more likely than are unmar-
ried parents in the United States to be living together,
with their biological children (Council of Europe,
1999; Heuveline et al., 2003). In the United States, the
tremendous variation in rates of unmarried childbear-
ing among population groups suggests that there may
be a constellation of factors that determine whether
women have children when they are not married.
More than two-thirds (68 percent) of the babies born
to African-American mothers in 2001 were born to
unmarried mothers, as were more than one-half (60
percent) of babies of Native American mothers
(National Center for Health Statistics, 2003b). The
percentage is relatively low for Cuban-Americans (30
percent) and for Asian-Americans and Pacific
Islanders (15 percent). The rates are extremely low
for Chinese-Americans (9 percent) and Japanese-
Americans (10 percent).

Single-mother families present challenges for
family health care nurses providing care for this
vulnerable group. Single mothers today are younger
and less educated than they were a few decades ago.
This presents problems because these mothers have
less experience with the health care system and are
likely to have more difficulty reading directions, filling
out forms, communicating effectively with doctors
and nurses, and understanding their care instructions.
These mothers are also more likely to be poor and
uninsured, making it less likely they will seek care
and more likely they will not be able to pay for it.
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Consequently, when the need arises, these women are
more likely to resort to emergency rooms for noncrit-
ical illnesses and injuries. Time is also in short supply
for single mothers. With the advent of welfare reform,
more of them are working, which conceivably takes
away from the time they used in the past to care for
themselves and their children. Moreover, although
many of these mothers can rely on their families for
help, they are apt to have tenuous ties with their chil-
dren’s fathers.

Fathering

A new view of fatherhood emerged out of the feminist
movement of the late 1960s and early 1970s. The new
ideal father was a coparent who was responsible for
and involved in all aspects of his children’s care. The
ideal has been widely accepted throughout U.S. soci-
ety; people today, as opposed to those in earlier times,
believe that fathers should be highly involved in care-
giving (Pleck & Pleck, 1997). Fathers do spend more
time with their children and are doing more house-
work than in earlier decades. In 1998, married fathers
in the United States reported spending an average
of 4.0 hours per day with their children, compared
with 2.7 hours in 1965 (Bianchi, 2000). Parallel find-
ings emerge from data collected on children and
the individuals with whom they spend time. Studies of
fathers’ time with their children in other industrial-
ized countries, including Great Britain and Australia,
also indicate that fathers are becoming more invol-
ved in parenting (Bittman, 1999; Fischer et al., 1999;
Sandberg & Hofferth, 1999).

At the same time, other trends increasingly remove
fathers from their children’s lives. When the mother
and father are not married, for example, ties between
fathers and their children often falter. Family demog-
rapher Frank Furstenberg uses the label “good dads,
bad dads” to describe the parallel trends of increased
commitment to children and child rearing on the part
of some fathers at the same time that there seems to be
less connection to and responsibility for children on
the part of other fathers (Furstenberg, 1998).

It is difficult to measure “father involvement” in the
United States; until recently, there had been little
scientific research that focused on men as parents. In
1880, 42 percent of men aged 18 to 75 lived with their
own biological children or stepchildren (Goldscheider
et al., 2001). This dropped to 33 percent in 1940 and
to 28 percent in 1990—a decline that parallels declines
in the birth rate. The major interruption to this long-
term trend was the baby-boom years, captured in the

1950 through 1970 censuses. Almost one-half of
adult men lived with an “own child” in these years, a
higher percentage than in 1880 (Goldscheider et al.,
2001).

How many years do men spend as parents?
Demographer Rosalind King has estimated the
number of years that men and women will spend as
parents of biological children or stepchildren under
age 18 if the parenting patterns of the late 1980s and
early 1990s continue throughout their lives (King,
1999). Almost two-thirds of the adult years will be
“child-free” years in which the individual does not
have biological children under age 18 or responsibility
for anyone else’s children. Men will spend about 20
percent of their adulthood living with and raising their
biological children, whereas women will spend more
than 30 percent of their lives raising biological chil-
dren. Whereas women, regardless of race, spend
nearly all of their parenting years rearing their biolog-
ical children, men are more likely to live with stepchil-
dren or a combination of their own children and
stepchildren. Among men, whites will spend about
twice as much time living with their biological chil-
dren as will African-Americans.

Single Fathers

One of the new aspects of the American family in the
last 50 years has been an increase in the number of
families maintained by the father without the mother
present. Between 1950 and 2002, the number of
households with children that were maintained by an
unmarried father increased from 229,000 to 1.9
million (U.S. Census Bureau, 2002¢). An additional
328,000 unmarried fathers lived with their children in
someone else’s household, bringing the total count of
single fathers to about 2.2 million for 2002.

One of the new aspects of the American
family in the last 50 years has been an
increase in the number of families main-
tained by the father without the mother
present.

Recent demographic trends in fathering have
changed the context of family health care nur-
sing. The growth in single fatherhood and joint
custody, together with the increased tendency for
fathers to perform household chores, means that
family health care nurses are more likely today than
in decades past to be interacting with the fathers of

children.
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Although mothers generally get custody of children after divorce, shared physical custody—in which children
alternate between their mother’s and father’s households—has become more common in recent years.
Although divorced fathers rarely are granted sole custody of their children, shared custody promotes close
involvement in all aspects of their children’s lives (Cancian & Meyer, 1996).

In one of the few analyses of child custody trends, researchers Maria Cancian and Daniel Meyer examined
the custody outcomes of divorce cases in Wisconsin between 1986 and 1994 (Cancian & Meyer, 1996). Their
study found little change in the percentage of cases in which fathers were awarded sole custody of children;
fathers got sole custody in about 10 percent of divorce cases throughout the period. The percentage of cases
in which mothers were awarded sole custody declined, however, from 80 percent to 74 percent, and the
percentage of cases with shared physical custody between the mother and father rose from 7 percent to 14
percent over the period. If trends in other states are similar to Wisconsin’s, fathers are becoming more
involved in the lives of their children after divorce, not as sole custodians but as increased participants in legal
decisions (joint legal custody) and in shared physical custody arrangements.

Grandparents percent) live in their parents’ home ar some point
before their children are grown. Black single mothers
with children at home are more likely than are others
to live with a parent at some time.

The involvement of grandparents in the lives of
their children who become single parents is receiving
increased attention. Court cases are ruling on grand-
parents’ visitation rights. The 2000 census included a
new set of questions, mandated as part of welfare
reform, on grandparents’ support of grandchildren.

Children whose parents for one reason or another
cannot take care of them also live with their grandpar-
ents. In 1970, 2.2 million or 3.2 percent of all
American children lived in their grandparents’ house-
hold. By 2002, this number had risen to 3.7 million, or
5.1 percent (U.S. Census Bureau, 2003 f). Substantial
increases occurred among all types of households
maintained by grandparents, regardless of the pres-
ence or absence of the grandchildren’s parents, but
increases were greatest among children with only one
parent in the household.

Emerging research shows that grandparents play an
important role in multigenerational households,
which is at odds with the traditional image of grand-
parents as family members who require financial and
personal support. Although early studies assumed that
financial support flowed from adult children to their
parents, more recent research suggests that the more
common pattern is for parents to give financial
support to their adult children (Eggebeen & Hogan,
1990; Mancini & Blieszner, 1989; Rossi & Rossi,
1990).

One moderating factor in children’s well-being in
single-parent families can be the presence of grand-
parents in the home. Although the image of single-
parent families is usually that of a mother living on her
own, trying to meet the needs of her young child or
children, many single mothers live with their parents.
In 1998, about 17 percent of unmarried mothers with
children lived in the homes of their parents, compared
with 10 percent of single fathers (Casper & Bianchi,
2002). However, this is a snapshot at one point in
time; a much higher percentage of single mothers (36
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In most multigenerational households, the grand-
parents bring their children and grandchildren into a
household that the grandparents own or rent. In 1997,
three-fourths of multigenerational households were of
this type. In nearly one-third of the grandparent-
maintained families, grandparents lived with their
grandchildren without the children’s parents (Bryson
& Casper, 1999). Grandparents who own or rent
homes that include grandchildren and adult children
are younger, healthier, and more likely to be in the
labor force than are grandparents who live in a resi-
dence owned or rented by their adult children.
Grandparents who maintain multigenerational house-
holds are also better educated (more likely to have at
least a high-school education) than are grandparents
who live in their children’s homes (Bryson & Casper,
1999; Bianchi & Casper, 2000; Casper & Bianchi,
2002).

Parents who maintain a home that includes both
dependent children and dependent parents have been
referred to as the “sandwich” generation, because they
provide economic and emotional support for both the
older and younger generations. Although grand-
parents in parent-maintained households tend to be
older, in poorer health, and not as likely to be employ-
ed, many are in good health and are, in fact, working
(Bryson & Casper, 1999; Bianchi & Casper, 2000;
Casper & Bianchi, 2002). These findings suggest that
the burden of maintaining a “sandwich family” house-
hold may be somewhat overstated in the popular
press. Many of the grandparents who are living in the
houses of their adult children are capable of contribut-
ing to the family income and helping with supervision
of children.

The type of family structure among families with
coresident grandparents also makes a difference for
the financial well-being of family members.
Grandmothers living in households with their grand-
children are about twice as likely to be poor as are
grandfathers (21 percent compared with 12 percent)
(Casper & Bianchi, 2002). Families in which parents
are absent and single grandmothers provide homes for
their grandchildren have the highest poverty rates—
57 percent of such families live below the poverty line.

Many grandparents step in to assist their children in
times of crisis. Some provide financial assistance or
child care, whereas others are the primary caregivers
for their grandchildren. The recent increase in the
numbers of grandparents raising their grandchildren
is particularly salient to family health care nurses
because both grandparents and grandchildren in this
situation often suffer significant health problems

(Casper & Bianchi, 2002). Researchers have docu-
mented high rates of asthma, weakened immune
systems, poor eating and sleeping patterns, physical
disabilities, and hyperactivity among grandchildren
being raised by their grandparents (Dowdell, 1995;
Minkler & Roe, 1996; Shore & Hayslip, 1994).
Grandparents raising grandchildren are in poorer
health than are their counterparts. They have higher
rates of depression, poorer self-rated health, and more
multiple chronic health problems (Dowdell, 1995;
Minkler & Roe, 1993). These families are also more
likely to face economic hardship, having dispropor-
tionately high poverty rates (Bryson & Casper, 1999;
Chalfie, 1994; Fuller-Thomson et al., 1997; Rutrough
& Ofstedal, 1997).

It is important to keep in mind that although many
of the grandparents who live in their adult children’s
homes are in good health, some of these grandparents
require significant care. Nursing students should also
be aware that there are also adults who provide care
for their parents who are not living with them, a situ-
ation that was not discussed in this section. Adults who
provide care for both generations are likely to face
both time and money concerns.

HEALTH DEMOGRAPHICS

So far this chapter has highlighted profound changes
in families and households, and the ethnic diversity
and age composition of the American population, all
setting the social context in which health care is
provided and demands are made on providers. The
next section reviews no less profound changes in
demographic measures of health status and its more
direct determinants.

Adults: Mortality, Morbidity, and Disability

The health status of the American population has
improved greatly during the last half-century. This
improvement can be measured most precisely by look-
ing at mortality indicators. Since the mid-1950s, age-
standardized mortality rates have improved nearly
every year, at an average rate of around 1 percent a
year (Fuchs & Garber, 2003). Disability is a less
precisely definable outcome of ill health. There are
different definitions and measures of different aspects
of physical health and functioning (see Box 2-3). But
despite the difficulties of comparing over time and
across data sources, the disability trends confirm the
picture of improving health. Among Americans aged
65 and over, age-standardized disability rates have also
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Box2-3 DEFINITION w&ﬁ STATUS, SEVERE DISABILIY FUNCTIONAL: s
JACTIVI

LIMITATIONS S OF DAILY.LIVING
!

ACTIVITIES OF DAJLY NG (|AD}.S) ey
Demographers and epidemiologists use various ways to measure disability within the population. In recent
U.S. Census Bureau studies using data from the Survey of Income and Program Participation, individuals
15 years old and over are typically identified as having a disability if they meet any of the following criteria
(McNeEeil, 2001):

Unit 1

=~

1. Use a wheelchair, a cane, crutches, or a walker

2. Have difficulty performing one or more functional activities (seeing, hearing, speaking, lifting/carrying,
using stairs, walking, or grasping small objects)

3. Have difficulty with one or more activities of daily living (the ADLs include getting around inside the
home, getting into or out of bed or a chair, bathing, dressing, eating, and toileting)

4. Have difficulty with one or more instrumental activities of daily living (the IADLs include going outside
the home, keeping track of money and bills, preparing meals, doing light housework, taking prescription
medicines in the right amount at the right time, and using the telephone)

5. Have one or more specified conditions (a learning disability, mental retardation or another developmental
disability, Alzheimer’ disease, or some other type of mental or emotional condition)

6. Have any other mental or emotional condition that seriously interferes with everyday activities (frequently
depressed or anxious, trouble getting along with others, trouble concentrating, or trouble coping with day-
to-day stress)

7. Have a condition that limits the ability to work around the house

If age 16 to 67, have a condition that makes it difficult to work at a job or business

9. Receive federal benefits based on an inability to work

Q0

Individuals are considered to have a severe disability if they meet criteria 1, 6, or 9; if they have
Alzheimer’s disease, mental retardation, or another developmental disability; or if they are unable to perform
or need help to perform one or more of the activities in criteria 2, 3, 4, 7, or 8.

been declining during the same decades at a rate of
about 1 percent a year, with some variation among
different data sources (Freedman et al., 2002).

Demographers and epidemiologists usually adjust
for differences in the proportions of a population in
different age groups when they compare mortality
rates at different times or across different countries.
"This is because the risk of mortality for any individual
is closely associated with age, rising from the lowest
point at about age 10. Among persons aged 15 to 24
years in the United States in 2000, there were 80
deaths per 100,000 people. Among those over age
65, there were close to 5200 deaths per 100,000
people.

The general picture of progress in adult health
holds true for segments of the U.S. population defined
by race and ethnicity, by levels of income and educa-
tion, or by geography. But disturbing inequalities in
health outcomes persist, posing a challenge for the
health care system and society at large. African-

American males have a life expectancy at birth more
than 6 years lower than white American males (68.2
years compared with 74.8), and African-American
women have a life expectancy at birth about 5 years
lower than white American women (74.9 years
compared with 80.0).

Latinos and Asian-Americans, by contrast, have
lower age-adjusted mortality rates than do non-
Hispanic whites in the United States (National Center
for Health Statistics, 2003a, "Table 28). In large part,
this advantage is associated with “immigrant selectiv-
ity.” Leaving one’s native country to move to a new
one has always required a certain degree of good
health and optimism. There is also evidence that many
immigrant families maintain healthy diets, social and
family connections, and other behaviors that promote
health and well-being. These advantages appear to
dissipate as subsequent generations assimilate to the
larger culture and patterns of behavior (Hernandez,
1999).



Copyright © 2005 by F. A. Davis.

Chapter 2 FAMILY AND HEALTH DEMOGRAPHICS [ | 59

The Americans with Disabilities Act of 1990 (ADA)
defines “disability” as a substantial limitation in a
major life activity. In 1997, 52.6 million people (19.7
percent of the population) had some level of disability
and 33.0 million (12.3 percent of the population) had
a severe disability, according to a recent Census
Bureau report (McNeil, 2001). African-Americans are
the most likely to be disabled. For all ages, the preva-
lence of severe disability was 9 percent for Asians and
Pacific Islanders, 10 percent for Hispanics (not statis-
tically different from the rate for Asians and Pacific
Islanders), 12 percent for non-Hispanic whites, and 16
percent for African-Americans. Some of the overall
differences among the different race/ethnic groups
reflect differences in the age distributions of the popu-
lations. For the population 25 to 64 years old, 8
percent of Asians and Pacific Islanders were severely
disabled compared with 11 percent of non-Hispanic
whites, 12 percent of Hispanics (not statistically
different from non-Hispanic whites), and 19 percent
of African-Americans. For individuals 65 years old and
over, non-Hispanic whites fared considerably better—
35 percent of non-Hispanic whites were severely
disabled compared with 49 percent of Asians and
Pacific Islanders, 47 percent of Hispanics, and 52
percent of African-Americans.

About 10.1 million individuals (3.8 percent of the
population) needed personal assistance with one or
more activities of daily living (ADLs include getting
around inside the home, getting into or out of bed
or a chair, bathing, dressing, eating, and toileting) or
instrumental activities of daily living (IADLs include
going outside the home, keeping track of money and
bills, preparing meals, doing light housework, taking
prescription medicines in the right amount at the right
time, and using the telephone) (McNeil, 2001). Among
the population 15 years old and over, 2.2 million used
a wheelchair (1 percent of the population). Another
3 percent or 6.4 million used some other ambulatory
aid such as a cane, crutches, or a walker. About 7.7
million individuals 15 years old and over had difficulty
seeing the words and letters in ordinary newspaper
print; of them, 1.8 million were unable to see.

The ability to work is one of the major activities
affected by the chronic conditions of the disabled. In
1997, 18.5 million individuals 16 to 64 years old were
identified as having a work disability (McNeil, 2001).
Individuals with a severe disability had an employment
rate of 31.4 percent and median earnings of $13,272,
compared with 82.0 percent and $20,457 for those
with a nonsevere disability and 84.4 percent and
$23,654 for those with no disability. Needless to say,

many people with disabilities live in poverty. The
poverty rate among the population 25 to 64 years old
with no disability was 8.3 percent; it was 27.9 percent
for those with a severe disability.

Obesity

One of the most disturbing trends in health over the
past decade has been the increase in the proportion
of the population that is obese or overweight.
Epidemiological studies have shown that increased
body weight is associated with an increased risk of
mortality. Overweight and obese people are more likely
than are those of normal weight to suffer from heart
disease, diabetes, and some types of cancer. Hyper-
tension, musculoskeletal problems, and arthritis tend
to be more severe in obese and overweight people.
Obesity increased little in the population between the
early 1960s and 1980. Since 1980, however, obesity
has increased dramatically. Thirteen percent of adults
were obese in the early 1960s. This figure rose slightly
to 15 percent by the mid-to-late 1970s but skyrock-
eted to 31 percent by 1999/2000 (the most recent
results available from the National Health and
Nutrition Examination Survey, National Center for
Health Statistics, 2003a, Table 68). The proportions
of overweight individuals also increased dramatically
over this period, from 47 percent in the mid-1970s to
64 percent by 1999/2000. Women are more likely
than are men to be obese or overweight.

Adults: Behavioral Risk Factors

In 1990, at the urging of the surgeon general of the
United States, the federal government published a
national agenda for health promotion, entitled Healthy
People 2000, which identified 319 objectives for health
promotion and set measurable goals for achieving
them. (See National Center for Health Statistics,
2001, for a complete list of objectives and an assess-
ment of progress toward their achievement.) Many of
the objectives for the decade dealt with behavior,
including physical activity and exercise; tobacco, alco-
hol, and drug use; violent and abusive behaviors; safe
sexual practices; and behaviors designed to prevent or
mitigate injuries. The effort was never meant to be the
responsibility of the health care, or even the public
health, sector alone. Rather, these were set as national
objectives to be realized through a combination of
public- and private-sector, community, and individual
efforts. The results were mixed, with considerable
success in some areas, including increases in moderate
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physical activity; moderate improvements in some
others, including decreases in binge drinking and
increases in safe sexual practices; and little progress or
worsening in some other behavioral objectives,
including marijuana use and tobacco use during preg-
nancy (National Center for Health Statistics, 2001). A
new set of objectives and measurable goals, Healthy
People 2010, was adopted for the first decade of this
century. The relevant Healthy People goals provide a
good way to assess changes in behaviors that affect
susceptibility to illness and injury. Numerous tables in
the statistical yearbooks published by the National
Center for Health Statistics form a “scorecard” for
this national effort. Among the behaviors with the
greatest impact on public health are tobacco use, use
of alcohol and other drugs, lack of physical activity,
and unsafe sexual practices.

Smoking

Smoking has declined steadily among adults in the
United States. In 1965, more than half of adult men
smoked, as did a third of adult women. The preva-
lence has declined more rapidly for men than for
women, and the gap has narrowed. By 2001, just over
25 percent of adult men, and just under 21 percent of
adult women, were current smokers (National Center
for Health Statistics, 2003a, Table 59, unadjusted
rates). African-Americans are somewhat more likely to
smoke than are white men, whereas African-American
women are less likely to smoke than are white women
(National Center for Health Statistics, 2003a, Table
59, unadjusted rates).

Alcobol and Drug Use

Use of alcohol is a risk factor for a wide range of poor
physical and mental health outcomes. Alcohol use is
legal for adults, though drunk driving and, to a lesser
extent, public drunkenness are banned. Alcohol use is
illegal for minors, though widely tolerated. In 2001,
69 percent of adult men and 57 percent of adult
women reported that they currently drank alcohol. Of
the current drinkers, 43 percent of men and 21
percent of women reported “binge drinking” (defined
as five or more drinks on one occasion) during the
preceding year (National Center for Health Statistics,
2003a, Table 65, unadjusted). Non-Hispanic whites
were more likely than were either African-Americans
or Latinos to be current drinkers or binge drinkers.
The prevalence of drug use, the particular drugs
used, and the methods in which they are taken vary
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considerably over time, among racial and ethnic
groups, across social and economic classes, and among
regions of the country or even neighborhoods. In
2000, nearly 6 percent of Americans aged 18 who were
interviewed in confidential household surveys reported
that they had used one or more illicit drugs during the
preceding 30 days.

