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PREFACE

This third edition of the Encyclopedia of
Nursing Research (ENR) is a comprehensive,
authoritative, yet concise guide to current
nursing research literature. The first edition
of ENR grew out of the commitment of Dr.
Ursula Springer to nursing research and my
commitment to nurse scholars globally.

The first edition of ENR followed 15
volumes of the Annual Review of Nursing
Research (ARNR) journal. The second edition
was published incorporating terms from the
first 22 volumes of ARNR. This third edition
of ENR not only incorporates topics from
the first two editions but also adds content
through the 30 volumes of ARNR that have
been published to date. In preparing and in
organizing the content we were cognizant
of the current depth of nursing research in
some areas, for example, geriatric nursing,
in which there has been a major investment
of resources and thus substantive science
development.

Nurses at all levels of preparation and
in all clinical specialties will find this an
important introduction to the extent of nurs-
ing research. Previous editions have been
most helpful to basic and graduate students.
The summary entries provide the reader
with an important starting point for future

content and references and a timely source
of the most relevant and recent research. The
alphabetical ordering of entries is provided
to assist the reader in easily locating a topic.
Every effort has been made to be inclusive of
all relevant terms in nursing research, which
were selected on the basis of the review of
previous editions and the extant nursing
research literature.

This work would not have been possible
without the dedication of a number of indi-
viduals. First, we would like to acknowl-
edge the nurse researchers whose scientific
work and resultant publications led to the
inception of an encyclopedia. Second, we
thank all of the contributors from the three
editions for their careful review of the liter-
ature and their synopses of the research. We
also thank the staff of Springer Publishing
Company, led by our publisher, Allan
Graubard, for their thoughtful review and
editing of this volume. Collectively, we have
all contributed to another important work,
one that we should proudly exclaim as the
culmination of more than four decades of
nursing research.

Joyce ]. Fitzpatrick
Editor
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ACCULTURATION

We are in the midst of an unparalleled rate of
international migration particularly in North
America and Europe, which are experienc-
ing an unprecedented influx of immigrants
coming from Latin America, Asia, Africa, the
Middle East, and the Caribbean (Schwartz,
Unger, Zamboanga, & Szapocznik, 2010).
This phenomenon is shaping history and
has resulted in significant multidisciplinary
scholarships. There is extensive literature
that investigates and explores how this phe-
nomenon impacts the person, the society,
and the global community as a whole.

The transformational experience of an
individual when moving from a familiar cul-
ture or place of birth to a different culture,
country, or region is referred to as accul-
turation (Berry, 2003; Schwartz et al., 2010).
This process is multidimensional, individ-
ualized, dynamic, and interrelated (Berry,
2003; Schwartz et al., 2010). Many scholars
cite Berry’s (2003) conceptualization of accul-
turation, which he described to have several
interacting phases that include an initial
contact, a conflict resolution phase and an
adaptation phase. Berry (2003) further cate-
gorized adaptation to include assimilation,
separation, integration, and marginalization.
Assimilation refers to the adoption of the
receiving country’s culture and relinquishing
of one’s original culture, integration suggests
biculturalism where an individual adopts
some behaviors and traits of the receiving
country while retaining one’s cultural heri-
tage, separation indicates retaining the her-
itage culture and rejecting the host culture’s
practices, and marginalization suggests

rejection of both the host and heritage cul-
tures (Berry, 2003). These categories suggest
that acculturation is influenced by individual
and societal factors, particularly those inher-
ent in host countries (Berry, 2003).

The factors that influence global migra-
tion are multifactorial. They are commonly
described in the literature as push and pull
factors (Kingma, 2001). Pull factors are those
conditions found in receiving countries that
attract migrants to relocate, whereas push
factors are those intrinsic and extrinsic con-
ditions that drive individuals to leave their
homeland (Kingma, 2001).

The global nursing shortage has been
a catalyst for the international mobility of
nursing professionals. However, interna-
tional nurse migration is predominantly uni-
directional that has significantly impacted
the health care delivery systems of both
the host and donor countries (Ea, Quinn
Griffin, L'Eplattenier, & Fitzpatrick, 2008).
Economically advantaged countries such
as the United States, the United Kingdom,
and some countries in the Middle East have
become magnet destinations for registered
nurses coming from economically disad-
vantaged countries in Asia, Africa, and the
Caribbean (Ea et al., 2008). Examples of push
and pull factors that influence the migration
of nurses include improved employment
opportunities and increased professional
opportunities overseas, a search for a better
quality of life, an inherent personal desire
to experience other cultures, and the need
to seek a safe working and living conditions
(Kingma, 2001).

There are many instruments found in
the literature that attempt to measure accul-
turation. Scholars on acculturation recom-
mend that instruments that take into account
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the many domains and factors associated
with acculturation be used to capture this
complex phenomenon instead of using sin-
gle-item proxy measures, such as length of
residency to the receiving county or age at
immigration or those instruments that con-
ceptualize acculturation as a unidirectional
process (Cabassa, 2003; Schwartz et al., 2010).

The process of acculturation is also asso-
ciated with periods of stress that has been
shown to profoundly impact physical and
mental health among immigrants (Alegria
et al. 2008; Allen et al.,, 2008; Choi, Rankin,
Stewart, & Oka, 2008; Lasseter & Callister,
2009; Steffen, Smith, Larson, & Butler, 2006;
Zemore, 2007). Results of these studies show
that higher level of acculturation has been
associated with poor health outcomes, also
called the immigrant paradox, which include
increased risk for hypertension, obesity,
depression, increased use of alcohol, and
smoking (Alegria et al,, 2008; Allen et al., 2008;
Choi et al., 2008; Lasseter & Callister, 2009;
Steffen et al., 2006; Zemore, 2007). However, a
major critique of most of these studies is their
reliance on the use of single-proxy measures
or instruments that conceptualizes accultura-
tion as unidimensional (Schwartz et al., 2010).
It is not clear if these outcomes were the result
of adopting the receiving country’s cultural
norms or relinquishing the original culture’s
practices or both (Schwartz et al., 2010).

There is a growing literature that exam-
ines how immigrant nurses adjust to the
host country’s culture. Most of these stud-
ies are conducted in host countries such as
the United States and the United Kingdom.
Similar to Berry’s conceptualization, the
process of acculturation among immigrant
nurses could also be characterized by sev-
eral phases of adjustment that are dynamic
and individualized (Magnusdottir, 2005; Xu,
2007). Findings of several nursing studies
show that those who have adopted some of
the host culture’s traits, behaviors, and atti-
tudes have increased overall levels of job
and life satisfaction (DiCicco-Bloom, 2004; Ea
et al., 2008; Magnusdottir, 2005; Xu, 2007).

Global migration has profound effects
on the individual, on the community, and
to the host and donor countries. As global-
ization intensifies, there is a critical need to
continue to understand this complex experi-
ence and to develop valid and reliable instru-
ments that capture the essence of this elusive
concept. There is a particular need to con-
tinue to explore the impact of acculturation
on the overall health and well-being of the
immigrant. As the global nursing shortage
continues to deepen, there is also a need to
further investigate the impact of accultura-
tion to the immigrant nurse using a multim-
ethod approach and how this impacts one’s
physical and mental health and work-related
and other personal-related factors.

Emerson E. Ea

ACTION SCIENCE

Action science is an approach for inquiry ini-
tially developed by Chris Argyris and Donald
Schon (1974) and expanded by Argyris,
Putnam, and Smith (1985), aimed at generat-
ing knowledge for and improving individual
and organizational learning. Action science
has been applied in the field of management,
specifically for organizational learning, and
in various professional practice fields such
as education, nursing, social work, and med-
icine for individual learning in practice. It
is an approach to generate knowledge for
practice and to transform practice by engag-
ing practitioners in the process of inquiry
through reflection on their own behavioral
worlds of practice (Argyris et al., 1985; Schon,
1983). Action science has been further devel-
oped by Torbert (1991) as “action inquiry,”
which is used interchangeably in the liter-
ature. Although action science and action
research, participatory action research in
particular, are viewed by many to be in the
same inquiry family within social sciences



sharing the notion that the inquiry is oriented
to change and in solving practical problems
through participation of involved people,
action science differs from participatory
action research by focusing on the learning
models that are at the base for human actions
as the locus for producing changes (Argyris &
Schoén, 1989). In action science, changes in
human actions are sought by examining and
correcting the fundamental mechanisms and
reasons for adhering to certain repertoires of
behaviors that result from a closed-up mode
of learning.

