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Preface

The practice of nursing continues to evolve . . . the practice of caring is timeless.

Nurses today must grow and evolve to meet the demands 

of a dramatically changing healthcare system. They need 

skills in science, technology, communication, and inter-

personal relations to be effective members of the collab-

orative healthcare team. They need to think critically and 

be creative in implementing nursing strategies to provide 

safe and competent nursing care for clients of diverse cul-

tural backgrounds in increasingly varied settings. They 

need skills in teaching, leading, managing, and the process 

of change. They need to be prepared to provide home- 

and community-based nursing care to clients across the 

lifespan—especially to the increasing numbers of older 

adults. They need to understand legal and ethical prin-

ciples, holistic healing modalities, and complementary 

therapies. And, they need to continue their unique client 

advocacy role, which demands a blend of nurturance, sen-

sitivity, caring, empathy, commitment, and skill founded 

on a broad base of knowledge.

Kozier & Erb’s Fundamentals of Nursing, Eleventh Edi-

tion, addresses the concepts of contemporary professional 

nursing. These concepts include but are not limited to 

caring, wellness, health promotion, disease prevention, 

holistic care, critical thinking and clinical reasoning, mul-

ticulturalism, nursing theories, nursing informatics, nurs-

ing research, ethics, and advocacy. In this edition, every 

chapter has been reviewed and revised. The content has 

been updated to reflect the latest nursing evidence and 

the increasing emphasis on aging, wellness, safety, and 

home- and community-based care.

ORGANIZATION

The detailed table of contents at the beginning of the book 

makes its clear organization easy to follow. Continuing 

with a strong focus on nursing care, the eleventh edition 

of this book is divided into 10 units.

Unit 1, The Nature of Nursing, clusters four chapters that provide 

comprehensive coverage of introductory concepts of nursing.

In Unit 2, Contemporary Healthcare, four chapters include contem-

porary healthcare topics such as healthcare delivery systems, 

community-based care, home care, and informatics.

In Unit 3, The Nursing Process, six chapters introduce students 

to this important framework with each chapter dedicated to a 

specific step of the nursing process. Chapter 9 applies critical 

thinking, clinical reasoning, and the nursing process. A Nurs-

ing in Action case study is used as the frame of reference for 

applying content in all phases of the nursing process in Chapter 

10, Assessing; Chapter 11, Diagnosing; Chapter 12, Planning; 

and Chapter 13, Implementing and Evaluating. Chapter 14 cov-

ers documenting and reporting.

Unit 4, Integral Aspects of Nursing, discusses topics such as car-

ing; communicating; teaching; and leading, managing, and del-

egating. These topics are all crucial elements for providing safe, 

competent nursing care.

In Unit 5, Health Beliefs and Practices, four chapters include 

health-related beliefs and practices for individuals and families 

from a variety of cultural backgrounds.

Unit 6, Lifespan Development, consists of five chapters that dis-

cuss lifespan and development from conception to older adults.

Unit 7, Assessing Health, addresses vital signs, health assess-

ment, and pain assessment and management skills in three 

separate chapters, to allow beginning students to understand 

normal assessment techniques and findings.

In Unit 8, Integral Components of Client Care, the focus shifts to 

those components of client care that are universal to all clients, 

including asepsis, safety, hygiene, diagnostic testing, medica-

tions, wound care, and perioperative care.

Unit 9, Promoting Psychosocial Health, includes six chapters that 

cover a wide range of areas that affect the individual’s health. 

Sensory perception, self-concept, sexuality, spirituality, stress, 

and loss are all aspects that a nurse needs to consider to prop-

erly care for a client.

Unit 10, Promoting Physiologic Health, discusses a variety of phys-

iologic concepts that provide the foundations for nursing care. 

These include activity and exercise; sleep; nutrition; elimination; 

oxygenation; circulation; and fluid, electrolyte, and acid–base 

balance.

HIGHLIGHTS OF THE ELEVENTH EDITION

• QSEN linkages. The delivery of high-quality and safe 

nursing practice is imperative for every nurse. The QSEN 

competencies were developed to address the gap between 

nursing education and practice. There are expectations 

for each of the six QSEN competencies and these expec-

tations relate to knowledge, skills, and attitudes. Nurs-

ing students are expected to achieve these competencies 

during nursing school and use them in their professional 

role as RNs. This edition has incorporated QSEN compe-

tencies and specified expectations in most chapters. This 

QSEN content will guide students to learn and maintain 

safety and quality in their provision of nursing care.
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• Assignment: Recognition of the evolving legal aspects 

of assigning and delegating nursing care, especially to 

assistive personnel.

• Current examples of nursing literature guiding evi-

dence-based practice.

• Up-to-date samples of electronic health records that sup-

port nursing care.

• Updated and additional photos to assist the visual 

learner.

• Standards of care. This edition continues to value and 

update standards of care as evidenced by incorporating 

the latest National Patient Safety Goals; Infusion Nurs-

ing Society Standards of Practice; American Nurses Asso-

ciation (ANA) Scope and Standards of Practice; National 

Council of State Boards of Nursing National Guidelines 

for Nursing Delegation; current hypertension guidelines; 

pressure injury prevention guidelines; ANA Safe Patient 

Handling and Mobility: Interprofessional National Standards 

Across the Care Continuum; Occupational Safety and 

Health Administration and Centers for Disease Control 

and Prevention bloodborne pathogens and infection 

prevention standards; and cancer screening guidelines.

FEATURES

For years, Kozier & Erb’s Fundamentals of Nursing has 

been a gold standard that helps students embark on their 

careers in nursing. This new edition retains many of the 

features that have made this textbook the number-one 

choice of nursing students and faculty. The walk-through 

at the beginning of the textbook illustrates these features.

Supplements That Inspire Success  

for the Student and the Instructor

Pearson is pleased to offer a complete suite of resources to 

support teaching and learning, including:

• TestGen Test Bank

• Lecture Note PowerPoints

• Instructor’s Manual

• Image Library.
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Features of the Eleventh Edition

ENHANCED PHOTO PROGRAM

shows procedural steps and the latest equipment.

Evidence-Based Practice

What Is the Impact of Chlorhexidine Bathing on Healthcare-

Associated Infections?

According to Denny and Munro (2017), approximately 4% of hos-

pitalized clients contract a healthcare-associated infection (HAI) 

during their hospitalizations. These infections frequently result in 

increased morbidity, mortality, and length of hospital stay. Skin 

bacterial colonization aids in the transmission and development of 

HAIs. Nurses frequently use bathing with chlorhexidine gluconate 

(CHG) to reduce bacterial colonization on the client’s skin. Stud-

ies have shown that bathing with CHG products has had mixed 

results in the prevention of HAIs. As a result, the authors performed 

a literature review to examine the current evidence on the impact of 

CHG bathing on HAIs. The literature search identified peer-reviewed 

studies and meta-analyses that examined the impact of CHG 

 bathing in  preventing HAIs, specifically surgical site infections (SSIs), 

central line–associated bloodstream infections (CLABSIs), ventilator- 

associated pneumonias (VAP), catheter-associated urinary-tract 

infections (CAUTIs), and Clostridium difficile–associated disease. 

The search resulted in 23 articles for review.

The findings concluded that there was good evidence to sup-

port using a CHG bathing regimen to reduce the incidence of 

CLABSIs, SSIs, vancomycin-resistant enterococci (VRE), and 

methicillin-resistant Staphylococcus aureus (MRSA) HAIs.

The authors, based on the literature search, raised questions 

for further research, including the value of using CHG liquid soap 

versus CHG-impregnated washcloths. Research has shown that 

application of CHG on the client’s body without rinsing has greater 

impact than applying CHG followed by rinsing the body. Do CHG-

impregnated washcloths have an advantage because the CHG in 

the wipes is not rinsed from the skin? Another issue raised by the 

authors was that most studies were conducted in targeted popu-

lations (e.g., intensive care units). They suggest that more research 

is needed on the benefits of bathing all clients versus a targeted 

(bathing only at-risk clients) approach.

IMPLICATIONS

Hospitals are beginning to replace the traditional soap and water 

bathing with CHG bathing in order to prevent HAIs. As the authors 

suggested, nurses need to assess for adverse reactions to the use  

of CHG and increase their awareness that, with the increasing 

use of CHG, organisms may develop resistance to the antiseptic.

EVIDENCE-BASED PRACTICE

LIFESPAN CONSIDERATIONS

CHILDREN

Many developmental issues in pediatrics are not considered prob-

lems or illnesses, yet can benefit from nursing intervention. When 

applied to children and families, nursing diagnoses may reflect a 

condition or state of health. For example, parents of a newborn 

infant may be excited to learn all they can about infant care and 

child growth and development. Assessment of the family system 

might lead the nurse to conclude that the family is ready and able, 

even eager, to take on the new roles and responsibilities of being 

parents. An appropriate diagnosis for such a family could be will-

ingness for improved family dynamics, and nursing care could be 

directed to educating and providing encouragement and support 

to the parents.

OLDER ADULTS

Older adults tend to have multiple problems with complex physical 

and psychosocial needs when they are ill. If the nurse has done 

a thorough and accurate assessment, nursing diagnoses can be 

selected to cover all problems and, at the same time, prioritize the 

special needs. For example, if a client is admitted with severe con-

gestive heart failure, prompt attention will be focused on impaired 

cardiac status and increased fluid volume, with interventions selected 

to improve these areas quickly. As these conditions improve, then 

other nursing diagnoses, such as decreased activity and decreased 

knowledge related to a new medication regimen, might require more 

attention. They are all part of the same medical problem of conges-

tive heart failure, but each nursing diagnosis has specific expected 

outcomes and nursing interventions. The client’s strengths should 

be an essential consideration in all phases of the nursing process.

Diagnosing

CLIENT TEACHING

• Keep language level at a fifth- to sixth-grade level.

• Use active, not passive, voice (e.g., “take your medicine before 

breakfast” [active] versus “medicine should be taken before 

breakfast” [passive]).

• Use plain language; that is, easy, common words of one or 

two syllables (e.g., use instead of utilize, or give instead of 

administer).

• Use the second person (you) rather than the third person (the 

client).

• Use a large type size (14 to 16 point).

• Write short sentences.

• Avoid using all capital letters.

• Place priority information first and repeat it more than once.

• Use bold for emphasis.

• Use simple pictures, drawings, or cartoons, if appropriate.

• Leave plenty of white space.

• Focus material on desired behavior rather than on medical 

facts.

• Make it look easy to read.

Developing Written Teaching Aids

Figure 10.1 ■ The nursing process in action.

IMPLEMENTING  
• Reassess the client
• Determine the nurse’s need for assistance
• Implement the nursing interventions
• Supervise delegated care
• Document nursing activities

DIAGNOSING  
• Analyze data
• Identify health problems,
   risks, and strengths
• Formulate diagnostic
   statements

PLANNING  
• Prioritize problems/diagnoses
• Formulate goals/desired outcomes
• Select nursing interventions
• Write nursing interventions

EVALUATING  
• Collect data related to outcomes
• Compare data with outcomes
• Relate nursing actions to client goals/outcomes
• Draw conclusions about problem status
• Continue, modify, or terminate the client’s care plan

ASSESSING   
• Collect data
• Organize data
• Validate data
• Document data

ASSESSING 

DIAGNOSING  

PLANNING 

IMPLEMENTING 

EVALUATING 

The nursing process is a systematic, 
rational method of planning and 
providing nursing care. Its purpose is to 
identify a client’s healthcare status, and 
actual or potential health problems, to 
establish plans to meet the identified 
needs, and to deliver specific nursing 
interventions to address those needs. 
The nursing process is cyclical; that 
is, its components follow a logical 
sequence, but more than one 
component may be involved at 
one time. At the end of the 
first cycle, care may be 
terminated if goals are 
achieved, or the cycle
may continue with 
reassessment, or the
plan of care may be 
modified. 

SPECIAL FEATURES

provide the opportunity to link QSEN com-

petencies and to think critically to make 

a connection to nursing practice. These 

features provide guidance on maintaining 

safety and quality of nursing care.

Side rail entrapment, injuries, and death do occur. When 

side rails are used, the nurse must assess the client’s 

physical and mental status and closely monitor high-risk 

(frail, older, or confused) clients.

Safety Alert! SAFETY

Footboard or Footboot
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HALLMARK FEATURES
This eleventh edition maintains the best aspects  

of previous editions to provide the most valuable  

learning experience.

Introduction
Nurses’ understanding of health and wellness largely 
determines the scope and nature of nursing practice. Cli-
ents’ health beliefs influence their health practices. Some 
clients think of health and wellness (or well-being) as the 
same thing or, at the very least, as accompanying one 
another. However, health may not always accompany 
well-being: A client who has a terminal illness may have 
a sense of well-being; conversely, another client may lack 
a sense of well-being yet be in a state of good health. For 
many years, the concept of disease was the yardstick by 
which health was measured. In the late 19th century, the 
“how” of disease (pathogenesis) was the major concern 
of health professionals. The 20th century focused on find-
ing cures for diseases. Currently, healthcare providers are 
increasing their emphasis on preventing illness and pro-
moting health and wellness in individuals, families, and 
communities.

Concepts of Health, Wellness, 
and Well-Being
Health, wellness, and well-being have many definitions 
and interpretations. The nurse should be familiar with the 
most common aspects of the concepts and consider how 
they may be individualized with specific clients.

Health
Traditionally, health was defined in terms of the presence 
or absence of disease. Florence Nightingale (1860/1969) 
defined health as a state of being well and using every 
power the individual possesses to the fullest extent. The 
World Health Organization (WHO, 1948) takes a more 
holistic view of health. Its constitution defines health as “a 
state of complete physical, mental, and social well-being, 
and not merely the absence of disease or infirmity.” This 
definition reflects concern for the individual as a total per-
son, functioning physically, psychologically, and socially. 
Mental processes determine individuals’ relationships with 
their physical and social surroundings, their attitudes about 
life, and their interaction with others. Individuals’ lives, 
and therefore their health, are affected by everything they 
interact with—not only environmental influences such as 
climate and the availability of food, shelter, clean air, and 
water to drink but also other individuals, including family, 
lovers, employers, coworkers, friends, and associates.

Health has also been defined in terms of role and per-
formance. Talcott Parsons (1951), an eminent American 
sociologist and creator of the concept of “sick role,” con-
ceptualized health as the ability to maintain normal roles.

In 1953, the U.S. President’s Commission on Health 
Needs of the Nation (1953) made the following statement 
about health: “Health is not a condition; it is an adjust-
ment. It is not a state but a process. The process adapts 
the individual not only to our physical but also our social 
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KEY TERMS

6. Differentiate illness from disease and acute illness from chronic 

illness.

7. Identify Parsons’s four aspects of the sick role.

8. Explain Suchman’s stages of illness.

9. Describe the effects of illness on clients’ and family members’ 

roles and functions.

After completing this chapter, you will be able to:

1. Identify influences on clients’ definitions of health, wellness, 

and well-being.

2. Describe five components of wellness.

3. Compare various models of health.

4. Identify variables affecting health status, beliefs, and practices.

5. Describe factors affecting healthcare adherence.

LEARNING OUTCOMES

Health, Wellness, and Illness20
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CLIENT: Manuela AGE: 55  

CURRENT MEDICAL DIAGNOSIS: Still’s Disease

In this unit, we have explored concepts related to health, health promotion, well-

ness, illness, culture and heritage, and complementary and alternative healing modali-

ties. These topics heighten awareness of the individualistic nature of the relationship 

between the nurse and the client and the importance of assessing the breadth of fac-

tors that affect health decisions and behaviors. In the case described here, you will see 

how one client demonstrates complicated, interrelated, personal definitions of health 

and illness influenced by her medical condition, her heritage, and her demographic 

characteristics (e.g., age and family structure). These definitions and perspectives 

in turn influence her choices for care and support—including the role of her nurses.

Meeting the Standards

5 U N I T 

Questions

American Nurses Association Standard of Practice #3 is Out-

comes Identification: The nurse collaborates with the healthcare 

consumer to define expected outcomes integrating the healthcare 

consumer’s culture, values, and ethical considerations. As you learned 

in Chapter 19 , Manuela’s needs fall into the category of tertiary 

prevention in which rehabilitation and movement toward optimal levels 

of functionality within the individual’s constraints are the focus.

 1. What are some outcomes for Manuela that would reflect this 

focus?

 2. Do you need to know her personal definitions of health and 

health beliefs (Chapter 20 ) before you can work with her to 

set expected outcomes?

American Nurses Association Standard of Practice #5b is 

Health Teaching and Health Promotion: The nurse employs strate-

gies to promote health and a safe environment.

 3. What are some aspects of Manuela’s situation that you would 

consider incorporating into a teaching plan to maximize a safe 

environment for her?

American Nurses Association Standard of Professional Per-

formance #10 is Collaboration: Nurses partner with all stakeholders 

to create, implement, and evaluate a comprehensive plan.

 4. Which healthcare team members other than physicians and nurses 

would likely be important to include in Manuela’s care plan?

American Nurses Association Standard of Professional Per-

formance #13 is Evidence-Based Practice and Research.

 5. What evidence might you have or seek to support the use of alterna-

tive or complementary treatment modalities in Manuela’s care?

American Nurses Association. (2015). Nursing: Scope and standards of practice (3rd ed.). 

Silver Spring, MD: Author.

Answers to Meeting the Standards questions are available on the faculty resources site. 

Please consult with your instructor.

Personal and Social History: Manuela has never married and 

has lived near or with her parents or siblings for all her life. She 

has many friends, drives, and has an active social life when she is 

feeling well. She uses the computer extensively for communication, 

especially when having visitors or talking by phone is too exhaust-

ing. She must follow a strict diet of food and liquids that are easy 

to swallow and digest. She is a spiritual individual but not overly 

religious. She is quick to laugh and generally has an optimistic 

outlook, but she expresses awareness that her life could end at 

any time—certainly long before her full life expectancy.

Manuela is a college graduate but has been able to work only part 

time for most of her life. Recently, she was declared permanently 

disabled, which allows her access to financial and other support 

systems. She is creative in adapting her living situation to her dis-

abilities and unwilling to give up her beloved pet dog.

Medical History: Manuela has experienced some type of health 

challenge for most of her adult life. She was diagnosed with adult-

onset Still’s disease (AOSD) at about age 35 after several years of 

tests to try to determine exactly what syndrome her symptoms 

reflected. She complained of joint pain, rash, and fevers, which 

came and went, and she had an enlarged spleen and liver. This 

disease shares many similarities with rheumatoid and autoimmune 

diseases, but those conditions were all removed from consider-

ation because the tests were negative. AOSD is a chronic condition 

for which there is no known cure. In addition to joint deterioration, it 

can progress to affect the lungs and heart. Initial treatment consists 

of steroids and nonsteroidal anti-inflammatory drugs (NSAIDs). If 

those are ineffective, other medications, such as gold and che-

motherapeutics are used; however, they have severe side effects, 

such as kidney damage and bone marrow suppression. The con-

dition worsens when the individual is under physical or emotional 

stress. Manuela underwent a hip replacement about 4 years ago 

and recently has had several hospitalizations for respiratory failure.

NURSING CARE PLAN

Nursing Diagnosis: Altered respiratory status related to viscous secretions secondary to alteration in fluid volume and shallow chest 

expansion secondary to pain and fatigue

DESIRED OUTCOMES*/INDICATORS NURSING INTERVENTIONS RATIONALE

Respiratory Status: Gas Exchange [0402], 

as evidenced by

• Absence of pallor and cyanosis (skin 

and mucous membranes)

• Use of correct breathing/coughing tech-

nique after instruction

Monitor respiratory status q4h: rate, depth, 

effort, skin color, mucous membranes, 

amount and color of sputum.

Monitor results of blood gases, chest x-ray 

studies, and incentive spirometer volume 

as available.

Monitor level of consciousness.

To identify progress toward or deviations from 

goal. Altered repiratory status leads to poor 

oxygenation, as evidenced by pallor, cyano-

sis, lethargy, and drowsiness.

• Productive cough

• Symmetric chest excursion of at least 

4 cm

Auscultate lungs q4h. Vital signs q4h (TPR, 

BP, pulse oximetry, pain).

Inadequate oxygenation and pain cause 

increased pulse rate. Respiratory rate 

may be decreased by narcotic analgesics. 

Shallow breathing further compromises 

oxygenation.

Margaret O’Brien

LEARNING OUTCOMES  help 

identify critical concepts.

KEY TERMS  provide a study tool for 

learning new vocabulary. Page num-

bers are included for easy reference.

MEETING THE STANDARDS  end-of-unit activities 

provide the opportunity to think through themes and 

competencies presented across chapters in a unit 

and think critically to link theory to nursing practice.

NURSING CARE PLANS  help you approach 

care from the nursing perspective.

APPLYING CRITICAL THINKING

1. What assumptions does the nurse make when deciding that using a standardized care plan for impaired fluid volume is appropriate 

for this client?

2. Identify an outcome in the care plan and its nursing intervention that contribute to discharge care planning. What evidence supports 

your choice?

3. Consider how the nurse shares the development of the care plan and outcomes with the client.

4. Not every intervention has a time frame or interval specified. It may be implied. Under what circumstances is this acceptable practice?

5. In Table 12.1, altered respiratory status is Margaret’s highest priority nursing diagnosis. Under what conditions might this diagnosis be 

of only moderate priority in Margaret’s case?

Answers to Applying Critical Thinking questions are available on the faculty resources site. Please consult with your instructor.

APPLYING CRIT ICAL THINKING  ques-

tions come at the end of select sample 

Nursing Care Plans to encourage fur-

ther reflection and analysis.
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Medical Diagnosis: Pneumonia 

Nursing Assessment: Subjective Data: “I have had a cold for 2 weeks that has just gotten worse. I have chest pain 

and a terrible cough. Now that I  am in the hospital, I worry about my children. My husband is out of town and my 

children are with my in-laws. The more anxious I get the worse my cough becomes.” 
“I am so weak I can’t get out of bed.” 
Objective Data: T 103 F P 92 R 22 shallow, BP 122/80 
Dry mucous membranes, skin hot, pale, cheeks flushed 
Decreased breath sounds 
Inspiratory crackles RUL and RLL 
Ine�ective cough—small amount thick, pale pink sputum 
Lethargy 
Dyspnea on exertion 
Orthopnea 
Decreased oral intake for 2 days 

Pathophysiology 

Bacterial community acquired 

pneumonia caused by

S.pneumoniae. It is an 

inflammation of the parenchymal

structures of the lung.

Nursing Diagnoses 
Altered respiratory status r/t viscous secretions secondary to

alteration in fluid volume and shallow chest expansion secondary to

pain and fatigue

Anxiety r/t hospitalization secondary to concern

about her children and role changes 

OUTCOME 
Respiratory status: Gas exchange  

• Absence of pallor and cyanosis 
• Use of correct breathing-coughing
   technique after instruction 

• Productive cough 
• Symmetric chest excursion 

Nursing intervention: Respiratory 

monitoring

Within 24 hours 

• Lungs are clear 
• Respirations:
  12– 22/min 

• Pulse < 100 beats/ 
   min 

• Inhales normal
   volume of air on

   incentive spirometer 
Within 48 hours 

• Verbalize

   diminished

   anxiety 

OUTCOME 
Psychosocial status: 
Decreased anxiety 

• Sleep 

• Family is able to

   care for her

   children 

• Monitor respiratory status q12h: rate, 

   depth, e�ort, skin color, mucous

   membranes, amount and color of sputum. 