In popular discussions, and sometimes among
professionals, health-related behaviors are treated as
resulting solely from conscious choice by individuals,
who are to blame if their risky behavior leads to poor
health outcomes. Many health activists, by contrast,
seek to place blame on commercial interests that profit
from these behaviors or on government policies that
protect them. Research on the causes of risky behav-
iors is much less developed than is research on their
consequences, but even so, it is clear that behaviors are
the results of multiple causes and can be influenced by
health policy in multiple ways (Singer & Ryff, 2001;
Berkman & Mullen, 1997). Obesity, for example, has a
genetic component, as well as dietary, environmental,
and economic correlates. Health promotion is
concerned with generating improvements through
whatever works. This orientation leads to combined
approaches of research, public education, changes in
the physical and social environment, regulation or
even banning of disease-promoting activities, and
improved access to high-quality health care.

Nursing Implications of Adult
Disability and Risk Factors

What implications do these health demographics have
for family nursing? Lower mortality means that more
people will need care at older ages. But declines in
disability mean that seniors are probably less likely
than they used to be to require intensive, round-the-
clock care, at least in their 60s and 70s. Fewer adults
smoke, so the incidence of diseases stemming from
tobacco use such as lung cancer and emphysema may
decline. However, obesity is on the rise, increasing the
need for counseling on diet, nutrition, and exercise.

Children

In many ways, the physical health of American chil-
dren has never been better. When parents are asked to
assess the overall health of their children, the vast
majority (83 percent in 2001) rate their children’s
physical health as very good or excellent (Federal
Interagency Forum on Child and Family Statistics,
2003). But fewer poor parents (71 percent) than
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nonpoor parents (86 percent) rate their children’s
overall health this well. Fewer African-American
(74 percent) and Hispanic (77 percent) children are
reported to be in very good or excellent health when
compared with white children (87 percent). Younger
children are generally reported to be in better health
than are older children. The overall health of child-
ren was reported to be better in 2001 than in 1990
for children in each age, race/ethnic, and economic
group.

Another indicator of the general health of American
children is activity limitations that result from chronic
conditions. Very few children who suffer from
chronic health conditions have activity limitations
requiring help from other people with personal-care
needs, such as eating, bathing, dressing, getting
around inside the home, or walking. In 2001, only 8
percent of children aged 5 to 17 had limitation of
activities associated with physical, mental, or psycho-
logical chronic conditions (Federal Interagency
Forum on Child and Family Statistics, 2003). Almost
twice as many boys as girls are reported to have limi-
tations in their activities. This difference exists mainly
because more boys experience limitations associated
with the need for special education. White and
African-American children are more likely to have
activity limitations than are Hispanic children. Poor
children are more likely than are nonpoor children to
experience limitations.

Although the U.S. infant mortality rate remains
higher than in many other industrialized countries,
both infant and child mortality rates have dropped
significantly since 1960 (National Center for Health
Statistics, 2003a, Table 22). Many serious illnesses,
such as diphtheria and polio, have been greatly re-
duced through widespread inoculation campaigns.
Most children may not enter school unless they have
been vaccinated against several major childhood
diseases. A significant increase in the likelihood that
children receive all immunizations occurred in the
latter part of the 1990s, although minority children are
still less likely than are white children to receive these
vaccines (Figure 2-1). Poor children (74 percent) are
less likely to be immunized than are higher-income
children (82 percent) (Federal Interagency Forum on
Child and Family Statistics, 2003).

Infant mortality continues to decline while the
percent of low birth weights has been stable or slightly
rising (Table 2-1). These two trends may be inter-
twined, as more premature babies are kept alive by
improvements in technology than in the past. The
most striking finding is that the proportion of African-

American infants that are low birth weight is about
twice as high as that for white, Hispanic, Asian/
Pacific-Islander, and Native-American/Alaska-Native
infants. The infant mortality rate among African-
American births is similarly more than twice as high as
the white, Hispanic, and Asian/Pacific-Islander rates
and substantially higher than the Native-American/
Alaska-Native rate. The source of this difference is
poorly understood. One might speculate that the
difference exists because the African-American popu-
lation, on average, is more likely to be poor and less
educated than is the white population. However, if
poverty and low education were the root cause, one
would expect that the mortality rates of Hispanics and
Native Americans would be higher as well, as they are
also more likely to be in poverty and have low educa-
tions. In addition, African-American infant mortality
rates are higher than white rates within each socio-
economic group. One reason for the increase in low-
birth-weight infants is that the number of multiple
births has also been rising, and multiple births such as
twins, triplets, and so forth are much more likely to be
of low birth weight (Federal Interagency Forum on
Child and Family Statistics, 2003).

Adolescents

Once children survive the first year of life, their risk of
death decreases dramatically. However, it rises again
in the teen years as youths, especially males and
minority youth, are subject to heightened risk of fatal
motor vehicle accidents and homicides. Black males
are extremely likely to be the victim of a homicide in
their teenage years (Federal Interagency Forum on
Child and Family Statistics, 2003). Boys’ mortality
rates are usually at least twice as high as girls’ mortal-
ity rates for all of the most common causes of death.
Hispanic teenage girls have the lowest mortality rates,
and black teenage boys have the highest rates. Car
accidents account for more deaths among white
adolescents than among minority adolescents for both
boys and girls.

As is the case with the older population, the
percentage of teenagers who are overweight has been
increasing dramatically. In the mid-1980s only 5
percent of children were overweight (Federal In-
teragency Forum on Child and Family Statistics,
2003). By 2000, the percentage had tripled and 15
percent of teenagers were overweight. Boys and girls
are about equally likely to be overweight. Minority
teenagers are more likely to be overweight than are
whites. In 2000, slightly more than 1 in 10 white
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Percent of children 19-35 months with complete immunization?/vaccination: 1994 and 2001.

*Complete immunizations include four doses of diptheria, tetanus toxoids, pertussis vaccine (DPT), three doses of polio
vaccine, measles containing vaccine (MCV), and three doses of Haemophilus influenzae-type b vaccine (Hib).

Note: Race/ethnicity categories are White, non-Hispanic; Black, non-Hispanic; and Hispanic.

Source: Federal Interagency Forum on Child and Family Statistics, 2003.

teenagers were overweight compared with about one
in four of African-American and Mexican-American
teenagers.

The teen years become the time of heightened
experimentation with behaviors that engender health
consequences. From 1991 to 2001, adolescent smok-
ing and alcohol consumption remained relatively

stable over the period, and the use of illicit drugs
increased substantially (Table 2-2). However, there
was a worrisome increase in regular cigarette use
among high-school seniors from 19 percent in 1990 to
25 percent in 1997, but this rate declined to 17
percent by 2001 (Federal Interagency Forum on Child
and Family Statistics, 2003). Interestingly, the risky
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Table 221 LOW BIRTH WEIGHT (<2500 G) AND INFANT MORTALITY

BY RACE, 1980 TO 2000

1980 1990 2000

Percent Low Birth Weight

Total 6.8 7.0 7.7
White 5.7 5.6 6.8
Black 12.7 13.3 13.1
Hispanic 6.1 6.1 6.5
Asian/Pacific Islander 6.7 6.5 7.3
American Indian/Alaska Native 6.4 6.1 6.8
Infant Mortality Rate (per 1000)*

Total 10.9 8.9 6.9
White 9.2 7.2 5.7
Black 19.1 16.9 13.6
Hispanic 9.5 7.5 5.6
Asian/Pacific Islander 8.3 6.6 4.9
American Indian/Alaska Native 15.2 13.1 8.3

AInfant mortality rates are for 1983 rather than 1980, and 1997 rather than 1998.

Note: Unless otherwise noted, race/ethnicity categories are White, non-Hispanic; Black, non-
Hispanic; Hispanic; Asian/Pacific Islander and American Indian/Alaska Native.

Source: Federal Interagency Forum on Child and Family Statistics, 2003.

behaviors of smoking, alcohol use, and drug use are all
much more likely among whites than among minority
youth (Casper & Bianchi, 2002). African-Americans
were the least likely to report engaging in any of these
behaviors. Research with new large data sets, such as
the National Study of Adolescent Health, are just
beginning to untangle the effects of peer influences,
family factors, school climate, and neighborhood
contexts on youth risk-taking behavior (Duncan et al.,
2001; Harris et al. 2002).

The teen years become the time of
heightened experimentation with behaviors
that engender health consequences.

Children’s Material Hardship

Living conditions for children have improved in many
ways—especially in the poorest households (Mayer &
Jencks, 1989). Poor children are increasingly better
housed over time. The percentage of low-income chil-

dren living in homes without a complete bathroom or
with leaky roofs, holes in the floor, no central heat, no
electric outlets, or no sewer or septic system has
declined substantially.

Poor children today are also more likely to receive
medical attention than in the past. The percentage of
children who had not visited a doctor in the previous
year declined, especially during the 1970s. Poor chil-
dren are more likely to be immunized than in the past.
Children at the bottom of the income distribution
became more likely to live in families that owned an
air conditioner and had telephone service. In sum,
children’s general health has been improving, more
children are receiving the inoculations, and mortality
rates have improved, as have many of the health indi-
cators for poor children. By contrast, obesity and illicit
drug use are on the rise among teenagers. Family
nursing students should be aware of these negative
trends, but more important, they should note that
poor and minority children are likely to fare worse on
nearly all of these measures.
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SELECTED RISKY BEHAVIORS OF ADOLESCENTS

1991 2001
Adolescent Birth Rate (per 1000)
Age 15-17 38.7 24.7
18-19 94.4 76.1
Percent Smoking Daily in Past 30 Days
8th grade 7.2 5.5
10th grade 12.6 12.2
12th grade 18.5 19
Percent Consuming 5+ Drinks in a Row in Past 2 Weeks
8th grade 12.9 13.2
10th grade 229 249
12th grade 29.8 28.6
Percent Using Illicit Drugs in Past 30 Days
8th grade 5.7 11.7
10th grade 11.6 22.7
12th grade 16.4 25.7

Source: Federal Interagency Forum on Child and Family Statistics, 2000 and 2003.

SUMMARY

Families change in response to economic conditions,
cultural change, and shifting demographics such as the
aging of the population and immigration. The United
States has gone through a particularly tumultuous
period in the last few decades, resulting in rapid
change in family behaviors. Families have emerged
more diverse: there are more single-mother and
single-father families and more families with all
parents in the labor force than was true in the past.
This translates into less time for parents to take care
of the health needs of the family. Single mothers may
find it particularly challenging to meet the health care
needs of their families because they tend to have the
least time and money to do so. More fathers are taking
responsibility for caring for their children and will be
increasingly likely to be the parent with whom the
nurse interacts. More grandparents are raising their
grandchildren, and children who are being raised by
grandparents tend to suffer from more health prob-
lems than do other children. Many families main-
tained by grandparents are in poverty, and many of the
grandparents in these families suffer from poor health

themselves. Family nurses may be increasingly likely
to provide care to grandparent families, and they
should be aware of the unique health and financial
challenges these families face.

As mortality rates at the older ages continue to
improve and baby boomers move into their retirment
years, increasing proportions of the population will be
elderly. This demographic shift will increase the need
for nurses who specialize in caring for the elderly.
With the aging of the population, more adults will
have children and parents whom they must care for.
Family nurses should be aware that meeting the needs
of both groups will be challenging for working fami-
lies, in terms of both time and money.

"Today, more Americans come from other countries
than was true in the past. Many of these Americans
speak a language other than English. Because immi-
grants are more evenly spread out across the country
than they used to be, many more family nurses will be
providing care for a more ethnically and culturally
diverse population.

Demographic health data indicate that mortality
rates, disability, and smoking have been declining in
the adult population. However, obesity is on the rise,
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increasing the need for nurses who specialize in diet,
nutrition, and exercise. The general health of children
has improved over the past decade, but racial and
economic disparities still exist, with minority and poor
children faring the worst. Increasing proportions of
teenagers are overweight, and more of them are using
illicit drugs.

Economics and family relationships remain inter-
twined. Issues growing in importance include balanc-
ing paid work with child rearing, gender income
inequality, fathers’ parenting roles, and relationship
changes due to the increase in life expectancy. Families
have been amazingly adaptive and resilient in the past;
one would expect them to be so in the future.

The findings and opinions expressed are attributa-
ble to the authors and do not necessarily reflect those
of the National Institute on Aging or the National
Institute of Child Health and Human Development.

STUDY QUESTIONS

1. List two ways in which single-parent families
are formed.

2. Name a demographic health trend for adults
that has been worsening over the past decade.

3. Name a demographic health trend for teenagers
that has been worsening over the past decade.

4. Discuss additional implications for nurses of the
following demographic trends:
a. Increases in single-mother families
b. Increases in single-father families

. Increases in cohabiting-couple families

. Increases in grandparent-maintained families

. Declines in married-couple families with

children

f. Changes in living arrangements among
young adults and the elderly

g. Increases in the immigrant population

h. The aging of the population

o

o

5. Identify two national statistical agencies and
describe the types of data provided by each and
the major sources of the data.

6. Describe why it is important to standardize
health and family statistics by age.

7. Discuss why it is important to take into account
race/ethnicity and socioeconomic status in
caring for patients.
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CRITICAL CONCEPTS

e Using knowledge of nursing theory, practice, and
research, nurses can consider options and interven-
tions to support families. By understanding theo-
ries and models, the nurse is prepared to think
creatively and critically about how the illness event
is affecting the family client. Theories and models
provide different ways of understanding issues that
may be affecting families. As a result, theories offer
choices for action.

* No single theory or conceptual framework
adequately describes the complex relationships
of family structure, function, and process.

* The major function of theory in family nursing is
to provide knowledge and understanding that
improves nursing care of families.

* The theoretical/conceptual frameworks and

approaches that provide the foundations for
nursing of families have evolved from three major
traditions and disciplines: family social science,
family therapy, and nursing.

Nurses who use one theoretical approach to
working with families limit the possibilities for
families. By integrating several theories, nurses
acquire different ways to conceptualize problems,
thus enhancing thinking about interventions.
Nurses who use an integrated theoretical
approach build on the strengths of families in
creative ways.

69
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INTRODUCTION

Students often struggle to understand how theory
relates to nursing practice. It is not uncommon for
students to negate the importance of theory in prac-
tice. The saying “Theory and research inform family
nursing practice, while this practice informs further
family nursing theory development and research”
appears not to be a concept readily understood by
students. Basically the reciprocal relationship between
theory, practice, and research is that each aspect
informs the other, thereby expanding knowledge and
nursing interventions to support families. By under-
standing theories and models, the nurse is better
prepared to think creatively and critically about how
the illness event is affecting the family client. Theories
and models open doors to different ways of under-
standing issues that may be affecting families, and
thereby offer options for action.

Vaughan-Cole, Johnson, Malone, and Walker (1998)
presented numerous case studies of nurses working
with families across the continuum of health care.
Each family story was viewed from three different theo-
retical approaches: family systems theory, ecological
framework for family nursing, and the resiliency model
of family stress. In each case, the authors describe
excellent family nursing. Significantly the authors
discovered that by using different lenses to view the
family health care problems, different solutions,
options for care, and interventions surfaced. No one
theoretical perspective stood out as yielding the “best”
family nursing care. However, nurses who understand
multiple theories and models are able to offer multiple
solutions for families to consider in their adaptation to
the health issue of the family. Nurses who draw from
multiple theoretical lenses will integrate a variety of
approaches into their care, thereby providing more
holistic, family-centered nursing.

This chapter starts out with a review of components
of a theory and how theories are analyzed and how
they contribute to the nursing of families. Next the
chapter will explore theories that serve as the founda-
tion for the nursing of families: family social science,
family therapy, and nursing. The chapter concludes
with a discussion of integrated models for nursing
care of families that are explained in more detail in
Chapter 8.

WHAT IS THEORY?

Science is fundamentally concerned with ideas, data,
and the relationships between them. Theory exists in

Unit 1 FOUNDATIONS OF FAMILY HEALTH CARE NURSING

the realm of ideas (White and Klein, 2002, p. 3).
Theories are abstract, general ideas that are subject to
rules of organization. All theories are composed of
concepts and the relationships between concepts.
Theories are designed to make sense of the world—to
show how one thing is related to another and how
together they make a pattern that can predict the con-
sequences of certain clusters of characteristics or
events. All theories serve the function of describing,
explaining, or making predictions about phenomena
(LoBiondo-Wood & Haber, 2002). Nursing theories
ideally represent logical and intelligible patterns that
make sense of the observations a nurse makes in prac-
tice and enable the nurse to predict what is likely to
happen to clients (Fawcett, 1999). The major function
of theory in family nursing is to provide knowledge
and understanding that improve nursing services to
families.

The major function of theory in family
nursing is to provide knowledge and under-
standing that improve nursing services to
families.

Concepts, which are the building blocks of theory, are
words that are mental images or abstract representa-
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tions of phenomena. Concepts, or the major ideas
expressed by a theory, may exist on a continuum from
empirical (concrete) to abstract (Powers & Knapp,
1995). For example, family and health are highly
abstract concepts; the routines and rituals of the
family dinner are more concrete. The more abstract
the concept, the greater the range of its definitions.
For example, there are many ways in which to define
and thus measure the concept of family, and there are
even more definitions and ways to assess the concept
of health.

Propositions are statements about the relationship
between two or more concepts (Powers & Knapp,
1995). A proposition might be a statement, such as
“The family as a unit interacts with the health of the
individual members of the family.” The word interact
links the two concepts of family and health. A hyporh-
esis is a way of stating an expected relationship
between concepts. For example, using the concepts of
family and health, one could hypothesize that there is
an interactive relationship between how a family is
coping and the health of family members. In other
words, the family’s ability to cope with stress affects
the health of individual family members, and, in turn,
the health of these individual members has an impact
on the family’s ability to cope. This hypothesis may be
tested by a research study that measures family coping
strategies and family members’ health over time and
uses statistical procedures to look at the relationships
between the two concepts.

A conceptual model is a set of general propositions
that integrates concepts into a meaningful configura-
tion or pattern (Fawcett, 2000). Conceptual models in
nursing are based on the observations, insights, and
deductions that combine ideas from several fields of
inquiry. Conceptual models provide a frame of refer-
ence and a coherent way of thinking about nursing
phenomena. A conceptual model is more abstract and
more comprehensive than a theory. Like a conceptual
model, a conceptual framework is a way of integrating
concepts into a meaningful pattern, but conceptual
frameworks are often less definitive than models.
They provide useful conceptual approaches or ways in
which to look at a problem or situation rather than a
definite set of propositions.

In this chapter, the terms conceptual model and frame-
work are often used interchangeably, as are the terms
theory and theoretical framework. In part, this is because
there is no single, firm theoretical basis for the
nursing of families. Rather, nurses draw from many
theoretical conceptual foundations using a more

pluralistic and eclectic approach. The interchangeable
use of these various terms reflects the fact that there
is considerable overlap between ideas in the various
theoretical perspectives and conceptual models/
frameworks and that there are many “streams of influ-
ence” that are important for family nurses to incorpo-
rate into practice.

As might be expected, there has been a substantial
amount of cross-fertilization between disciplines, such
as social science and nursing, and concepts originating
in one theory or discipline have been translated into
similar concepts for use in another discipline. At pres-
ent, no single theory or conceptual framework
adequately describes the complex relationships
between family structure, function, and process, nor
does one theoretical perspective give nurses a suffi-
ciently broad base of knowledge and understanding to
guide assessment and interventions with families. Box
3-1 lists the criteria for evaluating family theories that
are useful for nursing of families.

In sum, theories help nurses accumulate and organ-
ize research findings into coherent patterns and to
develop and test hypotheses or predictions of what the
world will look like. Theories are systematic sets of
ideas that make it possible to articulate ideas more
clearly and specifically than in everyday language.
Theories demonstrate how ideas are connected to
each other. Most importantly theories explain what is
happening; they provide answers to how and why ques-
tions, help to interpret and make sense of phenomena,
and predict or point to what could happen in the
future.

In nursing, the relationship of theory to practice
constitutes a dynamic feedback loop rather than a
static linear progression. That is, theory grows out of
observations made in practice and is tested by
research. Tested theory informs practice, and practice,
in turn, facilitates the further refinement and develop-
ment of theory. Figure 3-1 depicts the dynamic rela-
tionship between theory, practice, and research. Thus,
theory, practice, and research related to the nursing of
families are mutually dependent on each other.

THEORETICAL AND CONCEPTUAL
FOUNDATIONS FOR THE NURSING
OF FAMILIES

The theoretical/conceptual frameworks and ap-
proaches that provide the foundation for the nursing
of families evolved from three major traditions and
disciplines: family social science, family therapy,
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Internal consistency: A theory that does not contain logically contradictory assertions.