Putnam (1999) suggested that action sci-
ence is based on three philosophical prem-
ises: (a) human practice involves meaning
making, intentionality in action, and norma-
tivity from the perspective of human agency;
(b) human practice goes on in an interdepen-
dent milieu of behavioral norms and insti-
tutional politics; and (c) the epistemology
of practice calls for the engagement of prac-
titioners in generating knowledge. Action
science thus is a method and philosophy for
improving practice and generating knowl-
edge. Argyris (1980) further suggested that
action science is an interventionist approach
in which three prerequisites must be estab-
lished for the research to ensue: (a) a creation
of normative models of rare universes that
are free of defensive routines, (b) a theory
of intervention that can move practitioners
and organizations from the present to a new
desirable universe, and (c) a theory of instruc-
tion that can be used to teach new skills and
create new culture.

Action science holds that actions in
professional practice are based on practitio-
ners’ theories of action. Theories of action
are learned and organized as repertoires of
concepts, schemata, and propositions and
are the basis on which practitioners’” behav-
ioral worlds are created in specific situations
of practice. Argyris et al. (1985) identified
espoused theories and theories in use as two
types of theories of action. Espoused theories
of action are the rationale expressed by practi-
tioners as guiding their actions in a situation
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of practice, whereas theories in use refers to
theories that are actually used in practice.
Theories in use are only inferable from the
actions themselves, and practitioners usually
are not aware of or not able to articulate their
theories in use except through careful reflec-
tion and self-dialogue.

Argyris and Schon (1974) and Argyris
et al. (1985) identified Model 1 theories in
use as a type that seals practitioners from
learning and produces routinization and
ineffective practice. Humans act in general
to satisfy the governing variables (to be in
control, to strive to win, to suppress nega-
tive feelings, and to act rationally), repre-
senting Model 1 theory in use, which often
result in defensiveness, misunderstanding,
and self-fulfilling and self-sealing processes
(Argyris, 1982; Argyris et al., 1985; Argyris &
Schoén, 1996). On the other hand, Model 2
theory in use encompasses principles of
valid information, free and informed choice
in action, and internal commitment. Model
1 theory in use represents single-loop learn-
ing, whereas Model 2 theory in use aligns
with double-loop learning. Thus, action sci-
ence aims to change people from single-loop
learning of Model 1 to double-loop learning
of Model 2 through the processes of reflec-
tion and learning engaging both practitio-
ners and researchers for the transformation
(Argyris, 1993, 2002, Argyris et al, 1985;
Argyris & Schon, 1996). Single-loop learning
results in change in actions without revising
the governing variables, whereas double-
loop learning begins with changing the gov-
erning variables, followed by change in the
actions.

Knowledge of practitioners’ theories
in use and espoused theories provides a
descriptive understanding about the pat-
terns of inconsistencies between theories in
use and espoused theories recalled in actual
practice. Through action science, practitio-
ners engaged in Model 2 theories in use pro-
duce practice knowledge that informs their
approach to practice without routinization
or the self-sealing mode. In addition, action
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science generates knowledge regarding the
process involved in self-awareness and the
learning of new theories in use through
reflective practice and practice design.

Research process in action science calls
for the cooperative participation of practi-
tioner and researcher through the phases of
description, discovery of theories in use, and
intervention. The core process in this inquiry
is the cooperative offline reflection (Rudolph,
Taylor, & Foldy, 2001). Transcriptions of actual
practice by the researcher or narratives of
actual practice by the practitioner are ana-
lyzed together to describe and inform reflec-
tively the nature of practice and theories in
use. Action Design (1996) suggested the use
of the ladder of inference as a tool to discover
practitioners” modes of thinking and action
as revealed in transcripts or narratives. The
research process is not oriented to the anal-
ysis of action transcripts or narratives by a
researcher independent of the practitioner.
It involves a postpractice face-to-face discus-
sion (interview) between the researcher and
the practitioner. Such sessions are used to
get at the reconstructed reasoning of prac-
titioners regarding critical moments of the
practice and to provide opportunities for
reflection on the thinking and doing that
were involved in the practice. Through such
sessions, the researcher also acts as an inter-
ventionist by engaging the practitioner to
move toward new learning.

Nursing practice is a human-to-human
service that occurs in the context of health
care. Nursing practice occurs within online
conditions that are complex not only with
respect to clients’ problems but also in terms
of organizational elements of the health care
environment. Nursing practice is not based
simply on linear translations of relevant the-
oretical knowledge that governs the situation
of practice but has to be derived and designed
from the nurse’s knowledge of and responses
to the competing and complex demands of
the situation (Kim, 2010). In addition, as the
action scientists suggest, nursing practice in
general as well as particular nursing actions

may be entrenched with routinization or fro-
zen within Model 1 theories in use.

The general aim of action science for
nursing is then to improve nursing practice
by freeing nurses from self-sealing practices
and by engaging them in the process of learn-
ing and participatory research. An extended
model of inquiry based on action science
such as critical reflective inquiry (Kim, 1999)
can be applied to develop knowledge for
improving nursing practice.

Hesook Suzie Kim

ACTIVE SURVEILLANCE FOR
PROSTATE CANCER

Active surveillance for early stage pros-
tate cancer is defined as a period of intense
monitoring for the purpose of delaying
traditional therapy within a timeframe
that allows for cure if disease progression
is detected. This approach can be offered
to men with low or very low risk cancers
and may reduce overtreatment of clinically
insignificant disease and the subsequent
side effects that include urinary incon-
tinence and impotence. Men who select
active surveillance are usually monitored
every 3 to 6 months by their health care pro-
vider. Monitoring may include digital rec-
tal examination, repeat biopsy to evaluate
Gleason score, estimate of tumor volume,
and prostate-specific antigen (PSA) testing
to include PSA density (Dall’Era & Kane,
2008). PSA levels provide the most useful
information for monitoring disease progres-
sion. However, evidence-based selection cri-
teria, monitoring schedules, and confirmed
methods to monitor disease activity have
not been established and at this time; there-
fore, active surveillance protocols remain
institution and practitioner specific. Given
the lack of an established approach for
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active surveillance, this management strat-
egy remains underutilized by men in the
United States as fewer than 10% of poten-
tially appropriate patients select this option
(Large & Eggener, 2009).

Active surveillance has evolved from the
concept of watchful waiting, a strategy of
periodic monitoring followed by active treat-
ment if and when disease progression leads
to troublesome symptoms (Adolfsson, 1995).
Historically, watchful waiting was viewed as
astrategy for men in their seventies, with con-
comitant illnesses that prohibited traditional
therapy. However, many patients and health
care providers viewed this as a do-nothing
approach, and few considered it a reasonable
strategy for disease management resulting in
low rate of adoption (approximately 5%) by
men in the United States; this may contrib-
ute to the low numbers of men currently in
active surveillance. In addition, health care
providers may be reluctant to offer this strat-
egy because they are uncertain about how to
appropriately manage patients, fear of legal
backlash in the event a patient’s disease pro-
gresses to an advanced stage or dies, and a
strongly held belief that cancer should be
fought with the best treatments available.

From an economic perspective, the adop-
tion of active surveillance for early stage pros-
tate cancer has the potential to reduce costs,
to impact psychosocial outcomes, and to
affect quality of life. In an evaluation of cost
associated with the diagnosis of prostate can-
cer, Crawford, Blac, Eaddy, and Kruep (2010)
determined that the total cost of monitoring
a man’s disease to be $24,809 compared with
$59,286 for treatment that mostly included
surgical intervention to remove the prostate
cancer. The direct cost of treating prostate
cancer with any type of traditional therapy
was five times higher than a course of careful
monitoring (Crawford et al., 2010). The find-
ings are mixed with regard to the impact a
course of active surveillance has on psycho-
social outcomes and quality of life. van den
Bergh et al. (2010) reported favorably low
levels of anxiety and depression in a sample

of 150 Dutch men during their first 9 months
of active surveillance. However, Bailey et al.
(2009) reported that men between 5 and 8
months of active surveillance experienced
moderate levels of illness uncertainty. In
a previous study, men with higher levels
of illness uncertainty had lower levels of
quality of life (Hegarty, Wallace, & Comber,
2008). Quality of life may also be affected by
the cost of care associated with a diagno-
sis of prostate cancer (Gomella, Johannes, &
Trabulsi, 2009). However, this relationship
has not been confirmed.