• Auscultate lung sounds q4h. 

• Monitor level of consciousness. 

• Monitor results of blood gases, x-rays, and

   incentive spirometry. 

•

• Instruct on deep-breathing 

   and coughing techniques. 

• Remind to do these

   techniques every 3 hours. 

• Administer medications as

   ordered (expectorants,

   analgesic, antipyretics,

   antibiotics).

• Administer O2 per NC prn.

• Assist with postural

   drainage as ordered. 

• Provide time with the client to

   discuss any fears or anxiety. 

• Encourage her to speak with her

   children and family. 

• Instruct client on disease process,

   treatments, and medications. 

• Allow client to express her

   concerns about parenting, her 

   nursing education, and work. 

CONCEPT MAP 

Altered Respiratory Status (Altered Gas Exchange)

CONCEPT MAPS  provide visual representations of 

the nursing process, nursing care plans, and the 

relationships between difficult concepts.

SETTING THE FOUNDATION FOR 
CLINICAL COMPETENCE!  

Applying and Removing Personal Protective Equipment (Gloves, Gown, Mask, Eyewear)

S
K
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L
 3

1
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PURPOSE

•	 To protect healthcare workers and clients from transmission of potentially infective materials

❶ Overlapping the gown at the back to cover the 

nurse’s uniform.

ASSESSMENT

Consider which activities will be required while the nurse is in the client’s room at this time. Rationale: This will determine which equipment 

is required.

PLANNING

•	 Application and removal of PPE can be time consuming.  

Prioritize care and arrange for personnel to care for your other 

clients if indicated.
•	 Determine which supplies are present within the client’s room 

and which must be brought to the room.
•	 Consider if special handling is indicated for removal of any 

specimens or other materials from the room.

Assignment

Use of PPE is identical for all healthcare providers. Clients whose 

care requires use of PPE may be assigned to AP. Healthcare team 

members are accountable for proper implementation of these pro-

cedures by themselves and others.

Equipment

As indicated according to which activities will be performed, ensure 

that extra supplies are easily available.

•	 Gown
•	 Mask
•	 Eyewear
•	 Clean gloves

IMPLEMENTATION

Preparation

Remove or secure all loose items such as name tags or jewelry.

Performance

1. Prior to performing the procedure, introduce self and verify 

the client’s identity using agency protocol. Explain to the cli-

ent what you are going to do, why it is necessary, and how to 

participate.

2. Perform hand hygiene.

3. Apply a clean gown.
•	 Pick up a clean gown, and allow it to unfold in front of 

you without allowing it to touch any area soiled with body 

substances.
•	 Slide the arms and the hands through the sleeves.
•	 Fasten the ties at the neck to keep the gown  

in place.
•	 Overlap the gown at the back as much as possible, and 

fasten the waist ties or belt. ❶ Rationale: Overlapping 

securely covers the uniform at the back. Waist ties keep 

the gown from falling away from the body, which can cause 

inadvertent soiling of the uniform.

4. Apply the face mask.
•	 Locate the top edge of the mask. The mask usually has a 

narrow metal strip along the edge.
•	 Hold the mask by the top two strings or loops.
•	 Place the upper edge of the mask over the bridge 

of the nose, and tie the upper ties at the back of the 

head or secure the loops around the ears. If glasses 

are worn, fit the upper edge of the mask under the 

glasses. ❷ Rationale: With the edge of the mask 

under the glasses, clouding of the glasses is less likely 

to occur.
•	 Secure the lower edge of the mask under the chin, and tie 

the lower ties at the nape of the neck. Rationale: To be 

effective, a mask must cover both the nose and the mouth, 

because air moves in and out of both.
•	 If the mask has a metal strip, adjust this firmly over 

the bridge of the nose. Rationale: A secure fit prevents 

both the escape and the inhalation of microorgan-

isms around the edges of the mask and the fogging of 

eyeglasses.

❷ A face mask tucked under eye protection.
Andresr/Shutterstock

STEP-BY-STEP SKILLS  provide an easy-to-follow format that 

helps you to understand techniques and practice sequences.

• Includes a complete Equipment list for easy preparation.

• Clearly labeled Assignment boxes assist you in assigning 

tasks appropriately.

• Easy-to-find rationales give you a better understanding of 

why things are done.

• Critical steps are visually represented with full-color photos 

and illustrations.
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PRACTICE GUIDELINES

• Complete the assessment and screening forms (MDS) and plan 

of care within the time period specified by regulatory bodies.

• Keep a record of any visits and of phone calls from family, 

friends, and others regarding the client.

• Write nursing summaries and progress notes that comply with 

the frequency and standards required by regulatory bodies.

• Review and revise the plan of care every 3 months or whenever 

the client’s health status changes.

• Document and report any change in the client’s condition to the 

primary care provider and the client’s family within 24 hours.

• Document all measures implemented in response to a change 

in the client’s condition.

• Make sure that progress notes address the client’s progress in 

relation to the goals or outcomes defined in the plan of care.

Long-Term Care Documentation

2
2 .

T

DRUG CAPSULE

THE CLIENT UNDERGOING ANESTHESIA

IV anesthetic agent used to induce general anesthesia.

Commonly used prior to conscious sedation to produce anxio-

lytic, hypnotic, anticonvulsant, muscle relaxant, and amnesic effects.

NURSING RESPONSIBILITIES

•	 Obtain baseline vital signs and level of consciousness before 

administration.
•	 Monitor vital signs, level of consciousness, and oxygen satura-

tion q3–5min intraoperatively and postoperatively. Notify primary 

care provider or CRNA if there are any changes.

•	 Have resuscitative equipment readily available.
•	 A too rapid IV administration or excessive dose increases the 

risk of respiratory depression or arrest.
•	 Dosage must be individualized based on age, underlying dis-

ease, and desired effect. Too much or too little a dosage or 

improper administration may result in cerebral hypoxia, agita-

tion, involuntary movement, hyperactivity, and combativeness.

Note: Prior to administering any medication, review all aspects with a current drug handbook or 

other reliable source.

Benzodiazepine: midazolam hydrochloride (Versed)

Clinical Alert!

Older adults may not show the classic signs of infection (e.g., fever, 

tachycardia, increased WBC count); instead there may be an abrupt 

change in their mental status.

CLINICAL ALERTS  highlight special information 

useful for clinical settings.

PRACTICE GUIDELINES  provide 

instant-access summaries of 

clinical dos and don’ts.

ANATOMY & PHYSIOLOGY REVIEW

DRUG CAPSULE boxes provide a brief overview of 

drug information, nursing responsibilities, and 

client teaching to help you understand implica-

tions of pharmacotherapy in different situations.

The most common position for a client during a surgical 
procedure is the supine position. This position provides 
approaches to the cranial, thoracic, and peritoneal body 
cavities as well as to all four extremities and the perineum. 
Proper body alignment and padding of potential pressure 
areas are essential to preventing client risk for injury dur-
ing surgery.

The potential pressure areas are the occiput, scapulae, 
olecranon, thoracic vertebrae, sacrum, coccyx, and calca-
neus. The nursing intervention is to pad and protect bony 
prominences, pressure sites, and vulnerable nerves with 
pressure-reducing devices made of foam or gel. Proper 
positioning must provide optimal exposure to the surgical 
site as well as provide for client comfort and safety.

ANATOMY & PHYSIOLOGY REVIEW

Client Positioning

A, Supine position during a surgical procedure; B, potential pressure points noted.

A

Calcaneus Sacrum
and coccyx

Thoracic
vertebrae

Olecranon OcciputScapulae

B

QUESTIONS
A 78-year-old male client scheduled for a colon resection is 
brought to the operating room. He weighs 82 kg (180 lb), 
has type 2 diabetes, and has a history of arthritis in his 
hips and shoulders.
1. What baseline assessments would you gather before 

taking this client to the operating room?
2. What areas on this client are most likely to be injured 

as a result of poor positioning or inadequate padding?

3. What is the priority nursing diagnosis and outcome 
for this client?

Answers to Anatomy & Physiology Review Questions are available on the faculty resources 

site. Please consult with your instructor.
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Critical Thinking Checkpoint

Mr. Teng is a 77-year-old client with a history of COPD. Currently his 

respiratory condition is being controlled with medications and he is 

free of infection. He has just been transferred to the PACU following a 

hernia repair performed under spinal anesthesia. His blood pressure is 

132/88 mmHg, pulse 84 beats/min, respirations 28/min, and tympanic 

temperature 36.5°C (97.8°F). He is awake and stable.

1. What factors place Mr. Teng at increased risk for the develop-

ment of complications during and after surgery?

2. Speculate about why Mr. Teng’s surgeon and anesthesiologist 

decided to perform Mr. Teng’s surgery under regional anesthesia 

as opposed to general anesthesia.

3. What preparations were taken during the preoperative period to 

protect Mr. Teng from possible complications during and after his 

surgery?

4. How will Mr. Teng’s postoperative assessments differ from those 

of a client who received general anesthesia?

5. What postoperative precautions are especially important to Mr. 

Teng in view of his chronic lung condition?

Answers to Critical Thinking Checkpoint questions are available on the faculty resources site. Please 

consult with your instructor.

EXTENSIVE END-OF-CHAPTER REVIEW
Chapter 28   Review

CHAPTER HIGHLIGHTS

• Vital signs reflect changes in body function that otherwise might 

not be observed.

• Body temperature is the balance between heat produced by and 

heat lost from the body.

• Factors affecting body temperature include age, diurnal variations, 

exercise, hormones, stress, and environmental temperatures.

• Four common types of fever are intermittent, remittent, relapsing, 

and constant.

• During a fever, the set point of the hypothalamic thermostat 

changes suddenly from the normal level to a higher than normal 

level, but several hours elapse before the core temperature reaches 

the new set point.

• Hypothermia involves three mechanisms: excessive heat loss, inad­

equate heat production by body cells, and increasing impairment of 

hypothalamic thermoregulation.

• The nurse selects the most appropriate site to measure tempera­

ture according to the client’s age and condition.

• Pulse rate and volume reflect the stroke volume output, the compli­

ance of the client’s arteries, and the adequacy of blood flow.

• Normally a peripheral pulse reflects the client’s heartbeat, but it 

may differ from the heartbeat in clients with certain cardiovascular 

diseases; in these instances, the nurse takes an apical pulse and 

compares it to the peripheral pulse.

• Many factors may affect an individual’s pulse rate: age, sex, exer­

cise, presence of fever, certain medications, hypovolemia, dehydra­

tion, stress (in some situations), position changes, and pathology.

• Although the radial pulse is the site most commonly used, eight 

other sites may be used in certain situations.

• The difference between the apical and radial pulses is called the 

pulse deficit.

• Respirations are assessed by observing respiratory rate, depth, 

rhythm, quality, and effectiveness.

• Blood pressure reflects the pumping action of the heart, peripheral 

vascular resistance, blood volume, and blood viscosity.

• Among the factors influencing blood pressure are age, exercise, 

stress, race, sex, medications, obesity, diurnal variations, medical 

conditions, and temperature.

• Orthostatic hypotension occurs when the blood pressure falls as 

the client assumes an upright position.

• A blood pressure cuff that is too narrow or too wide will give false 

readings.

• During blood pressure measurement, the artery must be held at 

heart level.

• A pulse oximeter measures the percent of hemoglobin saturated 

with oxygen. A normal result is 95% to 100%.

• Pulse oximeter sensors may be placed on the finger, toes, nose, 

earlobe, or forehead, or around the hand or foot of the neonate.

1. The client’s temperature at 8:00 A.M. using an oral electronic 

thermometer is 36.1°C (97.2°F). If the respiration, pulse, and 

blood pressure were within normal range, what would the nurse 

do next?

1. Wait 15 minutes and retake it.

2. Check what the client’s temperature was the last time it was 

taken.

3. Retake it using a different thermometer.

4. Chart the temperature; it is normal.

2. Which client meets the criteria for selection of the apical site for 

assessment of the pulse rather than a radial pulse?

1. A client who is in shock

2. A client whose pulse changes with body position changes

3. A client with an arrhythmia

4. A client who had surgery less than 24 hours ago

TEST YOUR KNOWLEDGE
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encourage you to analyze, compare, con-

template, interpret, and evaluate information.

CHAPTER HIGHLIGHTS  focus your 

attention and review critical concepts.

TEST YOUR KNOWLEDGE  helps you prepare 

for the NCLEX® exam. Alternative-style 

questions are included. Answers and ratio-

nales are in Appendix A.

READINGS AND REFERENCES  give 

you a source for evidence-based 

material and additional information.

https://.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports/nationalhealthexpenddata/nhe-factsheet.html
https://.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports/nationalhealthexpenddata/nhe-factsheet.html
https://.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports/nationalhealthexpenddata/nhe-factsheet.html
https://.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports/nationalhealthexpenddata/nhe-factsheet.html
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealth ExpendData/NationalHealthAccountsProjected.html
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealth ExpendData/NationalHealthAccountsProjected.html
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealth ExpendData/NationalHealthAccountsProjected.html
https://www.kff.org/medicaid/issue-brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid
https://www.kff.org/medicaid/issue-brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid
https://www.kff.org/medicaid/issue-brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid
http://kff.org/other/state-indicator/primary-care-health-professional-shortage-areas-hpsas
http://kff.org/other/state-indicator/primary-care-health-professional-shortage-areas-hpsas
http://www.pewsocialtrends.org/ 2018/04/25/the-changing-profile-of-unmarried-parents
http://www.pewsocialtrends.org/ 2018/04/25/the-changing-profile-of-unmarried-parents
https://www.census.gov/ content/dam/Census/library/publications/2018/acs/ ACS-38.pdf
https://www.census.gov/ content/dam/Census/library/publications/2018/acs/ ACS-38.pdf
https://www.census.gov/ content/dam/Census/library/publications/2018/acs/ ACS-38.pdf
https://www.census.gov/library/visualizations/2018/comm/historic-first.html
https://www.census.gov/library/visualizations/2018/comm/historic-first.html
https://www.census.gov/library/visualizations/2018/comm/historic-first.html
http://healthypeople.gov/2020/About-Healthy-People/Development-Healthy-People-2030/Framework
http://healthypeople.gov/2020/About-Healthy-People/Development-Healthy-People-2030/Framework
http://healthypeople.gov/2020/About-Healthy-People/Development-Healthy-People-2030/Framework
https://acl.gov/sites/default/files/Aging%20and%20Disability%20in%20America/2017OlderAmericansProfile.pdf
https://acl.gov/sites/default/files/Aging%20and%20Disability%20in%20America/2017OlderAmericansProfile.pdf
https://acl.gov/sites/default/files/Aging%20and%20Disability%20in%20America/2017OlderAmericansProfile.pdf


xv

About the Authors iv

Acknowledgments vi

Thank You vii

Preface viii

 UNIT 1 The Nature of Nursing 1

CHAPTER 1 Historical and Contemporary Nursing 

Practice 2

Introduction 2

Historical Perspectives 2

Women’s Roles 2, Men’s Roles 3, Religion 4, War 4, Societal 

 Attitudes 6, Nursing Leaders 7 

Nursing Education 10

Types of Education Programs 11, Nursing Theories 13, Continuing 

Education 14 

Contemporary Nursing Practice 15

Definitions of Nursing 15, Recipients of Nursing 15, Scope of 

 Nursing 15, Settings for Nursing 16, Nurse Practice Acts 16,  

Standards of Nursing Practice 16 

Roles and Functions of the Nurse 17

Caregiver 17, Communicator 17, Teacher 17, Client 

 Advocate 17, Counselor 17, Change Agent 17, Leader 17,  

Manager 17, Case Manager 18, Research Consumer 18,  

Expanded Career Roles 18 

Criteria of a Profession 19

Specialized Education 19, Body of Knowledge 19, Service 

 Orientation 19, Ongoing Research 19, Code of Ethics 19,  

Autonomy 19, Professional Organization 19 

Professional Identity Formation 19

Factors Influencing Contemporary Nursing Practice 21

Nursing Workforce Issues and Challenges 21, Healthcare System  

Reform 21, Quality and Safety in Healthcare 22, Consumer 

Demands 22, Family Structure 22, Science and Technology 22,  

Internet, Telehealth, and Telenursing 22, Legislation 23, Collective 

 Bargaining 23, Nursing Associations 23 

Nursing Organizations 23

CHAPTER 2 Evidence-Based Practice and Research 

in Nursing 27

Introduction 27

Evidence-Based Practice 27

Nursing Research 28

Approaches to Nursing Research 29, Overview of the Research 

Process 31, Research-Related Roles and Responsibilities for Nurses 33 

CHAPTER 3 Legal Aspects of Nursing 39

Introduction 39

General Legal Concepts 39

Functions of the Law in Nursing 40, Sources of Law 40, Types 

of Laws 40, Kinds of Legal Actions 41, The Civil Judicial 

 Process 41, Nurses as Witnesses 41 

Regulation of Nursing Practice 41

Nurse Practice Acts 41, Credentialing 43, Standards of Care 44 

Contractual Arrangements in Nursing 44

Legal Roles of Nurses 45, Collective Bargaining 46 

Selected Legal Aspects of Nursing Practice 46

Informed Consent 46, Delegation 50, Violence, Abuse, and 

Neglect 51, The Americans with Disabilities Act 51, Controlled 

Substances 51, Substance Use Disorder in Nursing 51, Sexual 

Harassment 52, Abortions 53, Death and Related Issues 53 

Areas of Potential Liability in Nursing 57

Crimes and Torts 57, Privacy of Clients’ Health Information 61, Social 

Media 61, Loss of Client Property 62, Unprofessional Conduct 62 

Legal Protections in Nursing Practice 62

Good Samaritan Acts 62, Professional Liability Insurance 63,  

Carrying Out a Physician’s Orders 63, Providing Competent Nursing 

Care 64, Documentation 64, The Incident Report 64 

Reporting Crimes, Torts, and Unsafe Practices 65

Legal Responsibilities of Students 65

CHAPTER 4 Values, Ethics, and Advocacy 70

Introduction 70

Values 70

Values Transmission 71, Values Clarification 71 

Ethics and Morality 72

Moral Development 73, Moral Frameworks 73, Moral Principles 74 

Nursing Ethics 75

Nursing Codes of Ethics 75, Origins of Ethical Problems in Nursing 76,  

Making Ethical Decisions 77, Strategies to Enhance Ethical  Decisions 

and Practice 78 

Specific Ethical Issues 78

AIDS 79, Abortion 79, Organ and Tissue Transplantation 80,  

End-of-Life Issues 80, Allocation of Scarce Health Resources 81,  

Management of Personal Health Information 81 

Advocacy 81

The Advocate’s Role 81 

Contents



xvi

 UNIT 2 Contemporary Healthcare 86

CHAPTER 5 Healthcare Delivery Systems 87

Introduction 87

Types of Healthcare Services 87

Primary Prevention: Health Promotion and Illness Prevention 87,  

Secondary Prevention: Diagnosis and Treatment 88, Tertiary Prevention: 