Clarity or explicitness: The ideas in a theory are expressed in such a way that they are unambiguous. They
are defined and explicated where necessary.

Explanatory power: A theory explains well what it is intended to explain.

Coherence: They key ideas are integrated or interconnected and loose ends are avoided.

Understanding: A theory provides a comprehensible sense of the whole phenomenon being examined.

Empirical fit: A large portion of the tests of a theory have been confirmatory or, at least, have not been
interpreted as not disconfirming.

Testability: The theory can be empirically supported or refuted.

Heuristic value: A theory has generated or can generate considerable research and intellectual curiosity
(including a large number of empirical studies, as well as much debate or controversy).

Groundedness: A theory has been built from detailed information about events and processes observable in

the world.

Contextualization: A theory gives serious consideration to the social and historical contexts affecting or
affected by its key ideas.

Interpretive sensitivity: A theory reflects the experiences practiced and felt by the social units to which it is
applied.

Predictive power: A theory can successfully predict phenomena that have occurred since the theory was
formulated.

Practical utility: A theory can be readily applied to social problems, policies, and programs of action (i.e., it
is useful for teaching, clinical work, political action, or some combination of these).

Source: Adapted from White, J. M., & Klein, D. M. (2002). Family theories 2nd ed.). Thousand Oaks,
CA: Sage Publications.

and nursing. Figure 3-2 shows the theoretical frame-
works that influence the nursing of families. Box 3-2
lists theoretical foundations used in family nursing
practice. Of these sources of theory, family social
science theories are best developed and informative

THEORY
(Generalities)

Inductive PRACTICE Deductive
Reasoning Reasoning
RESEARCH
(Specifics)

Figure 3-1 Relation among theory, practice, and research.

Adapted from Ingoldsby, B., Smith, S., & Miller, J. (2004).
Exploring family theories. Los Angeles: Roxbury.

about family phenomena, such as family function, the
environment-family interchange, interactions and
dynamics within the family, changes in the family over
time, and the family’s reaction to health and illness.
However, it is somewhat difficult to use family social

NURSING
MODELS/THEORIES

FAMILY SOCIAL
SCIENCE THEORIES

EMERGING
FAMILY NURSING
THEORIES

FAMILY THERAPY THEORIES

Figure 3-2 Theoretical frameworks that influence the
nursing of families.
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Table 3-1 DIFFERENCES AMONG FAMILY SOCIAL THEORIES, FAMILY
THERAPY THEORIES, AND NURSING MODELS AND THEORIES
FamiLy SocIAL Famiry THERAPY
CRITERIA SCIENCE THEORIES THEORIES NURSING THEORIES
Purpose of Descriptive and explanatory Descriptive and prescriptive Descriptive and
theory (academic models); to explain (practice models); to explain prescriptive (practice
family functioning and family dysfunction and guide models); to guide
dynamics therapeutic actions nursing assessment
and intervention
efforts
Discipline Interdisciplinary (although Marriage and family therapy; ~ Nursing focus
focus primarily sociological) family mental health; new
approaches focus on family
strengths
Target Primarily “normal” families Primarily “troubled” families Primarily families with
population (normality-oriented) (pathology-oriented) health and illness

problems

Adapted from Jones, S.L., & Dimond, S.L. (1982). Family theory and family therapy models:
Comparative review with implications for nursing practice. Journal of Psychiatric Nursing

and Mental Health Services, 20(10), 12-19.

science theories as a basis for nursing assessment and
intervention because of the abstract nature of these
theories. In recent years, nursing scholars have made
strides in extrapolating and developing these theories
for application in nursing practice (Berkey & Hanson,
1991; Bomar, 2004; Danielson, Hamel-Bissell, &
Winstead-Fry, 1993; Friedemann, 1995; Friedman,
Bowden, & Jones, 2003; Hanson, 2001; Kaakinen &
Hanson, 2004; Vaughn-Cole, Johnson, Malone, &
Walker, 1998; Wright & Leahey, 2000). Table 3-1
shows the differences between family social science
theories, family therapy theories, and nursing models.

Family therapy theories are newer and less well-
developed than family social science theories, but they
are more relevant to the nursing of families because
they emanate from a practice discipline rather than an
academic discipline. Thus, today family nursing
theory, practice, research, and education draw heavily
from family therapy theories. Family nurses are urged
to reformulate existing family therapy theories to fit
the nursing paradigm.

Finally, of the three types of theories, nursing
conceptual frameworks are the least developed.
During the 1960s and 1970s, nurses placed great
emphasis on the development of nursing models.
However, many of these models originated from an

individualized medical paradigm and few have evolved
to be useful for the nursing practice or interventions
with families.

Family Social Science Theories

Family social science theories were developed from vari-
ous social science disciplines, primarily sociology.
These ideas emerged during the first half of the 20th
century, and by the early 1950s, scholars were begin-
ning to organize the accumulated conceptual knowl-
edge on the family. Historically, structural-functional
theory, symbolic interaction theory, and developmen-
tal theory have been described as family social science
theory. However, much can be learned about working
with families from other theories, such as systems
theory, stress theory, and change theory. All of these
theories are reviewed in the next sections. Table 3-2 is
a summary of the key social science theories addressed
in this chapter.

Family social science theories were originally devel-
oped with little thought for practical use by clinicians.
Over the last several decades, however, three major
works explored the development of family social
science with emphasis on its usefulness for practice.
Boss, Doherty, Schumm, and Steinmetz (1993) traced
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Family Social Science Theories

Structural-functional theory
Systems theory

Family developmental theory
Family interactional theory
Family stress theory

Change theory

Others

Chaos theory

Social exchange theory
Conflict theory

Ecological theory
Anthropological/multicultural theory
Phenomenological theory

Family Therapy Theories

e Structural family therapy theory
* Family systems therapy theory
* Interactional family therapy theory
* Others
* Psychodynamic therapy theory
¢ Experiential therapy theory
* Humanistic therapy theory
* Strategic therapy theory
* Behavioral/cognitive therapy theory

* Narrative therapy theory
* Solution-oriented therapy theory

Nursing Models and Theories

* Systems theory

¢ King
Roy
Neuman
Orem
Rogers
Friedemann
Parse
Denham
e QOthers

¢ Leininger

e Watson

* Peplau

e Barnard

e Newman

Integrated

¢ Hanson & Mischke

¢ Friedman

* Wright & Leahey

¢ McCubbin & McCubbin

the development of family theory from its origins in
religion and philosophy through the construction of
theory and methodology in the mid-20th century
to the latest emerging models. Their book emphasizes
the interaction between theories and methods. White
and Klein (2002) reviewed the major theoretical
frameworks from the social sciences perspective that
are used to understand families further. In addition to
symbolic interaction framework, family life course
development framework, and the systems framework,
they discuss social exchange and choice frameworks,
conflict frameworks, feminist frameworks, and ecolog-
ical frameworks. Winton (1995) summarized frame-
works used by scholars and researchers in analyzing
families. Sources such as these that synthesize the
literature serve to make the knowledge base of the
family social sciences more accessible for practice
disciplines. The next section summarizes the major
theories from the family social sciences that have been

useful to the understanding of families and the prac-
tice of family nursing. (See Table 3-2.)

Structural-Functional Theory

In structural-functional theory, the family is considered
a small group that has features common to all small
groups. The family is viewed as a social system. This
theory assumes that social systems carry out functions
that serve individuals and society. The individuals in
the family act in accordance with a set of internalized
norms and values, which are learned primarily
through socialization.

Family analysis involves examining the arrangement
of members within the family, relationships between
the members, and relationships of the members to the
whole (Artinian, 1994; Hanson & Kaakinen, 2001;
Friedman, Bowden, Jones, 2003). The family is viewed
in terms of its relationships with other major social
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Table 3-2

SUMMARY OF SOCIAL SCIENCE THEORIES

Structural
Interactional
Theory

MACRO

Family
Interactional

Theory

Developmental

Theory

Family
Systems
Theory

LEVEL OF ANALYSIS

Family
Stress

Theory

Change
Theory

MICRO

The focus is on families as an insti-

<——> tution and how they function to

maintain family and social needs.

The focus is on the interactions
within families and the symbolic
communication.

The focus is on the life cycle of
families and representing norma-
tive stages of family development.

The focus is on the circular inter-
actions among members of family
systems, which result in functional
or dysfunctional outcomes.

The focus is on the analysis of how
families experience and cope with
stressful life events.

The focus is on how families remain
stable or change when there is
change within the family structure
or from outside influences.

Adapted from Ingoldsby, G., Smith, S., & Miller, J. (2004). Exploring family theories.

Los Angeles: Roxbury.

institutions, such as health care, religion, education,
government, and the economy. The primary aim of
this theoretical perspective is to consider the family in
the overall structure of society and see how family
patterns interact with other institutions. From this
perspective, the basic functions of families are consid-
ered to be economic, reproductive, protective, cultu-
ral, social, status conferring, relationship developing,
and health maintaining (Hanson, 2001; Kaakinen,
Hanson, & Birenbaum, 2004). A central issue is how
well the family structure allows the family to perform
its functions. Family theorists who use this approach
want to understand the social or family system and its
relationship to the overall social system (Nye &
Berardo, 1981).

Family is characterized as open to outside influ-
ences while maintaining its boundaries. The family,
however, is seen as a passive adapting institution
rather than an agent of change. This approach tends
to take a static view of the societal structure and to
neglect change as a structural dynamic. The illness of
a family member inevitably brings alterations in the
family structure and function. For example, if a single
mother is ill, she cannot carry out her usual and vari-
ous roles, so grandparents or siblings may have to
assume child care responsibilities. Clearly the illness
of the single mother changes the power structure and
communication patterns of the family. Assessment
includes determining whether the changes caused by
the mother’ illness will affect the family’s ability to
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carry out its functions. The terminal or chronic illness
of a family member also affects family structure and
functioning. Using the structural-functional perspec-
tive, assessment questions during the chronic illness of
a family member might include these: What family
roles were altered by the onset of the chronic illness?
How did the illness alter the family structure?
Intervention becomes necessary when changes in
family structure alter the family’s ability to function.
Interventions might include assisting families to use
existing support structures and community resources
and assisting families to modify their organization so
that role responsibilities can be redistributed.

The major strength of the structural-functional
approach to family nursing practice is that it is
comprehensive and views families within the context
of the broader community. The major weakness of this
approach is that it is static and tends to view families
at one moment in time rather than as a social system
that changes over time.

Interactional Theory

The family interactional theory is derived from a major
theory in social psychology and sociology called
symbolic interaction theory (Hill & Hansen, 1960;
Rose, 1962; Turner, 1970). In the interactional ap-
proach, the family is viewed as a unit made up of inter-
acting personalities. It examines internal family
dynamics, including communication processes, roles,
decision making and problem solving, and socializa-
tion patterns (Rose, 1962).

The interactional approach places major emphasis
on family roles. That is, each member of the family is
considered to occupy formal and informal positions.
Family members expect to perform their roles in
certain ways, depending on their perceptions of role
demands by the family as a whole and by other indi-
viduals in the family. Family members judge their own
behavior by obtaining feedback from others in the
family. The responses of these other family members
serve to challenge or reinforce the way that an indi-
vidual family member carries out its roles (Nye, 1976).
That is why the theory is called interactional.

Understanding families via the interactional
approach is particularly useful in family nursing
because its focus is on internal processes of social
interaction within families rather than on the
outcomes of these interactions. The major problem
with this interaction focus is that the family is seen as
existing in a vacuum, with no consideration of the

Unit 1 FOUNDATIONS OF FAMILY HEALTH CARE NURSING

environment or the family’s history, culture, or socio-
economic status. In the interactional approach, fami-
lies are considered to be comparatively closed units,
and the external world is thought to have little effect
on what occurs within the family. This view ignores
the influence of the external world on the family and
interactions within the family.

Working from an interactional perspective, the
family health care nurse assesses interaction and com-
munication between family members, family roles and
power distribution, family coping, and family social-
ization patterns, as well as relationships between mari-
tal partners, siblings, and parent/children. The nurse
intervenes on the basis of the family’s needs for health
promotion, health maintenance, or health restoration
in these areas.

Developmental Theory

Developmental theory lies at the core of nursing. Devel-
opmental stages have been elaborated by Erikson,
Piaget, and others, and every nursing student learns
these stages for individuals. According to develop-
mental theory, human beings have specific tasks at
specific periods in their life span, and successful
achievement of the tasks at one stage of life leads
to happiness and success with later tasks. Failure to
achieve tasks leads to unhappiness, disapproval, and
difficulty in achieving later tasks. Table 3-3 outlines
the traditional family life-cycle stages and tasks.

Duvall (1977) and Duvall & Miller (1985) applied
the principles of individual development to the family
as a unit. Duvall identified overall family tasks that
need to be accomplished for each stage of family
development, beginning with a couple’s marriage and
ending with death. Development implies movement
to a higher level of functioning or unidirectional
progression. Disequilibrium occurs during the transi-
tional periods from one stage to the other. The family
has a predictable natural history; the first stage
involves the simple husband-wife pair and the group
becomes more complex over time with the addition of
new positions or members. When the younger gener-
ation leaves home to take jobs or marry, the family
group becomes less complex again.

Even though there are family developmental needs
and tasks that must be performed at each family life-
cycle stage, developmental tasks are general goals rather
than specific jobs that are completed at once. Achieve-
ment of family developmental tasks enables individu-
als in the family to achieve their own individual tasks.
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TRADITIONAL FAMILY LIFE-CYCLE STAGES

AND DEVELOPMENTAL TASKS

STAGES OF Famiry LIre CYCLE

Married couple

FAaMILyY DEVELOPMENTAL TASKS

Establishing relationship as a married couple
Blending of individual needs, developing conflict and
resolution approaches and communication and inti-
macy patterns

Childbearing families with infants

Adjusting to pregnancy and then infant
Adjusting to new roles: mother and father.
Maintaining couple bond and intimacy

Families with preschool children

Understanding normal growth and development

If more than one child in family, adjusting to different
temperaments and styles of children

Coping with energy depletion

Maintaining couple bond and intimacy

Families with school-age children

Working out authority and socialization roles with
school

Supporting child in outside interests and needs
Determining disciplinary actions and family rules and
roles

Families with adolescents

Allowing adolescent to establish own identity but still
be part of family

Thinking about the future, education, jobs, working
Increasing role of adolescent in family, cooking,
repairs, and power base

Families with young adults—launching

After member moves out, reallocating roles, space,
power, and communication

Maintaining supportive home base

Maintaining parental couple intimacy and relationship

Middle-aged parents

Refocusing on marriage relationship
Ensuring security after retirement
Maintaining kinship ties

Aging families

Adjusting to retirement, grandparent roles, death of
spouse, and living alone

Source: Adapted from Duvall, E. M., & Miller, B. (1985). Marriage and family development

(6th ed.). New York: Harper & Row.

According to this developmental theory, every
family is unique in its composition and in the
complexity of its expectations of members at different
ages and in different roles. Families, like individuals,

are influenced by their history and traditions and by
the social context in which they live. Furthermore,
families change and develop in different ways because
their internal and external demands and stimulations
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differ. Families may also arrive at similar developmen-
tal levels through different processes. However,
despite their differences, families have enough in
common to make it possible to chart family develop-
ment over the life span in a way that applies to most,
if not all, families.

By looking at the movement of families over time,
developmental theory goes beyond the large-scale
view of the family in the structural-functional frame-
work and the small-scale analysis used in the interac-
tional framework discussed previously. It attempts to
integrate small- and large-scale analyses while viewing
the family as an open system in relation to other

Unit 1 FOUNDATIONS OF FAMILY HEALTH CARE NURSING

configurations and systems in society (Hanson &
Kaakinen, 2001). Developmental theory explains what
changes occur (and how they occur), more or less
uniformly, to all human organisms or family groups
over time.

A major strength of the developmental approach is
that it provides a framework for predicting what a
family will experience at any period in the family life
cycle. Family nurses can assess a family’s stage of
development, the extent to which the family has
achieved the tasks associated with that stage of family
development, and problems that exist. Clinical prob-
lems can be more easily anticipated. Family strengths

The purpose of this study was to understand coping in dual-career families. Do coping
strategies differ by stage in the family life cycle? Are there differences in how dual-career
women and men cope with stressful life circumstances?

| Methodology

Data were collected from a purposive sample of dual-career couples. Subjects (329 couples)
were recruited through professional organizations and word of mouth. The Dual-
Employed Coping Scales (DECS) and an investigator-constructed questionnaire were
completed by subjects. MANOVA and factor analysis with varimax rotation were used for
statistical analysis.

| Results

Coping strategy use differs significantly by gender and life-cycle stage. Women utilize the
coping strategies of cognitive restructuring, delegating, limiting avocational activities, and
using social support significantly more often than do men. Coping strategy use differ by
' life-cycle stage as well as by gender. Dual-career men and women without children at home
use compartmentalizing significantly less frequently than those with children. When chil-
dren are not a factor at home, both genders are more involved in their careers and experi-
ence less pressure.

Implications

Findings have potential implications for both male and female nurses. A number of differ-
ent coping strategies are used according to gender and stage in the family life cycle. This
information can be made available to nurses and their employers. Couples can be made
aware of cognitive restructuring whereby focusing on the positive aspects of dual-career
lifestyle can help reduce emotional responses such as guilt, anxiety, and frustration.
Employers can implement career track models that offer greater flexibility in professional
advancement for men and women wherever they are in the family life cycle. Further
research needs to be done on the linkages between work and family in order to best opti-
mize nursing resources and prevent burnout.

Source: Schnittger, M. H., & Bird, G. W. (1990). Coping among dual-career men and women across the family
life cycle. Family Relations, 31, 199-205.
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and available resources are easier to identify as they
are based on assisting families to achieve developmen-
tal milestones and handling problems. Thus, this con-
ceptualization provides a neat framework, both for
assessing families and for intervening when necessary.
A major weakness of the developmental framework is
that it originated when the “traditional nuclear
family” was considered the norm. Today, families vary
widely in their makeup and in their roles. The tradi-
tional view that a family moves in a linear fashion from
getting married, raising children, and then tracking
these children through the children’s adulthood to old
age and death is no longer applicable. Families may
not involve a marriage, a couple may go through
divorce or adopt children, or they may become fami-
lies with two sets of stepchildren through multiple
divorces. Also, families may be made up of single
parents and their children or same-sex parents. There
are many types of families and many trajectories of
families that do not fit within the traditional develop-
mental framework.

Today the developmental framework remains useful
as long as it is viewed as a general model for fami-
lies, despite all the variations of families. In using the
developmental model to conduct an assessment of
families, there are several questions that can be asked:
Where does this family lie on the continuum of
family life-cycle stages? What are the developmental
tasks that are and are not being accomplished?
Depending on the assessment, nursing intervention
strategies using this perspective might include helping
families to understand individual and family growth
and developmental stages and helping families recog-
nize the transitions that must occur in moving from
one developmental stage to the next (e.g., in moving
from the tasks of the school-aged family to the tasks of
an adolescent family). Interventions might also
include helping the family understand the normalcy
of disequilibrium in these transitional periods. Family
nurses must recognize that in every family, both
individual and family developmental tasks must be
accomplished for every stage of the individual and
family life cycle. Therefore, it is important for the
nurse to keep in mind the needs and requirements of
both the family as a whole and the individuals making
up the family.

Systems Theory

Systems theory has been the most influential of all the
family social science frameworks. This approach to

understanding families was derived from physics and
biology (von Bertalanffy, 1950, 1968). A system is
composed of a set of interacting elements; each system
is identifiable as distinct from the environment in
which it exists. An open system exchanges energy and
matter with the environment, while a closed system is
isolated from its environment. Systems depend on
both positive and negative feedback to maintain a
steady state (homeostasis). Figure 3-3 shows how
families maintain homeostasis from positive and nega-
tive feedback. The systems perspective assumes that
family systems are greater than and different from the
sum of their parts. The family system is an organized
whole, and individuals in the family are interdepen-
dent and interactive. There are boundaries, however,
in the system, which can be open, closed, or random.
Further, there are hierarchies within the family system
(mother-child) and logical relationships between
subsystems (family-community). Every family system
has features designed to maintain stability or homeo-
stasis, although these features may be adaptive or
maladaptive. At the same time, the family changes
constantly in response to stresses and strains from the
external environment, as well as from the internal
family environment. Cause and effect are modified
by feedback loops. Figure 3-4 depicts the feedback
loop in systems theory. The patterns of family systems
are circular rather than linear. The family system
increases in complexity over time, and as a system the
family increases its ability to adapt and to change.
The family system perspective encourages nurses
to see individual clients as participating members of
a family system. Figure 3-5 is a mobile that shows a
family system in balance. For example, nurses who are
using this perspective assess the effects of illness or
injury on the entire family and the effects of family
functioning on the individual with the illness or injury.
Emphasis is on the whole rather than on individuals.
Assessment questions that might be asked from this

Range of
Behavior

N norm

Time
Figure 3-3 Family homeostatic response to positive and
negative feedback from the environment. Adapted from
Goldberg, I., & Goldberg, H. (2004). Family therapy: An
overview (3rd ed.). Upper Saddle River, NJ: Merrill/
Prentice Hall.
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Figure 3-4 Family systems feedback loop. Adapted from Goldberg, 1., & Goldberg, H. (2004). Family therapy: An overview

(3rd ed.). Upper Saddle River, NJ: Merrill/ Prentice Hall.

perspective include the following: Who is in the family
system? How has a family member’s critical illness
affected the family and its members? Interventions by
family nurses must address individuals, subsystems
within the family, and the whole family relative to pro-
cess and function.