In contemporary practice, patient selec-
tion remains a significant challenge because
we still do not have the ability to accu-
rately determine at the time of diagnosis
which patients” disease will remain indo-
lent. However, several clinicians and can-
cer centers have proposed selection criteria.
Warlick, Allaf, and Carter (2006) has refined
the identification process to include men who
are 65 years and older with T1c stage disease,
PSA density less than 0.15 ng/ml/cm?, and
a Gleason grade of 6 or less after adequate
biopsy as the safest candidates for active
surveillance followed by active treatment.
Clinicians at the University of California, San
Francisco, have established criteria for men
with low-risk prostate cancer as the best can-
didates for active surveillance. These criteria
include Gleason sum of 6 (no tumor grade
pattern of 4 or 5), PSA at diagnosis of 10 ng/ml
or less and stable, 33% or less positive cores,
and 50% or less single-needle core involved
with cancer from biopsy, stable repeat PSA,
and organ-confined disease determined by
ultrasound. This center has enrolled more
than 500 men into an active surveillance
protocol. To date, approximately one in five
of those men have undergone treatment for
their disease an average of two to three years
after diagnosis (Dall’Era et al., 2008).

The National Comprehensive Cancer
Network (2010) has recently updated their
guidelines to recommend only active surveil-
lance for men diagnosed with low-risk pros-
tate cancer who have a life expectancy of less
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than ten years. In addition, they have also
defined a group at very low risk and recom-
mend that these men with a life expectancy of
less than 20 years only receive active surveil-
lance. These guidelines use life expectancy
as an important variable in the active surveil-
lance decision-making discussion. However,
for younger men, the question of appropri-
ateness remains open and will require addi-
tional data. The hope is to improve selection
criteria to include younger men who wish to
preserve their quality of life.

Although men undergoing active sur-
veillance may eventually need traditional
therapy, the delayed time to treatment
leaves quality of life intact and may result in
improved treatment in the future. In a recent
report, Duffield, Lee, Miyamoto, Carter, and
Epstein (2009) found that the 48 men of 470
who opted for treatment within an average
timeframe of 2.5 years (range = 1-6 years), 31
(66%) had organ-confined disease, 17 (35%)
and 3 (6%) had extraprostatic extension and
seminal vesicle involvement, respectively,
and 7 (15%) had positive margins at the time
of surgery. However, up to 50% of men may
opt for care in the absence of disease progres-
sion (Klotz, 2005).

There are four large randomized clin-
ical trials that are attempting to determine
the benefits of active surveillance for local-
ized prostate cancer. The Prostate Testing
for Cancer and Treatment trial has enrolled
approximately 109,750 as of 2008 from the
United Kingdom to determine which of
three treatments, active surveillance, pros-
tatectomy, or conformal radiotherapy, is the
best. This study will follow men for 10 to
15 years (Bastian et al., 2009). The Canary
Prostate Active Surveillance Study is a mul-
ticenter study that seeks to determine the
aggressive prostate cancers that progress on
active surveillance from those cancers that
will remain indolent (Newcomb et al., 2010).
The Surveillance Therapy Against Radical
Treatment, a multicenter Phase 3 trial, will
enroll 2,130 men into either active surveillance
or aggressive treatment (surgery or radiation).

The primary outcome, disease-specific sur-
vival, will not be available until 2025. Lastly,
the Prostate Cancer Research International:
Active Surveillance study, a Web-based
trial, will provide important information
on changes in PSA values and kinetics (van
den Bergh et al, 2007). These studies have
the potential to address important questions
related to the selection of active surveillance.
Because these answers are at least 10 years in
the future, men will continue to make their
decision to elect a course of active surveil-
lance with limited evidence.

The urologic medical community and
nurse scientists investigating the effects of
active surveillance continue to advocate for
research that will help men make informed
treatment decisions and then offer theoreti-
cally based interventions to help them man-
age the psychological aftermath inherent in
a course of close monitoring for early stage
prostate cancer (Kazer, Bailey, Colberg, Kelly,
& Carroll, 2011). This concern occurs within
the ongoing debate regarding PSA testing and
which treatment really is better for men with
early stage disease. Although the selection
of active surveillance by men in the United
States continues to decline (Moul, Mouravieyv,
Sun, Schroeck, & Polascik, 2009), urologists
and cancer centers will offer patient selection
guidelines on the basis of current but incom-
plete evidence. Eggener et al. (2009) found that
only 1 of 262 patients who initiated a course
of active surveillance developed bone metas-
tases at 38 months. Forty-three additional
patients initiated traditional therapy during
the follow-up period of 29 months. Being able
to adequately predict a man’s disease risk
would improve the likelihood that increasing
numbers of men would view active surveil-
lance in a favorable light (Klotz, 2009). Until
we have the evidence to accurately identify
the most appropriate men for active surveil-
lance, the selection of this treatment strategy
will remain underutilized, and the overtreat-
ment of prostate cancer will persist.

Donald E. Bailey



AcUTE CARE OF THE ELDERLY

Older people have a greater prevalence of
chronic diseases and disorders that lead to
hospitalization. On average, people older than
65 years are hospitalized more than three
times as often as younger individuals, and
the length of their stay is estimated to be
50% longer than that of younger individuals.
Nursing research that defines the evidence for
practice interventions is needed for patients of
all ages, and especially for the elderly (Capezuti
et al,, 2008). Nursing research that provides
the basis for best practice for hospitalized
elders is often embedded in interdisciplinary
studies. Several studies have recently docu-
mented the essential nature of continuity of
care across settings for optimal acute care out-
comes (Boyd et al.,, 2010; Counsell, Callahan,
Tu, Stump, & Arling, 2009). Increasingly, criti-
cal care of older adults has received attention,
given the demographic shifts nationally and
the advancing age of those in intensive care
units, emergency rooms, and other critical
care areas (Foreman et al., 2010).

Acute care of the elderly (ACE) units,
which developed in the early 1990s, have
shown improved outcomes among older
patients who have been hospitalized. These
units focus on precise and ongoing assess-
ment of older adults, especially related to
functional capacity and decline and follow the
evidence to create individualized care plans
(Malone et al., 2010). A classic study conducted
by Landefeld, Palmer, Kresevic, Fortinsky,
and Kowal (1995) demonstrated that patients
admitted to an ACE unit were more likely to
improve in activities of daily living and were
less likely to be institutionalized. Asplund
et al. (2000) also demonstrated that ACE units
reduce the institutionalization rate of the hos-
pitalized elders. The overarching framework
for care on ACE units is interdisciplinary
teaming (Siegler, Glick, & Lee, 2002). In a pro-
spective study of 804 patients 80 years of age
or older, 42% of the elderly patients with no
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baseline dependencies at admission had devel-
oped one or more limitations within 2 months
(Hart, Birkas, Lachmann, & Saunders, 2002).
Individuals older than 65 years are more likely
to be admitted to acute care from the emer-
gency department than other age groups. The
hospitalized elderly are at an increased risk
for poor outcomes such as increased length
of stay, readmissions, functional decline,
and iatrogenic complications, as compared
with other age groups. There is a significant
and serious readmission rate for older adults,
ranging from 18% to 33% within 1 to 3 months
and complications such as acute confusion
and nosocomial infections, which are com-
mon among the elderly, resulting in increased
morbidity and mortality (Lindenauer et al.,
2010). Fifty-eight percent of patients who are
hospitalized will experience at least one iatro-
genic complication (Hart et al., 2002).

The composition of hospital staff has been
shown to make a difference in patient out-
comes (Aiken, Clarke, Silber, & Sloane, 2003;
Estabrooks, Midodzi, Cummings, Ricker, &
Giovannetti, 2005; Tourangeau et al., 2007).
Nurse accountability and models of patients
and nursing administration also have been
examined (Baggs, 2007; Baggs, Ryan, Phelps,
Richeson, & Johnson, 1992; Piquette, Reeves, &
Leblanc, 2009; Scherb, Rapp, Johnson, & Maas,
1998). These studies provide some informa-
tion regarding outcomes for the elderly, but
intensive effort needs to be focused on under-
standing the differences between outcomes
for younger individuals versus older indi-
viduals in the case of hospital care. For exam-
ple, do older adults have difference cardiac
output after coronary artery bypass surgery
than younger individuals when other vari-
ables are held constant, such as premorbid
conditions? Such parameters are needed for
the improvement of care for the elderly. The
Cochrane Collaboration published a review
on interprofessional education (2009) that
examined the effects on professional practice
and healthcare outcomes and reported that
data from six studies produced positive out-
comes in satisfaction, collaboration, reduction
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of clinical error, and management of care
for selected patient groups (Zwarenstein,
Goldman, & Reeves, 2009). Although not spe-
cific to geriatrics only, the data are promising
for improving care for hospitalized elderly
given the majority of patients in hospitals are
older adults.

Historically, elders were not considered to
be “suitable candidates” for surgeries and treat-
ments that today are considered routine. In the
early 1970s, individuals older than 65 years
were excluded from surgical intensive care
units, as it was felt that the cost benefit was not
going to be in favor of the older patient. Today,
individuals in their 80s and 90s undergo open
heart surgery and require appropriate postop-
erative care that only a surgical intensive care
unit can provide (Silverstein, 2010).