Rehabilitation, Health Restoration, and Palliative Care 88 

Types of Healthcare Agencies and Services 88

Public Health 88, Physicians’ Offices 89, Ambulatory Care Centers 89,  

Occupational Health Clinics 89, Hospitals 89, Subacute Care Facilities 90,  

Extended (Long-Term) Care Facilities 90, Retirement and Assisted 

 Living Centers 91, Rehabilitation Centers 91, Home Healthcare 

 Agencies 92, Day Care Centers 92, Rural Care 92, Hospice Services 92,  

Crisis Centers 92, Mutual Support and Self-Help Groups 92 

Providers of Healthcare 92

Nurse 93, Alternative (Complementary) Care Provider 93, Assistive 

Personnel 93, Case Manager 93, Dentist 93, Dietitian or 

Nutritionist 93, Emergency Medical Personnel 93, Occupational 

Therapist 94, Paramedical Technologist 94, Pharmacist 94,  

Physical Therapist 94, Physician 94, Physician Assistant 94,  

Podiatrist 94, Respiratory Therapist 94, Social Worker 95, Spiritual 

Support Personnel 95 

Factors Affecting Healthcare Delivery 95

Increasing Number of Older Adults 95, Advances in Technology 95,  

Economics 96, Women’s Health 96, Uneven Distribution of 

 Services 96, Access to Health Insurance 96, The Homeless and the 

Poor 97, Health Insurance Portability and Accountability Act 98,  

Demographic Changes 98 

Frameworks for Care 98

Managed Care 98, Case Management 99, Differentiated Practice 99,  

Case Method 99, Functional Method 99, Team Nursing 100,  

Primary Nursing 100 

Financing Healthcare 100

Payment Sources in the United States 100, Insurance Plans 102 

CHAPTER 6 Community Nursing and Care 

Continuity 105

Introduction 105

The Movement of Healthcare to the Community 105

Primary Healthcare and Primary Care 106 

Community-Based Healthcare 107

Community Health 108

Community-Based Frameworks 109, Community-Based Settings 110 

Community-Based Nursing 111

Competencies Required for Community-Based Care 112,  

Collaborative Healthcare 112 

Continuity of Care 114

Care Across the Lifespan 114, Discharge Planning 114, Preparing 

Clients to Go Home 115, Medication Reconciliation 115,  

Home Healthcare Teaching 115, Referrals 116 

CHAPTER 7 Home Health Nursing Care 119

Introduction 119

Home Health Nursing Care 119

Unique Aspects of Home Health Nursing Care 120 

The Home Healthcare System 120

Referral Process 120, Home Healthcare Agencies 121,  

Private Duty Agencies 121, Durable Medical Equipment 

Companies 121, Reimbursement 121 

Roles of the Home Healthcare Nurse 122

Advocate 122, Caregiver 122, Educator 122, Case Manager or 

Coordinator 123 

Perspectives of Home Healthcare Clients 123

Selected Dimensions of Home Healthcare Nursing 123

Client Safety 123, Home Healthcare Nurse Safety 124, Infection 

 Prevention 125, Caregiver Support 125 

The Practice of Home Health Nursing Care 126

Establishing Health Issues 126, Planning and Delivering 

Care 126, Resources for Home Healthcare Nursing 127 

The Future of Home Healthcare 128

CHAPTER 8 Electronic Health Records and 

 Information Technology 131

Introduction 131

General Concepts 131

Computer Systems 132

Management Information Systems 133, Hospital Information Systems 133 

Technology in Nursing Education 134

Teaching and Learning 134, Testing 135, Student and Course Record 

Management 135 

Technology in Nursing Practice 136

Documentation of Client Status and Medical Record Keeping 136,  

Electronic Access to Client Data 140, Practice Management 142,  

Specific Applications of Computers in Nursing Practice 142 

Technology in Nursing Administration 143

Human Resources 143, Medical Records Management 143, Facilities 

Management 143, Budget and Finance 143, Quality Improvement and 

Utilization Review 143, Accreditation 144, Data Mining 144 

Technology in Nursing Research 144

Problem Identification 144, Literature Review 144, Research 

Design 144, Data Collection and Analysis 144, Research 

 Dissemination 145, Research Grants 145 

 UNIT 3 The Nursing Process 150

CHAPTER 9 Critical Thinking and Clinical 

Reasoning 151

Introduction 151

Purpose of Critical Thinking 151

Techniques of Critical Thinking 153



xvii

Applying Critical Thinking to Nursing Practice 154

Problem-Solving 155 

Attitudes That Foster Critical Thinking 155

Independence 155, Fair-Mindedness 156, Insight into 

 Egocentricity 156, Intellectual Humility 156, Intellectual Courage 

to Challenge the Status Quo and Rituals 156, Integrity 156,  

Perseverance 156, Confidence 157, Curiosity 157 

Components of Clinical Reasoning 157

Setting Priorities 157, Developing Rationales 158, Learning How to 

Act 158, Clinical Reasoning-in-Transition 159, Responding to Changes 

in the Client’s Condition 159, Reflection 159 

Integration of Critical Thinking and Clinical Reasoning 159

Concept Mapping 160

Concept Mapping and Enhancing Critical Thinking and Clinical 

Reasoning 160 

CHAPTER 10 Assessing 164

Introduction 164

Overview of the Nursing Process 164

Phases of the Nursing Process 164, Characteristics of the Nursing 

Process 166 

Assessing 169

Collecting Data 170

Types of Data 172, Sources of Data 172, Data Collection 

Methods 173 

Organizing Data 178

Conceptual Models and Frameworks 178, Wellness Models 180,  

Nonnursing Models 181 

Validating Data 182

Documenting Data 183

CHAPTER 11 Diagnosing 186

Introduction 186

Nursing Diagnoses 186

Definitions 186, Status of the Nursing Diagnoses 187, Components 

of a Nursing Diagnosis 187, Differentiating Nursing Diagnoses from 

Medical Diagnoses 188, Differentiating Nursing Diagnoses from 

Collaborative Problems 189 

The Diagnostic Process 190

Analyzing Data 190, Identifying Health Problems, Risks, and 

Strengths 192, Formulating Diagnostic Statements 193, Avoiding 

Errors in Diagnostic Reasoning 195 

CHAPTER 12 Planning 199

Introduction 199

Types of Planning 199

Initial Planning 199, Ongoing Planning 199, Discharge Planning 200 

Developing Nursing Care Plans 200

Standardized Approaches to Care Planning 200, Formats for 

Nursing Care Plans 203, Multidisciplinary (Collaborative) Care 

Plans 203, Guidelines for Writing Nursing Care Plans 204 

The Planning Process 205

Setting Priorities 205, Establishing Client Goals or Desired 

 Outcomes 207, Selecting Nursing Interventions and 

 Activities 211, Writing Individualized Nursing Interventions 212,  

Delegating Implementation 213 

The Nursing Interventions Classification 213

CHAPTER 13 Implementing and Evaluating 219

Introduction 219

Implementing 219

Relationship of Implementing to Other Nursing Process Phases 219,  

Implementing Skills 220, Process of Implementing 220 

Evaluating 222

Relationship of Evaluating to Other Nursing Process Phases 222,  

Process of Evaluating Client Responses 223, Evaluating the Quality of 

Nursing Care 226 

CHAPTER 14 Documenting and Reporting 233

Introduction 233

Ethical and Legal Considerations 233

Ensuring Confidentiality of Computer Records 234 

Purposes of Client Records 234

Communication 234, Planning Client Care 234, Auditing Health 

 Agencies 234, Research 234, Education 234, Reimbursement 235,  

Legal Documentation 235, Healthcare Analysis 235 

Documentation Systems 235

Source-Oriented Record 235, Problem-Oriented Medical Record 235,  

PIE 238, Focus Charting 238, Charting by Exception 239,  

Computerized Documentation 241, Case Management 241 

Documenting Nursing Activities 242

Admission Nursing Assessment 243, Nursing Care Plans 243,  

Kardexes 243, Flow Sheets 243, Progress Notes 244,  

Nursing Discharge and Referral Summaries 244 

Long-Term Care Documentation 244

Home Care Documentation 245

General Guidelines for Recording 245

Date and Time 246, Timing 246, Legibility 246, Permanence 246 

Accepted Terminology 246

Correct Spelling 246, Signature 246, Accuracy 247,  

Sequence 248, Appropriateness 248, Completeness 248,  

Conciseness 249, Legal Prudence 249 

Reporting 249

Change-of-Shift Reports 249, Telephone Reports 251, Telephone  

and Verbal Orders 251, Care Plan Conference 252, Nursing 

Rounds 252 

 UNIT 4 Integral Aspects of Nursing 257

CHAPTER 15 Caring 258

Introduction 258



xviii

Professionalization of Caring 258

Caring as “Helping the Other Grow” 258 

Types of Knowledge in Nursing 258

Empirical Knowing: The Science of Nursing 259, Personal  Knowing: 