The strengths of the general systems framework is
that this theory covers a large array of phenomena and
views the family and its subsystems within the context
of its suprasystems (the larger community in which it
is embedded). Moreover, this is an interactional and
holistic theory that looks at processes within the
family rather than at the content and relationships
between the members. The family is viewed as a
whole, not as merely a sum of its parts. Unfortunately
the strengths of the theory are also its limitations.
Because this theoretical orientation is broad and
general, it is difficult to apply to nursing practice.

N
N
)

Figure 3-5 Mobile depicting family system.

Specific concepts and practice guidelines have to be
developed outside the theory.

Family Stress Theory

The foundation for family stress theory comes from
Hill’s (1949) classic research on war-induced separa-
tions and reunions in families during World War 11
(McKenry & Price, 2000). Hill found that the experi-
ences of families facing separations and reunions
sometimes resembled a roller coaster. The stress of
separation often led to crisis, and crisis led to a decline
in family functioning or even disorganization in the
family. The downward spiral, however, would be
followed by an upward recovery curve resulting in a
new higher level of family organization and function-
ing. Hill (1965) formulated his ABC-X theory of
family crisis, which may be stated as follows:

A (the provoking or stressor event) is influenced by
B (the family’s resources or strengths), which is influ-
enced by C (the definition or meaning attached to the
event by the family), which results in X (stress or
crisis). Furthermore, A is the event or stressor that,
with its associated hardships, leads to changes in the
family system. B refers to the strengths or resources of
the family that enable it to deal with stressors. These
resources include religious faith, financial resources,
social support, physical health, family flexibility, and
family coping mechanisms. C refers to the family’s
appraisal of the seriousness of stressor events or the
subjective meaning that the family attaches to that
event.

It is essential for the family nurse to understand that
the family’s definition of an event determines how
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they will deal with it and how stressful it will be for
them. Nurses who view the family problem from the
nurse’s own perspective are at risk for not accurately
understanding the way a family reacts to a specific
event. A family will react to its own appraisal or defi-
nition rather than to the reality of the event. A, B, and
C all influence the family’s ability to prevent crisis as a
result of stressor events. Changes created by stressors
may lead to a crisis, which is X, or the amount of
disruption of the family system caused by the stressful
event. Families are more susceptible to crisis if they
lack family resources and if they tend to appraise or
define stressors or hardships as crisis-producing. See
Figure 3-6, which shows the ABC-X model of family
stress/crisis.

According to the family stress model, unexpected or
unplanned events are usually perceived as stressful and
have the potential to be disruptive to families.
However, stressful events within families, such as seri-
ous illness, can be more disruptive than stressors that
occur outside the family, such as floods, economic
depression, or war. Ambiguous events, which the
family has difficulty deciphering, are even more stress-
ful than events that can be easily interpreted. If a family
has not had previous experience with stressor events,
the family is more likely to see events as stressful.

A dichotomous classification often used by family
stress scholars is normal or predictable events versus

Perception
C
X

Event
or A

Situation
B
Resources

Figure 3-6 ABC-X model of family stress/crisis. Adapted
from Hill, R. (1958), Social Stresses on the family: General
features of families under stress. Social Casework, February,
139-150.

Stress

Low

nonnormative, unpredictable or situational events.
Normal events are part of everyday life representing
transitions inherent in the family life cycle such as
birth, death, and retirement. Normative stressors are
of short duration although they disturb system equi-
librium. These events can lead to crisis if the family
does not cope with the changes brought about by
these events. Nonnormative events occur in a unique
situation that was not predicted and is not likely to be
repeated. Examples include natural disasters, loss of a
job, or an automobile accident. Unexpected events
that are not disastrous, such as winning the lottery,
may also be stressful for families. The clustering of
normative and/or nonnormative causes a “stress
pileup,” which could result in a major crisis.

McCubbin and Patterson (1983) expanded on Hill’s
ABC-X model by adding postcrisis/poststress factors
to explain how families achieve a satisfactory adapta-
tion to stress or crisis. Their model consisted of an
ABC-X model followed by their “Double ABC-X”
configuration. The Double A factor refers to the stres-
sor pileup in the family system coming from unre-
solved aspects of the initial stressor, the changes and
events that occur regardless of the initial stressor,
and the consequences of the family’s effort to cope
with the hardships of the situation. The family’s
resources, the Double B factor, come from two courses:
resources that are already available to the family that
minimize the impact of the initial stressor, and
personal, family, and social coping resources that are
strengthened or developed in response to the stress.
Double C refers to the perception of the initial stressor
event, and the perception of the stress or crisis. Double
X includes the original family crisis/stress response
and subsequent adaptation. Figure 3-7 depicts the
Double ABC-X Model of Family Stress/Crisis.

More recently, family scholars assessed family
stress outcomes from a family strengths perspective
(McCubbin & McCubbin, 1993; McKenry & Price,
2000). McCubbin and McCubbin (1993) developed
the Resiliency Model of Family Stress, Adjustment, and
Adaptation. See Figure 3-8, which shows the resiliency
Model. According to the resiliency model, families are
more likely to adapt successfully to an illness if

* They have fewer other family stressors or
demands occurring at the same time.

* They have family types or patterns of function-
ing that are more adaptive (e.g., there is more
emotional closeness between family members
and they are more flexible and able to change
roles, boundaries, and rules when necessary).
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Figure 3-8 Resiliency Model of Family Stress, Adjustment, and Adaptation
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FAMILY STRESSORS

“A stressor is a demand placed on the family that
produces, or has the potential of producing, changes
in the family system” (McCubbin & McCubbin, 1993,
p- 28). Families are more vulnerable if they experience
an accumulation or pileup of demands at the time that
a member becomes ill. Demands on the family unit
may include financial problems; work stresses; con-
flicts among family members, with the extended
family or with former spouses; childbearing or child
care strains; transitions of members in and out of the
family; other illness or family care strains, such as care
of an aging parent; recent losses of close relatives or
friends; or legal violations (e.g., family member being
arrested, sent to jail, or running away from home).
Families rarely have to deal only with one member’s
illness. They also need to manage other normal
expected transitions, as well as work and family
demands. Existing strains in the family, such as spousal
conflicts or parent-child tensions, may be exacerbated
by illness. In addition, the illness itself brings new
demands and changes. Negotiation with the health
care system and decisions about treatment can go
smoothly or become agonizingly difficult. There may
be uncertainty about the diagnosis, the treatment
options, and the prognosis. Complex conditions may
require many types of providers, who may offer
conflicting opinions about what the patient and family

should do.

FAMILY RESOURCES

Family resources are those attributes and supports
that are available for use by the family. McCubbin and
McCubbin (1993) identified three different sources
and levels of resources: the individual, the family unit,
and the community. Resources from individual family
members may include intelligence, personality traits,
knowledge, skills, physical health, and psychological
health. Family resources may include cohesion, adapt-
ability, decision-making skills, organization, and
conflict-resolution abilities. Resources from the com-
munity include personal support and institutional
support (e.g., support from health care providers and
other professionals). To date, social support is the
community resource that has received the most atten-
tion in the study of family adaptation to illness.

FAMILY APPRAISAL

The family appraisal of the illness, or the way the
family sees the illness, is a critical factor in family

adaptation. How do family members define the illness,
and what does the illness mean to them? Do they see
the illness as having an impact on them? Do they
believe they have the resources and capabilities to
handle what is happening? Are the family’s goals,
priorities, and expectations changed by the illness?
Are these changes viewed as temporary or more
permanent?

Family members will appraise the situation differ-
ently depending on their age, gender, role in the
family, and experience. Coming to a shared under-
standing of the situation is difficult and demanding,
and it is achieved only through perseverance, patience,
negotiation, understanding, and shared commitment

(McCubbin & McCubbin, 1993).

FAMILY PROBLEM SOLVING,
COMMUNICATION, AND COPING

Family problem-solving communication influences
family adaptation to illness. Two types of family com-
munication have been found to predict family adapta-
tion after the diagnosis of a child’s congenital heart
condition (McCubbin & McCubbin, 1993). Incen-
diary communication is characterized by bringing up
old unresolved issues, failing to calmly talk things
through to reach a solution, yelling and screaming at
other family members, and walking away from
conflicts without much resolution. This type of com-
munication increases the stress. Affirming communi-
cation, as the name implies, is more supportive. It is
characterized by being careful not to hurt other
members emotionally or physically, taking time to
hear what others have to say, conveying respect for
others’ feelings, and ending conflicts on a positive
note. Families with more affirming communication
and less incendiary communication are better able to
adapt to the demands created by a member’s illness.

PROCESS OF FAMILY ADAPTATION TO ILLNESS

Families make trial-and-error efforts to sort out all the
information they receive and decide on strategies to
manage the illness situation. All families rely on previ-
ously established ways of functioning and coping to
manage the initial crisis of a family member’s illness.
This period is the family adjustment phase in the
resiliency model. Initially the family may totally reor-
ganize around the member’s illness, focusing only on
the illness and neglecting other family needs. For
short-term acute conditions, where recovery is
predictable and complete, this adjustment on the part
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of the family system can work. In chronic illnesses and
acute illnesses with prolonged recovery times, what
seems to work at first may be detrimental to meeting
the needs of family members and the family unit as a
whole over the long haul. This is called the family
adaptation phase in the model (Figure 3-8). For exam-
ple, a mother may take time off from work to spend
most of her time at the hospital bedside with an ill
child, while the father tries to manage his work and
the other children at home. This approach may work
at first, but if the child’ illness is prolonged, the work-
place may not continue to tolerate the mother’s
absence, problems of reduced income and potential
job loss may surface, and the other children may begin
to feel neglected. Further, both parents can become
exhausted with this arrangement. The family system is
then in a state of crisis.

This does not mean the family is sick and needs
fixing. It indicates that change is needed and new
patterns of functioning should be tried. For instance,
the mother may return to work part-time; the father
may spend more time at the hospital; both parents
may try to spend time with the siblings left at home;
additional help from relatives may be sought to ease
the burden on the parents; and if financial resources
permit, outside help with household tasks and chores
may be obtained. The family thus tries to achieve
adaptation. In the resiliency model, this adaptation
represents a fit at two levels of functioning: a fit of the
individual and the family system (ensuring the care
and well-being of family members and the family
unit) and the fit of the family system with the commu-
nity (including satisfactory relationships in the work-
place and hospital).

Change Theory

Change theory is also relevant for family nurses.
According to Bateson (1979), systems of relationships
have a tendency toward progressive change. The
proverb “the more something changes, the more it
remains the same” (Wright & Leahey, 2000) under-
scores the paradoxical relationship between persist-
ence (stability) and change. According to Maturana
(1978; Maturana & Varela, 1992), changes in the
family’s structure occur as compensation for outside
influences (perturbations) on the family system and
paradoxically have the purpose of maintaining stability
within the family. Watzlawick, Weakland, and Fisch
(1974) considered that family changes are either first-
or second-order changes. In first-order change, the
system itself remains unchanged, although one or
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several of its parts undergo some type of change. For
example, when parents learn a new behavioral strategy
to discipline a child, the family remains the same, but
with the new approach, the child, a part of the family,
changes. Second-order change occurs, for instance, in
the system itself. In second-order change, there are
actual changes in the rules governing the system, and,
therefore, the system is transformed structurally or
in its communications. Second-order change occurs
when parents begin to treat their teenager as a grow-
ing adult instead of as a young child. Because the
teenager is no longer viewed as a child, the whole
family system is now different.

Families do not change smoothly or in a linear fash-
ion; rather, changes occur in leaps, creating patterns
that did not exist before. Bateson (1979) stated that we
are unaware of most changes and that we become
accustomed to a new way of being before our senses
advise us. Wright and Watson (1988) noted that “the
most profound and sustaining changes [within a
family] will be those that occur within the family’s
belief system (cognition)” (p. 425).

Wright and Leahey (2000) pointed out that change
is dependent on the perception of the problem.
Therefore, family nurses must recognize that there are
as many truths or realities as there are members of a
given family. The nurse must accept all these percep-
tions and offer the family another, more comprehen-
sive view of their problem(s). Change is dependent on
context so that efforts to promote change in the family
system must take into account the family’s larger
context and the connections between the family and
the larger community.

A family nurse working from the perspective of
change theory must realize that helping families change
depends on the family goals. These goals must be
mutually developed between nurses and families with
a realistic time frame for accomplishing them. Without
family input, nurses are likely to set unrealistic or the
wrong goals for families. One of the primary goals in
family nursing is to assist families to see a problem
differently so that it can develop new behavioral,
cognitive, and affective responses to the problem.

Understanding that a problem exists is not enough
to bring about change in a family: Change occurs
when the family believes or sees that there are alterna-
tives to a current state. Change does not occur equally
in all family members. Some family members change
more dramatically and quickly than others, in part
because change is the result of many different factors
and because it is often difficult to tell what exactly
leads to change in one person or in a whole family.
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Families who get stuck in the search for why will not
move or change, but spiral in a circular fashion around
the same problem. It is more productive to assist the
family to focus on whar can be done to solve the prob-
lem. Nurses cannot make families change: Nurses
create the context that makes change more possible.
The disadvantage to this model is that it takes consid-
erable time to work with families to bring about
change.

Family Therapy Theories

Although family therapy is a relatively new field,
developed over the past 40 years, it has made great
strides. Unlike family social science theories, family
therapy models are all influenced by general system
theory and are practice oriented. They have been
developed to work with troubled families, and, there-
fore, most focus primarily on family pathology (Box
3-2; Table 3-1). Nevertheless, these conceptual
models describe family dynamics and patterns that are
found, to some extent, in all families. Because these
models are concerned with what can be done to facil-
itate change in “dysfunctional” families, they are both
descriptive and prescriptive. That is, they not only
describe and explain observations made in practice;
they also suggest treatment or intervention strategies.

Family therapy models have been influenced by
theories in psychology and sociology. Just as there is
no single approach to family nursing, there is no single
approach to family therapy that can be put forth as the
“right” or “wrong” approach. Different models offer
alternative explanations of family phenomena and
suggest alternative approaches to family assessment,
diagnosis, and treatment.

Three prominent family therapy models are
summarized in the following sections: (1) structural
family therapy, (2) family systems therapy, and (3)
family interactional and communications therapy

(Goldenberg & Goldenberg, 2004).

Structural Family Therapy Theory

Structural family therapy was developed by Minuchin
and his associates (Minuchin, 1974; Minuchin &
Fishman, 1981; Minuchin, Rosman, & Baker, 1978;
Nichols, 2004). This systems-oriented approach uses
spatial and organizational metaphors to describe
problems and develop solutions (Goldenberg &
Goldenberg, 2004). From this perspective, the family
is viewed as an open sociocultural system that is
continually faced with demands for change, both from

within and from outside the family. Within the
context of the family, individuals must learn to adapt
to these demands and the resulting stresses. The
family’s underlying organizational structure (i.e., its
enduring transactional patterns and flexibility in
responding to demands for change) helps determine
how well the family functions.

In structural family therapy, transactional patterns,
or the ways in which family members generally inter-
act, are viewed as laws that govern the conduct of
family members. Transactional patterns help the
family to be stable or homeostatic. The family struc-
ture comprises a covert set of functional demands that
organize family interactions. The ability to mobilize
these alternative transactional patterns to meet exter-
nal and internal demands for change determines the
adaptability of the family. Dysfunctional transactional
patterns lead to poor adaptation and to family
dysfunction.

The family system differentiates and carries out its
affective and socialization functions through subsys-
tems. These subsystems may be individual members of
the family or interpersonal subsystems, such as the
marital subsystem or the parent/child and sibling
subsystems. Family subsystems are differentiated by
boundaries. The clarity of these boundaries is an indi-
cator of how well the family functions. The two
pathological extremes in boundaries are the disen-
gaged family and the enmeshed family. In the disen-
gaged family, boundaries are so rigid that there is little
cohesiveness between family members. In the
enmeshed family, the boundaries are so diffuse or
porous that subsystems do not function autonomously
or independently. As Minuchin (1974) explained, in
the enmeshed family, when one person sneezes, every-
one runs for the Kleenex.

The goal of structural family therapy is to facilitate
restructuring of the family. This approach is present
centered, action oriented, and problem focused.
Clarifying boundaries and power hierarchies helps
the family to understand its structure and then with the
help of the therapist, family members can restructure
to make the family more functional.

The family nurse who is working from this theoret-
ical perspective assesses families by asking questions,
observing family transactions, and asking family
members to interact with each other about a particu-
lar situation. It is important to evaluate the whole
family system, its subsystems, boundaries, and coali-
tions, as well as family transactional patterns and
covert rules. It is also important to show respect for
the current family structure. Nurses who intervene to
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help the family should encourage and reinforce family
successes through praise and support.

Structural family therapy is a clear, well-integrated,
and well-tested approach. However, the approach calls
for a very directive, active, and even confrontational
role on the part of the family therapist or family nurse.
Some practitioners or families may feel uncomfortable
with this approach.

Interactional Family Therapy

The interactional family therapy model was originally
developed at the Mental Research Institute (MRI) in
Palo Alto, California, by Don Jackson, John
Weakland, Paul Watzlawick, and Virginia Satir
(Becvar & Becvar, 2000; Goldenberg & Goldenberg,
2004). This approach views the family as a system of
interactive or interlocking behaviors or communica-
tion processing. Emphasis is on the here and now
rather than on the past. The key question is “what is
being processed?” not “why?”. This approach is based
on the fundamental rules of communication devel-
oped by Watzlawick, Beavin, and Jackson (1967). The
first rule is that human beings cannot nor behave, and
therefore, they cannot not communicate. All behavior
is communication at some level, and to be fully under-
stood, all behavior must be examined in its context.
Furthermore, all systems, such as the family system,
are characterized by rules that maintain homeostatic
balance and preserve the system.

Interactional family therapy is based on the dynam-
ics of interchanges between individuals, and that is
why it is called interactional. The approach assumes
that emotional problems result from the way people
interact with each other in the context of the family. In
the normal or functional family, rules are clear and
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communication is clear; this kind of family can main-
tain its basic integrity even during stressful periods
and accommodate change when it is needed. A break-
down in family functioning occurs when dysfunc-
tional communication is predominant and the rules of
communication are ambiguous. Dysfunctional fami-
lies are said to be “stuck.” Individual symptoms reflect
family system dysfunction and these symptoms persist
only if they are maintained by that family system
(Goldenberg & Goldenberg, 2004). The individual
symptoms maintain the family’s current equilibrium,
and the family avoids change even when change is
needed.

Virginia Satir (1982), a well-known interactional
family therapist, said that the natural movement of all
individuals is toward positive growth and development
and that symptoms indicate an impasse in the growth
process. Satir assumed that all individuals possess the
resources necessary for growth and development.
Each person is in charge of their own growth. Therapy
provides a supportive context for such change and
development, and the role of the therapist is to facili-
tate the process. Primary goals of family therapy
include understanding the communication rules and
processes that troubled families use and teaching the
family to use more functional communication.

Key interventions using this theoretical orientation
focus on establishing clear, congruent communication,
and clarifying and changing family rules (Jackson,
1965; Satir, 1982). This approach is very useful for
family nurses because it stresses the interactions
between family members. The weakness of the inter-
actional approach is that it looks only at internal
family behavior and not how the family is affected by
the larger environment.

Family Systems Therapy Theory

Family systems therapy theory was first developed by
Murray Bowen (1978). Bowen was a pioneer in the
field of family therapy and he is still recognized as the
founder of family systems therapy theory. Since his
death in 1990, his work has been continued by David
Freeman (1992) and Michael Kerr (Kerr and Bowen,
1988). Murray Bowen’s particular version of family
systems theory begins with the assumption that anxi-
ety is an inevitable, omnipresent part of life (Gladding,
2001; Goldenberg & Goldenberg, 2004). Chronic
anxiety is the basic cause of dysfunction in individuals
and in families. The only antidote for chronic anxiety
is “resolution through differentiation” (Goldenberg
& Goldenberg, 2004, p. 186). Box 3-3 lists the eight
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* Differentiation of self

* Nuclear family emotional system

* Multigenerational transmission process
* Family projection process

* Triangles

* Sibling position

* Emotional cutoff

* Societal regression

interlocking concepts of Bowen’s family systems
theory.

In Bowen’s view, the key to healthy function is
differentiation of self, or the ability of persons to distin-
guish themselves from their family of origin, both
emotionally and intellectually. According to Bowen,
there are two counterbalancing life forces, together-
ness and individuality, which exist at two ends of a
continuum. On one end of this continuum is auton-
omy, which is an ability to see oneself separately from
others, think through a situation without confusing
self with others, and separate feelings from rational
thought. At the other end of the continuum is undif-
ferentiated egomass, which implies emotional depend-
ence on the family of origin, even if one is living away
from the family. People can be ranked on a scale of
differentiation of self. The more differentiated the
individual, the more that individual is able to use logi-
cal reasoning and adapt to stress and change in the
surroundings. Thus, a well-differentiated person is less
apt to experience emotional difficulties. Figure 3-9
shows the Bowen continuum of self differentiation.