Ethical issues abound regarding elders
during a hospitalization. For example, if
there is an insufficient number of beds in an
intensive care unit, should older individu-
als be sent out to the floor before younger
individuals? Are scarce resources allocated
to younger individuals before they are used
to care for the elderly? Further, elder abuse,
a serious and potentially fatal syndrome, is
frequently overlooked when elders come into
the hospital with severe symptoms, such as
bilateral bruising, histories incompatible
with injuries, and overt fear of caregivers.
These issues are a part of ACE and need to
be addressed with rigorous research studies.
Studies involving younger individuals need
to be replicated among older adults to dis-
cern differences between the age cohorts.

Terry Fulmer
Sarah Pernikoff

ADDICTION CARE

Addiction is usually defined as a chronic,
relapsing brain disease. It is characterized
by the compulsive nature of the use of mood

altering substances and behaviors. Over
time, the structure and the function of the
brain are changed (American Psychiatric
Association, 2000; Angres & Bettinadi-
Angres, 2008; Kleber et al., 2006; National
Institute on Drug Abuse [NIDA], 2010). The
individual may begin to display physical,
cognitive, and behavioral symptoms. The
course of the disease is marked by periods of
use and abstinence with symptoms of with-
drawal and the development of tolerance.
Frequently, physical and/or additional psy-
chological disorders are also present.
Historically, substance abuse and sub-
stance dependence have been classified
as psychological disorders. Treatment has
been typically provided in a psychiatric set-
ting, but individuals experience a variety of
symptoms and enter care through many dif-
ferent portals. Nurses are usually the direct
care provider at all points of entry. This
would suggest that all nurses should have at
least a basic understanding of the disease of
addiction. Even so, nursing has seen addic-
tion care as a specialty on its own or under
mental health. There are professional nurs-
ing organizations dedicated to the specialties
of addictions and psychiatric nursing. The
International Nurses Society on Addictions
was established in 1975. Addictions nurs-
ing certifications were offered through the
Addictions Nursing Certification Board at
the generalist level (Certified Addictions
Registered Nurse) starting in 1989 and at the
advanced practice level (Certified Addictions
Registered Nurse-Advanced Practice) in
2000. The American Psychiatric Nurses
Association has been in existence since 1986.
In the past few years other nursing
specialty organizations, for example, the
Association of Nurses in AIDs Care and
the American Society of Pain Management
Nurses, have been adding a focus on sub-
stance abuse disorders because of the comor-
bidity of their disorder with addiction. Other
specialty nursing organizations focus on
addiction because of the risk for substance
abuse or dependence that their members



experience. Statistics support that all health
care provider groups have a 10% prevalence
for substance use, abuse, or neglect. In each
group, from 6% to 8% of the providers may
use to the extent that their practice is nega-
tively affected. State Boards of Nursing dis-
cipline approximately 6,000 nurses each year
because of substance abuse or dependency.
Taking into consideration the numbers of
individuals and professionals affected each
year by the disease of addiction, the American
Association of Colleges of Nursing (1998)
introduced a position statement that outlined
the importance of including substance abuse
education in all curriculums in all schools of
nursing. To date, most nursing schools have
not responded to the recommendations of
this position statement.

In the early thirties, alcoholism was
explained by attributing it to an allergy
(Angres & Bettinadi-Angres, 2008). One of the
best-known figures in the study of addiction,
Bill Wilson, was inspired to start Alcoholics
Anonymous after experiencing treatment
under that theory. Hospitals in Minnesota
attempted to partner with Alcoholics
Anonymous, giving rise to an altered con-
cept of substance abuse called the Minnesota
Model. This was the beginning of a disease
concept for addiction. Twenty years later,
E. Morton Jellinek would conduct research
with male alcoholics and develop the Jellinek
Curve (http://www.in.gov/judiciary/ijlap/
docs/jellinek.pdf) that became the basis for
his Disease Concept of Alcoholism.

Then as now, diagnosis of this disease
depends on the evaluation of presenting signs
and symptoms reported by the affected indi-
vidual, which are then fitted into a defined set
of elements or criteria (Doweiko, 2006). Many
health care professionals continue to work
on a theory of addiction that will be accepted
regardless of the specialty area or expertise
of the practitioners. This work continues to
be difficult because definitions and termi-
nology can vary from area to area, and many
individuals continue to believe that addic-
tion is a choice or due to a lack of willpower.
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The Center for Substance Abuse Treatment,
a part of the Substance Abuse Mental Health
Services Administration, the NIDA, and
the National Institute on Alcohol Abuse
and Alcoholism are the main resources for
funding of research and information about
substance abuse and dependence. Many edu-
cational documents have been made avail-
able through publications available on their
Web sites.

According to the 2008 National Survey
on Drug Use and Health (NSDUH) for
Americans 12 years and older, an estimated
20.1 million Americans (8%) currently used
illicit drugs and 129 million (51.6%) were
current users of alcohol. More than 100,000
Americans die, and more than half a tril-
lion dollars is spent each year as a result of
the impact of substance abuse and addic-
tion (NIDA, 2010). Using the Diagnostic and
Statistical Manual of Mental Disorders, fourth
edition, an estimated 22.2 million persons
(8.9% of the population 12 years or older) met
the criteria for substance dependence or abuse
in the prior year. Some 3.1 million Americans
met the criteria for dependence or abuse of
both alcohol and drugs, 3.9 million for depen-
dence or abuse of just illicit drugs, and 15.2
million for abuse or dependence of just alco-
hol (Substance Abuse and Mental Health
Services Administration, 2009). In 2008, 23.1
million individuals (9.2% of those 12 or older)
were in need of substance abuse treatment,
but only 2.3 million (0.9%) received it.

Every segment of the population is
equally susceptible to this disease. Adole-
scence seems to be the period of time where
use is the highest. Educational programming
has been directed toward prevention in an
attempt to decrease the initial experimenta-
tion, but untreated use and abuse becomes
dependence. More effort needs to be directed
toward educating parents, teachers, other
adults in authority, and health care providers
about recognizing the signs and symptoms
of use and abuse to increase the referrals to
treatment. Efforts have been made to inte-
grate systems of service, that is, mental
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health, substance abuse, and primary care.
Consideration is being given to understand-
ing the dynamics of different populations
in the development of treatment approaches
and guidelines.

Just as the theoretical understanding of
addiction as a disease process shaped the
field’s understanding of addiction, so has the
theoretical approach to treatment changed in
an effort to increase credibility and meet the
demands of the current climate. With increas-
ing health care costs and declining quality,
the Institute of Medicine (IOM) produced
Crossing the Quality Chasm (IOM, 2001) and
Improving the Quality of Health Care for Mental
and Substance-Use Disorders (IOM, 2006).
These two documents recommend develop-
ing a health care system that is safe, effective,
patient-centered, timely, efficient, and equita-
ble and serve as the framework for a redesign
of the health care system on the basis of six
goals: (1) adapting care delivery to the new
process; (2) effective use of information tech-
nology; (3) workforce adaptation and man-
agement; (4) effective teaming of providers
and coordinating care according to patient
conditions, services, and settings; (5) measur-
ing quality; and (6) quality-based payment
(IOM, 2001; Pincus et al., 2007). One of the
changes that has risen from these recommen-
dations has been evidence-based research for
evidence-based practice. Although other def-
initions exist, the most widely accepted nurs-
ing definition of evidence-based practice is
that of Porter-O’Grady. Evidence-based prac-
tice includes the integration of best research
evidence with clinical expertise and patient
values (Boswell & Cannon, 2009; Malloch &
Porter-O’Grady, 2006; McCarty, 2010).

The social changes after World War II
identified the need for nursing research in the
1950s. Priorities began to be set, and master’s
and doctoral programs for nurses became
available. Research focused on clinical prac-
tice, quality improvement, and establishment
of evidence-based guidelines and standards
of care (LoBiondo-Wood & Haber, 2006).
Now in the twenty-first century, the call for

an evidence base to provide guidance in set-
ting and achieving specific outcomes from
treatment approaches in all practice settings
has given nursing the opportunity to be rep-
resented in interdisciplinary networks in any
practice setting that nurses choose for their
specialty. That has led to nursing represen-
tation on the National Quality Forum Task
Forces, panels established by the Agency for
Healthcare Research and Quality (2006) and
the Center for Substance Abuse Treatment,
researchers for organizations, agencies,
facilities, and government programs, and
as authors for educational and professional
publications.