The Therapeutic Use of Self 259, Ethical Knowing: The Moral 

 Component 259, Aesthetic Knowing: The Art of Nursing 259,  

Developing Ways of Knowing 260 

Nursing Theories of Caring 260

Caring, the Human Mode of Being (Roach) 260, Theory of Human Care 

(Watson) 260, Theory of Caring (Swanson) 261 

Caring Encounters 261

Knowing the Client 261, Nursing Presence 261, Empowering the 

Client 262, Compassion 262, Competence 262 

Maintaining Caring Practice 262

Caring for Self 262, Reflection on Practice 265 

CHAPTER 16 Communicating 269

Introduction 269

Communicating 269

The Communication Process 270, Modes of Communication 271,  

Factors Influencing the Communication Process 275, Therapeutic 

 Communication 278, Barriers to Communication 279 

The Helping Relationship 281

Phases of the Helping Relationship 281, Developing Helping 

Relationships 283 

Communication and the Nursing Process 283

Communication Among Health Professionals 288

Disruptive Behaviors 288, Responding to Disruptive 

 Behaviors 289, Nurse and Physician Communication 290 

CHAPTER 17 Teaching 295

Introduction 295

Teaching 295

Teaching Clients and Their Families 295, Teaching in the 

 Community 296, Teaching Health Personnel 296 

Learning 297

Learning Domains 297, Learning Theories 297, Factors Affecting 

Learning 298 

Technology and Health Information 301

Online Health Information 301, Older Adults and Use of the 

Internet 302, Implications 302 

Nurse as Educator 302

CHAPTER 18 Leading, Managing, and 

Delegating 319

Introduction 319

The Nurse as Leader and Manager 319

Leadership 320

Leadership Theory 320, Effective Leadership 322 

Management 323

Levels of Management 323, Management Functions 323, Principles of 

Management 324, Skills and Competencies of Nurse Managers 324 

The Nurse as Delegator 327

 UNIT 5 Health Beliefs and Practices 335

CHAPTER 19 Health Promotion 336

Introduction 336

Individual Health 336

Concept of Individuality 337, Concept of Holism 337, Concept of 

Homeostasis 337, Assessing the Health of Individuals 339 

Applying Theoretical Frameworks 339

Needs Theories 339, Developmental Stage Theories 340 

Healthy People 2020 340

Healthy People 2030 340

Defining Health Promotion 341

Sites for Health Promotion Activities 343

Health Promotion Model 343

Individual Characteristics and Experiences 343, Behavior-Specific  

 Cognitions and Affect 344, Commitment to a Plan of Action 345,  

Immediate Competing Demands and Preferences 345,  

Behavioral Outcome 345 

Stages of Health Behavior Change 345

Precontemplation Stage 345, Contemplation Stage 346, Preparation 

Stage 346, Action Stage 346, Maintenance Stage 346, Termination 

Stage 346 

The Nurse’s Role in Health Promotion 346

The Nursing Process and Health Promotion 347

CHAPTER 20 Health, Wellness, and Illness 356

Introduction 356

Concepts of Health, Wellness, and  

Well-Being 356

Health 356, Wellness and Well-Being 358 

Models of Health and Wellness 358

Clinical Model 358, Role Performance Model 358, Adaptive 

Model 358, Eudaimonistic Model 358, Agent–Host–Environment 

Model 358, Health–Illness Scales 359 

Variables Influencing Health Status, Beliefs, and 

Behaviors 360

Internal Variables 360, External Variables 361 

Health Belief Models 362

Health Locus of Control Model 362, Rosenstock and Becker’s Health 

Belief Model 363 

Healthcare Adherence 363

Illness and Disease 364

Illness Behaviors 365, Effects of Illness 367 

CHAPTER 21 Culturally Responsive Nursing 

Care 371

Introduction 371

Cultural Concepts 371

Health Disparities 373

Demographics 375

Immigration 375



xix

Cultural Models of Nursing Care 376

American Association of Colleges of Nursing Competencies 376,  

Cultural Competence 376, HEALTH Traditions Model 377 

Providing Culturally Responsive Care 378

Health Beliefs and Practices 378, Family Patterns 379,  

Communication Style 380, Space Orientation 382, Time 

 Orientation 383, Nutritional Patterns 383 

CHAPTER 22 Complementary and Alternative 

Healing Modalities 392

Introduction 392

Basic Concepts 393

Holism 393, Humanism 394, Balance 394, Spirituality 394,  

Energy 394, Healing Environments 394 

Healing Modalities 395

Systematized Healthcare Practices 395, Botanical Healing 396,  

Nutritional Therapy 398, Manual Healing Methods 399,  

Mind–Body Therapies 400, Spiritual Therapy 403, Miscellaneous 

Therapies 403 

 UNIT 6 Lifespan Development 409

CHAPTER 23 Concepts of Growth and 

Development 410

Introduction 410

Factors Influencing Growth and Development 411

Genetics 411, Temperament 411, Family 412, Nutrition 412,  

Environment 412, Health 412, Culture 412 

Stages of Growth and Development 412

Growth and Development Theories 412

Biophysical Theory 412, Psychosocial Theories 412, Temperament 

Theories 417, Attachment Theory 417, Cognitive Theory 417,  

Behaviorist Theory 419, Social Learning Theories 420, Ecologic 

 Systems Theory 420, Theories of Moral Development 420, Theories  

of Spiritual Development 423 

Applying Growth and Development Concepts to Nursing 

Practice 423

CHAPTER 24 Promoting Health from Conception 

Through Adolescence 428

Introduction 428

Conception and Prenatal Development 428

Health Promotion 429 

Neonates and Infants (Birth to 1 Year) 430

Physical Development 430, Psychosocial Development 433, Cognitive 

Development 433, Moral Development 434, Health Risks 434, Health 

Assessment and Promotion 435 

Toddlers (1 to 3 Years) 436

Physical Development 436, Psychosocial Development 437,  

Cognitive Development 438, Moral Development 438, Spiritual 

Development 438, Health Risks 438, Health Assessment and 

Promotion 439 

Preschoolers (4 and 5 Years) 440

Physical Development 440, Psychosocial Development 440,  

Cognitive Development 442, Moral Development 442, Spiritual 

 Development 442, Health Risks 442, Health Assessment and  

Promotion 442 

School-Age Children (6 to 12 Years) 443

Physical Development 443, Psychosocial Development 444,  

Cognitive Development 445, Moral Development 445, Spiritual 

 Development 445, Health Risks 445, Health Assessment and  

Promotion 446 

Adolescents (12 to 18 Years) 447

Physical Development 447, Psychosocial Development 447,  Cognitive 

Development 449, Moral Development 449, Spiritual  Development 449,  

Health Risks 449, Health Assessment and Promotion 451 

CHAPTER 25 Promoting Health in Young and  

Middle-Aged Adults 455

Introduction 455

Young Adults (20 to 40 Years) 456

Physical Development 456, Psychosocial Development 456,  Cognitive 

 Development 457, Moral Development 457, Spiritual  Development 457,  

Health Risks 458, Health Assessment and Promotion 460 

Middle-Aged Adults (40 to 65 Years) 461

Physical Development 461, Psychosocial Development 462,  

Cognitive Development 463, Moral Development 463, Spiritual 

Development 463, Health Risks 463, Health Assessment and 

Promotion 464 

CHAPTER 26 Promoting Health in Older Adults 468

Introduction 468

Characteristics of Older Adults in the United States 468

Demographics 468, Socioeconomic 469, Ethnicity 469, Health 470 

Attitudes Toward Aging 470

Ageism 470, Myths and Stereotypes 470 

Gerontological Nursing 471

Development 471, Roles 471 

Care Settings for Older Adults 471

Acute Care Facilities 471, Long-Term Care Facilities 471,  

Hospice 472, Rehabilitation 472, Community 472 

Physiologic Aging 472

Integumentary 474, Neuromuscular 474, Sensory-Perceptual 477,  

Pulmonary 478, Cardiovascular 479, Gastrointestinal 480,  

Urinary 480, Genitals 480, Psychosocial Aging 481, Retirement 481,  

Economic Change 482, Grandparenting 482, Relocation 483,  

Maintaining Independence and Self-Esteem 483, Facing Death and 

Grieving 483 

Cognitive Abilities and Aging 484

Perception 484, Cognitive Agility 484, Memory 484, Learning 485 

Moral Reasoning 485

Spirituality and Aging 485

Health Problems 485

Injuries 485, Chronic Disabling Illness 486, Drug Abuse and Misuse 486, 

 Alcoholism 486, Dementia 487, Mistreatment of Older Adults 487 

Health Assessment and Promotion 488



xx

CHAPTER 27 Promoting Family Health 493

Introduction 493

Family Health 493

Functions of the Family 493, Types of Families in Today’s Society 494 

Applying Theoretical Frameworks to Families 496

Systems Theory 496, Structural–Functional Theory 496 

 UNIT 7 Assessing Health 505

CHAPTER 28 Vital Signs 506

Introduction 506

Body Temperature 507

Regulation of Body Temperature 508, Factors Affecting Body 

 Temperature 508, Alterations in Body Temperature 509, Assessing 

Body Temperature 511 

SKILL 28.1 Assessing Body Temperature 514

Pulse 516

Factors Affecting the Pulse 517, Pulse Sites 517, Assessing the 

Pulse 518 

SKILL 28.2 Assessing a Peripheral Pulse 520

Apical Pulse Assessment 522 

SKILL 28.3 Assessing an Apical Pulse 522

SKILL 28.4 Assessing an Apical-Radial Pulse 525

Respirations 526

Mechanics and Regulation of Breathing 526, Assessing 

 Respirations 527, Factors Affecting Respirations 528 

SKILL 28.5 Assessing Respirations 529

Blood Pressure 530

Determinants of Blood Pressure 530, Factors Affecting Blood 

 Pressure 531, Hypertension 531, Hypotension 531, Assessing Blood 

Pressure 532, Common Errors in Assessing Blood Pressure 535 

SKILL 28.6 Assessing Blood Pressure 535

Oxygen Saturation 538

Factors Affecting Oxygen Saturation Readings 539 

SKILL 28.7 Assessing Oxygen Saturation 539

CHAPTER 29 Health Assessment 544

Introduction 545

Physical Health Assessment 545

Preparing the Client 546, Preparing the Environment 547, Posi tioning 547,  

Draping 547, Instrumentation 547, Methods of Examining 548 

General Survey 551

Appearance and Mental Status 551 

SKILL 29.1 Assessing Appearance and Mental Status 551

Vital Signs 553, Height and Weight 553 

Integument 553

Skin 554 

SKILL 29.2 Assessing the Skin 556

Hair 559 

SKILL 29.3 Assessing the Hair 559

Nails 560 

SKILL 29.4 Assessing the Nails 561

Head 562

Skull and Face 562

SKILL 29.5 Assessing the Skull and Face 562

Eyes and Vision 563

SKILL 29.6  Assessing the Eye Structures and Visual 

Acuity 565

Ears and Hearing 569 

SKILL 29.7 Assessing the Ears and Hearing 570

Nose and Sinuses 572 

SKILL 29.8 Assessing the Nose and Sinuses 573

Mouth and Oropharynx 574 

SKILL 29.9 Assessing the Mouth and Oropharynx 574

Neck 577

Thorax and Lungs 578

Chest Landmarks 578 

SKILL 29.10 Assessing the Neck 579

Chest Shape and Size 582, Breath Sounds 584 

SKILL 29.11 Assessing the Thorax and Lungs 585

Cardiovascular and Peripheral Vascular Systems 589

Heart 589, Central Vessels 590 

SKILL 29.12 Assessing the Heart and Central  

Vessels 591

Peripheral Vascular System 594 

SKILL 29.13 Assessing the Peripheral Vascular  

System 594

Breasts and Axillae 596

SKILL 29.14 Assessing the Breasts and Axillae 596

Abdomen 599

SKILL 29.15 Assessing the Abdomen 601

Musculoskeletal System 605

SKILL 29.16 Assessing the Musculoskeletal System 605

Neurologic System 607

Mental Status 607, Level of Consciousness 608, Cranial Nerves 608,  

Reflexes 608, Motor Function 608 Sensory Function 608

SKILL 29.17 Assessing the Neurologic System 609

Female Genitals and Inguinal Area 616

SKILL 29.18 Assessing the Female Genitals and Inguinal 

Area 617

Male Genitals and Inguinal Area 619

SKILL 29.19 Assessing the Male Genitals and Inguinal 

Area 620

Anus 622

SKILL 29.20 Assessing the Anus 622

CHAPTER 30 Pain Assessment and 

Management 625

Introduction 625

The Nature of Pain 626

Types of Pain 626, Concepts Associated with Pain 627 

Physiology of Pain 627

Nociception 628, Pain Management Models and Theories 630,  

Responses to Pain 630 

Factors Affecting the Pain Experience 631



xxi

Ethnic and Cultural Values 631, Developmental Stage 632,  

Environment and Support People 633, Previous Pain Experiences 633,  

Meaning of Pain 634 Emotional Responses to Pain 634

SKILL 30.1 Providing a Back Massage 654

 UNIT 8  Integral Components of Client 

Care 666

CHAPTER 31 Asepsis and Infection Prevention 667

Introduction 667

Types of Infections 668

Nosocomial and Healthcare-Associated Infections 669 

Chain of Infection 670

Etiologic Agent 670, Reservoir 670, Portal of Exit from Reservoir 670,  

Method of Transmission 670, Portal of Entry to the Susceptible Host 671,  

Susceptible Host 672 

Body Defenses Against Infection 672

Nonspecific Defenses 672, Specific Defenses 673 

Factors Increasing Susceptibility to Infection 674

Nursing Management 676

SKILL 31.1 Performing Hand Washing 680

SKILL 31.2 Applying and Removing Personal Protective 

Equipment (Gloves, Gown, Mask, Eyewear) 686

SKILL 31.3 Establishing and Maintaining a Sterile Field 692

SKILL 31.4 Applying and Removing Sterile Gloves (Open 

Method) 696

Evaluating 698

CHAPTER 32 Safety 701

Introduction 701

Factors Affecting Safety 701

Age and Development 701, Lifestyle 701, Mobility and Health 

Status 702, Sensory–Perceptual Alterations 702, Cognitive 

 Awareness 702, Emotional State 702, Ability to Communicate 702,  

Safety Awareness 702, Environmental Factors 702 

Nursing Management 704

SKILL 32.1 Using a Bed or Chair Exit Safety Monitoring 

Device 713

SKILL 32.2 Implementing Seizure Precautions 714

SKILL 32.3 Applying Restraints 724

CHAPTER 33 Hygiene 730

Introduction 730

Hygienic Care 730

Skin 731

Nursing Management 731

SKILL 33.1 Bathing an Adult Client 737

SKILL 33.2 Providing Perineal-Genital Care 742

Feet 745

Developmental Variations 745 

Nursing Management 745

SKILL 33.3 Providing Foot Care 747

Nails 749

Nursing Management 749

Mouth 749

Developmental Variations 750 

Nursing Management 750

SKILL 33.4 Brushing and Flossing the Teeth 754

SKILL 33.5 Providing Special Oral Care for the Unconscious 

or Debilitated Client 757

Hair 758

Developmental Variations 759

Nursing Management 759

SKILL 33.6 Providing Hair Care 762

Eyes 763

Nursing Management 764

Ears 765

Cleaning the Ears 765, Care of Hearing Aids 765 

SKILL 33.7 Removing, Cleaning, and Inserting a Hearing  

Aid 767

Nose 768

Supporting a Hygienic Environment 768

Environment 768, Hospital Beds 769, Mattresses 769, Side 

Rails 769, Footboard or Footboot 770, Intravenous Rods 770 

Making Beds 770

Unoccupied Bed 770

SKILL 33.8 Changing an Unoccupied Bed 771

Changing an Occupied Bed 773

SKILL 33.9 Changing an Occupied Bed 774

CHAPTER 34 Diagnostic Testing 778

Introduction 778

Diagnostic Testing Phases 778

Pretest 779, Intratest 779, Postest 779, Nursing Diagnoses 779 

Blood Tests 779

Complete Blood Count 779, Serum Electrolytes 781, Serum 

 Osmolality 781, Drug Monitoring 781, Arterial Blood Gases 782,  

Blood Chemistry 782, Metabolic Screening 784, Capillary Blood 

Glucose 784

SKILL 34.1 Obtaining a Capillary Blood Specimen to Measure 

Blood Glucose 786

Specimen Collection and Testing 788

Stool Specimens 788, Urine Specimens 790 

SKILL 34.2 Collecting a Urine Specimen for Culture and 

Sensitivity by Clean Catch 792

Sputum Specimens 796, Throat Culture 797 

Visualization Procedures 797

Clients with Gastrointestinal Alterations 797, Clients with Urinary 

 Alterations 798, Clients with Cardiopulmonary Alterations 798,  

Computed Tomography 799, Magnetic Resonance Imaging 799,  

Nuclear Imaging Studies 799 

Aspiration and Biopsy 800

Lumbar Puncture 800, Abdominal Paracentesis 801, Thoracentesis 802,  

Bone Marrow Biopsy 803, Liver Biopsy 804



xxii

CHAPTER 35 Medication Administration 810

Introduction 811

Drug Standards 812

Legal Aspects of Drug Administration 812

Effects of Drugs 813

Drug Misuse 814

Actions of Drugs on the Body 815

Pharmacodynamics 815, Pharmacokinetics 815 

Factors Affecting Medication Action 816

Developmental Factors 816, Gender 816, Genetic and 

 Cultural  Factors 817, Diet 818, Environment 818, Psychologic 

 Factors 818, Illness and Disease 818, Time of Administration 818 

Medication Orders 818

Types of Medication Orders 819, Essential Parts of a Medication 

Order 820, Communicating a Medication Order 821 

Systems of Measurement 822

Metric System 822, Household System 822, Converting Units of 

Weight and Measure 822, Methods of Calculating Dosages 823 

Routes of Administration 826

Oral 826, Sublingual 826, Buccal 827, Parenteral 827,  

Topical 828 

Routes for Opioid Delivery 828

Oral 828, Transnasal 828, Transdermal 828, Transmucosal 828,  

Rectal 828, Subcutaneous 828, Intramuscular 829, Intravenous 829,  

Intraspinal 829, Continuous Local Anesthetics 830

Administering Medications Safely 830

Medication Administration Errors 831, Medication Reconciliation 832,  

Medication Dispensing Systems 833, Process of Administering 

 Medications 834, Developmental Considerations 836 

Oral Medications 837

SKILL 35.1 Administering Oral Medications 838

Nasogastric and Gastrostomy Medications 842

Parenteral Medications 843

Equipment 843, Preparing Injectable Medications 849 

SKILL 35.2 Preparing Medications from Ampules 851

SKILL 35.3 Preparing Medications from Vials 852

SKILL 35.4 Mixing Medications Using One Syringe 854

Intradermal Injections 855 

SKILL 35.5 Administering an Intradermal Injection for Skin 

Tests 856

Subcutaneous Injections 857 

SKILL 35.6 Administering a Subcutaneous Injection 858

Intramuscular Injections 860

SKILL 35.7 Administering an Intramuscular Injection 865

Intravenous Medications 867 

SKILL 35.8 Administering Intravenous Medications Using  

IV Push 870

Topical Medications 872 

SKILL 35.9 Administering Ophthalmic Instillations 874

SKILL 35.10 Administering Otic Instillations 876

SKILL 35.11 Administering Vaginal Instillations 879

Inhaled Medications 882

Irrigations 885

CHAPTER 36 Skin Integrity and Wound Care 889

Introduction 889

Skin Integrity 889

Types of Wounds 890

Pressure Injuries 890

Etiology of Pressure Injuries 891, Risk Factors 891, Stages of 

 Pressure Injuries 892, Risk Assessment Tools 892 

Wound Healing 897

Types of Wound Healing 897, Phases of Wound Healing 897,  

Types of Wound Exudate 898, Complications of Wound 

 Healing 898, Factors Affecting Wound Healing 899 

Nursing Management 899

SKILL 36.1 Cleaning a Sutured Wound and Dressing a Wound 

with a Drain 908

SKILL 36.2 Irrigating a Wound 910

SKILL 36.3 Obtaining a Wound Drainage Specimen for 

Culture 915

CHAPTER 37 Perioperative Nursing 931

Introduction 931

Types of Surgery 932

Purpose 932, Degree of Urgency 932, Degree of Risk 932 

Preoperative Phase 934

Preoperative Consent 934

Nursing Management 934

SKILL 37.1 Teaching Moving, Leg Exercises, Deep Breathing, 

and Coughing 937

SKILL 37.2 Applying Antiemboli Stockings 943

Intraoperative Phase 945

Types of Anesthesia 945 

Nursing Management 946

Postoperative Phase 948

Immediate Postanesthetic Phase 949, Preparing for Ongoing Care of 

the Postoperative Client 950 

Nursing Management 950

SKILL 37.3 Managing Gastrointestinal Suction 958

 UNIT 9 Promoting Psychosocial 

Health 965

CHAPTER 38 Sensory Perception 966

Introduction 966

Components of the Sensory Experience 966

Arousal Mechanism 967 

Factors Affecting Sensory Function 967

Developmental Stage 967, Culture 968, Stress 968, Medications and 

Illness 968, Lifestyle and Personality 968 

Sensory Alterations 968

Sensory Deprivation 969, Sensory Overload 969, Sensory 

Deficits 969 

Nursing Management 969



xxiii

CHAPTER 39 Self-Concept 986

Introduction 986

Self-Concept 986

Formation of Self-Concept 987

Components of Self-Concept 988

Personal Identity 988, Body Image 988, Role 

Performance 990, Self-Esteem 990 

Factors That Affect Self-Concept 990

Stage of Development 990, Family and Culture 990, Stressors 991,  

Resources 991, History of Success and Failure 991, Illness 991 

Nursing Management 991

CHAPTER 40 Sexuality 999

Introduction 999

Development of Sexuality 999

Birth to 12 Years 999, Adolescence 1001, Young and Middle 

 Adulthood 1002, Older Adulthood 1002 

Sexual Health 1003

Components of Sexual Health 1004 

Sexual Expression 1004

Sexual Orientation 1004, Gender Identity 1005, Sexual 

Practices 1006 

Factors Influencing Sexuality 1006

Family 1006, Culture 1007, Religion 1007, Personal Expectations 

and Ethics 1007 

Sexual Response Cycle 1008

Altered Sexual Function 1009

Past and Current Factors 1009, Sexual Desire Disorders 1010, Sexual 

Arousal Disorders 1010, Orgasmic Disorders 1011, Sexual Pain 

 Disorders 1011, Problems with Satisfaction 1012 

Nursing Management 1012

CHAPTER 41 Spirituality 1021

Introduction 1021

Spirituality and Related Concepts Described 1021

Spiritual Care or Spiritual Nursing Care? 1022, Spiritual Needs, Spiritual 

Disruption, Spiritual Health, and Religious Coping 1022 

Spiritual Development 1023

Spiritual Health and the Nursing Process 1024

Nursing Management 1024

Religious Practices That Nurses Should Know 1031

Holy Days 1032, Sacred Texts 1032, Sacred Symbols 1032, Prayer 

and Meditation 1032, Beliefs Affecting Diet 1033, Beliefs About Illness 

and Healing 1033, Beliefs About Dress and  Modesty 1033, Beliefs 

Related to Birth 1034, Beliefs Related to Death 1034 

Spiritual Self-Awareness for the Nurse 1035

CHAPTER 42 Stress and Coping 1041

Introduction 1041

Concept of Stress 1041

Sources of Stress 1041, Effects of Stress 1041 

Models of Stress 1042

Stimulus-Based Models 1042, Response-Based Models 1042,  

Transaction-Based Models 1043 

Indicators of Stress 1044

Physiologic Indicators 1045, Psychologic Indicators 1045, Cognitive 

Indicators 1046 

Coping 1048

Nursing Management 1049

CHAPTER 43 Loss, Grieving, and Death 1059

Introduction 1059

Loss and Grief 1059

Types and Sources of Loss 1059, Grief, Bereavement, and 

Mourning 1060, Stages of Grieving 1061, Manifestations of 

Grief 1062, Factors Influencing the Loss and Grief Responses 1062 

Nursing Management 1065

Dying and Death 1066

Responses to Dying and Death 1066, Definitions of Death 1068,  

Death-Related Religious and Cultural Practices 1068,  

Death-Related Legal Issues 1069 

Nursing Management 1070

 UNIT 10  Promoting Physiologic 

Health 1081

CHAPTER 44 Activity and Exercise 1082

Introduction 1082

Normal Movement 1083

Alignment and Posture 1083, Joint Mobility 1084,  

Balance 1084, Coordinated Movement 1084 

Factors Affecting Body Alignment and Activity 1084

Growth and Development 1084, Nutrition 1089, Personal Values  

and Attitudes 1089, External Factors 1089, Prescribed 

Limitations 1089 

Exercise 1089

Types of Exercise 1090, Benefits of Exercise 1091 

Effects of Immobility 1093

Musculoskeletal System 1093, Cardiovascular System 1093,  

Respiratory System 1094, Metabolism 1095, Urinary System 1095,  

Gastrointestinal System 1096, Integumentary System 1096,  

Psychoneurologic System 1096 

Nursing Management 1097

SKILL 44.1 Moving a Client Up in Bed 1112

SKILL 44.2 Turning a Client to the Lateral or Prone Position  

in Bed 1113

SKILL 44.3 Logrolling a Client 1114

SKILL 44.4 Assisting a Client to Sit on the Side of the Bed 

(Dangling) 1115

SKILL 44.5 Transferring Between Bed and Chair 1118

SKILL 44.6 Transferring Between Bed and Stretcher 1120

SKILL 44.7 Assisting a Client to Ambulate 1125



xxiv

CHAPTER 45 Sleep 1139

Introduction 1139

Physiology of Sleep 1139

Circadian Rhythms 1140, Types of Sleep 1141, Sleep Cycles 1141 

Functions of Sleep 1142

Normal Sleep Patterns and Requirements 1142

Newborns 1142, Infants 1142, Toddlers 1142,  

Preschoolers 1142, School-Age Children 1143, Adolescents 1143,  

Older Adults 1144 

Factors Affecting Sleep 1144

Illness 1144, Environment 1145, Lifestyle 1146, Emotional 

Stress 1146, Stimulants and Alcohol 1146, Diet 1146,  

Smoking 1146, Motivation 1146, Medications 1146 

Common Sleep Disorders 1147

Insomnia 1147, Excessive Daytime 

Sleepiness 1148, Parasomnias 1149 

Nursing Management 1150

CHAPTER 46 Nutrition 1161

Introduction 1161

Essential Nutrients 1161

Carbohydrates 1162, Proteins 1162, Lipids 1163,  

Micronutrients 1164 

Energy Balance 1165

Energy Intake 1165, Energy Output 1165 

Body Weight and Body Mass Standards 1165

Factors Affecting Nutrition 1166

Development 1166, Sex 1166, Ethnicity and Culture 1166,  

Beliefs About Food 1166, Personal Preferences 1167, Religious 

Practices 1167, Lifestyle 1167, Economics 1167, Medications and 

Therapy 1167, Health 1167, Alcohol Consumption 1168,  

Advertising 1169, Psychologic Factors 1169 

Nutritional Variations Throughout the Lifecycle 1169

Neonate to 1 Year 1169, Toddler 1170, Preschooler 1170,  

School-Age Child 1170, Adolescent 1171, Young Adult 1171,  

Middle-Aged Adult 1172, Older Adults 1172 

Standards for a Healthy Diet 1174

Dietary Guidelines for Americans 1174, Recommended Dietary 

Intake 1175, Vegetarian Diets 1176 

Altered Nutrition 1176

Nursing Management 1177

SKILL 46.1 Inserting a Nasogastric Tube 1188

SKILL 46.2 Administering a Tube Feeding 1194

SKILL 46.3 Administering an Intermittent Gastrostomy or 

Jejunostomy Feeding 1197

SKILL 46.4 Removing a Nasogastric Tube 1200

CHAPTER 47 Urinary Elimination 1208

Introduction 1208

Physiology of Urinary Elimination 1208

Kidneys 1208, Ureters 1209, Bladder 1209, Urethra 1209, Pelvic 

Floor 1209, Urination 1210 

Factors Affecting Voiding 1211

Developmental Factors 1211, Psychosocial Factors 1211, Fluid and 

Food Intake 1212, Medications 1212, Muscle Tone 1212, Pathologic 

Conditions 1212, Surgical and Diagnostic Procedures 1212 

Altered Urine Production 1212

Polyuria 1212, Oliguria and Anuria 1213 

Altered Urinary Elimination 1213

Frequency and Nocturia 1213, Urgency 1213, Dysuria 1214,  

Enuresis 1214, Urinary Incontinence 1214, Urinary Retention 1214 

Nursing Management 1215

SKILL 47.1 Applying an External Urinary Device 1222

SKILL 47.2 Performing Indwelling Urinary 

Catheterization 1227

SKILL 47.3 Performing Bladder Irrigation 1234

CHAPTER 48 Fecal Elimination 1245

Introduction 1245

Physiology of Defecation 1245

Large Intestine 1245, Rectum and Anal Canal 1246,  

Defecation 1246, Feces 1247 

Factors That Affect Defecation 1247

Development 1247, Diet 1247, Activity 1248, Psychologic 

 Factors 1248, Defecation Habits 1248, Medications 1249,  

Diagnostic Procedures 1249, Anesthesia and Surgery 1249,  

Pathologic Conditions 1249, Pain 1249 

Fecal Elimination Problems 1249

Constipation 1249, Diarrhea 1251, Bowel Incontinence 1251,  

Flatulence 1252 

Nursing Management 1253

SKILL 48.1 Administering an Enema 1260

Bowel Diversion Ostomies 1264

Permanence 1264, Anatomic Location 1264, Surgical Construction of 

the Stoma 1265, Ostomy Management 1266 

SKILL 48.2 Changing a Bowel Diversion Ostomy  

Appliance 1268

CHAPTER 49 Oxygenation 1277

Introduction 1277

Structure and Processes of the Respiratory System 1278

Structure of the Respiratory System 1278, Pulmonary Ventilation 1279,  

Alveolar Gas Exchange 1281, Transport of Oxygen and Carbon 

 Dioxide 1281, Systemic Diffusion 1281 

Respiratory Regulation 1281

Factors Affecting Respiratory Function 1281

Age 1282, Environment 1282, Lifestyle 1282, Health Status 1282,  

Medications 1282, Stress 1282 

Alterations in Respiratory Function 1282

Conditions Affecting the Airway 1282, Conditions Affecting Movement 

of Air 1283, Conditions Affecting Diffusion 1283, Conditions Affecting 

Transport 1283 

Nursing Management 1283

SKILL 49.1 Administering Oxygen by Cannula, Face Mask,  

or Face Tent 1294



xxv

SKILL 49.2 Oral, Oropharyngeal, Nasopharyngeal, and 

Nasotracheal Suctioning 1304

SKILL 49.3 Suctioning a Tracheostomy or Endotracheal 

Tube 1308

SKILL 49.4 Providing Tracheostomy Care 1311

CHAPTER 50 Circulation 1323

Introduction 1323

Physiology of the Cardiovascular System 1323

The Heart 1323, Blood Vessels 1326, Blood 1327 

Lifespan Considerations 1328

Factors Affecting Cardiovascular Function 1328

Risk Factors 1328 

Alterations in Cardiovascular Function 1331

Decreased Cardiac Output 1331, Impaired Tissue Perfusion 1332,  

Blood Alterations 1333 

Nursing Management 1333

SKILL 50.1 Applying Sequential Compression Devices 1338

CHAPTER 51 Fluid, Electrolyte, and Acid–Base 

Balance 1343

Introduction 1343

Body Fluids and Electrolytes 1344

Distribution of Body Fluids 1344, Composition of Body Fluid 1344,  

Movement of Body Fluids and Electrolytes 1345,  

 Regulating Body Fluids 1346, Regulating Electrolytes 1348 

Acid–Base Balance 1350

Regulation of Acid–Base Balance 1350 

Factors Affecting Body Fluid, Electrolytes, and Acid–Base 

Balance 1351

Age 1351, Sex and Body Size 1352, Environmental 

Temperature 1352, Lifestyle 1352 

Disturbances in Fluid Volume, Electrolyte, and Acid–Base 

Balances 1353

Fluid Imbalances 1353, Electrolyte Imbalances 1354, Acid–Base 

Imbalances 1359 

Nursing Management 1360

SKILL 51.1 Starting an Intravenous Infusion and Inserting  

a Short Peripheral Catheter 1379

SKILL 51.2 Monitoring an Intravenous Infusion 1387

SKILL 51.3 Changing an Intravenous Container and 

Tubing 1389

SKILL 51.4 Discontinuing an Intravenous Infusion and 

Removing a Short Peripheral Catheter 1390

SKILL 51.5 Changing a Short Peripheral Catheter to an 

Intermittent Infusion Device 1392

SKILL 51.6 Initiating, Maintaining, and Terminating a Blood 

Transfusion Using a Y-Set 1398

APPENDIX A Answers to Test Your Knowledge 1407

GLOSSARY 1441

INDEX 1467



This page intentionally left blank



1

1 Historical and Contemporary Nursing Practice 2

2 Evidence-Based Practice and Research in Nursing 27

3 Legal Aspects of Nursing 39

4 Values, Ethics, and Advocacy 70

The Nature of Nursing

1
U N I T



2

Introduction
Nursing today is far different from nursing as it was prac-
ticed years ago, and it is expected to continue changing dur-
ing the 21st century. To comprehend present-day nursing 
and at the same time prepare for the future, one must under-
stand not only past events but also contemporary nursing 
practice and the sociologic and historical factors that affect it.

Historical Perspectives
Nursing has undergone dramatic change in response to 
societal needs and influences. A look at nursing’s begin-
nings reveals its continuing struggle for autonomy and 

professionalization. In recent decades, a renewed interest in 
nursing history has produced a growing amount of related 
literature. This section highlights only selected aspects of 
events that have influenced nursing practice. Recurring 
themes of women’s and men’s roles and status, religious 
(Christian) values, war, societal attitudes, and visionary 
nursing leadership have influenced nursing practice in the 
past. Many of these factors still exert their influence today.

Women’s Roles
Traditional female roles of wife, mother, daughter, and sis-
ter have always included the care and nurturing of other 
family members. From the beginning of time, women have 

1
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cared for infants and children; thus, nursing could be said 
to have its roots in the home. Additionally, women, who in 
general occupied a subservient and dependent role, were 
called on to care for others in the community who were ill. 
Generally, the care provided was related to physical main-
tenance and comfort. Thus, the traditional nursing role has 
always entailed humanistic caring, nurturing, comforting, 
and supporting.

Men’s Roles
Men have worked as nurses as far back as before the 
Crusades. Although the history of nursing primarily 
focuses on the female figures in nursing, schools of 
nursing for men existed in the United States from the 
late 1880s until 1969. Male nurses were denied admis-
sion to the Military Nurse Corps during World War II 
based on gender. It was believed at that time that nurs-
ing was women’s work and combat was men’s work. 
During the 20th century, men were denied admission 
to most nursing programs.

In 1971, registered nurse Steve Miller formed an 
organization called Men in Nursing, and in 1974, Luther 
Christman organized a group of male nurses. The two 
groups reorganized into the National Male Nurses Asso-
ciation with the primary focus of recruiting more men 
into nursing. In 1981, the organization was renamed 
the American Assembly for Men in Nursing (AAMN). 
The purpose of the AAMN is to “provide a framework 
for nurses, as a group, to meet, to discuss and influ-
ence factors, which affect men as nurses” (AAMN, n.d., 
“Vision,” para. 2).

The percentage of men included in the nation’s nurs-
ing workforce does vary. For example, a survey by the 
National Council of State Boards of Nursing (Smiley et al., 
2018) indicated a total of 9.1% male nurses in the work-
force, an increase of 2.5% compared to the previous 2013 
report. In 2017, the Health Resources and Services Admin-
istration (HRSA) reported 9.6%, which is less than the 12% 
male RNs as reported by Buerhaus, Skinner, Auerbach, 
and Staiger (2017b, p. 231).

Men do experience barriers to becoming nurses. For 
example, the nursing image is one of femininity, and 
nursing has been slow to adopt a gender-neutral image. 
As a result, people may believe that men who choose the 
profession of nursing are emasculated, gay, or sexually  
deviant, which is not true (Hodges et al., 2017). Other 
barriers and challenges for male nursing students include 
the lack of male role models in nursing, stereotyping, 
and differences in caring styles between men and women 
(Zhang & Liu, 2016).

Improved recruitment and retention of men and 
other minorities into nursing continues to be needed to 
strengthen the profession. This is illustrated by profes-
sional surveys. A 2016 National League for Nursing (NLN, 
2017a) survey found that men in basic registered nurs-
ing programs represented 14% of the total enrollment, a 
1% decrease compared to the 2012 survey. In comparison, 
bachelor of science in nursing (BSN) programs enrolled 
15% male students, a 2% increase from 2012. In addition, 
a 2016 survey by the American Association of Colleges of 
Nursing (AACN, 2017) reflected that only 12% of students 
in baccalaureate and graduate programs were male.

Evidence-Based Practice
What Motivates Men to Choose Nursing?

Yi and Keogh (2016) state that “knowledge of the factors that 

motivate men to choose nursing will assist in the development of 

evidence-based recruitment strategies to increase the number of 

men entering the nursing profession” (p. 96). As a result, they con-

ducted a systematic literature review of data from qualitative stud-

ies that described male nurses’ motivations for choosing nursing. 

A comprehensive search of over 11,000 citations and screening 

for inclusion criteria resulted in six studies being included in the 

review. Analytic processes resulted in four themes.

The first theme described how early exposure to nursing 

and other healthcare professionals influenced the male nurses’ 

decision to become nurses. Examples consisted of where the 

men received encouragement from female and male friends and 

relatives who were nurses. Some men were exposed to nurs-

ing through experiences of caring for a sick or dying loved one, 

which became a factor in their decision-making process. The 

second theme described how the men chose nursing by chance, 

based on their circumstances at the time of the decision. For 

example, some men were looking for work and had friends who 

were nurses and thus decided to try nursing. Some chose nursing 

because they were not accepted into their preferred program. 

The third theme described extrinsic motivating factors such as 

job opportunity and salary. The fourth theme described intrinsic 

motivating factors such as personal satisfaction and enjoyment 

with helping people. Other intrinsic motivating factors included a 

sense of altruism and caring and their perception of nursing as a 

vocation.

Implications

A limitation expressed by the researchers was that the review 

would have provided a more comprehensive description if both 

quantitative and qualitative studies had been included. Three of 

the themes were congruent with previous literature reviews. How-

ever, the theme of entering nursing by chance, depending on the 

men’s circumstances, was new. As a result, the authors recom-

mended that strategies to enhance retention within the nursing 

program be developed for those males who pursued nursing by 

chance. Examples could include providing male role models dur-

ing clinical experiences and supporting male nurses’ caring abili-

ties in a welcoming environment to promote intrinsic motivating 

factors during the program.

EVIDENCE-BASED PRACTICE
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The deaconess groups, which had their origins in the 
Roman Empire of the third and fourth centuries, were sup-
pressed during the Middle Ages by the Western churches. 
However, these groups of nursing providers resurfaced 
occasionally throughout the centuries, most notably in 1836 
when Theodor Fliedner reinstituted the Order of Deacon-
esses and opened a small hospital and training school in 
Kaiserswerth, Germany. Florence Nightingale received her 
training in nursing at the Kaiserswerth School.

Early religious values, such as self-denial, spiritual call-
ing, and devotion to duty and hard work, have dominated 
nursing throughout its history. Nurses’ commitment to these 
values often resulted in exploitation and few monetary 
rewards. For some time, nurses themselves believed it was 
inappropriate to expect economic gain from their “calling.”

War
Throughout history, wars have accentuated the need for 
nurses. During the Crimean War (1854–1856), the inad-
equacy of care given to soldiers led to a public outcry in 
Great Britain. The role Florence Nightingale played in 
addressing this problem is well known. Nightingale and 
her nurses transformed the military hospitals by setting 
up sanitation practices, such as hand washing. Night-
ingale is credited with performing miracles; the mortal-
ity rate, for example, was reduced from 42% to 2% in  
6 months (Donahue, 2011, p. 118).

During the American Civil War (1861–1865), several 
nurses emerged who were notable for their contributions 
to a country torn by internal conflict. Harriet Tubman and 
Sojourner Truth (Figures 1.2 ■ and 1.3 ■) provided care and 
safety to slaves fleeing to the North on the Underground 
Railroad. Mother Biekerdyke and Clara Barton searched 
the battlefields and gave care to injured and dying sol-
diers. Noted authors Walt Whitman and Louisa May 
Alcott volunteered as nurses to give care to injured sol-
diers in military hospitals. Another female leader who pro-
vided nursing care during the Civil War was Dorothea Dix  

Religion
Religion has also played a significant role in the develop-
ment of nursing. Although many of the world’s religions 
encourage benevolence, it was the Christian value of “love 
thy neighbor as thyself” and Christ’s parable of the Good 
Samaritan that had a significant impact on the development 
of Western nursing. During the third and fourth centuries, 
several wealthy matrons of the Roman Empire, such as 
Fabiola, converted to Christianity and used their wealth 
to provide houses of care and healing (the forerunner of 
hospitals) for the poor, the sick, and the homeless. Women 
were not, however, the sole providers of nursing services.