Low Level: Emotional and Intellectual Fusion

The nuclear family is viewed as a family emotional
system. In this system, the coping strategies and
patterns that are used tend to be passed on from
generation to generation, a phenomenon that Bowen
called the multigenerational transmission process. Thus,
families who are dysfunctional have usually carried the
problematic behaviors over several generations.
Further, families tend to perpetuate their level of
differentiation. That is, people tend to marry partners
at their own level of differentiation and couples tend
to produce offspring at the same level of differentia-
tion as themselves.

Parents who are anxious and have poor differentia-
tion of self tend to transfer their anxiety and low level
of differentiation to a susceptible child. Therefore, a
susceptible child is seen as the problem in the family.
This phenomenon is called the family projection process.

According to Bowen, triangulation is a way that
families use to deal with anxiety. In a triangle, which
Bowen says is a basic building block of any emotional
system, the tension between two persons is projected
onto another object or person in the family. In certain
stressful situations, anxiety may spread from a triangle
within the family to triangles that include persons
outside the family.

Sibling position is another important concept in
family systems therapy. From this perspective, people
are seen as developing fixed personality characteristics
based on their birth order in their family of origin
(Toman, 1961). A person is likely to carry out their sib-
ling position from their family of origin in their family
of procreation. For example, if a youngest child
marries an oldest child, the marriage is more likely to
be a functional one. If an oldest child marries an oldest
child, the couple is more likely to compete for power
and leadership.

Emotional curoff occurs when children have unre-
solved attachments to parents. Children who are

Toward High Level: Differentiation of Self

Poor
Differentiation <>
(dependent/fusion)

Moderate <>
Differentiation

Good
<> Differentiation
(autonomy/individuality)

Moderate-Good
Differentiation

Figure 3-9 Bowen’s continuum of self-differentiation. Adapted from Gladding, S.T. Family therapy. History, theory, and
practice (3rd ed.). Upper Saddle River, NJ: Merrill/Prentice Hall.
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emotionally fused to their parents and family of origin
may live near or far from them. They may try to with-
draw from parents and stay emotionally distanced
from the family, but they are fused regardless of their
physical proximity.

Societal regression is where the emotional process in
society influences the emotional process in families—
like a background influence affecting all families. The
concept of social emotional process describes how
a prolonged increase in social anxiety can result in a
lowering of the functional level of differentiation in
families. For example, feminists believe that sexism is
a societal emotional process that affects families in a
negative way. When a society is under too much stress,
societal regression occurs because of toxic forces
countering the achievement of differentiation.

Bowen’s family systems therapy focuses on promot-
ing differentiation of self from family and promoting
differentiation of intellect from emotion (Becvar &
Becvar, 2000). Family members are encouraged to
examine the processes described above to gain insight
and understanding into their past and present.
Presumably they are then free to choose how they will
behave in the future.

Using Bowen’s approach, a family nurse or therapist
would have individuals or couples investigate their
family tree. The nurse would serve as coach and
teacher, asking questions about people’s history while
helping the clients to construct a family tree, called a
multigenerational genogram. In this approach, fami-
lies are encouraged to ask questions of their own
family members to gain an understanding of the past
and the ways they currently interact. The goal is to
help family members reduce triangulation, develop
relationships with individual family members, and end
emotional withdrawal. Because this approach to the
family is objective and neutral, it takes the blame out
of what problems people bring to the family therapist.
However, this type of therapy emphasizes understand-
ing the past to help deal with problems in the present.
This kind of therapy requires a long commitment.
Many people are not inclined to stay with such ther-
apy to completion, and today many health plans are
not inclined to pay for it.

Nursing Models and Theories

Formal nursing theories are not very evident in the
nursing of families (Whall & Fawcett, 1991). Other
than the Neuman Systems Model (Neuman, 1983),
which was based on several family social science
theories, the majority of the classic nursing theorists
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from the 1970s were originally focused on the individ-
ual patient and not the family. King (1987) and Roy
(Roy & Roberts, 1981) revisited their original works
and ultimately incorporated family into their theo-
ries. Other nursing theories have also been adapted
to the nursing of families. For example, Rogers has
been expanded by Casey (1996) and Orem was revi-
sed by Gray (1996). More recently Freidemann (1995)
and Denham (2003) have developed conceptual
nursing frameworks specifically for working with
families.

The nursing models, in large part, represent a
deductive approach to the development of nursing
science (i.e., they move from the general to the
specific). Although they embody an important part of
our nursing heritage, these nursing conceptual frame-
works and their deductive approach are being viewed
more critically today. More inductive approaches to
nursing theory development (i.e., approaches that
move from the specific to the general) are now being
advocated. That is, there is more focus today on
making empirical observations, whether quantitative
or qualitative, and generalizing from those observa-
tions to develop concepts and propositions to formu-
late new theory. In addition, nursing intervention
studies need to be conducted to test and provide
evidence that these approaches to working with
families are best practice. It is imperative that family
nurses build a body of knowledge that stems from
theory and is based in research. It is important to
establish that the family-as-client is fully accepted in
nursing (Whall & Fawcett, 1991; ANA, 2003). Family
nursing is clearly a component of the nursing disci-
pline, even though “there remains virtually no
evidence of formal middle-range family theory that is
unique or distinctive to nursing” (Whall & Fawcett,
1991, p. 15). Gilliss (1991) aptly cautioned that it is
not appropriate to simply substitute the word family
for the word individual in nursing theories because
doing so ignores the complexity of family systems.
Whall and Fawcett (1991) restated the three central
propositions in nursing theory from the perspective of
family nursing.

1. Family nursing is concerned with the principles
and laws that govern family process, family
well-being, and optimal function of families in
various states of illness and wellness.

2. Family nursing is concerned with the patterning
of family behavior in interaction with the envi-
ronment in normal life events and critical life
situations.
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3. Family nursing is concerned with the processes
by which positive changes in family health
status may be effected (pp. 3-4).

According to Whall and Fawcett (1991), the family
nurse must consider environmental influences on
family health and the effect of actions taken by nurses
on behalf of or in conjunction with the family. In addi-
tion, the practitioner must work from a comprehen-
sive biopsychosocial or holistic perspective on health
and focus on family well-being rather than on family
pathology (Whall & Fawcett, 1991, p. 4).

Although nursing theories are the least influential
type of theory used in the nursing of families, it is
important to be familiar with the ways nursing theo-
ries guide nurses in practice with families. In this
section, several specific nursing theories or models
that address the nursing of families are summarized.

Florence Nightingale

From a historical and chronological perspective, the
first nurse theorist to incorporate family in nursing
was Florence Nightingale. Nightingale described the
family as having both positive and negative influences
on the outcome of clients (Nightingale, 1859; Night-
ingale, 1979). In 1852, she wrote, “The family uses
people not for what they are, not for what they are
intended to be, but for what it wants them for—for its
own uses” (Nightingale, 1859, p. 37). At the same
time, Nightingale noted that the family was a support-
ive institution throughout the lifespan for its individ-
ual family members. She firmly believed in home
health nursing and maintaining ill persons in the
home environment.

Imogene King

Imogene King’s theory of goal attainment (1981, 1987)
is derived from systems theory. Early in her work, the
family was seen as having an influence on individual
development. The individual’s role in the family con-
tributes to the socialization and development of each
member. She defined family as a small group of indi-
viduals bound together for the socialization of the
members. The family was the vehicle for transmitting
values and norms of behavior across the life span
(King, 1983; Whall, 1986; Frey & Sieloff, 1995),
which includes the role of a sick family member and
transmitting the health care function of the family.
Later, King came to view the family as both an
interpersonal and a social system. She focused on the

integration of the personal system, interpersonal
systems, and social systems (George, 2001; Parker,
2001). Many components of King’s theory are relevant
for working with families, such as the concepts of
interaction, communication, transaction, role, self,
growth and development, time, perception, and
personal space. The role of the nurse in King’s model
capitalizes on the importance of the interaction
between the nurse and the family-as-client.

Sister Callista Roy

Sister Callista Roy (1976; Roy & Roberts, 1981) viewed
the individual as an adaptive system that responds to
environmental stimuli in four response modes: physio-
logical, self-concept, role function, and interdepend-
ence. Roy’s adaptation model was derived primarily from
von Bertalanffy’s (1968) general systems theory and
adaptation theory. The family was originally incorpo-
rated in this model from a family-as-context perspec-
tive, which means that the family influenced the
individual’s development across the lifespan and adap-
tation in times of change. In 1981, Roy and Roberts
expanded this individualistic view to describe the
“family as an adaptive system that, like the individual,
has inputs, internal control and feedback processes and
output” (Whall & Fawcett, 1991, p. 23).

Roy’s theory of adaptation holds promise for
describing and explaining how adaptation occurs in
family and offers insight into ways to assist families to
adapt to health issues. Moreover, Roy’s theory stresses
health promotion and the importance of assisting
clients in coping with their environment, which are
important elements of family nursing.

Betty Neuman

The Neuman Systems Model, developed by Betty
Neuman (1983, 1995), is based on several family social
science theories, including systems and stress theories.
Neuman defined the family as “a group of two or
more persons who create and maintain a common
culture; its most central goal is one of continuance”
(1983, p. 241). She viewed the family as a system
composed of family member subsystems. The rela-
tionships between individual family members or
subsystems are the central focus of her model.

The family’s primary goal is to maintain its stability
by preserving the integrity of its structure (Whall &
Fawcett, 1991). The family system becomes threat-
ened when it is exposed to stressors that affect its
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stability (equilibrium) and influence its state of well-
ness. The family has the ability to open or close its
boundaries to protect its members and preserve the
integrity of the family as a whole. Families vary in how
well they balance and interact with the various subsys-
tems that affect the well-being of their members.

One of the strengths of this model is that it
addresses family health promotion, family reaction
when a stressor affects the family and restoration of
the family via family functions to achieve balance or
equilibrium. It is a fluid model that depicts the family
in motion and not a static view of family from one
perspective. Further delineation of this theoretical
model is contained in Chapter 8.

Dorothea Orem

Dorothea Orem’s self-care deficit theory (1985) depicts
the family as the basic conditioning unit, in which the
individual learns culture, roles, and responsibilities.
Specifically, family members learn how to act when
one is ill. Orem’s specific focus is on the role of family
in helping its individual family members achieve self-
care. Thus, the family is portrayed primarily as
supportive of the individual from a family-in-context
perspective, not as a client or recipient of care. Never-
theless, Orem (1985) suggested that people receive
health care not only as individuals but also as members
of a multiperson unit, the family.

Gray (1996) further expanded Orem’s work to
include families. Specifically, Gray (1996, p. 88) iden-
tified the following ways families addresses self-care
for their members.

1. Self-care of families can be evaluated in a vari-
ety of situations. For example, the self-care
potential of families can be assessed as it relates
to health promotion and health protection.
Each individual family member is a self-care
agent who makes continual contributions to his
or her own health.

2. Self-care reflects the personal values and health
beliefs of the family. The family’s self-care
behavior evolves through a combination of
social and cognitive experiences that have been
learned through interpersonal relationships,
communication, and culture, which are unique
to each family.

3. Self-care can be administered to families by
individual self-care agents. Thus, family
members, either individually or collectively, can
initiate and perform self-care, based on their
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views of health and their ability to perform self-
care behaviors.

4. The concept of self-care can be used to promote
health in families and to recognize and evaluate
areas where diminished health may exist.

Martha Rogers

Martha Rogers’ (1970, 1986, 1990) theory of unitary
buman beings is an abstract theory based on general
systems theory and draws on many fields of study,
including anthropology, sociology, astronomy, reli-
gion, philosophy, history, and mythology (George,
2001; Parker, 2001).

Rogers viewed the human being as a unitary multi-
dimensional energy field that is engaged in a continu-
ous mutual process with the environment. The
individual was the primary focus in her writings.
Fawcett (2000) elucidated Rogers’ theory by explain-
ing that the family is a constant open-system energy
field that is ever-changing in its interactions with the
environment. Casey (1996) explained the application
of Rogers’ theory to family nursing as follows (pp.
56-57):

1. The family unit is a whole; it is composed of
subsystems that are interdependent and that
together form a unity that is different from the
sum of the family subsystems.

2. The family is an open system in constant inter-
action with the environment through exchange
of matter and energy.

3. Families are continuously influenced by infor-
mation in the environment and, depending on
the degree of permeability of their boundaries,
they are constantly responding to this input.

4. The family system is subject to change along a
space-time axis. The family moves through
stages of development in a sequential, unidirec-
tional manner.

5. The family has the capacity for feeling, know-
ing, and comprehending and for using these
processes to determine patterns, make choices,
and recognize its environment.

Marie-Louise Friedemann

Marie-Louise Friedemann’s (1995) framework of
systemic organization is built on the view of the family-
as-client. The family is described as a social system
that has the expressed goal of transmitting culture
to its members. Consistent with general systems
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theory, her framework is based on the following
assumptions:

1. The family, which is embedded in the civil or
social system, transmits culture (i.e., the total of
human patterns and values).

2. The family and the civil system and environ-
ment at large share responsibility for providing
physical necessities and safety, teaching social
skills to its members, fostering personal growth
and development, allowing emotional bonding
of family members, and promoting a purpose
for life and meaning through spirituality.

3. The family satisfies its members’ needs for
control over their environment and helps them
find their place in the network of systems
through spirituality.

4. All family processes include collectively
accepted and coordinated behaviors or strate-
gies that aim to regulate space, time, energy,
and matter in pursuing family stability, growth,
control, and spirituality.

5. Family processes fall into four dimensions:
system maintenance, system change, coherence,
and individualization. These dimensions are
interdependent but also exist independently
in that no single dimension is emphasized at
the expense of another in healthy families

(pp. 16-17).

The elements that are central to Friedemann’s
theory are family stability, family growth, family
control, and family spirituality. The family offers
safety to its members as they learn group values,
norms, and acceptable behaviors. As its members
grow, the family grows and interacts with other
systems, such as schools, church, and work. Family
growth is facilitated by communication among its
members. By selectively opening or closing its bound-
aries, the family can serve as a buffer between its
members and the demands of society. Family control
is maintained through the structure of the family.
Family spirituality connects family members emotion-
ally and encourages self-growth of the individual
members (Friedemann, 1995).

Rose Marie Parse

Rose Marie Parse developed the human becoming theory
in 1992. According to Parse (1992, 1998) the family
makeup includes individuals that family members
consider to be “part of the family.” The concept of
family and who makes up the family is continually

becoming and evolving. The role of the nurses is to use
therapeutic communication to invite each member of
the family to uncover his or her understanding of the
meaning of the experience, learn what the meaning of
the experience is for each other, and discuss the mean-
ing of the experience for the family, as a whole. Nurses
remain nonjudgmental and do not provide advice or
direction, but work with the family to discover a
course of action. Nurses ask questions such as the
following: What has this situation been like for you
and your family? What are you most concerned about?
How is what you are most concerned about similar or
different from how others in your family see the prob-
lem? What would you like to know more about? How
would you like to change your situation? (Alligood &
Tomey, 2002; Marriner-Tomey, 1998; Tomey &
Alligood, 2002) The role of the nurse is to support the
family members while they work through the difficult
process of change (Alligood & Tomey, 2002; Marriner-
Tomey, 1998; Tomey & Alligood, 2002),

Sharon Denbam

The family bealth model by Sharon Denham (2003)
draws from a broad base of literature and existing
research about individual and family health but is
primarily based on the ecological model from qualita-
tive research with Appalachian families. Family health
is viewed as a process over time of family member
interactions and health-related behaviors. The model
assumes that family health involves all members who
reside within a household and includes their interac-
tions with one another and their environments. Family
health is described in relationship to contextual, func-
tional, and structural domains, which address unique
member traits, family characteristics, geographic loca-
tion, household factors, broad environmental aspects,
time, and societal and political influences.

Individual family members act independently but
also cooperatively through dyadic and triadic relation-
ships, which potentiates, mediates, or negates family
health. Seven core functional processes—caregiving,
cathexis, celebration, change, communication, connect-
edness, and coordination—are used to explain effects
on individual and family health. These core functions
largely characterize how the family views itself and
have implications for family-focused care.

Family health routines are dynamic behavioral
patterns, germane to individual and family health
outcomes. These routines tend to be dynamic, have
unique qualities, and often involve multiple family
members. The six categories of family health routines
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identified in the model are self-care, safety and
prevention, mental health behaviors, family care,
illness care, and family caregiving.

Integrated Approaches
to the Nursing of Families

Integrated families are complex small groups in which
multiple processes and dynamics occur simul-
taneously. Families do not function in one way alone.
No single theory or conceptual framework from
family social science, family therapy, or nursing fully
describes the dynamics of family life. Thus, nurses
who use only one theoretical approach to working
with families are, in essence, limiting the possibilities
for families. Integrating theories allows nurses to view
the family from a variety of perspectives, which
increases the probability that the interventions
selected will be implemented by the family, because
they “fit” the structure, processes, and style of func-
tioning for that family. By integrating several theories,
nurses acquire different ways in which to concep-
tualize problems, and this enhances their thinking
about interventions. Instead of fragmented knowledge
and piecemeal interventions, nursing practice is based
on an organized, realistic conceptualization of fami-
lies. Nurses who use an integrated theoretical
approach build on the strengths of families in creative
ways.

Several nursing scholars have taken integrated
approaches to working with families. General systems
theory was merged with the Neuman Systems Model
(Neuman, 1995) to develop the Family Assessment
Intervention Model and Family Systems Stressor Strength
Inventory (FS’I) (Berkey & Hanson, 1991; Hanson,
2001). Similarly Friedman combined general systems
theory, developmental theory, and structural-
functional theory into an assessment instrument
(Friedman Family Assessment Model [long and short
form]) that provides a macroscopic view of families
(Friedman, Bowden, & Jones, 2003). The Calgary
Family Model (Wright & Leahey, 2000; Wright,
Watson, & Bell, 1997) integrates general systems
theory, communication theory, change theory, and
cybernetics in a unique approach to working with
families. The model draws on sociological theories
and other theories, such as Maturana and Varela’s
(1992) theory of the biology of knowing, Bateson’s
(1979) theory of the mind, and constructivist and
narrative approaches (Wright, Watson, & Bell, 1997).
All three of these integrated family assessment models
are described in detail in Chapter 8.

Unit 1 FOUNDATIONS OF FAMILY HEALTH CARE NURSING

Using one theoretical perspective does not give
nurses a sufficiently broad base of knowledge on
which to assess and intervene with families. Nurses
must draw on multiple theories to be effective in
tailoring interventions for specific families with
unique needs. The number of possibilities for inter-
ventions is increased when nurses use multiple ways of
conceptualizing families.

SUMMARY

* No single theory or conceptual framework
adequately describes the complex relationships
of family structure, function, and process.

* The major function of theory in family nursing
is to provide knowledge and understanding that
improves nursing care of families.

* The theoretical/conceptual frameworks and
approaches that provide the foundations for
nursing of families have evolved from three
major traditions and disciplines: family social
science, family therapy, and nursing.

* Family social science theories are the most
well developed and informative with respect to
the functioning of families, the environment
and family interchange, interactions within
the family, family changes over time, and the
family’s reaction to health and illness.

¢ Since family therapy is also a practice discipline
and not only an academic discipline, these theo-
ries are more easily applied in family nursing
practice.

* The importance of the nursing models for
family nursing lies in the rich understanding
they provide of human responses and the rela-
tionships between individuals, health, the envi-
ronment, and nursing.

* Nurses who use one theoretical approach to
working with families limit the possibilities for
families.

* By integrating several theories, nurses acquire
different ways to conceptualize problems, thus
enhancing the possibilities of successtul inter-
ventions.

STUDY QUESTIONS

1. The conceptual and theoretical frameworks
that provide the foundation for family nursing



Copyright © 2005 by F. A. Davis.

Chapter 3 'THEORETICAL FOUNDATIONS FOR NURSING OF FAMILIES ] 93

have evolved from the following three major
traditions and disciplines: ,
, and

2. Discuss why it is important for nurses to inte-
grate conceptual and theoretical frameworks
when working with families.

3. Select a research article that investigates a
question or describes family function. Review it
to determine the conceptual framework or
theoretical approach(es) used to support the
study and the findings. Was the article
approached from any of the three disciplines
and traditions discussed in the chapter? Did the
researchers use an integrated approach to make
sense out of the concept studied? How did the
theoretical concepts they studied contribute or
limit the findings about families? How will this
knowledge assist nurses in caring for families?
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CRITICAL CONCEPTS

The relationships between the various ways we
develop knowledge for nursing care, especially
the relationship between nursing theories and

research-based knowledge, are important ones.

Many of the family nursing studies have not expli-
cated their assumptions or theoretical frameworks.
Studies that did often relied on concepts and
methods from other disciplines.

Although nursing has much to learn from the
social sciences and family therapy, these disciplines
cannot guide nursing practice.