The goals of nursing and addiction care
research are closely aligned because they
are based on clinically relevant research and
clinical expertise guided by the unique pref-
erences of the patient (IOM, 2001; McCarty,
2010). According to the National Quality
Forum (2007), research to this point has
focused on four general areas: identifying
substance use conditions, approaches for
initiating and engaging participation, ther-
apeutic interventions, and coordination of
care. Some of the changes are integrated
screening; protocols for addressing posi-
tive screens, brief interventions, and refer-
rals; treatments and pharmacotherapy based
on empirical data; and established perfor-
mance and outcomes measurements (Baird
& Fornili, 2008; McCarty, 2010). Federal proj-
ects are addressing integrated treatment for
comorbid mental health and substance abuse
disorders; Screening, Brief Intervention and
Referral to Treatment for primary care pro-
viders; clinical nursing guidelines for the use
of suboxone; clinical guidelines for opioid
addiction treatment; and issues with addic-
tion and criminal justice.

The evidence-based research and the
use of evidence-based practice are in their
infancies for nursing and the addiction
field. Resistance comes from concerns that
approaches are simplistic and manualized.
Empirically based treatment needs to be
able to address all issues associated with



addiction comprehensively. Research that
links theory, education, and practice will be
needed that focuses on diverse populations,
directs the development of curriculums,
establishes priorities for workforce develop-
ment, and influences the direction of policy
decisions. All nurses regardless of specialty
can participate by reading and sharing
applicable research within their own spe-
cialty area that increases their own exper-
tise and improves patient care (Kronenfeld
et al., 2007; LoBiondo-Wood & Haber, 2006;
McCarty, 2010). Nurses practicing in the spe-
cialty areas of addiction and mental health
can participate in, conduct, or collect data
for a variety of research improving quality
of addiction care and increasing knowledge
about the disease.

Carolyn Baird

ADHERENCE/COMPLIANCE

Adherence is defined as the degree to which
behavior corresponds to a recommended
therapeutic regimen (Haynes, Taylor, &
Sackett, 1979). Numerous terms have been
used to describe this behavior, including
compliance, therapeutic alliance, and patient
cooperation. Although the literature is filled
with discussion of the acceptability of these
terms and the differences between them,
most investigators view the terms as synon-
ymous and independent of the decision to
engage in a particular therapeutic regimen.
The most complete literature can be obtained
from structured databases with the term
patient compliance.

Adherence to health care regimens has
been discussed in the literature since the
days of Plato. However, little systematic
attention was given to this phenomenon until
the 1970s, when there was a proliferation
of research. One of the first reviews of the
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literature was published in Nursing Research
in 1970 by Marston. Since that time, there has
been a profusion of research from a variety of
disciplines. The majority of the research has
been focused on patient adherence, although
there is a smaller body of literature on the
adherence of research staff to clinical proto-
cols and a growing body of literature on pro-
vider adherence to treatment guidelines.

Studies on adherence have focused pri-
marily at the stage of maintaining a pre-
scribed and adopted treatment regimen.
Adherence, however, is important from the
time of regimen advice to the acquisition of
the medication, food, exercise equipment,
and so forth, required to carry out that
advice for the initiation of care, design and
accurate management of the regimen, and
contribution over the short and long term.
These preceding stages have not been well
studied.

One of the issues that continue to arise
in discussions of patient adherence is patient
autonomy. Is nonadherence a patient right or
is adherence a patient responsibility? This
argument presumes that the patient is aware
of his or her own behavior and has con-
sciously decided not to follow a treatment
regimen. The literature suggests that less
than 20% of patients with medication regi-
mens consciously decide not to engage in a
treatment program. Those patients who have
decided to follow the regimen but do not
carry it out are unaware of episodic lapses in
behavior or have difficulty in integration of
the health care regimen into their lives. The
most common reasons given by patients for
lapses in adherence are forgetting and being
too busy. This group comprises on average
40% to 50% or more of patients in a treatment
regimen.

The problem of nonadherence is costly
in terms of dollars and lives. The national
pharmacy council estimates that nonad-
herence to pharmacological therapies costs
$100 to $300 billion annually. Although the
cost of nonadherence to nonpharmacologi-
cal therapies has not been estimated, the
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contribution to morbidity and mortality is
high. Failures to quit smoking, to lose and
maintain weight, to exercise regularly, to
engage in safe sex practices, to avoid excess
alcohol, and to use seat belts contribute sig-
nificantly to declines in functional ability
as well as to early mortality. Further data
suggest that nonadherence to pharmacolog-
ical as well as nonpharmacological thera-
pies contribute to excess hospitalization and
complication rates.

Poor adherence then is a significant
problem of direct relevance to nursing.
Nurse practitioners may prescribe or recom-
mend therapies. Home health and commu-
nity nurses provide education and assistance
in carrying out health care advice. Hospital,
clinic, and office nurses provide education
regarding treatment plans. There is a need
for intervention studies that will guide prac-
tice as nurses prepare and support patients
in the conduct of treatment regimens.

Research on adherence has been focused
heavily on the determination of the extent of
the problem and on predictors or contribut-
ing factors. The 2010 report on medication
adherence by the Cochrane Collaboration
suggested that just 70 randomized con-
trolled studies have evaluated interventions
to improve medication adherence and exam-
ine both adherence and clinical indicators
as outcomes. Thirty-six reported improve-
ment in adherence, 25 in outcome. Most of
these used general educational or behavioral
counseling interventions. Improving con-
venience system-wide interventions have
shown modest improvements with the use of
case managers. Fewer studies have examined
adherence to lifestyle behaviors.

One problem in evaluating interventions
and identifying relevant predictors is that
of measurement. Most clinical studies have
relied on self-report of adherence. There is
a growing body of evidence indicating that
individuals do not report accurately, and
those reports are biased toward an over-
estimate of performance. Thus, alternative
strategies are being used to obtain better

information, such as electronic monitors,
PDAs, and other technologies.

Future research on adherence should
address strategies by which nurses can
improve adherence to treatment regimens
with attention directed toward various age
groups, clinical populations, and regimen
behaviors across the range from decision to
adopt tolong-term maintenance. Theresearch
would benefit from theoretical approaches
to the problem of patient adherence and the
design of intervention strategies. Effective
strategies delivered by nurses have consider-
able promise of a favorable impact on health
outcomes and costs.

This paper was supported in part by the National
Institute of Nursing Research (grant no. 5 P30
NR03924) and the National Heart, Lung, and
Blood Institute (grant no. 1 UO1HL48992).

Jacqueline Dunbar-Jacob

ADVANCE DIRECTIVES

Despite the advances in medicine and tech-
nology that have occurred over the past cen-
tury, it remains imperative for all individuals
to consider and plan end-of-life care. Since
the late 1960s, individuals have been encour-
aged to obtain greater control in the decisions
that affect their future medical treatment
and assure advance directives are in place.
Advance directives are legal documents that
allow a patient to express their choice about
medical care or name another individual to
make decisions regarding medical treatment
in the event that they are unable to make deci-
sions themselves. As many more Americans
with chronic medical conditions and poor
medical prognoses experience the suffering
and costs associated with end-of-life care, the
need for adults to maintain their autonomy
and their dignity at end of life has prompted
health care providers and lawmakers to



encourage the development and implemen-
tation of advance directives.

There are two forms of advance direc-
tives: the development of a living will and the
designation of health care powers of attor-
ney. In 1967, Luis Kutner, an attorney from
Illinois, proposed that individuals needed to
have a way to speak to how they envisioned
their health care management when they
would not be able to verbally express their
wishes. This document is a written state-
ment that states under what specific condi-
tions and individual would want to accept
or reject life sustaining medical treatment.
Because the individual is alive, yet not able
to make decisions, this document is titled
a “living will.” The living will is only to be
used if the individual is unable to provided
informed consent or is medically incapaci-
tated. The living will includes specific infor-
mation regarding an individual’s desire for
medical interventions such as the use of life
support equipment such as ventilators, life
saving procedures such as cardiopulmonary
resuscitation, organ and tissue donation and
medical management such as the use of feed-
ing tubes, analgesia, and administration of
hydration. In 1976, California became the
first state in the United States to legally sanc-
tion living wills. Within a year, 7 states had
passed bills and 43 states had considered the
living will legislation, which subsequently
progressed on a state-by-state basis. By 1992,
all 50 states had passed legislation to legalize
some form of advance directives.