The Crusades saw the formation of several orders of 
knights, including the Knights of Saint John of Jerusalem 
(also known as the Knights Hospitalers), the Teutonic 
Knights, and the Knights of Saint Lazarus (Figure 1.1 ■). 
These brothers in arms provided nursing care to their sick 
and injured comrades. These orders also built hospitals, 
the organization and management of which set a standard 
for the administration of hospitals throughout Europe at 
that time. The Knights of Saint Lazarus dedicated them-
selves to the care of people with leprosy, syphilis, and 
chronic skin conditions.

During medieval times, there were many religious 
orders of men in nursing. For example, the Alexian Brothers  
organized care for victims of the Black Plague in the 14th 
century in Germany. In the 19th century, they followed the 
same traditions as women’s religious nursing orders and 
established hospitals and provided nursing care.

Figure 1.2 ■ Harriet Tubman (1820–1913) was known as “The 

Moses of Her People” for her work with the Underground Railroad. Dur-

ing the Civil War she nursed the sick and suffering of her own race.
Universal Images Group/Getty Images.

Figure 1.1 ■ The Knights of Saint Lazarus (established circa 1200) 

dedicated themselves to the care of people with leprosy, syphilis, and 

chronic skin conditions. From the time of Christ to the mid-13th century, 

leprosy was viewed as an incurable and terminal disease.
Florilegius/Alamy Stock Photo.



Chapter 1 • Historical and Contemporary Nursing Practice     5

(Figure 1.4 ■). She became the Union’s superintendent of 
female nurses responsible for recruiting nurses and super-
vising the nursing care of all women nurses working in 
the army hospitals.

The arrival of World War I resulted in American, British, 
and French women rushing to volunteer their nursing ser-
vices. These nurses endured harsh environments and treated 
injuries not seen before. A monument entitled “The Spirit 
of Nursing” stands in Arlington National Cemetery (Figure 
1.5 ■). It honors the nurses who served in the U.S. armed 
services in World War I, many of whom are buried in Sec-
tion 21, which is also called the “Nurses Section” (Arlington 
National Cemetery, n.d.). Progress in healthcare occurred 

Figure 1.3 ■ Sojourner Truth (1797–1883), abolitionist, Underground 

Railroad agent, preacher, and women’s rights advocate, was a nurse for 

more than 4 years during the Civil War and worked as a nurse and coun-

selor for the Freedmen’s Relief Association after the war.
National Portrait Gallery, Smithsonian Institution/Art Resources, NY.

Figure 1.5 ■ A, Section 21 in Arlington National Cemetery honors the 

nurses who served in the Armed Services in World War I. B, “The Spirit of 

Nursing” monument that stands in Section 21. C, Monument plaque.
Photos by Sherrilyn Coffman, PhD, RN.

Figure 1.4 ■ Dorothea Dix (1802–1887) was the Union’s superinten-

dent of female nurses during the Civil War.
North Wind Picture Archives/Alamy Stock Photo.
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during World War I, particularly in the field of surgery. For 
example, advancements were made in the use of anesthetic 
agents, infection control, blood typing, and prosthetics.

World War II casualties created an acute shortage of 
caregivers, and the Cadet Nurse Corps was established in 
response to a marked shortage of nurses (Figure 1.6 ■). Also 
at that time, auxiliary healthcare workers became prominent. 
“Practical” nurses, aides, and technicians provided much of 
the actual nursing care under the instruction and supervision 
of better prepared nurses. Medical specialties also arose at 
that time to meet the needs of hospitalized clients.

During the Vietnam War, approximately 11,000 Amer-
ican military women stationed in Vietnam were nurses. 
Most of them volunteered to go to Vietnam right after they 
graduated from nursing school, making them the young-
est group of medical personnel ever to serve in wartime 
(Vietnam Women’s Memorial Foundation, n.d.). Near  
the Vietnam Veterans Memorial (“The Wall”) stands the 
Vietnam Women’s Memorial (Figure 1.7 ■).

Nurses served in the Afghanistan and Iraq wars.  
A total of 6,326 nurses deployed to Afghanistan, Iraq,  
or both between September 1, 2001 and July 31, 2015.  
Of these deployed nurses, 55% were male. During this time 
six army nurses were killed, four in Afghanistan and two 
in Iraq (Berry-Caban, Rivers, Beltran, & Anderson, 2018).

Figure 1.7 ■ Vietnam Women’s Memorial. Four figures include a 

nurse tending to the chest wound of a soldier, another woman looking for 

a helicopter for assistance, and a third woman (behind the other figures) 

kneeling while staring at an empty helmet in grief.
Courtesy of Sherrilyn Coffman, PhD, RN.

Societal Attitudes
Society’s attitudes about nurses and nursing have signifi-
cantly influenced professional nursing.

Before the mid-1800s, nursing was without organiza-
tion, education, or social status; the prevailing attitude was 
that a woman’s place was in the home and that no respect-
able woman should have a career. The role for the Victo-
rian middle-class woman was that of wife and mother, 
and any education she obtained was for the purpose of 
making her a pleasant companion to her husband and a 
responsible mother to her children. Nurses in hospitals 
during this period were poorly educated; some were even 
incarcerated criminals. Society’s attitudes about nursing 
during this period are reflected in the writings of Charles 
Dickens. In his book Martin Chuzzlewit (1844), Dickens 
reflected his attitude toward nurses through his character 
Sairey Gamp (Figure 1.8 ■). Mrs. Gamp was portrayed as 
a drunk, disreputable nurse who neglected, stole from, 
and physically abused the sick. This literary portrayal of 
nurses greatly influenced the negative image and attitude 
toward nurses in the 19th century.

In contrast, the guardian angel or angel of mercy image 
arose in the latter part of the 19th century, largely because 
of the work of Florence Nightingale during the Crimean 
War. After Nightingale brought respectability to the nurs-
ing profession, nurses were viewed as noble, compassion-
ate, moral, religious, dedicated, and self-sacrificing.

Another image arising in the early 19th century that 
has affected subsequent generations of nurses and the pub-
lic and other professionals working with nurses is that of 
the doctor’s handmaiden. This image evolved when women 
had yet to obtain the right to vote, when family structures 
were largely paternalistic, and when the medical profes-
sion increasingly applied scientific knowledge that, at that 
time, was viewed as a male domain. Since that time, sev-
eral images of nursing have been portrayed. The heroine 
portrayal evolved from nurses’ acts of bravery in World 

Figure 1.6 ■ Recruiting poster for the Cadet Nurse Corps during 

World War II.
John Parrot/Stocktrek Images, Inc./Alamy Stock Photo.
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War II and their contributions in fighting poliomyelitis— 
in particular, the work of the Australian nurse Elizabeth 
Kenney. Other images in the late 1900s include the nurse as 
sex object, surrogate mother, and tyrannical mother.

The nursing profession has taken steps to improve the 
image of the nurse. In the early 1990s, the Tri-Council for 
Nursing (the American Association of Colleges of Nurs-
ing, the American Nurses Association [ANA], the Ameri-
can Organization of Nurse Executives, and the National 
League for Nursing [NLN]) initiated a national effort, titled 
“Nurses of America,” to improve the image of nursing. 
Launched in 2002, Johnson & Johnson corporation’s “Cam-
paign for Nursing’s Future” promotes nursing as a posi-
tive career choice. Through various outreach programs, 
this campaign increases exposure to the nursing profes-
sion, raises awareness about its challenges, and encourages 
people of all ages to consider a career in nursing.

Nursing Leaders
Florence Nightingale, Clara Barton, Linda Richards, Mary 
Mahoney, Lillian Wald, Lavinia Dock, Margaret Sanger, 
Mary Breckinridge, Luther Christman, and Ernest Grant 
are among the leaders who have made notable contribu-
tions both to nursing’s history and to American history. 
These nurses were all politically astute pioneers. Their 
skills at influencing others and bringing about change 
remain models for political nurse activists today.

Nightingale (1820–1910)
The contributions of Florence Nightingale to nursing are 
well documented. Her achievements in improving the 
standards for the care of war casualties in the Crimea 

earned her the title “Lady with the Lamp.” Her efforts in 
reforming hospitals and in producing and implementing 
public health policies also made her an accomplished polit-
ical nurse: She was the first nurse to exert political pres-
sure on government. Through her contributions to nursing 
education—perhaps her greatest achievement—she is also 
recognized as nursing’s first scientist-theorist for her work 
Notes on Nursing: What It Is, and What It Is Not (1860/1969).

Nightingale (Figure 1.9 ■) was born to a wealthy 
and intellectual family. She believed she was “called by 
God to help others . . . [and] to improve the well-being 
of mankind” (Schuyler, 1992, p. 4). She was determined 
to become a nurse in spite of opposition from her family 
and the restrictive societal code for affluent young Eng-
lish women. As a well-traveled young woman of the day, 
she visited Kaiserswerth in 1847, where she received 3 
months’ training in nursing. In 1853 she studied in Paris 
with the Sisters of Charity, after which she returned to 
England to assume the position of superintendent of a 
charity hospital for ill governesses.

When she returned to England from the Crimea, a grate-
ful English public gave Nightingale an honorarium of £4500. 
She later used this money to develop the Nightingale Train-
ing School for Nurses, which opened in 1860. The school 
served as a model for other training schools. Its graduates 
traveled to other countries to manage hospitals and institute 
nurse training programs. These training schools, at the time, 
accepted only females because Nightingale viewed nursing 
as being unsuitable for men. It is believed, unfortunately, 
that this perception has played a role in the invisibility of 
male nurses (Yi & Keogh, 2016, p. 95).

Despite poor health that left her an invalid, Florence 
Nightingale worked tirelessly until her death at age 90. As 
a passionate statistician, she conducted extensive research 
and analysis. Nightingale is often referred to as the first 
nurse researcher. For example, her record keeping proved 

Figure 1.8 ■ Sairey Gamp, a character in Dickens’ book Martin 

Chuzzlewit, represented the negative image of nurses in the 1800s.
Historia/Shutterstock.

Figure 1.9 ■ Considered the founder of modern nursing, Florence 

Nightingale (1820–1910) was influential in developing nursing education, 

practice, and administration. Her publication Notes on Nursing: What It 

Is, and What It Is Not, first published in England in 1859 and in the United 

States in 1860, was intended for all women.
David Cole/Alamy Stock Photo.
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that her interventions dramatically reduced mortality 
rates among soldiers during the Crimean War.

Nightingale’s vision of nursing changed society’s 
view of nursing. She believed in personalized and holis-
tic client care. Her vision also included public health and 
health promotion roles for nurses.

Barton (1821–1912)
Clara Barton (Figure 1.10 ■) was a schoolteacher who 
volunteered as a nurse during the American Civil War. 
Her responsibility was to organize the nursing services. 
Barton is noted for her role in establishing the American 
Red Cross, which linked with the International Red Cross 
when the U.S. Congress ratified the Treaty of Geneva 
(Geneva Convention). It was Barton who persuaded Con-
gress in 1882 to ratify this treaty so that the Red Cross 
could perform humanitarian efforts in times of peace.

Richards (1841–1930)
Linda Richards (Figure 1.11 ■) was America’s first trained 
nurse. She graduated from the New England Hospital for 

Figure 1.12 ■ Mary Mahoney (1845–1926) was the first African 

American trained nurse.
Schomberg Center for Research in Black Culture/NYPL/Art Resource.

Figure 1.13 ■ Lillian Wald (1867–1940) founded the Henry Street 

Settlement and Visiting Nurse Service (circa 1893), which provided nurs-

ing and social services and organized educational and cultural activities. 

She is considered the founder of public health nursing.
National Portrait Gallery, Smithsonian Institution/Art Resources, NY.

Figure 1.11 ■ Linda Richards (1841–1930) was America’s first 

trained nurse.
National League for Nursing. National League for Nursing Records. 1894–1952. Located in: 

Archives and Modern Manuscripts Collection, History of Medicine Division, National Library of 

Medicine, Bethesda, MD; MS C 274.

Figure 1.10 ■ Clara Barton (1821–1912) organized the American 

Red Cross, which linked with the International Red Cross when the U.S. 

Congress ratified the Geneva Convention in 1882.
Library of Congress.

Women and Children in 1873. Richards is known for intro-
ducing nurse’s notes and doctor’s orders. She also initi-
ated the practice of nurses wearing uniforms (ANA, n.d.c). 
She is credited for her pioneering work in psychiatric and 
industrial nursing.

Mahoney (1845–1926)
Mary Mahoney (Figure 1.12 ■) was the first African Amer-
ican professional nurse. She graduated from the New 
England Hospital for Women and Children in 1879. She 
constantly worked for the acceptance of African Ameri-
cans in nursing and for the promotion of equal opportuni-
ties (Donahue, 2011, p. 144). The ANA (n.d.e) gives a Mary 
Mahoney Award biennially in recognition of significant 
contributions in interracial relationships.

Wald (1867–1940)
Lillian Wald (Figure 1.13 ■) is considered the founder of 
public health nursing. Wald and Mary Brewster were 



Chapter 1 • Historical and Contemporary Nursing Practice     9

sick children. In 1921, Breckinridge returned to the United 
States with plans to provide healthcare to the people of 
rural America. In 1925, Breckinridge and two other nurses 
began the FNS in Leslie County, Kentucky. Within this 
organization, Breckinridge started one of the first mid-
wifery training schools in the United States.

Christman (1915–2011)
Luther Christman, one of the founders of the AAMN, 
graduated from the Pennsylvania Hospital School of 
Nursing for Men in 1939 and experienced discrimination 
while in nursing school. For example, he was not allowed 
a maternity clinical experience, yet he was expected 
to know the information related to that clinical experi-
ence for the licensing exam. After becoming licensed, he 
wanted to earn a baccalaureate degree in nursing but was 
denied access to two universities because of his gender. 
After receiving his doctorate, he accepted the position as 
dean of nursing at Vanderbilt University, making him the 
first man to be a dean at a university school of nursing.  

the first to offer trained nursing services to the poor in 
the New York slums. Their home among the poor on the 
upper floor of a tenement, called the Henry Street Settle-
ment and Visiting Nurse Service, provided nursing ser-
vices and social services, and organized educational and 
cultural activities. Soon after the founding of the Henry 
Street Settlement, school nursing was established as an 
adjunct to visiting nursing.

Dock (1858–1956)
Lavinia L. Dock (Figure 1.14 ■) was a feminist, prolific 
writer, political activist, suffragette, and friend of Wald. 
She participated in protest movements for women’s rights 
that resulted in the 1920 passage of the 19th Amendment 
to the U.S. Constitution, which granted women the right 
to vote. In addition, Dock campaigned for legislation to 
allow nurses rather than physicians to control their profes-
sion. In 1893, Dock, with the assistance of Mary Adelaide 
Nutting and Isabel Hampton Robb, founded the American 
Society of Superintendents of Training Schools for Nurses 
of the United States, a precursor to the current National 
League for Nursing.

Figure 1.16 ■ Mary Breckinridge (1881–1965), a nurse who prac-

ticed midwifery in England, Australia, and New Zealand, founded the 

Frontier Nursing Service in Kentucky in 1925 to provide family-centered 

primary healthcare to rural populations.
T. Tso KRT/Newscom.

Figure 1.14 ■ Nursing leader and suffragist Lavinia L. Dock  

(1858–1956) was active in the protest movement for women’s rights  

that resulted in the constitutional amendment in 1920 that allowed 

women to vote.
Courtesy of The Gottesman Libraries at Teachers College, Columbia University.

Figure 1.15 ■ Nurse activist Margaret Sanger (1879–1966), consid-

ered the founder of Planned Parenthood, was imprisoned for opening the 

first birth control information clinic in Baltimore in 1916.

Sanger (1879–1966)
Margaret Higgins Sanger (Figure 1.15 ■), a public health 
nurse in New York, has had a lasting impact on women’s 
healthcare. Imprisoned for opening the first birth con-
trol information clinic in America, she is considered the 
founder of Planned Parenthood. Her experience with the 
large number of unwanted pregnancies among the work-
ing poor was instrumental in addressing this problem.

Breckinridge (1881–1965)
After World War I, Mary Breckinridge (Figure 1.16 ■), a 
notable pioneer nurse, established the Frontier Nursing 
Service (FNS). In 1918, she worked with the American 
Committee for Devastated France, distributing food, 
clothing, and supplies to rural villages and taking care of 
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Nursing Education
The practice of nursing is controlled from within the pro-
fession through state boards of nursing and professional 
nursing organizations. These groups also determine the 
content and type of education that is required for different 
levels or scopes of nursing practice. Originally, the focus of 
nursing education was to teach the knowledge and skills 
that would enable a nurse to practice in a hospital setting. 
However, as nursing roles have evolved in response to new 
scientific knowledge; advances in technology; and cultural, 
political, and socioeconomic changes in society, nursing 
education curricula have been revised to enable nurses to 
work in more diverse settings and assume more diverse 
roles. Nursing programs are based on a broad knowledge 
of biological, social, and physical sciences, as well as the 
liberal arts and humanities. Current nursing curricula 
emphasize critical thinking and the application of nurs-
ing and supporting knowledge to health promotion, health 
maintenance, and health restoration as provided in both 
community and hospital settings (Figure 1.17 ■).

There are two types of entry-level generalist nurses: 
the registered nurse (RN) and the licensed practical or 
vocational nurse (LPN or LVN). Responsibilities and 
licensure requirements differ for these two levels. The 
majority of new RNs are graduates of associate degree or 
baccalaureate degree nursing programs. In some states, 
an individual can be eligible to take the licensure exam 
through other qualifications such as completing a diploma 
nursing program or challenging the exam as a military 
corps person or LVN after completing specified course-
work. The U.S. Navy and Marine Corps have a pathway 
to a commission in the Nurse Corps. Qualified enlisted 
men and women serving on active duty can apply to par-
ticipate in the Medical Enlisted Commissioning Program 
(MECP). This program has been successful in increasing 
the diversity of nursing within the military. There are also 
“generic” master’s and doctoral programs that lead to 

He accomplished many firsts: (a) the first man nominated 
for president of the ANA; (b) the first man elected to the 
American Academy of Nursing (AAN), which presented 
him with its highest honor by naming him a “Living Leg-
end”; and (c) the first man inducted into ANA’s Hall of 
Fame for his extraordinary contributions to nursing. The 
ANA currently bestows the Luther Christman Award, 
which acknowledges the valuable role of men in nursing 
(ANA, n.d.d).

Grant (1958–)
Ernest Grant made professional nursing history when he 
became the first male president of the American Nurses 
Association in January 2019. He is also the first African 
American man to serve as ANA vice president (Tross-
man, 2018). Grant began his distinguished nursing career 
as a student in a licensed practical nurse (LPN) program 
and progressed through baccalaureate and graduate 
nursing programs to earning a PhD in nursing from the 
University of North Carolina–Greensboro. After working 
early in his career at a burn center, he made this work 
his mission and is now recognized as an internation-
ally known expert on burn care and fire safety. In 2002, 
President George W. Bush gave Grant a Nurse of the Year 
Award for his work treating burn victims from the 2001 
terrorist attack on the World Trade Center in New York. 
His top priorities include ensuring that nurses have the 
educational opportunities and tools needed for the best 
client outcomes, encouraging nurses to become more 
politically involved, and encouraging young nurses to 
become involved with their national and state nursing 
associations (Nelson, 2019, p. 66).

Political Nurse Activists Today
The nursing profession continues to provide dynamic 
challenges to all nurses to keep current with the needs 
of the public and the role of the nurse. Current nursing 
leaders include presidents of national professional organi-
zations; members of national foundations that contribute 
to high-quality, safe, client-centered care; and nurses who 
serve in public office. For example, in 2017 three nurses 
served in Congress (ANA, n.d.f) and a nurse, Dr. Trent-
Adams, became the first individual who is not a physi-
cian to serve as surgeon general (NLN, 2017b). Nursing 
leader Linda Burnes Bolton was vice chair of the Institute 
of Medicine Commission on the Future of Nursing and in 
2011 was named one of the top 25 women in healthcare. 
Dr. Linda Cronenwett led the Quality and Safety Edu-
cation in Nursing (QSEN) project, which identified the 
knowledge, skills, and attitudes (KSAs) that nurses must 
possess to deliver safe, effective care (AACN, n.d.b). In the 
2018 midterm elections, Eddie Bernice Johnson (D-Texas), 
a former psychiatric nurse and the first nurse elected 
to Congress, was re-elected to a 14th term, and Lauren 
Underwood (D-Illinois), an RN who specializes in public 
health nursing and is a health policy expert, won the race 
for Illinois’ 14th Congressional District. These are just a 
few examples of contemporary nursing leaders.

Figure 1.17 ■ Nursing students learn to care for clients in community 

settings.
Tyler Olson/123RF.
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articulate with associate degree programs. In these ladder 
programs, the practical or vocational education component 
constitutes the first year of an associate degree program 
for registered nursing, and, if successful in passing the 
NCLEX-PN, students can work while continuing their 
registered nurse education.

Practical nurses work under the supervision of an 
RN in numerous settings, including hospitals, nursing 
homes, rehabilitation centers, home health agencies, 
ambulatory care, and hospice. Although the scope of 
practice varies by state regulation and agency policy, 
LPNs usually provide basic direct technical care to cli-
ents. Employment of LPNs has shifted away from acute 
care settings to care of older adults in community-based 
settings, including long-term care.

Registered Nursing Programs
Currently, three major routes lead to eligibility for RN 
licensure: completion of a diploma, associate degree, or 
baccalaureate program.

DIPLOMA PROGRAMS

After Florence Nightingale established the Nightingale 
Training School for Nurses at St. Thomas Hospital in Eng-
land in 1860, the concept traveled quickly to North Amer-
ica. Hospital administrators welcomed the idea of training 
schools as a source of nursing staff for free or inexpensive 
staffing for the hospital. In early years, nursing education 
largely took the form of apprenticeship programs. With 
little formal classroom instruction, students learned by 
doing—that is, by providing direct care to clients. There 
was no standardization of curriculum and no accredita-
tion. Programs were designed to meet the service needs 
of the hospital, not the educational needs of the students.

Three-year diploma programs were the dominant nurs-
ing programs and the major source of nursing graduates 
from the late 1800s until the mid-1960s. Today’s diploma 
programs are hospital-based educational programs that 
provide rich clinical experiences for nursing students. 
These programs often are associated with colleges or uni-
versities. Approximately 12% of RNs obtained their initial 
nursing education in diploma programs in 2017, which is 
a decrease of 5.4% since 2013 (Smiley et al., 2018, p. S15).