One reason for the lack of theory in family nursing
is the apparent dissonance between considering the
family as the client and fully appreciating the free-
dom and uniqueness of each family member.

Family nurses need research methods and theories
that facilitate their ability to see the complexities
of the whole family unit as well as to yield the
important potential contributions of each family
member.

The most practical question that faces a family
researcher is who to include in the study.

What is important is whether the researcher
obtains information from an individual about the
family or from the family as a whole at one time,
and it is important because of the application of
findings to practice. If family interventions are to
be successful, they cannot rest on family-related
research alone.

The choice of who should be the source of data
collection, or the unit of analysis, should make
sense in terms of the purpose of the study, the
theoretical orientation and research question, and
whether the researcher wants to generalize about
the family as a whole or focus on the individual’s
perceptions about the family.

A variety of methods are used to describe charac-
teristics of families, including surveys, structured
interviews, and intensive observations in the labo-
ratory, the clinical setting, or in the family home.

A primary concern with sampling is whether the
families who participate in a study are representa-
tive of the populations or groups to whom findings
and conclusions can be generalized.
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What is important in the conduct of family
research is to determine potentially relevant vari-
ables and then to identify respondents that illus-
trate this range of variables.

Criteria for including and excluding families from
the sample must be clear to ensure that the sample
represents the group of interest.

Family research and theory cannot be assumed to
have cross-cultural applicability.

Generally speaking, family research is multivariate
in nature; multiple concepts and, therefore, multi-
ple variables are of interest in our efforts to

understand families. Thus, family research typi-
cally involves multivariate statistics.

* Most of the significant family nursing interven-
tions are applied in a natural environment
where very few of the processes and condi-
tions other than the intervention can be
controlled.

* Nursing practice is caring for the patient and
family—not managing the disease—and therefore
research should reflect the complexity of the lives
for which it is providing evidence to alter clinical
practice.

HISTORICAL‘EFE??E(?’I’P-’I I: . _' \ _I ¢ L S & Aid

Nursing’s interest in families is not new. Throughout its history, the profession of nursing has been concerned
with family influences in the health and well-being of individual members. Perhaps the most enduring exam-
ple of this is the focus on families, which has characterized community health nursing practice for generations.
However, in the 1970s, nurses became significantly more appreciative of the influence families exert on the
health-related beliefs, attitudes, and behaviors of their individual patients. They systematically began to ask
questions about relationships between families, health, and illness.

Consequently, nurse researchers interested in family issues began moving away from individually focused
studies, choosing instead to focus on families. Discussions about what constituted family research were
frequent and lively and continue today.

Classic review articles provide a glimpse of the remarkable upsurge in family nursing research that occurred
during the 1970s and early 1980s and can give the reader an appreciation of the creativity and clinical ground-
ing of the researchers involved. In 1983, Gilliss’ paper, “The Family as a Unit of Analysis: Strategies for the
Nurse Researcher,” was published in Advances in Nursing Science (Gilliss, 1983). In this paper, Gilliss examined
the nature of the family as a research phenomenon, reviewed and critiqued approaches that had been used to
study the family, and identified strategies appropriate to the nature of nursing research (pp. 50-51). Gilliss
concluded that family research remained flawed, despite creative strategies, and suggested attention to “the
logical consistencies among what is measured, about whom, from whom, and for what purpose” (p. 58).

In 1984, Feetham’s paper “Family Research: Issues and Directions for Nursing” was published in the
Annual Review of Nursing Research. In this landmark paper, Feetham reviewed research in nursing to date,
using the categories of family characteristics, family as environment of the individual, external environment
and the family, nursing interventions with families, and family-related research. She suggested that a single
definition of family by nurses is not essential, but what is essential is that each investigator define family within
the context of the research. She recommended that researchers focus on “how families help each other, how
they cope, and how they grow” (Feetham, 1984, p. 20).

Despite an upsurge in family nursing research, Gilliss (1991) and, separately, Hayes (1995) later identified
a dearth of research with nontraditional families and families from nondominant cultures. Hayes also found
little research on families of the elderly and healthy, and well-functioning families. Whall and Loveland-
Cherry (1993) reviewed family unit-focused research published from 1984 to 1991, finding that family as the
unit of analysis still was not defined consistently or even often. The majority of studies continued to be
descriptive or exploratory in nature.

(continued on page 99)
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Gilliss and Knafl (1999) found in their subsequent review of family nursing research publications that they
were unable to make definitive statements about what had been learned about family response to chronic
illness. However, in their most recent synthesis of research literature on family functioning in the context of
chronic illness (Knafl & Gilliss, 2002), the conclusions were more heartening. Consistent with recent trends
toward interdisciplinary research and knowledge development, these authors focused on the current state of
knowledge and not the disciplinary source of the knowledge. They additionally focused on research that
addressed how the family system responded to a member’s chronic illness rather than research that might be
more focused on individual family roles. Their analysis of research articles published over the past decade
(1990-1998) revealed that although two-thirds of the studies could be characterized as descriptive and focused
on describing or conceptualizing how families responded to or experienced the impact of illness, one-third of
the studies were more explanatory in nature.

The criteria for research of families proposed by Feetham in 1984 were subsequently applied as guidelines
for the development and review of research with families, thereby serving science policy. These criteria have
since been revised and reformulated for family researchers with a notable, additional standard that directs the
scientist to “provide guidance to institutions and agencies” (Feetham & Meister, 1999, p. 266). Feetham and
Meister (1999) urged the inclusion of policy recommendations in addition to traditional clinical implications
in publications of research findings. Most recently, this urging was extended to research with vulnerable fami-
lies. Among many important issues identified in their discussion, Feetham and Deatrick (2002) made two
particularly salient points. First they recognized the mandate that vulnerable populations must be studied in
the context of the family, their culture, and their community in order to be understood. They asserted, then,
that to do such relevant research requires interdisciplinary research training and experience and credibility

with vulnerable populations.

COMMON THEORETICAL
PERSPECTIVE

The relationship between the various ways we develop
knowledge for nursing care, especially the relationship
between nursing theories and research-based knowl-
edge, is an important one. This relationship is compli-
cated by the ongoing debate regarding the state of
theory distinctive to nursing. Baumann (2000, 2002)
most recently bemoaned the dearth of quality theory
drawn from nursing research and argued instead for a
perspective of human sciences. Baumann (2002) drew
from the work of Dilthey, a philosopher, in defining
the human science perspective in nursing and other
health care research. Accordingly human science is
described as uncovering universal lived experience, in
which commonalities and differences are open to
being inspected and interpreted (Baumann, 2002).
Although this sounds phenomenological, he made the
distinction that, because human science engages a
reflective reader in the dialectic between experiences
and interpretations, it is not phenomenological.
Baumann (2000) concluded that although there has
been considerable growth in the number of nurses
conducting family research over the past two decades,

it remains unclear what family nursing and family
nursing theory are. He argued that many of the
family nursing studies have not explicated their
assumptions or theoretical frameworks and that stud-
ies have often relied on concepts and methods from
other disciplines that are suspect in their ability to
guide nursing practice. Although Baumann (2000)
acknowledged the value of the interdisciplinary under-
standing of families as vital, he called for greater clar-
ity about what family nursing theory has to offer. By
contrast, the work of other family scientists in nursing
holds interdisciplinary work as salient to the under-
standing of family phenomena (Knafl & Gilliss, 2002;
Feetham & Dietrick, 2002).

Nonetheless, Baumann’s point is well-taken and
echoed by Hanson and Kaakinen (2001) in their review
of the theoretical foundations of family nursing. In ess-
ence, they concluded that family nursing today draws
on three types of theory: family social science theories,
family therapy theories, and nursing models and theo-
ries. Family social science theories remain abstract and
have not been extended to clinical intervention,
whereas family therapy theories are not readily
applicable to healthy families or families with health
problems that are physiological (Hanson & Kaakinen,
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2001). Nursing models and theories have originated
largely with an individual focus, and they remain the
least developed. Contrary to Baumann, however,
Hanson and Kaakinen concluded that the nursing pro-
fession has come to recognize that family nursing has
roots in all three genres of theory (Hanson, 2001).

It is this perspective of the profession that guided
the development of this chapter on research in fami-
lies and family nursing. It is worth reiterating, there-
fore, the definition for family adopted by this textbook
(p. xxx): “Family refers to two or more individuals who
depend on one another for emotional, physical, and
economic support. The members of the family are
self-defined.” It is additionally critical to reiterate the
definition of family health adopted by this textbook
(p. xxx): “Family health is a dynamic, changing, rela-
tive state of well-being that includes the biological,
psychological, spiritual, sociological, and cultural
factors of the family system.”

As Hanson noted (2001), this approach refers to
individual members as well as to the whole family unit.
In addition, the biopsychosocial perspective for indi-
viduals and families embedded in cultural context is
inherently the nursing perspective. This common theo-
retical perspective is evident in the emerging research
on vulnerable families conducted by nurse scientists
(e.g., Horowitz, Ladden, & Moriarty, 2002; Shepard,
Orsi, Mahon, & Carroll, 2002). This research provides
direction to the discipline’s efforts to understand vul-
nerable populations in the context of the family, culture,
and the community (Feetham & Deatrick, 2002).

Finally the standards for family scientists revised by
Feetham and Meister (1999) are worth noting: (1) Be
conceptually and methodologically rigorous; (2) focus
on circumstances in which families are likely to need
help; (3) contribute to the development and testing of
interventions and assessment of strategies; (4) be
conducted in the broadest context of relevance to the
individual and family, such as the community, health
system, environment, and social and health policy; and
(5) provide guidance to institutions and agencies
(Feetham & Meister, 1999, p. 265). The standards are
consistent with the theoretical perspective reflected
in the work of family nurse researchers and certainly
set the parameters of what must be considered in the
review of family research.

DEFINING RESEARCH SUBJECTS

Before delving into research questions, designs, and
methods, it is important first to define the research

FOUNDATIONS OF FAMILY HEALTH CARE NURSING

subjects. The nursing discipline has a long-standing
tradition of concern for the well-being of families and
their individual members. Beginning in the early
1970s, nursing’s research interest in families and
family nursing became a significant focus for the
profession (Ganong, 1995), with the goal of strength-
ening its knowledge base in family practice. As the
discipline’s interest in and conduct of research on
families have grown, so has the need to specify and
define what constitutes the family. This is probably
the most practical question that faces a family
researcher: who to include in the study. In family re-
search, it is a complex issue.

In the first chapter, Hanson described four appro-
aches to family nursing: the family as the context for
individual development, the family as a client, the
family as a system, and the family as a component of
society. To build the science for these approaches,
researchers must be certain that the subjects of the
study and the information collected are consistent
with how the findings will be used. For instance,
research findings about how family members support
a chronically ill child’s psychosocial development,
when the emphasis is on the family as context, may
provide information about family caring activities.
However, the findings from such a study will not
necessarily be able to answer questions about how the
family as a whole adapts to a child’s chronic illness.

Families as a Research Subject

However we define families, it is clear that they are a
special form of small group, with unique dimensions
that challenge researchers (Ganong, 1995). Ganong
summarized the characteristics that make families
difficult to study as follows:

An ethic of privacy governs nearly every aspect

of family life.

e Family systems are value-laden.

 Families, similar to other small groups, have
unique attributes, such as organization around
gender and generation.

 Families are structurally, ethnically, and cultur-
ally diverse.

* Families are “ongoing” and exist multigenera-
tionally over time.

 Families are influenced by the sociocultural

context.

All of these characteristics contribute to the
complexity of research on families. At the same time,
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these characteristics speak to the necessity for system-
atically derived knowledge about families to guide the
practitioner of family nursing about nursing interven-
tions with families. In this regard, the unit of analysis
is twofold: outcomes of family nursing interventions
(whether targeted for an individual member, a dyad, or
the family system) and the process of the intervention
(Bell, 1995a). Both are needed, because the how one
intervenes can significantly influence the efficacy of
the outcome. From a definitional standpoint, it seems
crucial also to distinguish between mere treatment
provision and the more sensitive alternative of caring
interventions, because, according to Frank’s (1995)
personal accounts, their respective, consequent family
experiences differ considerably. Ultimately, it is in the
lives of families that family researchers and family
nurses strive to make a difference.

Distinctions and Unit of Analysis

Two sets of distinctions have characterized discussions
about research with families. The first set concerns
those distinctions between family-related research and
family research (Feetham, 1990), and the second set
concerns distinctions between individual persons and
families in research (Robinson, 1995). These distinc-
tions bear on the issue of the exact subject or “unit of
analysis” in family research. Research that focuses on
relationships between selected family members, using

data reported from individuals, often is referred to as
Sfamily-related research. A classic example of family-
related research is research on parent-child rela-
tionships. In contrast, research that focuses on the
family unit as a whole is referred to as family research
(Feetham, 1990). Studies of the family experience of
chronic illness often are true family studies. What is
important is whether the researcher obtains informa-
tion from an individual about the family or from the
family as a whole at one time, and it is important
because of the application of findings to practice. If
family interventions are to be successful, they cannot
rest on family-related research alone.

Family-Related versus Family Research

Data from an individual family member about the
family represent the individual’s perspective. The
assumption underlying this approach is that the indi-
vidual’s perspective is a valuable source of information
about the family (Uphold & Strickland, 1989). In
particular, the individual family member is the appro-
priate unit of analysis when the family is viewed as the
context for individual growth, development, well-
being, and adaptation. In such cases, the individual’s
perceptions of the family’s influence on his or her
development, health, illness, or treatment are the
focus of study. From a pragmatic standpoint, this
approach to researching families is less expensive and
has fewer statistical analysis problems than does
collecting data from more than one family member.
The principal disadvantage is that one person’s view of
the family cannot be extrapolated to a family view. His
or her perceptions of the family may or may not corre-
spond to the family’s view as a whole.

Family-level information usually is derived through
an interview with the whole family, an observational
method, or a method of data analysis, such as combin-
ing the responses or test scores of several family
members. Family-level data are obtained from multi-
ple family members as informants. Although one may
obtain greater insight into families through study of
the family as the unit of analysis, several problems may
occur (Uphold & Strickland, 1989). First, there
may be a bias if not all members of a given family are
willing to participate. Recruitment, retention, and
coordination of whole families can be difficult or even
impossible from a practical standpoint. Second, there
are scoring problems when data from multiple family
members are used because most instruments are
designed for one person. However, several approaches
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to scoring, which will be discussed later in this
chapter, address this problem. The important point is
that the choice of who should be the source of data
collection, or the unit of analysis, should make sense
in terms of the purpose of the study, the theoretical
orientation and research question, and whether the
researcher wants to generalize about the family as a
whole or focus on the individual’s perceptions about
the family.

Research of Individuals versus Research of Families

The second distinction is between research of individ-
uals and research of families. Robinson (1995) argued
against this separation, which takes an either/or
approach. Instead, she proposed a schema in which
both the individual and the family are considered, with
each serving as background for the other. Accordingly
there should be four units of analysis or interest in
nursing research:

¢ Individual family member

¢ Individual family subgroup (marital dyad,
parents, parent-child, siblings)

e Family group

¢ Individual family system (Robinson, 1995)

How do research questions vary according to the
unit of analysis? Fisher, Terry, and Ransom (1990)
concluded a decade ago that family researchers can
focus selectively on family subsystems or identifiable
parts of the family. They asserted that a family focus is
not violated when certain elements within the family
are identified and assessed while other elements are
not. Again, this focus is apparent in the four
approaches to family nursing described in the first
chapter. With these notions in mind, it is useful
to consider Robinson’s distinctions about family as
background or foreground as a way of categorizing
research questions.

FOUNDATIONS OF FAMILY HEALTH CARE NURSING

RESEARCH QUESTIONS ABOUT
FAMILIES AND FAMILY NURSING

The ability to ask the right research question for a
study can be thought of as both an art and a science.
The following is a discussion of some of the challenges
of asking questions in family research.

Individual Family Member

Nursing research on the individual family member
strives to eliminate the separation between individual
and family member. According to this focus, the
family is background, and the person as individual,
as family member, or as both individual and family
member is foreground (Robinson, 1995). The unit of
analysis may be as follows:

¢ Individual—physiological measurements or self-
reporting

* Relational—data from two or more “related”
persons about the individual or family

* Transactional—data from family members in
interaction.

See Berkey and Hanson (1991) or Robinson (1995)
for more detailed discussion of these levels of analysis.

Research questions that illustrate a focus on the
individual family member include those pertaining to
battered women. In this body of research, for instance,
family violence is the background and the battered
woman, mother, wife, or partner is the foreground.
Research questions that pertain to transition to
parenthood also reflect this emphasis. For example,
family relationships and social support may be the
background, but the parenting experience of the
mother or father is in the foreground. Overall,
research on the individual family member involves
family phenomena as the context for the individual,
and informs us not only about the individual but about
the family as well.

SAMPLE RESEARCH 6@6! \

\ _lﬁ'* .- ﬁ_{_\_ﬁ

Individual Family Member

Individual Family Subgroup

How do mothers learn to care for a child who has been diagnosed with diabetes?

What is the impact of a child’s diabetes on the parental relationship?

(continued on page 103)
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Family System or Family Group

Individual and Family System

How do families manage vacations when a child has diabetes?

How does family management style impact siblings of a child with diabetes?

Individual Family Subgroup

When the individual family subgroup is the focus of
interest, it is possible to focus on persons as individu-
als and as family members, as well as on their rela-
tionship to the family (Robinson, 1995). The focus is
on the relationship as a subgroup of the family, from
the perspective of persons individually and in interac-
tion. Research questions may concern the marital rela-
tionship as perceived by the individual partners or as
observed by researchers, and it may concern individ-
ual characteristics that attend the relationship.
Research questions about parent-child relationships
also reflect this focus, with attention paid both to the
assessment of individual characteristics that may
contribute to the relationship and to the assessment of
the relationship itself. Other examples of this focus are
research on individual adjustment or development
(child or adult) and marital and parental adjustment to
life events (Benson & Deal, 1995).

Family System or Family Group

In research on the family system or group, the individual
family members and their relationships become back-
ground and the family is foreground (Robinson,
1995). In this focus, the family is the unit of analysis
and is distinct from individuals and family members.
"This emphasis does not represent the “whole” family
or a “holistic” perspective because it does not include
the parts of the family or the individual’s and
subgroup’s perspectives (Fisher, Terry, & Ransom,
1990; Robinson, 1995). This focus characterizes much
of the family sociological research before the 1970s
(Benson & Deal, 1995). Individual and relational
levels of data can be used to inform us or to make
statements about the family. For measures of the
family per se, transactional data would be collected to
reflect a characteristic or property of the family with-
out accounting for the contribution of particular
family members or relationship patterns between

members. Research questions that typify this focus
pertain to family functioning during crisis or transi-
tion, family adaptation to chronic illness, and family
experiences with specific events.

Individual and Family System

Research on the individual and family system involves
consideration of the influence of family on individuals
and individuals on family (Robinson, 1995). This
focus of research, a trend beginning in the 1970s,
includes both the individual family member and the
family as foreground. The essential idea is that an
integrated focus on the person as individual and family
member, as well as on the family, allows the researcher
to question how the individual as a separate, auto-
nomous person contributes to the family system vari-
ables and vice versa (Benson & Deal, 1995). Research
questions typical of this focus address spousal care-
givers of persons with Alzheimer’s disease or other
chronic illnesses and conditions, parental caregivers of
children with chronic conditions, and children in
families in which the mother has breast cancer. The
key is consideration of individual characteristics,
including those embedded in the family member role,
and assessment of the family as a family system. Data
from individual, relational, and transactional levels are
relevant. This approach to research holds much prom-
ise in addressing the complexities inherent to family
life and, therefore, in family nursing practice.

OVERVIEW OF DESIGNS
FOR FAMILY RESEARCH

A study is designed to fit the research questions asked
about specific phenomena. The research design
includes the plan, structure, and procedures for
collecting and analyzing the data to answer the
research questions. Two issues are central: (1) Does
the design fit the research question(s)? and (2) Is the
design both practical and economical? There are
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several ways of classifying research designs, none of
which is universally accepted. This overview addresses
exploratory, descriptive, correlational, experimental,
and longitudinal designs.

Exploratory

Exploratory studies are conducted when little is known
about a phenomenon of interest. The purpose of
exploratory research is to generate ideas, insights, or
understandings about family phenomena that are not
well understood. In other words, exploratory studies
are conducted to find out what the important issues
and variables are. Both quantitative and qualitative
methods are appropriate for this design, which relies
on subjective insights. Although such research may be
less structured and more flexible in approach, this does
not mean that it proceeds without a plan or systematic
procedure. A well-executed exploratory study can
develop and refine ideas about family phenomena and
can build family theory. For example, Oxley and
Weekes (1997) used an exploratory design “to explore
and describe the meaning African American adoles-
cents give to the experience of being pregnant and
strategies they used to manage the pregnancy experi-
ence” (p. 168).