A health care power of attorney, also
known as a durable power of attorney or a
health care proxy, appoints a key individual
to function as the formal decision maker and
make all decisions regarding the medical care
and treatment of an individual should that
individual lose their decision making abil-
ity. The designation of a health care power of
attorney is broader than the development of
a living will because it includes all medical
decisions besides those pertaining to life sus-
taining treatment. The appointed designee
must determine what the individual would
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desire on the basis of past discussions and the
individual’s moral, spiritual, and personal
beliefs. The health care proxy has the same
rights to accept, to refuse, or to request medi-
cal treatment that the individual would have
if he or she has capable of making and com-
municating decisions. Because of this, some
states statutes combine a power of attorney
and a living will into one document.

Should a patient not execute a health
care proxy or living will, many states will
designate a surrogate decision maker. Some
states will only do so under certain condi-
tions such as an individual having a terminal
illness who is permanently unconscious or
for specific types of treatment such as cardio-
pulmonary resuscitation. In an emergency
setting, outside of a hospital or medical facil-
ity, advance directives may not apply. Some
states may or may not allow emergency med-
ical service personnel to resuscitate patients
who have a bracelet designating themselves
as a “do not resuscitate” patient.

The topic of advance directives is an
extremely controversial subject that has
created much debate regarding the right to
stop medical treatments that could prolong
a patient’s life and allow natural death to
occur. The debate and discussion became
widely known to the public in 1976 dur-
ing the first “right to die” case surrounding
Karen Ann Quinlan and again in 1990 dur-
ing the case of Cruzan v. Director Missouri
Department of Health. Both cases involved
the desire of the patient’s families to dis-
continue feedings that were prolonging the
lives of two young individuals who did not
have any clear verbal or written instruc-
tions regarding their end-of-life treatment
desires. It was not until 1990 and the case
of Cruzan v. Director Missouri Department of
Health that the U.S. Supreme Court agreed
to review a case regarding advance direc-
tives. Until that time, the Supreme Court
held the belief that legislation surrounding
advance directives should be determined
at the state rather than the federal level.
In 1990, the U.S. Supreme Court upheld
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the Missouri Supreme Court standard that
required clear and convincing evidence of
the patient’s wishes before permitting the
family of Cruzan to discontinue the tube
feedings that were sustaining her life.

The US. government through the
Congress and Supreme Court has demon-
strated interest in assuring the public is
aware of the benefits of advance directives.
In 1991, the U.S. House of Representatives
enacted the Patient Self Determination Act.
This federal legislation validates the exis-
tence of advance directives in each state and
stipulates that all hospitals who received
Medicare or Medicaid reimbursement must
assure that patients have or would like to
have advance directives. Hospitals must
offer assistance to patients in completing a
directive upon patient request.

Although an individual may have
advance directives, there are situations in
which they may not be complied with. Many
times, advance directives are not available
when they are needed because of the patient
not letting their loved ones know of the exis-
tence of such a document or a hospital may
fail to include a copy of the patients specific
advance directives in his or her medical
chart. The interpretation of the terms within
an advance directive document can cause
debate, and a clearly written document may
also not represent a patient’s wishes as the
reality of their own death becomes immi-
nent. Health care proxies can have a difficult
time following making decisions regarding
life-sustaining interventions because of their
own feelings and beliefs about death and
their connection and relationship with the
patient.

Further studies have demonstrated thata
lack of advance care planning leads to issues,
questions, and concerns regarding end-
of-life care (Lawrence, 2010). Adults should be
encouraged to complete their advance direc-
tives when discussing medical decisions with
their health care providers. Stetler, Elliott,
and Bruno (1992) found that 60% to 80% of
patients would like to discuss end-of-life

care issues with their health care provider at
their office visit during a time that they are
less anxious. Literature on end-of-life care
reveals that patients and health care profes-
sionals, including physicians, nurses, and
social workers, tend to avoid discussing
decisions about preparing for end-of-life care
(Rizzo et al.,, 2010). The Study to Understand
the Prognoses and Preferences for Outcomes
and Risks of Treatment (SUPPORT Principle
Investigators, 1995) involved 4,805 patients
in five teaching hospitals who were at an
advance stage of illness. The study found
that physicians often ignored advance direc-
tives regardless of efforts made to improved
physician to patient communication regard-
ing end-of-life decisions.

There are limited studies that focus on
the effect and knowledge that nurses have
regarding advance directives. Crego and
Lipp (1998) found that more than 50% of the
nurses of the 339 nurses that were surveyed in
a 600-bed acute hospital did not have a good
understanding of advance directives. Sixty-
seven percent thought that the nurse was the
most likely health care provider to assess the
need for advance health care planning. Wood
and DelPapa (1996) conducted a small survey
of hospital nurses (1 = 112) and found that
76% of nurses had a low level of knowledge
on questions related to advance directives.
A study by Scherer, Jezewski, Graves, Wu,
and Bu (2006) assessed 210 certified critical
care nurses regarding their knowledge and
experience regarding advance directives.
Results demonstrated that 94.8% of the crit-
ical care nurses felt that the nurse’s primary
responsibility was to ensure that the patient’s
decisions were met, 42.5% agreed that the
information available on advance directives
was sufficient to direct treatment, and 6%
had low knowledge scores on questions sur-
rounding advance directives.

The role that advance directives play in
end-of-life care decision making will con-
tinue to be a topic of ongoing discussion and
debate. This controversial discussion will
continue to have an emotional impact on all



those involved. Further research is required
to explore the role health care providers play
in assuring that patients and their families
understand the importance of advance direc-
tives and that when in place, they are imple-
mented and followed.

Kristy Dixon

AGEISM

On July 7, 2010, Robert Butler died at the
age of 83 years. He was the first to use the
term “ageism” and fought against stereotyp-
ing and prejudice of older adults through
research and public policy. Butler himself
was a living argument against ageism, work-
ing until 3 days before his death, demonstrat-
ing through his life and writings that older
adults can maintain productive, optimistic,
and engaged lives (Martin, 2010).

Ageism is a negative attitude or bias
toward older people that can lead to a belief
that older people cannot or should not partic-
ipate in certain activities or be given the same
opportunity as younger persons (Holohan-
Bell & Brummel-Smith, 1999). Elders repre-
sent 50% of hospital days, 70% of home
health services, and 90% of residents in nurs-
ing facilities (Mezey et al., 2008). Almost all
health care personnel will find themselves at
one time or another caring for the elderly. In
fact, the majority of nurses will spend most of
their career caring for older adults in a vari-
ety of settings and will face a personal expe-
rience with aging in a family member or with
their won development. As these challenges
are met, it is necessary to continually exam-
ine the development of attitudes and roles in
the prevention of ageism. Older persons may
be discriminated against because of the way
they look, speak, or function in a society that
values productivity, economic wealth, speed,
youth, and beauty.
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How to delineate aging and the aging
process is a controversial and complex topic.
Prejudice, stereotyping, and labeling may
lead to policies for rationing health care: the
withholding treatment based on age alone, a
lack of qualified personnel to care for older
adults, the underrepresentation of older
adults in clinical trials, and the underrecog-
nition of geriatric problems and syndromes
(Butler, 2008, Wallace, Greiner, Grossman,
Lange, & Lippman, 2006, Wilson, 2010).
Ageism can be seen on personal levels in
the daily care of older patients in a hospital
and on a population level when older adults
are excluded from disease screening or pri-
mary prevention programs (Ory, Hoffman,
Hawkins, Sanner, & Mockenhaupt, 2003). As
technology continues to advance, the ability
to extend life becomes possible. This exten-
sion of number of years often comes at the
price of chronic disease and a decreased qual-
ity of life. As the number of elders continues
to grow at a rapid rate, the need to preserve
quality of life while maintaining autonomy
for older adults is imperative.

Nursing research in ageism focuses
on several areas. Ageism research could
encompass studies that address how to best
educate health professionals aging, exami-
nation of student and practicing nurse’s atti-
tudes, sociopolitical issues impacting older
adults, clinical care problems, and biological
issues. Some of the current research impact-
ing ageism involves the use of technology
in multiple care settings (Tak, Benefield, &
Mahoney, 2010), enhancing clinical care of
elders through established programs (Allen
& Close, 2010; Boltz et al., 2008), bolstering
geriatric education in baccalaureate programs
through additional coursework and educa-
tor training (Berman et al., 2005; Krichbaum,
Kaas, Mueller, & Wyman, 2010; Miller, Van
Son, Cartwright, & Allen, 2010; Wilson, 2010),
and measuring the impact of gerontolog-
ical research in schools of nursing (Maas,
Buckwalter, Conn, & Tripp-Reimer, 2010).