ASSOCIATE DEGREE PROGRAMS

Associate degree nursing programs, which originated in 
the early 1950s, were the first and only educational pro-
grams for nursing that were systematically developed 
from planned research and controlled experimentation. 
Most of these programs take place in community col-
leges. The graduating student receives an associate degree 
in nursing (ADN) or an associate of arts (AA), associate 
of science (AS), or associate in applied science (AAS) 
degree with a major in nursing. Several trends and events 
prompted the development of these programs: (a) the 
Cadet Nurse Corps, (b) the community college movement, 
(c) earlier nursing studies, and (d) Dr. Mildred Montag’s 
proposal for an associate degree.

eligibility for RN licensure. These latter programs are for 
students who already have a baccalaureate degree in a dis-
cipline other than nursing. On completion of the program, 
which may be from 1 to 3 years in length, graduates obtain 
their initial professional degree in nursing. Graduates of 
these programs are eligible to take the licensure examina-
tion to become an RN and may continue into specialty 
roles such as nurse practitioner or nurse educator.

Although educational preparation varies consider-
ably, all RNs in the United States take the same licensure 
examination, the National Council Licensure Examination 
(NCLEX-RN). This examination is administered in each 
state, and the successful candidate becomes licensed in 
that particular state, even though the examination is of 
national origin. To practice nursing in another state, the 
nurse must receive reciprocal licensure by applying to 
that state’s board of nursing. Some state legislatures have 
created a regulatory model called mutual recognition that 
allows for multistate licensure under one license. Nurses 
who have received their training in other countries may 
be granted registration after successfully completing the 
NCLEX. Both licensure and registration must be renewed 
regularly in order to remain valid. For additional informa-
tion about licensure and registration, see Chapter 3 .

The legal right to practice nursing requires not 
only passing the licensing examination, but also veri-
fication that the candidate has completed a prescribed 
course of study in nursing. Some states may have addi-
tional requirements. All U.S. nursing programs must be 
approved by their state board of nursing. In addition to 
state approval, the Accreditation Commission for Edu-
cation in Nursing (ACEN) provides accreditation for 
all levels of nursing programs, and the Commission on 
Collegiate Nursing Education (CCNE) accredits bacca-
laureate and higher degree programs. Accreditation is 
a voluntary, peer review process. Accredited programs 
meet standard requirements that are evaluated periodi-
cally through written self-studies and on-site visitation 
by peer examiners.

Types of Education Programs
Education programs available for nurses include practical 
or vocational nursing, registered nursing, graduate nurs-
ing, and continuing education. All levels of nursing are 
needed in healthcare today. Each has a unique scope of 
practice and by working collaboratively can help meet the 
often complex needs of clients.

Licensed Practical (Vocational) Nursing 
Programs
Practical or vocational nursing programs are housed in 
community colleges, vocational schools, hospitals, or 
other independent health agencies. These programs gen-
erally last 9 to 12 months and include both classroom and 
clinical experience. At the end of the program, gradu-
ates take the NCLEX-PN to obtain licensure as a practi-
cal or vocational nurse. Some LPN and LVN programs 



12     Unit 1  •  The Nature of Nursing

baccalaureate degree in nursing. Most of the early bacca-
laureate programs were 5 years in length. They consisted 
of the basic 3-year diploma program plus 2 years of lib-
eral arts education. In the 1960s, the number of students 
enrolled in baccalaureate programs increased markedly.

Almost 42% of RNs in the United States are initially 
educated in baccalaureate programs (Smiley et al., 2018, 
p. S15). Baccalaureate programs are located in senior col-
leges and universities and are generally 4 years in length. 
Programs include courses in the liberal arts, sciences, 
humanities, and nursing, including nursing leadership, 
nursing research, and community health nursing. Gradu-
ates must complete both the degree requirements of the 
college or university and the nursing program before 
being awarded a baccalaureate degree. The usual degree 
awarded is a BSN. Partially in response to the significant 
shortage of RNs, some schools have established acceler-
ated BSN programs. These programs may include sum-
mer coursework in order to shorten the length of time 
required to complete the curriculum or may be a modi-
fied curriculum designed for students who already have 
a baccalaureate degree in another field. These “second 
degree” or “fast track” BSN programs can be completed 
in as little as 12 to 18 months of study.

Many baccalaureate programs also admit RNs who 
have a diploma or associate degree. These programs 
typically are referred to as BSN completion, BSN tran-
sition, 2 + 2, or RN-BSN programs. Most RN-BSN pro-
grams have a special curriculum designed to meet the 
needs of these students. Many accept transfer credits 
from other accredited colleges or universities and award 
academic credit for the nursing coursework completed 
previously in a diploma or associate degree program. 
An increasing number of RN-BSN programs are offered 
online. In the four years between 2007 to 2011, there 
was an 86% increase in RN to BSN graduates (HRSA, 
2013, p. 48).

Because of changes in the practice environment, the 
nurse who holds a baccalaureate degree generally expe-
riences more autonomy, responsibility, participation in 
institutional decision making, and career advancement 
than the nurse prepared with a diploma or associate 
degree. Some employers have different salary scales for 
nurses with a baccalaureate degree, as opposed to an 
associate degree or diploma. In addition, the American 
Nurses Credentialing Center (ANCC) requires a bac-
calaureate degree for initial basic certification in most 
nursing specialties, and certification often is rewarded 
with a salary increase. The Magnet Recognition Pro-
gram, developed by the ANCC to recognize healthcare 
organizations that provide nursing excellence, requires 
that 75% of nurse managers hold at least a baccalaureate 
degree. Also, the Institute of Medicine’s (IOM) publica-
tion The Future of Nursing (2010) recommended that 80% 
of RNs be baccalaureate prepared by 2020. All of these 
points provide an incentive for nurses with diplomas 
and associate degrees to continue their formal prepa-
ration in baccalaureate completion programs. This is 

The Cadet Nurse Corps of the United States was 
legislated and financed during World War II to provide 
nurses to meet both military and civilian needs. The corps 
demonstrated that qualified nurses could be educated in 
less time than the traditional 3 years of most diploma 
programs.

After World War II, the number of community col-
leges in the United States increased rapidly. The low 
tuition and open-door admission policy of these colleges, 
as well as their location in towns and cities lacking 4-year 
colleges and universities, made higher education acces-
sible to more individuals by offering the first 2 years of 
a 4-year college program, as well as vocational programs 
that addressed community needs.

Studies of nursing education, such as the Goldmark 
Report in 1923, the Committee on the Grading of Nurs-
ing Schools in 1934, and the Brown Report in 1948, also 
had a significant influence on the development of 2-year 
nursing programs. The recommendations in these reports 
supported the idea of independent schools of nursing in 
institutions of higher learning separate from hospitals.

In the United States, associate degree nursing pro-
grams were started after Mildred Montag published her 
doctoral dissertation, The Education of Nursing Technicians, 
in 1951. This study proposed a 2-year education program 
for RNs in community colleges as a solution to the acute 
shortage of nurses that came about because of World War 
II. Dr. Montag conceptualized a “nursing technician” 
or “bedside nurse” able to perform nursing functions 
broader than those of a practical nurse, but lesser in scope 
than those of the professional nurse. At the end of the 2 
years, the student was to be awarded an ADN and be eli-
gible to take the state board examination for RN licensure. 
The first ADN program was established at Columbia Uni-
versity Teachers College in 1952 under the direction of Dr. 
Montag. Currently, 36.3% of all new RNs each year are 
initially educated in associate degree programs, which is 
a decrease of 1.9% since 2013 (Smiley et al., 2018, p. S15).

Dr. Montag’s original idea that these graduates be 
nursing technicians and that the degree become a terminal 
one did not last. In 1978, the ANA proposed that associ-
ate degree programs no longer be considered terminal, 
but part of a career upward-mobility plan. Today many 
students enter an associate degree program with the inten-
tion of continuing their education to the baccalaureate or 
higher level. Many community colleges have articulation 
agreements with college and university bachelor of sci-
ence in nursing (BSN) programs to facilitate the upward 
mobility toward the BSN. RN to master of science in nurs-
ing (MSN) programs are also available to the associate 
degree nurse.

BACCALAUREATE DEGREE PROGRAMS

The first school of nursing in a university setting was 
established at the University of Minnesota in 1909. This 
program’s curriculum, however, differed little from that 
of a 3-year diploma program. It was not until 1919 that 
the University of Minnesota established its undergraduate 
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across the continuum of care in any healthcare setting 
(AACN, n.d.a).

DOCTORAL PROGRAMS

Doctoral programs in nursing began in the 1960s in the 
United States. Before 1960, nurses who pursued doctoral 
degrees chose related fields such as education, psychol-
ogy, sociology, and physiology. The two primary doctoral 
degrees in nursing are the PhD and DNP (doctor of nurs-
ing practice). Nurses who earn a PhD in nursing generally 
assume faculty roles in nursing education programs or 
work in research programs. The DNP, a practice-focused 
doctorate, has been increasing in popularity and is the 
highest degree for nurse clinicians. Nurses with a DNP 
received additional education in evidence-based practice, 
quality improvement, and systems leadership to promote 
improved client outcomes. Doctorates in related fields 
such as education or public health are still highly relevant 
for nurses depending on their practice role.

Nursing Theories
As a profession, nursing is involved in identifying its own 
unique body of knowledge essential to nursing practice—
nursing science. To identify this knowledge base, nurses 
must develop and recognize concepts and theories spe-
cific to nursing. Because theories in some other disciplines 
were developed and used long before nursing theories, 
it is helpful to explore briefly how theory has been used 
by those disciplines before considering theory in nursing.

A theory may be defined as a system of ideas that is 
presumed to explain a given phenomenon. For now, think 
of a theory as a major, very well-articulated idea about 
something important. Theories are used to describe, pre-
dict, and control phenomena.

Most undergraduate students are introduced to the 
major theories in their disciplines. For example, psy-
chology majors study Freud and Jung’s theories of the 
unconscious; sociology majors study Marx’s theory of 
alienation; biology majors are introduced to Darwin’s 
theory of evolution; and physics majors are introduced 
to a historical progression of theorists including Coper-
nicus, Newton, Einstein, and newer theorists in quan-
tum mechanics.

The extent to which theories build on or modify 
previous theories varies with the discipline, as does the 
importance of theory in the discipline. Students in nurs-
ing, teaching, and management often take some courses 
in theory, but these students generally focus on learning 
their practice. The term practice discipline is used for fields 
of study in which the central focus is performance of a 
professional role (e.g., nursing, teaching, management, 
music). Practice disciplines are differentiated from the 
disciplines that have research and theory development as 
their central focus, for example, the natural sciences. In 
the practice disciplines, the main function of theory (and 
research) is to provide new possibilities for understanding 
the discipline’s practice.

reflected in the increasing enrollment in RN to BSN 
programs.

Graduate Nursing Programs
Although graduate schools differ, typical requirements for 
admission to a graduate program in nursing include the 
following:

• Licensure as an RN or eligibility for licensure.
• A baccalaureate degree in nursing from an approved 

college or university. Some graduate programs accept 
individuals with a diploma or associate degree in nurs-
ing and a baccalaureate degree in another field of study. 
Some accept individuals with an associate degree in 
nursing as their only postsecondary education.

• Evidence of scholastic ability (usually a minimum 
grade point average of 3.0 on a 4.0 scale).

• Satisfactory achievement on a standard qualifying 
examination such as the Graduate Record Examination 
(GRE) or Miller Analogies Test (MAT).

• Letters of recommendation from supervisors, nursing 
faculty, or nursing colleagues indicating the applicant’s 
ability to do graduate study.

MASTER’S DEGREE PROGRAMS

The growth of baccalaureate nursing programs encour-
aged the development of graduate study in nursing. 
Approximately 18.9% of licensed RNs hold a master’s or 
higher degree in nursing (Smiley et al., 2018, p. S17). Mas-
ter’s prepared nurses work in a variety of roles, includ-
ing clinical nurse specialist (CNS), nurse practitioner (NP, 
also called advanced practice registered nurse [APRN]), 
nurse midwife (CNM), and nurse anesthetist (CRNA). The 
emphasis of master’s degree programs is on preparing 
nurses for advanced leadership roles in administration, 
clinical practice, or teaching (Figure 1.18 ■).

A nursing role developed by the AACN is the clinical  
nurse leader (CNL). The CNL is a master’s degree– 
prepared clinician who oversees the integration of care for 
a specific group of clients. CNLs are prepared for practice 

Figure 1.18 ■ A nurse practitioner holds a master’s degree and 

assumes an advanced practice role.
Custom Medical Stock Photo/Alamy.
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• Nursing is adaptive.
• Nursing is concerned with health promotion, health 

maintenance, and health restoration.
• Nursing is a helping profession.

Role of Nursing Theory
Direct links exist among nursing theory, education, 
research, and clinical practice. In many cases, nursing 
theory guides knowledge development and directs edu-
cation, research, and practice, although each influences 
the others. The interface between nursing experts in each 
area helps to ensure that work in the other areas remains 
relevant, current, and useful and ultimately influences 
health. Some nursing programs and healthcare delivery 
systems use a theoretical framework. Examples include 
Orem’s General Theory of Nursing, Leininger’s Cultural 
Care Diversity and Universality Theory, Neuman’s Sys-
tems Model, and Roy’s Adaptation Model. Nursing theory 
remains an important focus of nurses’ work.

Continuing Education
The term continuing education (CE) refers to formal-
ized experiences designed to enhance the knowledge or 
skills of practicing professionals. Compared to advanced 
educational programs, which result in an academic 
degree, CE courses tend to be more specific and shorter. 
Participants may receive certificates of completion or 
specialization.

CE is the responsibility of all practicing nurses. For 
example, one of ANA’s Standards of Professional Perfor-
mance is education, which states, “The registered nurse 
seeks knowledge and competence that reflects current 
nursing practice and promotes futuristic thinking,” with 
one of the competencies describing a commitment to 
lifelong learning through self-reflection and inquiry for 
learning and personal growth (ANA, 2015b, p. 76). Con-
stant updating and growth are essential to keep abreast 
of scientific and technologic changes and changes within 
healthcare and the nursing profession. A variety of edu-
cational and healthcare institutions conduct CE programs 
on site, via home study, and online.

CE programs usually are designed to meet one or more 
of the following needs: (a) to inform nurses of new tech-
niques and knowledge; (b) to help nurses attain expertise 
in a specialized area of practice, such as critical care nurs-
ing; and (c) to provide nurses with information essential 
to nursing practice, such as knowledge about legal and 
ethical aspects of nursing. Some states require nurses to 
obtain a certain number of CE credits to renew their license. 
Required contact hours typically range from 15 to 30 hours 
per 2-year license renewal period. A few states also require 
a certain number of hours of practice, either independently 
or in lieu of study hours, before licensure renewal.

An in-service education program is a specific type of 
CE program that is offered by an employer. It is designed 
to upgrade the knowledge or skills of employees, as well 

Context for Theory Development  
in American Universities
In the 19th century, Florence Nightingale thought that the 
people of Great Britain needed to know more about how 
to maintain healthy homes and how to care for sick fam-
ily members. Nightingale’s Notes on Nursing: What It Is, and 
What It Is Not (1860/1969) was nursing’s first textbook on 
home care and community health. However, the audience 
for that text was the public at large, not a separate disci-
pline or profession.

In the 20th century, nursing education in the United 
States took a different path from nursing education in 
Great Britain and Europe. The drive to establish nurs-
ing departments in colleges and universities exposed 
American nursing to the dominant ideas and pressures in 
American higher education at the time. During the latter 
half of the 20th century, disciplines seeking to establish 
themselves in universities had to demonstrate something 
that Nightingale had not envisioned for nursing: a unique 
body of theoretical knowledge.

The Metaparadigm for Nursing
In the late 20th century, much of the theoretical work 
in nursing focused on articulating relationships among 
four major concepts: person, environment, health, and 
nursing. Because these four concepts can be superim-
posed on almost any work in nursing, they are collec-
tively referred to as the metaparadigm for nursing. The 
term originates from two Greek words: meta, mean-
ing “with,” and paradigm, meaning “pattern.” Many 
consider the following four concepts to be central to 
nursing:

1. The individuals or clients are the recipients of nurs-
ing care (includes individuals, families, groups, and 
communities).

2. The environment is the internal and external surround-
ings that affect the client.

3. Health is the degree of wellness or well-being that the 
client experiences.

4. Nursing is the attributes, characteristics, and actions of 
the nurse providing care on behalf of, or in conjunc-
tion with, the client.

During this time, a number of nurse theorists devel-
oped their own theoretical definitions of nursing. Theo-
retical definitions are important because they go beyond 
simplistic common definitions. They describe what nurs-
ing is and the interrelationship among nurses, nursing, the 
client, the environment, and the intended client outcome: 
health.

Certain themes are common to many of these 
definitions:

• Nursing is caring.
• Nursing is an art.
• Nursing is a science.
• Nursing is client centered.
• Nursing is holistic.
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health professionals. Additionally, with the emphasis on 
health promotion and prevention of illness, many recipi-
ents of nursing care are not ill. Moreover, nurses interact 
with family members and significant others to provide 
support, information, and comfort in addition to caring 
for the patient.

For these reasons, nurses increasingly refer to recipi-
ents of healthcare as clients. A client is an individual who 
engages the advice or services of another who is quali-
fied to provide this service. The term client presents the 
receivers of healthcare as collaborators in the care, that is, 
as people who are also responsible for their own health. 
Thus, the health status of a client is the responsibility of 
the individual in collaboration with health professionals. 
In this book, client is the preferred term, although consumer 
and patient are used in some instances.

Scope of Nursing
Nurses provide care for three types of clients: individu-
als, families, and communities. Theoretical frameworks 
applicable to these client types, as well as assessments of 
individual, family, and community health, are discussed 
in Chapters 6 and 27 .

Nursing practice involves four areas: promoting 
health and wellness, preventing illness, restoring health, 
and caring for the dying.

Promoting Health and Wellness
When health is defined broadly as actualization of human 
potential, it has been called wellness (Murdaugh, Parsons, 
& Pender, 2019, p. 12). Nurses promote wellness in clients 
who are both healthy and ill. This may involve individual 
and community activities to enhance healthy lifestyles, 
such as improving nutrition and physical fitness, pre-
venting drug and alcohol misuse, restricting smoking, and 
preventing accidents and injury in the home and work-
place. See Chapter 19  for details.

Preventing Illness
The goal of illness prevention programs is to maintain 
optimal health by preventing disease. Nursing activi-
ties that prevent illness include immunizations, prenatal 
and infant care, and prevention of sexually transmitted 
infections.

Restoring Health
Restoring health focuses on the ill client, and it extends 
from early detection of disease through helping the client 
during the recovery period. Nursing activities include the 
following:

• Providing direct care to the ill individual, such as 
administering medications, baths, and specific proce-
dures and treatments

• Performing diagnostic and assessment procedures, 
such as measuring blood pressure and examining feces 
for occult blood

as to validate continuing competence in selected proce-
dures and areas of practice. For example, an employer 
might offer an in-service program to inform nurses about 
a new piece of equipment or a new surgical procedure, 
new documentation procedures, or methods of imple-
menting a nurse theorist’s conceptual framework for 
nursing. Some in-service programs are mandatory on a 
regular basis, such as cardiopulmonary resuscitation and 
fire safety programs.

Contemporary Nursing Practice
An understanding of contemporary nursing practice 
includes a look at definitions of nursing, recipients of 
nursing, scope of nursing, settings for nursing practice, 
nurse practice acts, and current standards of clinical nurs-
ing practice.

Definitions of Nursing
Professional nursing associations have examined nursing 
and developed their definitions of it. In 1973, the ANA 
described nursing practice as “direct, goal oriented, and 
adaptable to the needs of the individual, the family, and 
community during health and illness” (ANA, 1973, p. 2). 
In 1980, the ANA changed this definition of nursing to 
this: “Nursing is the diagnosis and treatment of human 
responses to actual or potential health problems” (ANA, 
1980, p. 9). In 1995, the ANA recognized the influence 
and contribution of the science of caring to nursing phi-
losophy and practice. Research to explore the meaning 
of caring in nursing has been increasing. Details about 
caring are discussed in Chapter 15 . The current defi-
nition of nursing remains unchanged from the 2003 edi-
tion of Nursing’s Social Policy Statement: “Nursing is the 
protection, promotion, and optimization of health and 
abilities, preventions of illness and injury, alleviation of 
suffering through the diagnosis and treatment of human 
response, and advocacy in the care of individuals, fami-
lies, communities, and populations” (ANA, 2010, p. 10; 
ANA, 2015b, p. 7).

Recipients of Nursing
The recipients of nursing are sometimes called consumers, 
sometimes patients, and sometimes clients. A consumer 
is an individual, a group of people, or a community that 
uses a service or commodity. People who use healthcare 
products or services are consumers of healthcare.

A patient is an individual who is waiting for or 
undergoing medical treatment and care. The word 
patient comes from a Latin word meaning “to suffer” or 
“to bear.” Traditionally, the individual receiving health-
care has been called a patient. Usually, people become 
patients when they seek assistance because of illness or 
for surgery. Some nurses believe that the word patient 
implies passive acceptance of the decisions and care of 
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Figure 1.19 ■ Nurses practice in a variety of settings.
(Bottom middle) Lisa S./Shutterstock.

• Consulting with other healthcare professionals about 
client problems

• Teaching clients about recovery activities, such as exer-
cises that will accelerate recovery after a stroke

• Rehabilitating clients to their optimal functional level 
following physical or mental illness, injury, or chemical 
addiction.

Caring for the Dying
This area of nursing practice involves comforting and car-
ing for people of all ages who are dying. Palliative care 
nurses are part of a medical team that focuses on providing 
relief from the symptoms and stress of a serious illness (e.g., 
cancer). The goal is to improve the quality of life for both 
the client and the family. A hospice nurse provides end-of-
life care by giving medical, psychologic, and spiritual sup-
port. The goal is to help people who are dying have peace, 
comfort, and dignity. Nurses carrying out these activities 
work in homes, hospitals, and extended care facilities.

Settings for Nursing
In the past, the acute care hospital was the main practice 
setting open to most nurses. Today many nurses work in 
hospitals, but increasingly they work in clients’ homes, 

community agencies, ambulatory clinics, long-term care 
facilities, health maintenance organizations (HMOs), and 
nursing practice centers (Figure 1.19 ■).

Nurses have different degrees of nursing autonomy 
and nursing responsibility in the various settings. They 
may provide direct care, teach and support clients, serve 
as nursing advocates and agents of change, and help 
determine health policies affecting consumers in the com-
munity and in hospitals. For information about the mod-
els for delivery of nursing, see Chapter 5 .

Nurse Practice Acts
Nurse practice acts, or legal acts for professional nursing 
practice, regulate the practice of nursing in the United States, 
with each state having its own act. Although nurse practice 
acts differ in various jurisdictions, they all have a common 
purpose: to protect the public. Nurses are responsible for 
knowing their state’s nurse practice act as it governs their 
practice. For additional information, see Chapter 3 .

Standards of Nursing Practice
Establishing and implementing standards of practice 
are major functions of a professional organization. The 
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teaching strategies, and measures learning. Nurses also 
teach assistive personnel (AP) to whom they assign care, 
and they share their expertise with other nurses and 
health professionals.  See Chapter 17  for additional 
details about the teaching–learning process.