Descriptive

Descriptive research is distinguished from exploratory
research by its specification of variables about families
that it seeks to describe or assess in a population. It is
not flexible in the way exploratory research can be and
does not rely on subjective insight in the same way
(Miller, 1986). A variety of methods are used to
describe characteristics of families, including surveys,
structured interviews, and intensive observations in
the laboratory, the clinical setting, or in the family
home. The aim of a descriptive study is the complete
and accurate description, characterization, and/or
enumeration of selected variables within a given group
of people or families. An example of a descriptive
study question is “How do families with young chil-
dren choose health care providers?”

Correlational

Correlational family studies assess the relationships
between characteristics of families, family relations,
and individual family members. The purpose of this
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research design is to examine specific relationships
between two or more variables of interest.
Correlational designs typically examine variables that
are not under the control of the researcher or cannot
be experimentally manipulated. Observations, ques-
tionnaires, and interviews are among the methods that
can be used to collect data.

Correlational designs are common to family
research because they tend to fit the research ques-
tions that interest investigators (Miller, 1986). Olsen
and associates (1999) used a descriptive correlational
design, for example, to examine how support and
communication are related to hardiness in families
who have young children with disabilities. They found
that perceived family support was a predictor of family
hardiness for both parents. Incendiary communication
was negatively related to family hardiness for mothers,
and income was positively associated with assessments
of family hardiness by fathers (p. 275).

Experimental

Experimental designs allow the researcher to control or
manipulate causal or independent variables and to
assign families randomly to treatment and control
groups. Experiments are designed to allow the infer-
ence of a functional or causal relationship between
causal factors (independent variables or treatments)
and individual or family outcomes (dependent vari-
able). Family intervention research typically involves an
experimental design by which one group of families
receives or participates in an intervention and another
group does not participate or receives a different
intervention. In some designs, families who are not
selected for the experimental intervention may be
placed on a waiting list and, after comparisons on the
outcomes, will subsequently receive the effective
intervention. Other designs provide the “usual” inter-
vention or program to one group of families and the
experimental or demonstration intervention to
another group and compare the outcomes. An experi-
mental design compares interventions and their
respective outcomes so that researchers can determine
causes and effects.

One example of an experimental design is the use of
a randomized clinical trial to evaluate the effectiveness
of nursing and education support services in improv-
ing family functioning after cardiac surgery (Gilliss
et al., 1993). The services were offered in the hospi-
tal and by telephone to 67 pairs of patients and care-
givers after cardiac surgery. Although the study did
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not identify differences for the main effect of the inter-
vention group, the main effect of time was significant,
suggesting a pattern of response during recovery.

Longitudinal

Many family research questions are concerned with
continuity, naturally occurring change, and predic-
tability over time; longitudinal designs, in which the
same families are studied over time, address such
questions (Copeland & White, 1991). Individual
development within the family can also be addressed
readily through longitudinal design. The defining
feature of longitudinal designs, which essentially are
descriptive studies, is that the same families or family
members are assessed at two or more points in time.
For example, the question of how families adapt to a
mother’s diagnosis of breast cancer was studied by
making a specified number of data collection visits to
the same families—and studying the same family
members—at specified intervals (e.g., Woods, Lewis,
& Ellison, 1989; Lewis, 1993; Lewis, Hammond, &
Woods, 1993; Lewis, Zahlis, Shands, Sinsheimer,
& Hammond, 1996). Research that addresses parent-
child interaction and child developmental outcomes at
specified ages in infants, toddlers, and preschoolers is
another example of longitudinal design (e.g., Houck,
Booth, & Barnard, 1991; Houck & LeCuyer-Maus,
2002; Houck & LeCuyer-Maus, 2004; LeCuyer-Maus
& Houck, 2002).

Several potential problems require attention with
this design. First, if children are involved, the study
must change to use measures that are appropriate for
each developmental age. As the nature of the measures
change according to age, however, there is concern for
how comparable the measures actually are. Second, a
question always arises in discovering a family change.
Did the change come about because of the factors
being studied or did it come about due to develop-
mental, evolutionary, or other environmental factors?
Finally attrition is a problem common to longitudinal
research studies (Ryan & Hayman, 1996; Motzer,
Moseley, & Lewis, 1997). Many subjects who initially
participate will drop out of the study because they
move or their circumstances change. Especially
problematic for family researchers are changes in
family constellations: Family members graduate, move
away, or refuse to participate, and new members are
added through birth or marriage. Not surprisingly
longitudinal designs are as rare as they are infor-
mative.

QUANTITATIVE METHODS
IN FAMILY RESEARCH

Once the study design is identified, the family
researcher is faced with the challenge of how to get
the information needed to answer the research ques-
tion. There are significant methodological issues in
family research. How these issues are addressed is
central to the quality of family research and to the
nurse who is evaluating family research for use in
practice. This section will provide an overview of
sampling, data collection, measurement, and analysis.
While all four topics are of concern in both quantita-
tive and qualitative family research, there also are
significant differences in how they are addressed in
each approach. Following the discussion of these four
topics is an overview of qualitative methods in family
research.

Sampling

The term sampling pertains to who or what is selected
to be studied. More specifically, the term sample refers
to a subset or part of a whole and sampling refers to
how the sample or subgroup is chosen. Quantitative
approaches to family nursing research typically sample
populations of children, parents, and/or families.
Qualitative approaches sample phenomena and the data
are texts or transcripts of interview discourse.

A primary concern with sampling is whether the
families who participate in a study are representative
of the populations or groups to whom findings and
conclusions can be generalized. For example, if one
wishes to study families who are caring for a member
with dementia, knowing the population characteristics
of all families in similar situations will help determine
what the sample should be.

Socioeconomic stratification is one way of charac-
terizing a sample. Economic resources, social prestige,
power, information, and lifestyle affect many family
variables; the variables most frequently used to indi-
cate socioeconomic level are occupation, income, and
formal education (Smith & Graham, 1995). What is
important in the conduct of family research is to
determine potentially relevant variables and then to
identify respondents that illustrate this range of vari-
ables. In the end, the key issue is whether the sample
of participating families is representative; does it
include a reasonable range? Researchers may also be
interested in certain groups within a sample and link-
ing certain kinds of interventions accordingly; for
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example, low education, low income, and “social risk.”
The ways in which these categories are defined by
sampling criteria or demographic data are important.

Another sampling consideration involves restricting
the families to those with a specific health condition,
diagnosis, or circumstance. For example, researchers
may want to investigate family responses to pregnancy
in midlife, management strategies for cardiac disease,
coping with parental death, or parenting a pre-
schooler. Criteria for including and excluding families
from the sample must be clear to ensure that the
sample represents the group of interest.

One issue with sampling concerns cross-cultural
family research. Family research and theory cannot be
assumed to have cross-cultural applicability (Moriarty,
Cotroneo, DeFeudis, & Natale, 1995). Cross-cultural
research often requires collaboration across disciplines
and among researchers of the ethnic groups under
study. Challenges to the investigators include access to
the population of interest and cultural competence in
collecting and analyzing data. From the standpoint of
research evaluation, at issue is whether there is
cultural or ethnic representation within the study and
how investigators account for cultural differences
while conducting the study. Although many resear-
chers have argued for cross-cultural comparisons, such
findings often contribute to broad generalizations.
Instead, investigators increasingly are urged to explore
variation within cultural or ethnic groups rather than
to compare cultural groups directly (Kelly, Power, &
Wimbush, 1992).

Another sampling issue occurs in longitudinal
research, which, as mentioned previously, has the
problem of attrition. The loss of sample members over
time occurs because families move, cannot be located,
or refuse to continue their participation. With older
families or families with ill members, some partici-
pants die and others may no longer be able to partici-
pate as a result of illness or disability. Thus, there is a
potential threat of attrition bias. This bias exists when
there are significant differences in the sample between
the initial and subsequent data collections (Miller &
Wright, 1995). It is important that reports of longitu-
dinal research address the issue of attrition, including
attrition bias, any measures taken to correct the bias,
and any caveats applied in the interpretation of the
findings.

Modes of Data Collection

Mode of data collection refers, in part, to whether the
nature of the data is individual, relational, or transac-

FOUNDATIONS OF FAMILY HEALTH CARE NURSING

tional (Berkey & Hanson, 1991; Feetham, 1990;
Fisher et al., 1990). Mode of data collection also refers to
the way researchers actually collect the information—
through questionnaires, interviews, observations, etc.
Individual data are collected from a single family
member and reflect individual perceptions about the
phenomenon of interest; there is no reference to the
perceptions of other family members. Relational data
are either (1) collected from individual family
members and combined in some way (e.g., using
means, sums, and difference scores) to address rela-
tionship dimensions; or (2) are obtained through the
observation of or interview with a dyad. Family level
or transactional data typically are obtained from natu-
ralistic observation of family interaction, as well as by
aggregating data from all individual family members.
Keep in mind that responses will differ when the same
questions are asked of family members individually
and when they are in the presence of a partner, parent,
or the entire family.

Self Reports

Self-reports are useful for obtaining information about
subjective events and conditions (Copeland & White,
1991). Also called survey method, data collection by
self-report consists of asking people questions directly
through questionnaires, face-to-face interviews, or
telephone interviews (Miller, 1986).

Questionnaires are surveys that can be mailed to
respondents or administered in a group or family
setting; the respondents mark the answers themselves
with complete anonymity. Questionnaire data are
cost-effective, but it is difficult or impractical to follow
up on missing or incomplete data, so data quality may
not be optimal. Face-to-face interviews entail an inter-
viewer asking a respondent questions and recording
the answers. These interviews can be more flexible,
allowing the interviewer to probe for more informa-
tion, clarify responses, or elicit elaboration. Interviews
can yield more complete and accurate data, especially
home interviews where family members are in their
natural environments (Astedt-Kurki, Paavilainen, &
Lehti, 2001). However, these advantages must be
considered in light of the costs for training and evalu-
ation of the interviewers and travel expenses for home
interviews. Telephone interviews require significantly
less staff time than do face-to-face interviews; for one
thing, they eliminate travel time and costs. Thus, they
are relatively inexpensive and have the advantage of
being rather quick yet yielding high-quality data
(Miller, 1986).
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When self-report methods are used in research,
thought goes into how the questions are asked. The ques-
tions should be clear and unambiguous and should use
vocabulary that fits the education and experience of
the participants. Attention must be paid to developing
the right language and context (Shepard & Mahon,
2002). The questions should focus on a single idea,
provide a clear frame of reference so that the
responses are relevant, and ask only for information
the respondent has, not speculation about how others
think or feel. Closed-ended, fixed-response (multiple
choice or true-or-false) formats are useful in large
studies and can be objectively scored, but the
responses may not reflect the issues the researcher
intended to assess. Open-ended formats, especially
useful for interviews, provide opportunities for clarifi-
cation and elaboration but are also subject to inter-
viewer bias and require interrater reliability to be

established (Copeland & White, 1991).

The questions should focus on a single
idea, provide a clear frame of reference so
that the responses are relevant, and ask
only for information the respondent has, not
speculation about how others think or
feel.

Observational Methods

Observational methods are systematic procedures for
observing behavior and recording what happens.
Direct observation of families and relationship inter-
actions can provide objective information about the
behavior of family members. Observational
researchers assume that although the presence of an
observer or camera may alter family members’ behav-
ior in some respects, people cannot change their
behavior in any profound way by simply trying to do
so. To further guard against “impression manage-
ment,” observational coding systems usually are
designed to tap behaviors, dynamics, or characteristics
that operate below the level of conscious control. For
example, observation might include not only what a
father says to a child, but also how his body is posi-
tioned, where his eyes are focused, and his facial
expression. The family is also asked to engage in a task
that is interesting in order to minimize the artificial
nature of the situation and enhance the realism of its
behavior. Of course the task must elicit the behavior
or dynamics that represent the construct of interest.
Coding systems are developed to capture what is
going on in the family as it is observed. Coding

systems can assess: (1) interpersonal process, or how
family members interact with each other, regardless of
what they say; (2) verbal content, or whar is said by
whom; and (3) affective display, or the nonverbal
expression of emotional tone. Within these categories,
the researcher can code the interaction at a very
specific level or can rate the interaction at a more
global level. An observational checklist may require
the observer to note whether or not many specific
behaviors occur within a task or given time frame.
Global ratings, on the other hand, involve entire
interactions or larger segments of interaction. A rating
or judgment is assigned on a carefully defined scale
that assesses a dimension (e.g., control or power,
communication, reciprocity, enmeshment, and adapt-
ability) of a family or dyadic interaction over the
period of observation. Observational coders require
extensive training in order to use the coding systems
effectively. Over time, investigators must establish
intercoder or interrater reliability.

Secondary Data Sources

Secondary data sources include data sets from completed
projects on related topics, family and social archives,
large-scale surveys, and public records. Secondary
analysis involves using previously collected data or
secondary data sources to answer questions not asked
by the original investigator or to ask similar questions
in new ways (Moriarty et al., 1999). The secondary
data sets may have been designed for other purposes
or may have been collected for both current and
future unspecified purposes. Interviews, written
narratives, questionnaires, videotaped observation
sequences, and demographic surveys all can be viewed
from a new perspective and may even benefit from
secondary analysis. Raw data may be available for
coding in a new way, which is especially true of inter-
views, narratives, and observation sequences. For
example, an interview of family caregivers may be
coded first for caregiving tasks and their perceived
difficulty and then later be recoded for clues to rela-
tionship qualities between the caregiver and receiver.
In other cases, access to existing data may be available,
such as demographic data, scores on questionnaires or
tests, and observational codes. These data may be used
to address new questions or relationships between
different variables or to examine follow-up data or
replication. Another source of data is the ongoing
records of society that are collected for legal, medical,
or political reasons. Examples of societal records
include actuarial records, judicial records, census data,
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and governmental reports. Large national databases
may be chosen for family research as well. In all cases
of secondary analysis, there must be consistency
among the theory, variables, and available data in the
database, and the reliability and validity of the data
need to be ascertained in the context of the theory
(Shepard et al., 2002).

Measurement

Measurement is the process of linking theoretical ideas
or concepts to empirical indicators or variables
(Miller, 1986). The explicit procedures or instructions
for linking abstract concepts to measures are found in
operational definitions. These definitions describe the
“operations” necessary to produce scores (Berkey &
Hanson, 1991; Miller, 1986). Articulation of the logi-
cal linkages between conceptualization, operational
definition, and measurement requires both precision
and creativity. This has been a challenge to family
researchers (see Feetham, 1990) and perhaps stems
from the difficulty of finding a way to “measure”
systematically (with numbers, observational classi-
fications, or ratings) the dynamic interactions of
family life.

Levels of Measurement

To read and evaluate family research, one must be
mindful of the levels of measurement. Nominal
measurement simply means naming, categorizing, or
classifying. If a number is assigned to a category
or classification, it is for the purpose of grouping data
and does not reflect a numeric value. Gender, ethnic-
ity, and marital status are typical nominal measure-
ments.

Measurement is the process of linking
theoretical ideas or concepts to empirical
indicators or variables. (Miller, 1986)

Ordinal-level measurement means that it is possible to
rank subjects on the basis of the variable being
assessed. Ordinal rankings do not reflect a quantity
but rather a general amount or more or less of a char-
acteristic (e.g., controllingness, sensitivity, rigidity).
Ordinal measures have meaning only when compared
with other ordinal measures. In contrast, interval-level
measurement does reflect quantity, with equal
distance between the points of measurement. Ratio
level measurement, in additon to reflecting equal
distance between measurement points, includes an
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absolute zero, which represents that none of the char-
acteristics being assessed is present. The important
issue is for the researcher and the practitioner to be
clear about the meaning of the measurement used in a
given study, especially because many of the measures
and observations in family research are also used as
clinical assessments (Berkey & Hanson, 1991).

Reliability

Reliability of measurement is crucial to obtaining
meaningful data about families. Reliability essentially
refers to the dependability and consistency of a mea-
sure. Stability or consistency over time is one aspect of
reliability; greater stability is expected for traits or
consistent characteristics. Of course, development and
growth also affect stability, and the challenge is to
parse out what is real change. For example, if one is
interested in family communication over time, one
would expect the content of communication to change
as children mature. One would not necessarily expect
the patterns of communication to change, unless
something happened to impact those patterns.
Internal consistency is another aspect of reliability and
reflects how well all parts of the measure are in corre-
spondence or agreement. In other words, if a ques-
tionnaire purports to measure family cohesion, the
question of internal consistency is whether all ques-
tions in the questionnaire measure the concept of
family cohesion or some measure something else.
Finally, as discussed with observational methods,
interrater or intercoder reliability is concerned with
the dependability of coders and how consistently two
observers agree in their coding of observed family
phenomena.

Validity

Validity is also central to the meaningfulness of
research findings. Validity refers to the appropriateness
of the specific use of a given measure; it answers the
question, “Did the instrument actually measure what
it was meant to measure?”

The issue of validity also raises the question of
exactly what to measure. Fisher, Terry, and Ransom
(1990) have advocated strongly for multiple measures:
selecting from several family constructs, dimensions,
or domains expected to be related to health, and
sampling each one with multiple indicators to describe
the domain thoroughly. Through broader family
assessments with multiple indices, investigators can
obtain more complete descriptions and better predic-
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tions of outcomes. These authors argued for triangu-
lation, the use of two or more research methods in a
single study. An example of triangulation would be the
use of self-report, historical, interview, and observa-
tional methods both to obtain the unique perspectives
of the family and integrate cross-method data in
analyses to further our understanding of the complex-
ities of the family unit

While multiple measures are clearly an answer, they
can be difficult to administer because of time, expense,
and burden. In addition, the results are not always
clear, particularly when they result in conflicting data
(Polit, Beck, & Hungler, 2001). The question of valid-
ity is always essential and rarely easy to address.

Data Analysis

The crux of data analysis in family and family nursing
research is embodied in Feetham’s (1990) caveat:
Selection of a data analysis technique should not be
arbitrary, but rather should be linked conceptually to
the study and be appropriate to the data. Generally
speaking, family research is multivariate in nature;
multiple concepts and, therefore, multiple variables
are of interest in our efforts to understand families.
Thus, family research typically involves multivariate
statistics. As a reader of family and family nursing
research, it is important to be mindful that larger
samples are needed to support such analyses, unless
researchers perform certain data reduction techniques.
Recognizing the inherent need for multivariate analy-
ses in the face of the challenges in recruiting and
retaining target families for research, Fisher, Terry,
and Ransom (1990) explicated several effective strate-
gies for managing large variable sets with relatively
small samples.

Approaches to Data Analysis

Multivariate analysis aside, there are three broad
approaches to data analysis:

* Descriptive analysis
* Assessment of relationships
* Determination of differences

Descriptive analysis basically describes the sample
and the characteristics assessed. For example, families
may be described in terms of parental marital status,
family income level, education level of the partners or
spouses, and number of children. Families may then
be described in terms of the number and proportion
who experience various types of conflict, presented

perhaps as classifications or as a score. The distribu-
tion of types or the average scores on a scale may be
described in relation to national norms. The goal of
such analysis is to describe selected family characteris-
tics in a sample of individuals or families.

If the research questions were concerned with the
relationships between family characteristics, the data
analysis assesses the relationships between variables.
Both correlational and regression analysis may be
used. There are several types of correlation (e.g.,
Pearson’s and canonical) and regression (e.g., linear,
multiple, and logistic) analyses, but all generally
require interval, ratio, or dichotomous (1/0) scores.
Measures of association also may be used to assess the
relationships between nominal variables and ordinal-
level data (using nonparametric statistics).

When research questions are concerned with differ-
ences between families, data analysis assesses for
group differences. The sample—individuals, married
couples, parents, or families—are grouped on the basis
of a classification or nominal characteristic to assess
differences between those groups on a measure. The
scores are usually at the interval or ratio level of mea-
surement. At the most general level, t-tests determine
differences between two groups; an analysis of vari-
ance techniques is applied to more than two groups. In
both cases, one dependent measure is assessed for
differences. When there is more than one depend-
ent or outcome measure, multivariate analyses are
used. If measures are applied over time, on repeated
occasions, one should expect to see a repeated meas-
ures analysis.

These are some broad generalizations about what to
expect in the data analysis of family research.
However, analysis of such a complex social unit is
becoming equally complex, and there are many excep-
tions to these generalities, many variations within
these approaches, and new strategies and techniques
for analyzing large data sets. The issue of concern in
assessing a study is whether there is a logical consis-
tency between the data analysis and the research ques-
tions, the central concepts or domains of concern, the
design and measurement, and the conclusions.

QUALITATIVE METHODS
AND FAMILY RESEARCH

Qualitative methods are a common approach to family
research, and family nursing researchers are recog-
nized both within and outside of the discipline for
their knowledge and skill in qualitative research.
Qualitative methods often are chosen for exploratory
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investigations (Miller, 1986) and are most valuable
when researchers seek in-depth information about
how and why people behave, think, and act as they do
(Ambert, Adler, Adler, & Detzner, 1995). Qualitative
research allows for the discovery or uncovering of
perceptions, meanings, understandings, multiple real-
ities, and psychosocial context in families. Although a
qualitative approach to family research usually relies
on the interview method, content analysis of written
materials and participant observation of the family
also may be used.