The older population that is at the
greatest risk of prejudice, stereotyping, and
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ageism, however, are persons with mental
illness, dementia, and mental retardation.
The diagnosis of dementia often stigma-
tizes both the patient and the family. As
new technologies and diagnostic techniques
become available, labels such as mild cogni-
tive impairment also have the potential to
stigmatize patients and families (Garand,
Lingler, Conner, & Dew, 2009). Research
has demonstrated links between cognitive
impairment, cardiovascular disease, diabe-
tes, and depression. This has highlighted the
potential widespread impact of preventative
measures and health maintenance in older
adults. Further research on cognitive reserve
in dementia and delirium has advanced
the understanding of persons with multi-
ple types of cognitive impairment and has
exposed myths often held about this popula-
tion, such as the inability to learn new infor-
mation or to change behaviors (Jones et al.,
2010; Kolanowski, Fick, Clare, Therrien, &
Gill, 2010; Ory et al, 2003; Stern, 2009).
This research is important as it forces the
reexamination of stereotypes held about
older persons and influences both care and
treatment.

In addition to new diagnoses or labels,
certain conditions or circumstances that were
relegated to old age are becoming issues in
younger phases of life, such as hearing loss.
The resulting ageism and stigma (Wallhagen,
2010) that occurs with such conditions may
be tempered by this shift.

The economic impact of ageism is and
will continue to be significant to gerontolog-
ical nursing. Robert Butler, in his book The
Longevity Revolution, argues that we should
continue to work beyond the age of 65 years
because early retirement can be equated to
wasted productive capacity (Butler, 2008). He
maintains that this will help to combat ageist
stereotypes. Beyond workforce issues, nurses
willhave avital role in shaping the health care
system at local and national levels as it con-
tinues to be reformed to meet the needs of our
aging population (Beverly, Burger, Maas, &
Specht, 2010).

Ageism will continue to be important
in almost every area of geriatric nursing
research. Ageism will influence both the type
of research that is done and the public dissem-
ination of research. Researchers must describe
the relationship of ageism with qualitative
and quantitative research in the areas of eth-
ics, workplace studies, decision making and
informed consent research, genetics, health
promotion and prevention screening, cancer,
presentations of disease, symptoms research,
biomarkers of aging, quality of life, barriers
to treatment, nursing home care and organi-
zational studies, resource utilization in health
care, dementia care, mental health, care of the
disabled older adult, and care of the diverse
older adult population. The increasing role of
technology in mitigating stereotypes of aging
will also be of great importance, as will the
use of new technologies to allow older adults
to live independently. At the same time,
technology must not replace the human-to-
human interaction (Harmon, 2010; Tak et al.,
2010), which is the foundation of nursing.

Nurses must also be aware of the role of
popular media in socializing nursing edu-
cation, practice, and research. The popular
media socializes multiple age groups to ste-
reotypes. Nurses have the power to negate
these typical roles, where older adults are
seen as powerless. The media also portrays an
“antiaging” campaign, where “70 is the new
60.” Practicing nurses, student nurses, educa-
tors, and nurse scientists have the ability to
show that older adults maintain productivity
and purpose in life, and in their daily work
they must go beyond the media stereotypes
when examining aging and quality of life.

Researchers have agreed that past and
present experience with the elderly, faculty
role models, and continuing education pos-
itively affects attitudes on aging (Burbank,
Dowling-Castronovo, Crowther, & Capezuti,
2006; Wallace et al., 2006). Several government
and privately funded programs are promot-
ing positive attitudes toward older adults by
showcasing geriatric nursing as a challeng-
ing and attractive specialty for practicing



nurses, bringing national attention to nurs-
ing care of the elderly, reaching out to hospi-
tal, home care, and nursing home nurses, and
illustrating the need for more advance prac-
tice nurses and for basic gerontology content
in baccalaureate nursing programs to care
for one of the most vulnerable populations
(Berman et al., 2005; Boltz et al., 2008; Davis,
Beel-Bates, & Jensen, 2008; Maas et al., 2010;
Mezey et al., 2008; Rieder, 2006).

Nursing has a vital role in combating
ageism and continues to be in a key position
to minimize ageist attitudes in the future.
Nurses must be involved in future studies
to investigate these important and relevant
areas of research and in dissemination of
these findings through best practice initia-
tives. In addition, nurses must be prominent
in other relevant arenas (intergenerational
linkages, global attitudes on aging, and work-
force) that challenge stereotypes of aging and
promote appropriate views and care of older
adults. Perhaps the most lasting and power-
ful way to combat ageism is through mentor-
ing of practicing nurses, nurses in training,
and young adults by encouraging active dia-
logue and interaction with older adults.

Andrea M. Yevchak
Donna M. Fick

ALZHEIMER’S DISEASE

Alzheimer’s disease (AD) is a psychiatric
diagnosis that affects the lives and families of
some 5 million individuals who are diagnosed
(Alzheimer’s Association, 2010). The Diagnostic
and Statistical Manual of Mental Disorders out-
lines a detailed set of criteria for the diagnosis
of AD, specifically multiple cognitive deficits,
including memory impairment, and neurolog-
ical symptoms, including one of either agno-
sia, aphasia, apraxia, and impaired executive
function. Microcellular damages are nota-
ble because of the formation of beta-amyloid
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plaques and tangles. In addition, these physi-
ological deficits create a systemic effect on the
macrolevel function and affect an individual’s
ability to work or function in everyday life.

In nursing home residents, 61% were
cognitively impaired; however, only 12 had
a diagnosis in their records indicating cog-
nitive disturbance, and 43% were depressed
(McDougall, 1998). A study of the prevalence
of dementia among Black and White resi-
dents being admitted to nursing homes found
rates 50% higher among Blacks than Whites.
In other studies, the prevalence of dementia
in Maryland nursing homes was estimated
between 49% and 54% (Magaziner et al., 2000;
Weintraub et al., 2000). With the increase in
the number of assisted living facilities and
continuing care retirement communities,
projections are following the same patterns
as nursing homes. For example in Maryland,
the prevalence of dementia and other psychi-
atric disorders was 68% from a random sam-
ple of 22 facilities. Differences were notable
between large (63%) and small facilities (81%).
These findings support earlier findings that
differentiate the facilities on the basis of the
number of residents (Rosenblatt et al., 2004).

The number of new cases of AD, par-
ticularly for minority elders, is expected to
increase threefold to 13.2 million by 2050
(Hebert, Scherr, Bienias, Bennett, & Evans,
2003). The health disparity between these
groupsof olderadultsand mainstream groups
is illustrated by the disproportionate preva-
lence of cognitive impairments and demen-
tia in this population. African Americans
are projected to increase more than 31% and
Hispanics more than 86% compared with a
15% increase in Anglos. Nationwide, by 2025,
10% of the population will be older than 65
years, a trend that is reflected in the popu-
lations of many countries around the world.
How cognitive function is determined also
plays a major role in recognition of an impair-
ment in minority populations (Parker &
Philp, 2004; Wilder et al., 1995).

With the increase in minority elders pro-
jected, for example, Hispanic to increase 86%
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and African Americans more than 31% com-
pared with a 15% increase in Anglos, these
projections of cognitive decline are alarming.
Of those adults 65 years and older enrolled
in the Health and Retirement Study, 12.7% of
both sexes had moderate or severe memory
impairment defined as four or fewer words
recalled out of 20 on combined immediate
and delayed recall tests (Federal Interagency
Forum of Aging-Related Statistics, 2006).
Unknown from this longitudinal data was
the source of the memory impairment. What
is known is that racial and ethnic minorities,
females, older persons, and persons with
limited education are at higher risk for both
obesity and cognitive decline.

Despite uniform detection methods and
controlling for reported duration of dementia
symptoms, measured cognitive impairment
is significantly more severe when AD is rec-
ognized in Blacks compared with Whites
(McDougall, Vaughan, Acee, & Becker, 2007).
In a sample of Black and White community
elderly, age and race were statistically signifi-
cant predictors of memory performance in the
multiple regression analysis, even accounting
for education, depression, gender, and mem-
ory complaints (Shadlen, Larson, Gibbons,
McCormick, & Teri, 1999). The rate of decline
in Blacks with AD may be slower than that
in Caucasians. Researchers from the Chicago
Health and Aging Project demonstrated that
greater social resources, as defined by social
networks and social engagement, were associ-
ated with reduced cognitive decline in old age
among 6,102 Black elderly (Barnes, Mendes de
Leon, Wilson, Bienias, & Evans, 2004). These
relationships remained after controlling for
socioeconomic status (SES), cognitive activity,
physical activity, depressive symptoms, and
chronic medical conditions. Education has
particular relevance for Black and Hispanic
elderly, who often have less formal education
than their White counterparts and are partic-
ularly afraid of cognitive or mental disorders.