Client Advocate
A client advocate acts to protect the client. In this role the 
nurse may represent the client’s needs and wishes to other 
health professionals, such as relaying the client’s request 
for information to the healthcare provider. They also assist 
clients in exercising their rights and help them speak up 
for themselves (see Chapter 4 ).

Counselor
Counseling is the process of helping a client to recognize 
and cope with stressful psychologic or social problems, to 
develop improved interpersonal relationships, and to pro-
mote personal growth. It involves providing emotional, 
intellectual, and psychologic support. The nurse counsels 
primarily healthy individuals with normal adjustment dif-
ficulties and focuses on helping the individual develop 
new attitudes, feelings, and behaviors by encouraging 
the client to look at alternative behaviors, recognize the 
choices, and develop a sense of control.

Change Agent
The nurse acts as a change agent when assisting clients to 
make modifications in their behavior. Nurses also often 
act to make changes in a system, such as clinical care, if it 
is not helping a client return to health. Nurses are continu-
ally dealing with change in the healthcare system. Tech-
nologic change, change in the age of the client population, 
and changes in medications are just a few of the changes 
nurses deal with daily. See Chapter 18  for additional 
information about change.

Leader
A leader influences others to work together to accomplish 
a specific goal. The leader role can be employed at dif-
ferent levels: individual client, family, groups of clients, 
colleagues, or the community. Effective leadership is a 
learned process requiring an understanding of the needs 
and goals that motivate people, the knowledge to apply 
the leadership skills, and the interpersonal skills to influ-
ence others. The leadership role of the nurse is discussed 
in Chapter 18 .

Manager
The nurse manages the nursing care of individuals, fami-
lies, and communities. The nurse manager also assigns and 
delegates nursing activities to ancillary workers and other 
nurses, and supervises and evaluates their performance. 
Managing requires knowledge about organizational 

purpose of the ANA Standards of Practice is to describe 
the responsibilities for which nurses are accountable. The 
ANA developed standards of nursing practice that are 
generic in nature, by using the nursing process as a foun-
dation, and provide for the practice of nursing regard-
less of area of specialization. Various specialty nursing 
organizations have further developed specific standards 
of nursing practice for their area. The ANA Standards of 

Professional Performance describe behaviors expected in 
the professional nursing role.

Roles and Functions  
of the Nurse
Nurses assume a number of roles when they provide care 
to clients. Nurses often carry out these roles concurrently, 
not exclusively of one another. For example, the nurse 
may act as a counselor while providing physical care and 
teaching aspects of that care. The roles required at a spe-
cific time depend on the needs of the client and aspects of 
the particular environment.

Caregiver
The caregiver role has traditionally included those activi-
ties that assist the client physically and psychologically 
while preserving the client’s dignity. The required nurs-
ing actions may involve full care for the completely 
dependent client, partial care for the partially dependent 
client, and supportive-educative care to assist clients in 
attaining their highest possible level of health and well-
ness. Caregiving encompasses the physical, psychosocial, 
developmental, cultural, and spiritual levels. The nursing 
process provides nurses with a framework for providing 
care (see Chapters 9 through 13 ). A nurse may provide 
care directly or assign it to other caregivers.

Communicator
Communication is integral to all nursing roles. Nurses 
communicate with the client, support individuals, other 
health professionals, and people in the community.

In the role of communicator, nurses identify client 
problems and then communicate these verbally or in writ-
ing to other members of the healthcare team. The quality 
of a nurse’s communication is an important factor in nurs-
ing care. The nurse must be able to communicate clearly 
and accurately in order for a client’s healthcare needs to 
be met (see Chapters 14 and 16 ).

Teacher
As a teacher, the nurse helps clients learn about their 
health and the healthcare procedures they need to perform 
to restore or maintain their health. The nurse assesses the 
client’s learning needs and readiness to learn, sets spe-
cific learning goals in conjunction with the client, enacts 
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structure and dynamics, authority and accountability, 
leadership, change theory, advocacy, assignment, delega-
tion, and supervision and evaluation. See Chapter 18  
for additional details.

Case Manager
Nurse case managers work with the multidisciplinary health-
care team to measure the effectiveness of the case manage-
ment plan and to monitor outcomes. Each agency or unit 
specifies the role of the nurse case manager. In some institu-
tions, the case manager works with primary or staff nurses to 
oversee the care of a specific caseload. In other agencies, the 
case manager is the primary nurse or provides some level 
of direct care to the client and family. Insurance companies 
have also developed a number of roles for nurse case man-
agers, and responsibilities may vary from managing acute 
hospitalizations to managing high-cost clients or case types. 
Regardless of the setting, case managers help ensure that care 
is oriented to the client, while controlling costs.

Research Consumer
Nurses often use research to improve client care. In a clinical 
area, nurses need to (a) have some awareness of the process 
and language of research, (b) be sensitive to issues related to 
protecting the rights of human subjects, (c) participate in the 
identification of significant researchable problems, and (d) 
be a discriminating consumer of research findings.

Expanded Career Roles
Nurses are fulfilling expanded career roles. APRNs are RNs 
who have advanced practice training and have completed a 
master’s or higher education degree and certification in their 
specialty of advanced practice roles. APRN roles include 
certified nurse practitioner (CNP), certified nurse midwife 
(CNM), certified registered nurse anesthetist (CRNA), 
and clinical nurse specialist (CNS). Other expanded roles 
include nurse educator, nurse researcher, and informatics 
nurse specialist (INS). Expanded nursing roles allow greater 
independence and autonomy (see Box 1.1).

Selected Expanded Career Roles for NursesBOX 1.1 

ADVANCED PRACTICE REGISTERED NURSE (APRN)

APRNs have a master’s degree, post-master’s certificate, or prac-

tice-focused DNP degree in one of four specific roles:

• Certified Nurse Practitioner (CNP)

CNPs provide care, independently, in a range of settings and 

in one of six defined client populations: family and individual 

across the lifespan; adult-gerontology (acute care or primary 

care); women’s health and gender-related health; neonatal; 

pediatrics (acute care or primary care); and psychiatric or  

mental health.

• Clinical Nurse Specialist (CNS)

CNSs usually work in a specialized area of nursing practice 

defined by parameters such as disease or medical specialty 

(e.g., oncology, diabetes); population (e.g., children, seniors, 

women); setting (e.g., critical care, emergency department); type 

of care (e.g., rehabilitation, mental health); and type of problem 

(e.g., pain, eating disorders). CNSs may serve as educators or 

outcome managers, conduct research, supervise staff, or man-

age cases to ensure the best possible client treatment.

• Certified Registered Nurse Anesthetist (CRNA)

CRNAs administer anesthesia for surgical and other procedures 

and provide pre- and postanesthesia care for individuals across 

the lifespan. This care is provided in diverse settings, including 

hospital surgical suites.

• Certified Nurse Midwife (CNM)

CNMs provide primary healthcare for women from adoles-

cence throughout the lifespan. In addition to general primary 

care, they also provide the following: gynecological and family 

planning services; pregnancy, childbirth, and postpartum care; 

healthy newborn baby care; and treatment of male partners for 

sexually transmitted diseases. It is a misconception that CNMs 

are primarily used in at-home births. More than half of CNMs 

are employed by hospitals (GraduateNursingEDU.org, n.d.).

OTHER EXPANDED NURSING ROLES

Nurse Researcher

Nurse researchers investigate nursing problems to improve nurs-

ing care and to refine and expand nursing knowledge. They are 

employed in academic institutions, teaching hospitals, and research 

centers such as the National Institute for Nursing Research in 

Bethesda, Maryland. Nurse researchers usually have advanced 

education at the doctoral level.

Nurse Administrator

The nurse administrator manages client care, including the delivery 

of nursing services. The administrator may have a middle manage-

ment position, such as head nurse or supervisor, or a more senior 

management position, such as director of nursing services. The 

functions of nurse administrators include budgeting, staffing, and 

planning programs. The educational preparation for nurse admin-

istrator positions is at least a baccalaureate degree in nursing and 

frequently a master’s or doctoral degree.

Nurse Educator

Nurse educators are employed in nursing programs, at educational 

institutions, and in hospital staff education. The nurse educator usu-

ally has a baccalaureate degree or more advanced preparation and 

frequently has expertise in a particular area of practice. The nurse 

educator is responsible for classroom and, often, clinical teaching. 

There is now a process to become a certified nurse educator (CNE).

Nurse Entrepreneur

A nurse entrepreneur usually has an advanced degree and manages 

a health-related business. The nurse may be involved in education, 

consultation, or research, for example.

Forensic Nurse

The forensic nurse provides specialized care for individuals who are 

victims or perpetrators of trauma. Forensic nurses have knowledge 

of the legal system and skills in injury identification, evaluation, and 

documentation. After tending to the client’s medical needs, the foren-

sic nurse collects evidence, provides medical testimony in court, and 

consults with legal authorities. Forensic nurses work in a variety of 

fields including sexual assault, domestic violence, child abuse and 

neglect, mistreatment of older adults, death investigation, and cor-

rections. They may be called on in mass disasters or community 

crisis situations (International Association of Forensic Nurses, n.d.). 

Nurses complete a certification process to become a forensic nurse.

Informatics Nurse Specialist (INS)

The INS is an RN with formal graduate-level education in informat-

ics or an informatics-related field. The INS is responsible for imple-

menting or coordinating projects involving multiple professions and 

specialties. They support other RNs to use data, information, knowl-

edge, and technology in their practice (ANA, 2015a, p. 7).
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Code of Ethics
Nurses have traditionally placed a high value on the 
worth and dignity of others. The nursing profession 
requires integrity of its members; that is, a member is 
expected to do what is considered right regardless of the 
personal cost.

Ethical codes change as the needs and values of soci-
ety change. Nursing has developed its own codes of ethics 
and in most instances has set up means to monitor the 
professional behavior of its members. See Chapter 4  
for additional information on ethics.

Autonomy
A profession is autonomous if it regulates itself and sets 
standards for its members. Providing autonomy is one 
of the purposes of a professional association. If nursing 
is to have professional status, it must function autono-
mously in the formation of policy and in the control 
of its activity. To be autonomous, a professional group 
must be granted legal authority to define the scope of 
its practice, describe its particular functions and roles, 
and determine its goals and responsibilities in delivery 
of its services.

To practitioners of nursing, autonomy means inde-
pendence at work, responsibility, and accountability for 
one’s actions. Autonomy is more easily achieved and 
maintained from a position of authority. For example, all 
states have passed legislation granting CNPs supervisory, 
collaborative, or independent authority to practice, and 
currently, 26 states do not require physician oversight of 
NPs to practice (American Association of Nurse Practitio-
ners [AANP], 2018).

Professional Organization
Operation under the umbrella of a professional organi-
zation differentiates a profession from an occupation. 
Governance is the establishment and maintenance of 
social, political, and economic arrangements by which 
practitioners control their practice, their self-discipline, 
their working conditions, and their professional affairs. 
Nurses, therefore, need to work within their professional 
organizations.

The ANA is a professional organization that adopts 
high nursing practice standards, supports a safe work 
environment for nurses, encourages a healthy lifestyle of 
nurses, and calls attention to healthcare issues that affect 
the public and nurses (ANA, n.d.a).

Professional Identity Formation
The standards of education and practice for the  
profession are determined by the members of the pro-
fession, rather than by outsiders. The development 
of professional identity begins during one’s nursing 

Criteria of a Profession
Nursing is gaining recognition as a profession. A  
profession has been defined as an occupation that requires 
extensive education or a calling that requires special 
knowledge, skill, and preparation. A profession is gen-
erally distinguished from other kinds of occupations by 
(a) its requirement of prolonged, specialized training to 
acquire a body of knowledge pertinent to the role to be 
performed; (b) an orientation of the individual toward 
service, either to a community or to an organization; (c) 
ongoing research; (d) a code of ethics; (e) autonomy; and 
(f) a professional organization.

Specialized Education
Specialized education is an important aspect of profes-
sional status. Education for the professions has shifted 
toward programs in colleges and universities. Many 
nursing educators believe that the undergraduate nursing 
curriculum should include liberal arts education in addi-
tion to the biological and social sciences and the nursing 
discipline.

In the United States today, there are five means of 
entry into registered nursing: hospital diploma, associate 
degree, baccalaureate degree, master’s degree, and doc-
toral degree.

Body of Knowledge
As a profession, nursing is establishing a well-defined 
body of knowledge and expertise. A number of nursing 
theories and conceptual frameworks contribute to the 
knowledge base of nursing and give direction to nursing 
practice, education, and ongoing research.

Service Orientation
A service orientation differentiates nursing from an 
occupation pursued primarily for profit. Many consider 
altruism (selfless concern for others) the hallmark of the 
profession. Nursing has a tradition of service to others. 
This service, however, must be guided by certain rules, 
policies, or codes of ethics. Today, nursing is also an 
important component of the healthcare delivery system.

Ongoing Research
Research in nursing is contributing to nursing practice. 
In the 1940s, nursing research was at a very early stage of 
development. In the 1950s, increased federal funding and 
professional support helped establish centers for nursing 
research. Most early research was directed at the study 
of nursing education. In the 1960s, studies were often 
related to the nature of the knowledge base underlying 
nursing practice. Since the 1970s, nursing research has 
focused on practice-related issues. Nursing research as 
a dimension of the nurse’s role is discussed further in 
Chapter 2 .
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education. Professional identity is a “sense of oneself 
that is influenced by characteristics, norms, and values 
of the nursing discipline, resulting in an individual 
thinking, acting, and feeling like a nurse” (Godfrey & 
Crigger, 2017, p. 1260). The term professional identity 
is replacing terminology such as professional role and 
professionalism.

Benner (2001) was the first to describe the develop-
ment of professional expertise with the five levels of pro-
ficiency in nursing based on the Dreyfus general model of 
skill acquisition. The five stages, which have implications 
for teaching and learning, are novice, advanced begin-
ner, competent, proficient, and expert. Benner writes that 
experience is essential for the development of professional 
expertise (see Box 1.2).

Benner’s Stages of Nursing ExpertiseBOX 1.2 

STAGE I: NOVICE

No experience (e.g., nursing student). Performance is limited, 

inflexible, and governed by context-free rules and regulations rather 

than experience.

STAGE II: ADVANCED BEGINNER

Demonstrates marginally acceptable performance. Recognizes the 

meaningful “aspects” of a real situation. Has experienced enough 

real situations to make judgments about them.

STAGE III: COMPETENT

Has 2 or 3 years of experience. Demonstrates organizational and 

planning abilities. Differentiates important factors from less impor-

tant aspects of care. Coordinates multiple complex care demands.

STAGE IV: PROFICIENT

Has 3 to 5 years of experience. Perceives situations as wholes 

rather than in terms of parts, as in Stage II. Uses maxims as guides 

for what to consider in a situation. Has holistic understanding of 

the client, which improves decision making. Focuses on long-term 

goals.

STAGE V: EXPERT

Performance is fluid, flexible, and highly proficient; no longer 

requires rules, guidelines, or maxims to connect an understanding 

of the situation to appropriate action. Demonstrates highly skilled 

intuitive and analytic ability in new situations. Is inclined to take a 

certain action because “it felt right.”

From Novice to Expert: Excellence and Power in Clinical Nursing Practice, Commemorative 

Edition, by P. Benner, 2001. Electronically reproduced by permission of Pearson Education, 

Inc., Upper Saddle River, New Jersey.

As stated previously, it is within the nursing educa-
tional program that the student nurse develops, clarifies, 
and internalizes professional values as part of professional 
identity formation. Specific professional nursing values 
are stated in nursing codes of ethics (see Chapter 4 ), 
in standards of nursing practice (discussed earlier in this 
chapter), and in the legal system itself (see Chapter 3 ).  
Additionally, the National Student Nurses’ Association 
(NSNA) has a code of ethics that includes a code of aca-
demic and clinical conduct (see Box 1.3).

NSNA Code of Academic  

and Clinical Conduct

Students of nursing have a responsibility to society in learning 

the academic theory and clinical skills needed to provide nursing 

care. The clinical setting presents unique challenges and respon-

sibilities while caring for human beings in a variety of healthcare 

environments.

The Code of Academic and Clinical Conduct is based on an 

understanding that to practice nursing as a student is an agree-

ment to uphold the trust with which society has placed in us. The 

statements of the code provide guidance for nursing students in 

their personal development of an ethical foundation and need not 

be limited strictly to the academic or clinical environment but can 

assist in the holistic development of the client.

As students are involved in the clinical and academic environ-

ments we believe that ethical principles are a necessary guide 

to professional development. Therefore, within these environ-

ments we:

1. Advocate for the rights of all clients.

2. Maintain client confidentiality.

3. Take appropriate action to ensure the safety of clients, self, 

and others.

4. Provide care for the client in a timely, compassionate, and 

professional manner.

5. Communicate client care in a truthful, timely, and accurate 

manner.

6. Actively promote the highest level of moral and ethical prin-

ciples and accept responsibility for our actions.

7. Promote excellence in nursing by encouraging lifelong learn-

ing and professional development.

8. Treat others with respect and promote an environment that 

respects human rights, values, and choice of cultural and 

spiritual beliefs.

9. Collaborate in every reasonable manner with the academic 

faculty and clinical staff to ensure the highest quality of client 

care.

10. Use every opportunity to improve faculty and clinical staff 

understanding of the learning needs of nursing students.

11. Encourage faculty, clinical staff, and peers to mentor nursing 

students.

12. Refrain from performing any technique or procedure for 

which the student has not been adequately trained.

13. Refrain from any deliberate action or omission of care in the 

academic or clinical setting that creates unnecessary risk of 

injury to the client, self, or others.

14. Assist the staff nurse or preceptor in ensuring that there is full 

disclosure and that proper authorizations are obtained from 

clients regarding any form of treatment or research.

15. Abstain from the use of alcoholic beverages or any sub-

stances in the academic and clinical setting that impair 

judgment.

16. Strive to achieve and maintain an optimal level of personal 

health.

17. Support access to treatment and rehabilitation for students 

who are experiencing impairments related to substance 

abuse and mental or physical health issues.

18. Uphold school policies and regulations related to academic 

and clinical performance, reserving the right to challenge 

and critique rules and regulations as per school grievance 

policy.

From Code of Ethics, (pp. 6–16) by National Student Nurses’ Association, Inc., 2018. New 

York, NY: Author.

BOX 1.3 
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The clinics are usually held in convention centers and last 
for 1 to 2 days. They offer a wide variety of free services 
such as dental, vision, medical, and dietary counseling. 
Pop-up clinics are funded by donors and rely on volun-
teer providers (NCSBN, 2018). Healthcare delivery and 
the role of the nurse are constantly changing. As a result, 
the supply and demand for nurses will vary.

Healthcare System Reform
The ANA believes that all individuals have a right to qual-
ity healthcare and as an organization fights for meaningful 
healthcare reform.  Since 2016 there have been many attempts 
to repeal the Affordable Care Act (ACA), and ANA had a 
part in stopping the proposed legislation that would have 
weakened the healthcare delivery system. The future of the 
ACA is uncertain and the discussions about healthcare will 
continue.  The ANA will remain dedicated to informing the 
public about the relevant issues involved in future healthcare 
reform (ANA, n.d.b).

In 2010, an IOM report, The Future of Nursing: Leading 
Change, Advancing Health, provided recommendations on 
what nursing needed to do to provide better client care in 
the new systems that would be part of health reform. This 
report identified four key areas: nurses practicing to the full-
est extent of their skills and knowledge; nurses achieving 
higher levels of education; nurses being full partners with 
physicians and other healthcare professionals; and improv-
ing data collection and information infrastructure (IOM, 
2010, p. 4). The IOM evaluated the progress made from 2010 
to 2015 and found that significant progress was made over 
the five years. The 2016 report, however, recommended 
future additional work in specific areas (see Box 1.4).

Factors Influencing 
Contemporary Nursing Practice
To understand nursing as it is practiced today and as it 
will be practiced tomorrow requires an understanding of 
some of the social forces currently influencing this pro-
fession. These forces usually affect the entire healthcare 
system, and nursing, as a major component of that system, 
cannot avoid the effects.

Nursing Workforce Issues  
and Challenges
Registered nurses are the largest segment of the healthcare 
workforce. A historical perspective of the healthcare work-
force reflects a cyclical pattern of nursing shortages and 
surpluses (Snavely, 2016). For example, nursing shortages 
in the hospital setting persist in good times and disap-
pear during economic recessions (Johnson, Butler, Haro-
otunian, Wilson, & Linan, 2016, p. 387).

One challenge to the nursing workforce is the 
expected retirement of one million RNs between 2017 
and 2030. As these RNs exit the workforce, their years of 
nursing knowledge and experience will not be available 
to the nursing workforce (Buerhaus et al., 2017a). From an 
optimistic perspective, recent studies indicate that growth 
in the nursing workforce up to 2030 will be sufficient to 
replace the retiring RNs. The growth, however, will be 
uneven among the states, resulting in local shortages ver-
sus a national shortage (Buerhaus et al., 2017b).

Another challenge for nursing is the aging of the 
nation’s baby boom generation. Baby boomers (individu-
als born between 1946 and 1964) will be 66 years and older 
by 2030. As a result, Medicare enrollment is projected to 
grow and lead to a big increase in demand for health-
care. This means an increasing demand for nurses and an 
increase in intensity and complexity of the required nurs-
ing care (Buerhaus et al., 2017a, pp. 40–41).

The 2017 National Nursing Workforce Survey (Smiley 
et al., 2018) concluded that “the workforce of tomorrow 
will be slightly younger, highly educated, with higher 
numbers working in the community providing primary 
healthcare and using technology and telehealth as a means 
to deliver healthcare” (p. S5). New environments and set-
tings for the nursing workforce include microhospitals and 
pop-up clinics. The popularity of microhospitals (facilities 
of 8 to 15 beds) is increasing. They are part of a larger 
health system and found in communities that do not have 
a larger community hospital. The goal of the microhospital 
is to bring pre-acute care into neighborhoods with a higher 
level of service than found at an urgent care facility, such 
as scaled-down emergency departments, imaging and 
diagnostic suites, and dietary services (National Council 
of State Boards of Nursing [NCSBN], 2018, pp. S13–14).

Health insurance is either unavailable or unaffordable 
for many people. Pop-up clinics help provide healthcare 
access, often in regions with large uninsured populations. 

Assessing Progress on the Institute of 

Medicine Report The Future of Nursing

The following address the challenges that require additional focus 

and attention for continued progress in achieving the IOM landmark 

report on The Future of Nursing recommendations:

1. Remove scope-of-practice barriers for APRNs.

2. Expand opportunities for nurses to lead and increase inter-

professional collaborative efforts to improve healthcare 

practice.

3. Explore funds to increase transition-to-practice nurse resi-

dency programs.

4. Increase the proportion of nurses with a baccalaureate 

degree to 80 percent by 2020.

5. Double the number of nurses with a doctorate by 2020.

6. Ensure that nurses engage in lifelong learning.

7. Prepare and enable nurses to lead change to advance 

health.