Within the qualitative approach, there are distinct
methods. Each method emphasizes selected aspects of
the phenomenon in question, with focus on specific
aims and evidence. Sampling plans and data analysis
differ markedly from quantitative methods, with effort
generally focused on identifying research participants
who have experience with the phenomenon under
study. Regardless of the specific qualitative method,
rigor in qualitative research is assessed in terms of the
following:

¢ Credibility—faithfulness to the descriptions and
interpretations of experience

* Applicability—fittingness to other contexts

* Consistency—the ability to audit or to follow
the researcher’s “decision trail”

¢ Confirmability (Sandelowski, 1986)

Qualitative research allows for the
discovery or uncovering of perceptions,
meanings, understandings, multiple reali-
ties, and psychosocial context in families.

Grounded Theory

Discovering theory about family or individual experi-
ences in families is the aim of the grounded theory
method in family research. Grounded theory method-
ology was developed and named in the mid-1960s by
Glaser and Strauss (1967). Grounded theory research-
ers generate or construct theory from data provided
by families; thus, the specific theory is connected
closely with the data and is said to be “grounded” in
data. This approach explicitly acknowledges the
family and its members as experts in their own experi-
ence and allows nurses to explore areas of nursing
experience that have not been adequately addressed by
existing theories. Symbolic interaction theory under-
lies this method, a theory that helps to explain how a
group of people—in this case, a family—defines real-
ity through social interaction.
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Wilson and Morse (1991) used grounded theory
methods to examine the experience of husbands living
with wives undergoing chemotherapy. Their analysis
of the data resulted in a three-stage model of husbands’
perceptions of their experience: Husbands moved from
identifying the threat, to engaging in the fight, and
finally, to becoming a veteran (p. 227). Recurrence of
the cancer initiated the cycle once again.

Phenomenology

Hermeneutic phenomenology is an approach to the study
of shared family meanings and family concerns
(Chesla, 1995). Careful attention to context is essen-
tial to this approach; family and cultural history are
important to the understandings derived from this
research. Hermeneutic study emphasizes the everyday
experience of families and focuses on their central
concerns in living with life situations (Chesla, 1995).

The perspective of interpretive phenomenology
embraces both the shared, everyday “lived experi-
ences” of the family and the multiple realities of family
members. It recognizes each family member’s unique
experience of the family and perception of reality.
Thus, the researcher seeks to understand the lived
experience of the different family members and their
multiple realities (Hartrick & Lindsey, 1995). The
focus is not on the facts of a situation but, instead, on
the meaning of those facts to the various family
members. Hartrick and Lindsey consider the
“phenomenological attitude” as central to this
method, as a way of coming to question human expe-
rience in an effort to uncover deeper meaning. An
example of phenomenological research in family nurs-
ing is Chesla’s use of hermeneutic phenomenology to
guide her study of the caring practices of parents with
their adult schizophrenic children (1994). The rich-
ness of this method can be seen in her interpretation
of the meaning of those practices.

Narrative Inquiry

Narrative inquiry is another qualitative method by
which the researcher seeks to understand the mean-
ings of experiences from families and their individual
members. As families and family members relate their
experiences, they are telling their stories. This form of
inquiry analyzes the narratives or created structures of
the stories on the assumption that family members, as
narrators telling their stories, select, order, and prior-
itize events based on their meaning for the individuals
involved (Knafl, Ayres, Gallo, Zoeller, & Breitmayer,
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1995). Narrative inquiry identifies the “plot” or the
organizing framework of the story according to
the temporal unfolding of the story (Poirier & Ayres,
1997), which reveals the context and meaning of the
events and experiences for the narrator (Knafl, Ayres,
Gallo Zoeller, & Breitmayer, 1995). The researcher
notes inconsistencies, repetitions, and omissions to
identify “secrets,” or those issues that are to be
avoided or that bring discomfort to the narrator
(Poirier & Ayres, 1997). Ultimately the researcher is
able to arrive at interpretations of story “types”
through careful analysis and comparison of unique
story features and similarities across stories. An exam-
ple of this approach is the application of narrative
analysis techniques to parents’ stories of the events
preceding their child’s diagnosis of a serious chronic
illness (Knafl, Ayres, Gallo, Zoeller, & Breitmayer,
1995). The analysis uncovered five major pathways to
diagnosis (direct, delay, detour, quest, and ordeal) and
information about what those pathways meant for

parents (p. 411).

Ethnography

Leininger (1985) described ethnography as the system-
atic process of observing, detailing, describing, docu-
menting, and analyzing patterns of a culture to
understand the patterns of people in their familiar
environment (p. 35). Ethnography generally is associ-
ated with anthropology but has been used in family
research to understand patterns of behavior or
lifestyles of families who share experiences. Recent
examples of ethnographic research in family nursing
include three ethnographic studies on family health of
Appalachian families. One study examined the defini-
tion and practice of family health, the second exam-
ined family health during and after death of a family
member, and the third examined family health in an
economically disadvantaged population (Denham,
1999a, 1999b, 1999c¢).

CRITERIA FOR
EVALUATING RESEARCH

The long-standing gap between family nursing
research and practice has limited the extent to which
research has enhanced practice. Dialogue between re-
searchers and practitioners of nursing is even more
crucial in the era of health care reform. After all, fami-
lies are now carrying out many of the tasks that used
to be hospital-based and taken care of by professional
nurses. With limited resources, the family itself as a

“resource” becomes crucial to the individual patient’s
well-being and, therefore, this function must be opti-
mized. Furthermore, the “high users” of health care
resources are complex, multiproblem cases that
require professional nursing intervention with both
individuals and their families. Toward this end, family
and family nurse researchers must perform studies in
the context of practice, present findings in clinical
journals, and discuss how to apply findings. But until
researchers become adept at doing so, it rests with the
practitioners of nursing to evaluate family and family
nursing research and to integrate relevant research
into their practice. The following evaluation criteria
should assist in this effort.

The first issue to be evaluated in family and family
nursing research is whether an explicit family conceprual
or theoretical framework is used. The basic assumptions
the investigator holds about individuals and families in
the conduct of the research must be clear. Family itself
is likely to be the “lens” with which the problem under
research is viewed, although the family as a whole may
be considered or the family may be the context or
environment for an individual’s health and illness.

It rests with the practitioners of nursing
to evaluate family and family nursing
research and to integrate relevant research
into their practice.

Thus, another criterion for evaluation is a concept of
the family, and this conceptualization must be consis-
tent with the theoretical framework.. The family may
be viewed as a system interacting with its environment
(health care system, community), as an environment
for the individual members, as a mediator or modera-
tor for individual members, or as the cause of health or
illness (Feetham, 1990). The researcher should be
explicit about this, and the conceptualization should
be clear to the reader.

It follows, therefore, that there must be a definition
of the family. This involves a clear statement about who
was included in the data-collection process. In other
words, the definition of the family should be linked to
the participants in the study. Here we are not only
talking about a theoretical definition but how the defi-
nition of family is operationalized. Look for congru-
ence between the theoretical framework, the concept
of the family, the definition of family, and the persons
who participate in the study.

There must be a logical consistency in the methods
of family research. As this chapter has described,
the research design, the modes of data collection, the
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measures, and the data analysis must be consistent
with the foregoing criteria; all relate back to the unit
of analysis. Throughout the methods section, actual or
potential ethical considerations should be addressed.
Finally, the findings must add to the knowledge base
about families and should have relevance to nursing
practice.

Ciritical evaluation of family research is too impor-
tant to leave to researchers alone. Practicing family
nurses have a responsibility to read and weigh the
merits of family studies. Whatever they may lack in
understanding of a particular design, method, or
analytical technique, they bring to the evaluation a
wealth of clinical knowledge with which to assess the
clinical significance of the study.

EVIDENCE-BASED FAMILY NURSING

Hallberg (2003) provided a thought-provoking, over-
all perspective on the status of research in family nurs-
ing and potential pitfalls that lay on the horizon. She
addressed not only the definition of “evidence-based”
nursing and its implications for nursing research but
also raised concern about the potential for losing the
“humanistic” side of nursing if the definition of
evidence-based care were to be strictly based on the
medical model. In her editorial, Hallberg identified
four fundamental questions facing family nursing
research.

* What do we mean by evidence-based nursing?

* How are empirically developed knowledge and
theoretically developed knowledge in nursing
related to each other?

* Do we have the knowledge base needed to assert
that we apply evidence-based nursing?

* How do we apply evidence-based knowledge in
nursing practice, or rather what part of it are we

going to apply?

What Do We Mean by
Evidence-Based Nursing?

As Hallberg pointed out, the term evidence-based nurs-
ing is not currently a MeSH term in MEDLINE, in
contrast to evidence-based medicine, defined as a MeSH
term for a clinical learning strategy. (MeSH is the
National Library of Medicine’s vocabulary used for
indexing articles for MELINE/PubMed. It provides a
way to retrieve information that may use varying
terminology for a concept.) In medicine, a clinical
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learning strategy involves four steps: formulating a
clear clinical question from a patient’s problem;
searching the literature for relevant articles; critically
evaluating the evidence for its validity and usefulness;
and implementing useful findings in clinical practice
(Rosenberg & Donald, 1995). This is a rather strict
interpretation of the application of research-based
findings to clinical practice. By contrast, in the
Cumulative Index of Nursing and Allied Health
Literature (CINAHL), one finds a more inclusive
definition of evidence-based medicine that features
clinical expertise and patient choices.

Many of the emerging definitions of evidence-based
practice in nursing draw on the definitions from medi-
cine but stress the use of research findings as well as
other sources of credible information (versus tradi-
tion) to guide practice. Stetler (2001) differentiated
between external and internal evidence. External
evidence refers to research findings and consensus
reports of national experts. Internal evidence refers to
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the other sources of credible information or data,
including quality-improvement, operational, and eval-
uation data. Emerging definitions of evidence-based
nursing practice recognize the centrality of individual
clinical expertise, defined as the proficiency and judg-
ment acquired by individual clinicians through clinical
experience (Messecar & Tanner, 2003). Thus, external
clinical evidence informs but does not replace clinical
expertise. Instead, clinical expertise is necessary to
decide whether given external evidence applies to the
patient or family at all and how it should be integrated
into a clinical decision (Messecar & Tanner, 2003).
Accordingly evidence-based nursing practice may be
understood as a process of clinical reasoning that uses
external and internal evidence to inform a knowledge
base in the context of factors that affect patient/family
responses. This definition recognizes the value of clin-
ical expertise in a model of patient/family-centered
care (Messecar & Tanner, 2003).

How Are Empirically Developed
Knowledge and Theoretically
Developed Knowledge in Nursing
Related to Each Other?

Implied in this question is another about whether
family nursing research needs to base itself on its own
unique theories and models or if it is acceptable for
the research to employ frameworks and theories from
other disciplines. In fact, can family nursing research
assert itself as a unique discipline if it does not have a
specific research theory base from which to grow? If
we use theories based on concepts from other disci-
plines, is family nursing research able to adapt theory
to the nursing perspective?

Hallberg (2003) encouraged those active in family
nursing to reflect on how researchers develop knowl-
edge for nursing practice. She urged the examination
and comparison of theory development based on
analytic and philosophical processes versus theory
development based on empirical research. According
to Hallberg, researchers need to grapple with how
such variously derived knowledge is to be used when it
comes to evidence-based nursing.

Fundamentally family nursing is about serving
families. This means that we are willing to integrate
evidence from a variety of disciplines into our knowl-
edge base. The nursing perspective dictates what is
included. In essence, knowledge and theory that
address biopsychosocial domains, in cultural context,
are relevant to family nursing.

Do We Have the Knowledge Base
Needed to Assert That We Apply
Evidence-Based Nursing?

Several important questions can be derived from this
overriding question. When one looks at research, it is
generally considered that longitudinal, prospective,
and randomized-controlled clinical trials are stronger
in providing “evidence” than cross-sectional and
retrospective studies. Nursing research relies, to some
extent, on qualitative studies that have limited
generalizability and are more likely to suggest further
research questions. However, when investigating dis-
eases and processes within the context of the patient,
confounding factors arise. At some point, these specific
questions need to be more broadly addressed through
further research. Hallberg suggested synthesizing all
qualitative studies to build upon them further—which
raises methodological questions. Nonetheless, it is
important to evaluate interventions and be creative
with them in order not to miss the larger context in
which patients and families exist. Very few arenas
in the nursing care of families lend themselves to the
conditions of true experimental designs. Most of
the significant family nursing interventions are applied
in a natural environment where very few of the
processes and conditions other than the intervention
can be controlled.

In examining the knowledge base found in research,
it is fundamental for researchers to have a dialogue
with each other about where evidence and research
overlap (Hallberg, 2003). As Hallberg reminds us,
nursing practice is caring for the patient and family—
not managing the disease—and therefore research
should reflect the complexity of the lives for which it
is providing evidence to alter clinical practice.
Collaborative nursing research is needed to address
the intrinsic difficulties of conducting research in the
field and to address such issues as heterogeneity of
age, socioeconomic conditions, disease and treatment,
and other aspects (Hallberg, 2003). Only then can we
build systematic knowledge within a given area of
family nursing.

How Do We Apply Evidence-Based
Knowledge in Nursing Practice, or Rather
What Part of It Are We Going to Apply?

In addressing this question, Hallberg raised two
fundamental concerns: (1) a fear of losing the human-
istic values of nursing care when applying evidence-
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based nursing; and (2) the importance of examin-
ing and bearing in mind the difference between
science and practice:

Science tries to simplify things, whereas practice is
complex. Science means explanation, whereas practice
means doing what can be done. Science claims general
validity, whereas practice is specific to a particular situ-
ation. Science claims to be intersubjective, whereas prac-
tice is subjective and context bound. Last, science is
collective, belonging to the international research
community, whereas practice is individual from the
perspective of both the patient and the caregiver.
(Hallberg, 2003, p. 19)

The definition and model of evidence-based prac-
tice offered by Messecar and Tanner (2003) should
serve to alleviate these concerns, with their emphasis
on clinical expertise as requisite for the evaluation and
integration of evidence into patient-centered care.
Accordingly, contextual factors and knowing the
particulars of the patient/family are central and
thereby contribute to the complexity of the research
required for evidence.

NURSING IMPLICATIONS

There are a number of implications for nursing prac-
tice but among the ones most important to consider
are privacy, informed consent, and the concept of
research versus treatment.

Privacy and Informed Consent

A major consideration in the conduct of family
research is disclosure of personal information. Often
such information has not been revealed before this
research process. Therefore, researchers must
consider the balance between the risks to the partici-
pants by intrusive or threatening data collection
procedures and the benefits to family science and soci-
ety (Bussell, 1994).

Informed consent, as with any research, is essential.
What is particular to family research, however, is the
involvement of young children and adolescents. An
important strategy is to include a child assent form that
describes the purpose of the research and requests the
child’s or adolescent’s agreement to participate. This
consenting procedure is used with children who are
able to read. Then researchers should obtain actual
consent from the parents.

Another facet of informed consent pertains to the
use of videotaped observations; the faces and voices
are recorded and names are usually used in the obser-
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vation period. Participants must be fully informed
about how the videotaped data will be managed and
stored, and who will see it. They must be informed
when the videotapes will be destroyed and how they
will have access to view the recordings or obtain a
copy. One valuable strategy is to provide participants
with a copy of the recording, if doing so does not
violate the integrity of the research procedures.

The research setting presents other considerations.
When data collection takes place in the home, several
issues emerge. One is the issue of privacy if individual
interviews take place or questionnaires are adminis-
tered. It is critical to maintain the privacy and confi-
dendiality of the individual member or couple and to
avoid any undue influence by other family members.
This caution is especially necessary for children, care
receivers, and those who are vulnerable to other
family members in terms of a power differential.
Another consideration in the home setting concerns
the visibility of the family’s private living space.
Researchers must be most careful not to draw unwar-
ranted conclusions or assumptions about families
based on their living environment.

Research and Treatment

If clinical information will be derived from certain
measures (e.g., depression level), the consent form can
state that subjects will be informed if they have scores
that are in a clinical range on a given measure. In this
way, participants are aware that they will receive clin-
ically relevant feedback. At the same time, the consent
forms typically state, quite clearly, that the investiga-
tors’ work with the family is for scientific purposes and
that researchers will not be expected to provide treat-
ment. Investigators can avoid conflicts by establishing
guidelines, before data collection begins, for when
and how to intervene on a subject’s behalf (Bussell,
1994).

This blurring of boundaries between research and
treatment occurs in a similar way even with self-report
data. The process of completing questionnaires about
family issues is likely to trigger consideration of ideas
and feelings that may not have been addressed previ-
ously. Although this self-reflection may serve as a
benefit of the research process, alternatively, it can
serve as a risk for unpleasant feelings (e.g., anxiety,
anger, and regret) or adverse responses that require
professional assistance. It is not uncommon, therefore,
for a research team to be prepared to make referrals
for crisis intervention or provide a list of relevant
mental health or diagnosis-specific resources.
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Future

Much work has been done in family nursing research.
Family nursing researchers have given the discipline
and family science knowledge about interactions bet-
ween families and health and illness across the life
span, including family health promotion, family man-
agement of acute and chronic illness, and family care
giving. Research on aging families and healthy fami-
lies is increasing steadily. Family nursing can be justi-
fiably proud of this heritage.

However, there is much work to be done. Some of
the gaps in family nursing research have narrowed
during the last 30 years, while others have widened.

The following are areas for future work in family
nursing research:

e Family intervention studies, using the wealth of
exploratory, descriptive, and correlational studies
in the literature

¢ Studies of families representing diversity in
structure, ethnicity, and living situation

* Research to advance our understanding of
vulnerable families

* Attention to mixed methods as research strate-
gies to enhance the depth and breadth of our
knowledge base in family nursing, especially
regarding vulnerable families

* Studies that focus on relationships between
families and other social systems

* Increased and consistent attention to the unit of
analysis in family studies

* Attention to informing social and health policy
with findings from family research

* Attention to theory development and theoretical
consistency within and across studies

* Attention to biosocial research opportunities in
family nursing, including the implications for
families of the ever-increasing information on
genetics (Feetham & Meister, 1999)

SUMMARY

* The relationships between the various ways
we develop knowledge for nursing care, espe-
cially the relationship between nursing theories
and research-based knowledge, are important
ones.

* Many family nursing studies have not explicated
their assumptions or theoretical frameworks.
Studies that did often relied on concepts and
methods from other disciplines.

¢ Although nursing has much to learn from the

social sciences and family therapy, these disci-
plines cannot guide nursing practice.

Another reason for the lack of theory in family
nursing is the apparent dissonance between
considering the family as the client and fully
appreciating the freedom and uniqueness of
each family member.

The most practical question that faces a family
researcher is who to include in the study.

What is important is whether the researcher
obtains information from an individual about
the family or from the family as a whole at one
time, and it is important because of the applica-
tion of findings to practice. If family interven-
tions are to be successful, they cannot rest on
family-related research alone.

The choice of who should be the source of data
collection, or the unit of analysis, should make
sense in terms of the purpose of the study, the
theoretical orientation and research question,
and whether the researcher wants to generalize
about the family as a whole or focus on the indi-
vidual’s perceptions about the family.

A variety of methods are used to describe char-
acteristics of families, including surveys, struc-
tured interviews, and intensive observations in
the laboratory, the clinical setting, or in the
family home.

A primary concern with sampling is whether
the families who participate in a study are
representative of the populations or groups

to whom findings and conclusions can be
generalized.

Family research and theory cannot be assumed
to have cross-cultural applicability.

The researcher and the practitioner must be
clear about the meaning of the measurement
used in a given study, especially since many of
the measures and observations in family research
are also used as clinical assessments.

Generally speaking, family research is multivari-
ate in nature; multiple concepts and, therefore,
multiple variables are of interest in our efforts to
understand families.

Grounded theory explicitly acknowledges the
family and its members as experts in their own
experience and allows nurses to explore areas of
nursing experience that have not been
adequately addressed by existing theories.
Nursing practice is caring for the patient and
family—not managing the disease—and there-
fore research should reflect the complexity of
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the lives for which it is providing evidence to
alter clinical practice. Collaborative nursing
research is needed to address the intrinsic diffi-
culties of conducting research in the field and to
address such issues as heterogeneity of age,
socioeconomic conditions, disease and treat-
ment, and other aspects.

STUDY QUESTIONS

. How does the unit of analysis in family
nursing research influence the nature of the
research? How does it influence the type of
research questions addressed? How does it
influence the data received? Give an example
of each.

. Why is it important for family nurse
researchers to define family explicitly in a
study?

. Choose one of the research designs used in
family research and give an example of a
family research question that would be appro-
priate for that design.

Briefly discuss two challenges associated with
sampling in family research.

. How questions are asked can make a signifi-
cant difference in the quality of data when
self-report methods are used in family
research. Describe three strategies to improve
the quality of the data collected.

Distinguish between reliability and validity of
measurement in family research.

. Why is quantitative family research multivari-
ate in nature?

. Give two reasons why a family nurse
researcher might choose qualitative methods
to answer a research question.

Briefly discuss three ethical considerations in
family nursing research.

List six issues that should be evaluated in
family and family nursing research.

The authors list seven areas for future work in
family nursing research. Which area do you
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believe should be addressed first if the goal is
improvement of family nursing practice?

Why?
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