8. Build an infrastructure for the collection and analysis of inter-

professional healthcare workforce data.

9. Increase the diversity of the nursing workforce.

Reprinted with permission from Assessing Progress on the Institute of Medicine Report the 

Future of Nursing, 2016 by the National Academy of Sciences, Courtesy of the National 

Academies Press, Washington, D.C.

BOX 1.4 
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Family Structure
Family structures influence the need for and provision of 
nursing services. More people are living away from the 
extended family and the nuclear family, and the family 
breadwinner is no longer necessarily the husband. Today, 
many single men and women rear children, and in many 
two-parent families both parents work. It is also common 
for young parents to live at great distances from their own 
parents. These young families need support services, such 
as daycare centers. For additional information about the 
family, see Chapter 27 .

Adolescent mothers also need specialized nursing ser-
vices, both while they are pregnant and after their babies 
are born. These young mothers usually have the normal 
needs of teenagers as well as those of new mothers. Many 
teenage mothers are raising their children alone with 
little, if any, assistance from the child’s father. This type 
of single-parent family is especially vulnerable because 
motherhood compounds the difficulties of adolescence. 
Also, because many of these families may live in poverty, 
the children often do not receive preventive immuniza-
tions and are at increased risk for nutritional and other 
health problems.

Science and Technology
Advances in science and technology affect nursing prac-
tice. Biotechnology is affecting healthcare. For example, 
research in genetics and genomics has led to the develop-
ment of precision medicine that aims to discover the right 
treatment for the right client at the right time. Prevention, 
diagnosis, and treatment are based on the client’s genome, 
lifestyle, environment, and other personal characteristics 
to allow health professionals to focus their efforts on the 
individual (NCSBN, 2018, p. 58). This requires nurses to 
learn new skills and knowledge, such as genetics, pharma-
cogenomics, and use of new technology. As technologies 
change, nursing education changes, and nurses require 
increasing education to provide effective, safe nursing 
practice.

Internet, Telehealth, and Telenursing
The internet has affected healthcare, with more and more 
clients becoming well informed about their health con-
cerns. As a result, nurses may need to interpret informa-
tion from internet sources for clients and their families. 
Because not all internet-based information is accurate, 
nurses need to help clients access high-quality, valid web-
sites; interpret the information; and evaluate the informa-
tion and determine if it is useful to them.

The prefix tele means “distance” and is used to 
describe the many healthcare services provided via 
technology. Telehealth is the “delivery of health-related 
services and information via telecommunication tech-
nologies” (Lee & Billings, 2016, p. 252). The words 

Quality and Safety in Healthcare
Quality and safety are essential universal values on which 
healthcare is based. However, the report To Err Is Human, 
published by the IOM in 2000, revealed a gap between 
the status of American healthcare and the quality of care 
Americans should receive. The 2003 IOM report, Health 
Professions Education: A Bridge to Quality, called for a 
redesign of the education for healthcare professions and 
described six core competencies needed to improve 21st-
century healthcare: patient-centered care, teamwork and 
collaboration, evidence-based practice, quality improve-
ment, safety, and informatics. In 2005, the Robert Wood 
Johnson Foundation funded a project called Quality and 
Safety Education for Nurses (QSEN). The goal for the 
QSEN project was to “meet the challenge of preparing 
future nurses who will have the knowledge, skills and atti-
tudes (KSAs) necessary to continuously improve the qual-
ity and safety of the healthcare systems within which they 
work” (QSEN Institute, n.d.). This project used the IOM’s 
six competencies, along with the knowledge and experi-
ences of QSEN faculty and a national advisory board, to 
define quality and safety competencies for nursing. The 
project also proposed KSAs for each competency that 
could be used as guides for curriculum development in 
prelicensure nursing programs (see the table at the QSEN 
website).

Consumer Demands
Consumers of nursing services (the public) have become 
an increasingly effective force in changing nursing prac-
tice. On the whole, people are better educated and have 
more knowledge about health and illness than in the past. 
Consumers also have become more aware of others’ needs 
for care. The ethical and moral issues raised by poverty 
and neglect have made people more vocal about the needs 
of minority groups and the poor.

The public’s concepts of health and nursing have also 
changed. Most now believe that health is a right of all peo-
ple, not just a privilege of the rich. The media emphasize 
the message that individuals must assume responsibility 
for their own health by obtaining a physical examination 
regularly, checking for the seven danger signals of can-
cer, and maintaining their mental well-being by balanc-
ing work and recreation. Interest in health and nursing 
services is therefore greater than ever. Furthermore, many 
people now want more than freedom from disease—they 
want energy, vitality, and a feeling of wellness.

Increasingly, the consumer has become an active 
participant in making decisions about health and nurs-
ing care. Planning committees concerned with providing 
nursing services to a community usually have active con-
sumer membership. Recognizing the validity of public 
input, many state nursing associations and regulatory 
agencies have consumer representatives on their govern-
ing boards.
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Collective Bargaining
The ANA participates in collective bargaining on behalf 
of nurses through its economic and general welfare pro-
grams. Today, some nurses are joining other labor orga-
nizations that represent them at the bargaining table. 
Nurses have gone on strike over economic concerns 
and over issues about safe care for clients and safety for 
themselves.

Nursing Associations
Professional nursing associations have provided lead-
ership that affects many areas of nursing. Voluntary 
accreditation of nursing education programs by the 
Accreditation Commission for Education in Nursing 
(ACEN) and Commission on Collegiate Nursing Educa-
tion (CCNE) has also influenced nursing. Many nursing 
programs have steadily improved to meet the standards 
for accreditation over the years. As a result, nurse 
graduates are better prepared to meet the demands of 
society.

To influence policymaking for healthcare, a group of 
professional nurses organized formally to promote politi-
cal action in the nursing and healthcare arenas. Nurses 
for Political Action (NPA) formed in 1971 and became 
an arm of the ANA in 1974, when its name changed to 
Nurses’ Coalition for Action in Politics (N-CAP). In 1986, 
the name was changed to American Nurses Associa-
tion—Political Action Committee (ANA-PAC). Through 
this group, nurses have lobbied actively for legislation 
affecting healthcare. A number of nursing leaders hold 
positions of authority in government. Attaining such posi-
tions is essential if nurses hope to exert ongoing political 
influence.

Nursing Organizations
As nursing has developed, an increasing number of 
nursing organizations have formed. These organiza-
tions are at the local, state, national, and international 
levels. The organizations that involve most North 
American nurses are the ANA, the National League for 
Nursing, the International Council of Nurses, and the 
National Student Nurses’ Association. The number of 
nursing specialty organizations is also increasing, for 
example, the Academy of Medical Surgical Nursing, the 
National Association of Hispanic Nurses, the National 
Black Nurses Association, Philippine Nurses Associa-
tion of America, and the American Assembly for Men in 
Nursing. Participation in the activities of nursing asso-
ciations enhances the growth of involved individuals 
and helps nurses collectively influence policies affecting 
nursing practice. See Table 1.1 for examples of major 
nursing organizations.

telemedicine and telehealth are often used interchange-
ably. Telemedicine is often associated with direct client 
clinical services, whereas telehealth has a broader defi-
nition of remote healthcare services. Telenursing is the 
use of technology to provide nursing practice at a dis-
tance (Asiri & Househ, 2016). The delivery of telehealth-
care, however, is not limited to physicians and nurses; 
it includes other health disciplines such as radiology, 
pathology, and pharmacology. These disciplines also 
deliver care using electronic information and telecom-
munications technologies and are accordingly called 
teleradiology, telepathology, and telepharmacy. Nurses 
engaged in telenursing practice continue to use the 
nursing process to provide care to clients, but they do 
so using technologies such as the internet, computers, 
telephones, video teleconferencing, and telemonitoring 
equipment. Telenursing continues to grow, especially in 
home healthcare and in rural communities.

Telehealth recognizes no state boundaries and, subse-
quently, licensure issues have been raised. For example, 
if a nurse licensed in one state provides health informa-
tion to a client in another state, does the nurse need to 
maintain licensure in both states? The National Council 
of State Boards of Nursing (NCSBN) endorses a change 
from single-state licensure to a mutual recognition model. 
Many state legislatures have adopted mutual recognition 
language into statutes and are currently implementing it 
(NCSBN, n.d.b). See Chapter 3 .

Legislation
Legislation about nursing practice and health matters 
affects both the public and nursing. Legislation related to 
nursing is discussed in Chapter 3 . Changes in legisla-
tion relating to health also affect nursing. For example, 
the Patient Self-Determination Act (PSDA) requires that all 
competent adults be informed in writing on admission 
to a healthcare institution about their rights to accept or 
refuse medical care and to use advance directives. See 
Chapter 3  for more information about the PSDA and 
advance directives.

Healthcare reform and the shortage of physicians 
calls for an increase in APRNs such as CNPs. APRN 
regulations are determined at the state level through 
legislation. This causes wide variations in state regu-
lation of nurse practitioner practice (Lugo, 2016). As 
a result, CNPs cannot easily move from state to state, 
which decreases access to care for clients. The APRN 
Compact, approved in 2015, allows an APRN to hold 
one multistate license with a privilege to practice in 
other compact states. The APRN Compact will be imple-
mented when 10 states have enacted the legislation. As 
of January 2019, three states have enacted the legislation 
(NCSBN, n.d.a). The American Medical Association and 
the American Society of Anesthesiologists oppose the 
APRN Compact (NCSBN, 2018).
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Chapter 1   Review

CHAPTER HIGHLIGHTS

• Historical perspectives of nursing practice reveal recurring themes 

or influencing factors. For example, women have traditionally cared 

for others, but often in subservient roles. Religious orders left an 

imprint on nursing by instilling such values as compassion, devo-

tion to duty, and hard work. Wars created an increased need for 

nurses and medical specialties. Societal attitudes have influenced 

nursing’s image. Visionary leaders have made notable contributions 

to improve the status of nursing.

• Although the history of nursing primarily focuses on female figures, 

men have worked as nurses as far back as before the Crusades. 

During the 20th century, men were denied admission to most 

nursing programs. There has been a gradual increase in the num-

ber of male nursing students and male nurses in the workforce. 

Improved recruitment and retention of men and other minorities 

continues to be needed to strengthen the profession.

• Originally, the focus of nursing education was to teach the knowl-

edge and skills that would enable a nurse to practice in a hospital 

setting. Today, nursing education curricula are continually undergo-

ing revisions in response to new scientific knowledge and techno-

logic, cultural, political, and socioeconomic changes in society to 

enable nurses to work in more diverse settings and assume more 

diverse roles.

Organization Description

American Nurses Association (ANA) • The national professional organization for nursing in the United States.

• The purposes are to foster high standards of nursing practice and to promote the edu-

cational and professional advancement of nurses so that all people may have better 

nursing care.

• In 1982, the organization became a federation of state nurses’ associations. Individuals 

participate in the ANA by joining their state nurses’ associations.

• The official journal of the ANA is American Nurse Today, and The American Nurse is the 

official newspaper.

National League for Nursing (NLN) • The NLN is an organization of both individuals and agencies.

• Its objective is to foster the development and improvement of all nursing services and 

nursing education.

• People who are not nurses but have an interest in nursing services, for example, hos-

pital administrators, can be members of the league. This feature of the NLN—involving 

non-nurse members, consumers, and nurses from all levels of practice—is unique.

• The official journal of the NLN is Nursing and Health Care Perspectives.

International Council of Nurses (ICN) • The council is a federation of national nurses’ associations, such as the ANA and 

Canada Nursing Association.

• The ICN provides an organization through which member national associations can 

work together for the mission of representing nursing worldwide, advancing the profes-

sion, and influencing health policy.

• The official journal of the ICN is International Nursing Review.

National Student Nurses’ Association (NSNA) • The official preprofessional organization for nursing students.

• Exposes student nurses to issues impacting the nursing profession while promoting 

collegiality and leadership qualities.

• To qualify for membership in the NSNA, a student must be enrolled in a state-approved 

nursing education program.

• The official journal of the NSNA is Imprint magazine.

International Honor Society: Sigma Theta Tau • The international honor society in nursing.

• The Greek letters stand for the Greek words storga, tharos, and tima, meaning “love,” 

“courage,” and “honor.”

• The society’s purpose is professional rather than social. Membership is attained 

through academic achievement. Students in baccalaureate programs in nursing and 

nurses in master’s, doctoral, and postdoctoral programs are eligible to be selected for 

membership.

• Potential members, who hold a minimum of a bachelor’s degree and have demon-

strated achievement in nursing, can apply for membership as a nurse leader in the 

community.

• The official journal is the Journal of Nursing Scholarship.

• The society also publishes Reflections, a quarterly newsletter that provides information 

about the organization and its various chapters.

Examples of Major Nursing OrganizationsTABLE 1.1 
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• In the practice disciplines, the main function of theory (and research) 

is to provide new possibilities for understanding the discipline’s 

focus.

• During the latter half of the 20th century, disciplines seeking to 

establish themselves in universities had to demonstrate something 

that Nightingale had not envisioned for nursing—a unique body of 

theoretical knowledge.

• In the late 20th century, much of the theoretical work in nursing 

focused on articulating relationships between four major concepts: 

person, environment, health, and nursing. Because these four con-

cepts can be superimposed on almost any work in nursing, they are 

sometimes collectively referred to as a metaparadigm for nursing.

• Continuing education is the responsibility of each practicing nurse 

to keep abreast of scientific and technologic change and changes 

within the nursing profession.

• The scope of nursing practice includes promoting health and well-

ness, preventing illness, restoring health, and caring for the dying.

• Although traditionally the majority of nurses were employed in 

hospital settings, today the numbers of nurses working in home 

healthcare, ambulatory care, and community health settings are 

increasing.

• Nurse practice acts vary among states, and nurses are responsible 

for knowing the act that governs their practice.

• Standards of nursing practice provide criteria against which the 

effectiveness of nursing care and professional performance behav-

iors can be evaluated.

• Every nurse may function in a variety of roles that are not exclusive 

of one another; in reality, they often occur together and serve to 

clarify the nurse’s activities. These roles include caregiver, commu-

nicator, teacher, client advocate, counselor, change agent, leader, 

manager, case manager, and research consumer.

• With advanced education and experience, nurses can fulfill 

advanced practice roles such as clinical nurse specialist (CNS), 

certified nurse midwife (CNM), certified registered nurse anesthetist 

(CRNA), certified nurse educator (CNE), administrator, informatics 

nurse specialist (INS), and researcher.

• The nursing profession requires specialized education; a unique 

body of knowledge, including specific skills and abilities; a service 

orientation; ongoing research; a code of ethics; autonomy; and a 

professional organization.

• Professional identity formation begins during one’s nursing educa-

tion. It is the process whereby the values and norms of the nurs-

ing discipline are internalized into the nurse’s own behavior and 

self-concept.

• Contemporary nursing practice is influenced by nursing work-

force issues and challenges; healthcare reform; quality and safety 

in healthcare; consumer demands; family structure; science and 

technology; the internet, telehealth, and telenursing; legislation; col-

lective bargaining; and the work of nursing associations.

• Participation in the activities of nursing associations enhances the 

growth of involved individuals and helps nurses collectively influ-

ence policies that affect nursing practice.

1. Which women made significant contributions to the nursing care 

of soldiers during the Civil War? Select all that apply.

1. Harriet Tubman

2. Florence Nightingale

3. Fabiola

4. Dorothea Dix

5. Sojourner Truth

2. Curricula for nursing education are strongly influenced by which 

of the following? Select all that apply.

1. Physician groups

2. Professional nursing organizations

3. Individual state boards of nursing

4. Hospital administrators

5. The National Council of State Boards of Nursing

3. Individuals or clients, environment, health, and nursing constitute 

the metaparadigm for nursing because they do which of the 

following?

1. Provide a framework for implementing the nursing process

2. Can be used in any setting when caring for a client

3. Can be used to determine applicability of a research study

4. Focus on the needs of a group of clients

4. Which is an example of continuing education for nurses?

1. Attending the hospital’s orientation program

2. Completing a workshop on ethical aspects of nursing

3. Obtaining information about the facility’s new computer 

charting system

4. Talking with a company representative about a new piece of 

equipment

5. Health promotion is best represented by which activity?

1. Administering immunizations

2. Giving a bath

3. Preventing accidents in the home

4. Performing diagnostic procedures

6. Who were America’s first two trained nurses?

1. Barton and Wald

2. Dock and Sanger

3. Richards and Mahoney

4. Henderson and Breckinridge

7. A nurse with 2 to 3 years of experience who has the ability to 

coordinate multiple complex nursing care demands is at which 

stage of Benner’s stages of nursing expertise?

1. Advanced beginner

2. Competent

3. Proficient

4. Expert

8. Which professional organization developed a code for nursing 

students?

1. ANA

2. NLN

3. AACN

4. NSNA

9. Which social force is most likely to significantly impact the future 

supply and demand for nurses?

1. Aging

2. Economics

3. Science/technology

4. Telecommunications

10. A registered nurse is interested in functioning as a healthcare 

advocate for individuals whose lives are affected by violence. 

This nurse will be investigating which expanded career role?

1. Clinical nurse specialist

2. Forensic nurse

3. Nurse practitioner

4. Nurse educator

See Answers to Test Your Knowledge in Appendix A.
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LEARNING OUTCOMES

After completing this chapter, you will be able to:

1. Explain the relationship between research and evidence-based 

nursing practice.

2. Apply the steps of change used in implementing evidence-

based practice.

3. Describe limitations in relying on research as the primary 

source of evidence for practice.

4. Differentiate the quantitative approach from the qualitative 

approach in nursing research.

5. Outline the steps of the research process.

6. Describe research-related roles and responsibilities for nurses.

7. Describe the nurse’s role in protecting the rights of human 

participants in research.

Introduction
All nurses need a basic understanding of the research 
process and its relationship to evidence-based practice. 
Current standards of professional performance for nurses 
include using evidence and research findings in practice. 
At the minimum, all nurses are expected to use evidence 
and research to determine proper nursing actions, to 
engage in research activities as appropriate to their abili-
ties, and to share knowledge with other nurses  (American 
Nurses Association, 2015). Additionally, nurses today 
are actively involved in generating and publishing evi-
dence in order to improve client care and expand nurs-
ing’s knowledge base. These activities support the current 
emphasis on practice that is based on evidence and on 
all nurses needing to be able to locate, understand, and 
evaluate both research findings and nonresearch evidence.

Evidence-Based Practice
Evidence-based practice (EBP), or evidence-based nursing, 
occurs when the nurse can “integrate best current evidence 
with clinical expertise and patient/family preferences and 

values for delivery of optimal healthcare” (Cronenwett 
et al., 2007). See Figure 2.1 •. Thus, as evidence changes, 
so must practice. One model for changing practice as a 
result of evidence (Melnyk & Fineout-Overholt, 2019) uses 
the following seven steps:

• Cultivate a spirit of inquiry. Nurses need to be curi-
ous and willing to investigate how various practices 
compare and which might be best for a specific client.

• Ask clinical questions. For consistency and efficiency, 
nurses should state the question in a standard format 
such as PICOT (see page 31).

• Search for the best evidence. In the previous step, key 
terms are identified that facilitate identifying relevant 
evidence in the literature.

• Critically appraise the evidence. Several toolkits or 
schema are available to assist the nurse in determin-
ing the most valid, reliable, and applicable evidence. 
In some cases, relevant studies may already have been 
synthesized (see Box 2.1).

• Integrate the evidence with clinical expertise and client/
family preferences and values. Evidence must not be 
automatically applied to the care of individual clients. 
Each nurse must determine how the evidence fits with 
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the clinical condition of the client, available resources, 
institutional policies, and the client’s wishes. Only then 
can an appropriate intervention be established.

• Implement and evaluate the outcomes of the inter-
vention. The nurse gathers all relevant data that may 
indicate whether or not the intervention was success-
ful. If the outcomes varied from those reported in the 
evidence, this evaluation can help determine the rea-
sons for the variable responses and will contribute to 
improving the evidence available for future situations.

• Disseminate the outcomes. Nurses need to share the 
results of their work with others. This can be done 
locally with colleagues or more formally through pub-
lications, posters, or conference presentations.

See Chapter 18  for further description of the 
nurse’s role in managing change.

Some scholars contend that, while evidence includes 
theories, opinions of recognized experts, clinical expertise, 
clinical experiences, and findings from client assessments, 
findings from research studies are often given the most 
weight in the decision-making process. This emphasis is 
because research entails using formal and systematic pro-
cesses to solve problems and answer questions. The dis-
ciplined thinking and the careful planning and execution 
that characterize research mean that the resulting findings 
should be accurate, dependable, and free from bias.

Other scholars and practitioners express concerns 
about the current prominence and conception of EBP as 
primarily using research as the source of evidence. Some 

believe that the best evidence for EBP is theory rather than 
research. Reasons for concerns about reliance solely on 
research for EBP include the following:

1. Research is often done under controlled circum-
stances, which is very different from the real world of 
healthcare delivery.

2. Research evidence suggests that there is one best solu-
tion to a problem for all clients, and this limited per-
spective stifles creativity.

3. Research may ignore the significance of life events to 
the individual. Nursing care should consider feasibil-
ity, appropriateness, meaningfulness, and effective-
ness of interventions and plans.

4. Not all published research is robust and flawless.
5. EBP should promote cost-effective care, but cost is 

often not included in traditional research studies.

A variety of models are available to assist nurses in using 
EBP. These include the ACE Star Model (Stevens, 2012), 
Iowa Model (Buckwalter et al., 2017), Johns Hopkins 
EBP Model (Dang & Dearholt, 2017), and Stetler Model 
(Stetler, 2010).

Nursing Research
Using research findings to guide decisions about client 
care is nothing new. As early as 1854, Florence Nightin-
gale demonstrated how research findings could be used 
to improve nursing care. When Nightingale arrived in 
the Crimea in 1854, she found the military hospital bar-
racks overcrowded, filthy, infested with fleas and rats, and 
lacking in food, drugs, and essential medical supplies. By 
systematically collecting, organizing, and reporting data, 
Nightingale was able to institute sanitary reforms and sig-
nificantly reduce mortality rates from contagious diseases 
and infection. Although the Nightingale tradition influ-
enced the establishment of American nursing schools, her 
ideas about the importance of research did not take hold 
in nursing until early in the 20th century.

Currently, accrediting organizations require all bac-
calaureate and higher degree programs to include course-
work in research and EBP. Many associate degree and 
diploma programs also include content in these impor-
tant areas. Research-related role expectations for nurses 
with different levels of educational preparation were reaf-
firmed by the American Association of Colleges of Nurs-
ing (AACN) in 2006 and are presented in Table 2.1. All 
nurses, however, have a responsibility to identify nursing 
issues that require research and to participate in research 
studies to the extent they are able.

The journal Nursing Research was first published in 
1952 to serve as a vehicle for communicating nurses’ 
research findings. The publication of many other nursing 
research journals followed, some dedicated to research 
and others combining clinical and research articles. The 
breadth and diversity of nursing research is reflected in 
the examples of recent nursing studies shown in Box 2.2.

Figure 2.1 • Components of evidence-based practice.
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