Nursing research investigates not only the
screening, assessment, and diagnosis of ADbut
also the impact of the disease on the affective,

cognitive, and functional ability and the every-
day lives of individuals. In addition, the theo-
retical paradigms that investigators choose to
guide their inquiries also systematically neces-
sitate ongoing evaluation (McDougall, 1995a,
1995b; McDougall, & Becker, Arheart, 2006).
In addition, understanding the impact of cul-
ture and social class on cognitive function
and other important health outcomes requires
research that takes a broader perspective and
identifies intervening factors that affect mem-
ory performance.

Ethnicity, race, and culture are impor-
tant considerations in cognitive aging. After
examining the relationship between memory
performance and SES, a positive correlation
between memory performance and SES
was observed, although there was no suf-
ficient evidence to show that SES is not dif-
ferentially related to memory performance
(Espino, Lichtenstein, Palmer, & Hazuda,
2001; Herrmann & Guadagno, 1997).

Older Latinoshad amean age at Alzheimer
symptom onset 6.8 years earlier than did
Anglos. Of 89 Mexican American elders who
were seen in an outpatient memory evaluation
clinic, they had greater than expected mod-
erate and severe memory impairment, high
levels of instrumental activities of daily living
impairments (83%), and high levels of depres-
sive symptoms (63%). Older Mexican-origin
cohorts have very low levels of education, a
risk factor for AD. In the Hispanic Established
Populations for Epidemiological Studies of
the Elderly study, only 35.6% of the Mexican
American elderly sample were not cognitively
impaired by passing both the Mini-Mental
State Examination (MMSE) and the execu-
tive clock-drawing task. In the Sacramento
Valley epidemiological study of older Latinos,
dementia prevalence was 4.8% but reached 31%
in those 85 years and older (Black et al.,, 1999;
Espino et al,, 2002; Haan et al., 2003; Royall,
Espino, Polk, Palmer, & Markides, 2004).

The Duke Established Populations for
Epidemiological Studies of the Elderly study
noted that cognitive problems were diffi-
cult to recognize in Hispanic families. When



informants reported memory loss, 30% of
participants were found not to have a cogni-
tive loss. Among participants in whom fam-
ily informants reported no memory loss, 75%
were diagnosed with dementia or cognitive
impairment. Mexican Americans were 2.2
times more likely than European Americans
to have MMSE scores less than 24, indicat-
ing cognitive impairment (Watson, Lewis, &
Fillenbaum, 2005).

Prevention of cognitive decline has
ongoing merit for health promotion research.
Aspects of lifestyle and SES, including diet,
emotional state, and use of drugs, are of high
interest to nurse scientists (Karlamangla
et al,, 2009).

Whether or not diabetic Hispanics are at
an increased risk for cognitive impairment
is uncertain. Cognitive aging studies have
failed to assess the overall health and phys-
ical functioning in older subjects. Recently,
investigators found decreasing serum anti-
oxidant levels to be negatively associated
with memory performance in a multiethnic
sample of elderly (N =4,809). Hispanic elders’
memory complaints may be misclassified as
cognitive impairment or dementia with the
MMSE if other sociodemographic and med-
ical conditions such as diabetes are ignored
(Perkins et al., 1999; Wu et al., 2003).

Data from the Baltimore Longitudinal
Study on Aging illuminated the association
between depression and cognitive decline
(Bierman, Comijs, Jonker, & Beekman, 2005).
Four groups of individuals were compared: (1)
cognitivelynormal controls withno Alzheimer
pathology, (2) cognitively normal individu-
als with Alzheimer pathology, (3) individu-
als with mild cognitive impairment plus
Alzheimer pathology, and (4) individuals with
clinical diagnoses of dementia plus Alzheimer
pathology. Depressive symptoms were
assessed using the Center for Epidemiologic
Studies Depression Scale. Individuals with
Alzheimer pathology but no cognitive decline
before death had significantly lower rates of
depression than cognitively normal controls
with no Alzheimer pathology and individuals
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with Alzheimer pathology plus clinical diag-
noses of dementia.

A review of 23 studies of alcohol use
found that alcohol use during adulthood in
moderation may protect the individuals from
developing dementia in later life (Peters,
Peters, Warner, Beckett, & Bulpitt, 2008).

In conclusion, the findings from a state
of the science consensus conference on AD
convened by the National Institutes of Health
was recently published (Daviglus et al., 2010).
The risk factors identified were current
tobacco use, apolipoprotein E €4 genotype,
and certain medical conditions, which were
associated with increased risk (Plassman,
Williams, Burke, Holsinger, & Benjamin,
2010). Although the identification of protec-
tive factors was limited, as reported by the
authors, the quality of research from obser-
vational studies (N = 122) was low.

The major outcome from the conference
was a change in the criteria for diagnosing AD
toward an earlier diagnosis using biomarkers,
such as brain scans and spinal taps. Another
change is categorizing AD into three stages:
preclinical disease, mild cognitive impair-
ment, and Alzheimer’s dementia. Complaints
and problems with everyday memory are
primary determinants of whether an individ-
ual seeks medical attention or is motivated
to participate in cognitive aging research
and/or engage in activities such as mental
stimulation, social engagement, or lifestyle
adjustment. The AD research funding at the
National Institutes of Health for fiscal year
2011 is estimated at $480 million.

Graham |. McDougall Jr.

APPLIED RESEARCH

In an attempt to differentiate between vari-
ous types of research, the scientific commu-
nity uses a myriad of terms, which, however,
tend to fall into a discrete classification. On
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the one end, terms such as basic, fundamental,
and theoretical research are used to refer to
research focused on discovering fundamen-
tal principles and processes governing phys-
ical and life phenomena. On the other end,
we find such terms as applied, clinical, practical,
and product research. These refer to the appli-
cation of the findings of basic/fundamental/
theoretical research to generate research
aimed at answering focused and problem-
specific questions. Although it is the subject
of ongoing debate, it is assumed that there
are fundamental principles and processes
that are core to the nursing discipline and its
central tenets of health, patient, nurse, and
environment. In addition, it is assumed that
nursing draws on fundamental principles
and processes discovered in other disciplines
to generate new knowledge about nursing
and patient care.

Under these assumptions, applied
research in nursing can be defined. The
etymology of applied goes back to the Latin
ad-plicare, meaning to put something (a
law, a test, etc.) into practical operation.

Applied research in nursing, then, refers
to research aimed at concrete and practi-
cal issues and questions of concern to the
delivery of nursing care. The most evident
type of applied research is intervention
research—from exploratory investigations
to randomized controlled trials. This type
of applied research is aimed at providing
answers to questions about the effectiveness,
efficacy, and safety of nursing interventions.

Yet nonintervention (or descriptive)
research may be categorized as applied
research as well if it meets the general crite-
rion of being focused on concrete and practi-
cal issues and questions about nursing care.
Other types of applied research in nursing
include studies on models of care, research
on organizational or other systems-level
determinants of care, analyses of the nurs-
ing work force, and studies on the economic
aspects of nursing care.

Tvo Abraham
Sabina De Geest
Karen MacDonald
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Basic research includes all forms of scholarly
inquiry for the purpose of demonstrating
the existence or elucidation of phenomena.
Basic research is conducted without intent
to address specific problems or real-world
application of knowledge. As a discipline and
a science, nursing is informed by knowledge
from basic and applied research, and nurs-
ing disciplinary knowledge is integrated into
the broader context of the whole of human
knowledge.

The origins of nursing research trace
back to Florence Nightingale. Over time, the
majority of the scholarly work is best catego-
rized as applied rather than basic research
in that nursing research has been con-
ducted for the primary purpose of solving
problems related to human health. Nursing
seeks knowledge from the perspective of the
human experience of health. Human percep-
tions and experiences of health are studied
with the intent to generate knowledge to
solve problems through nursing care and
practice.

There is a cadre of nurses who were
doctorally prepared in the basic sciences,
both social and biological, as part of the
U.S. Public Health Service Nurse Scientist
Training Program from 1962 until the late
1970s. Nurses with doctoral degrees in basic
sciences were prepared to contribute as basic
researchers, and then they adapted their
knowledge and skills to conduct nursing
research. Despite the growing number and
popularity of doctoral programs in nursing,
small numbers of nurses continue to pursue
degrees in the basic sciences in the United

States. This educational path is used more
often in countries where doctoral programs
in nursing are not available. Another link
between the basic sciences and nursing has
evolved as a result of doctoral students in
nursing pursuing a graduate minor in a basic
science or a postdoctoral fellowship in a basic
science. These basic research programs for
nurses with doctoral degrees in nursing are
facilitated by nurses with doctoral degrees
in basic research disciplines. Nurse research-
ers often engage in basic research to generate
knowledge that may lead to new perspectives
for applied research in nursing.

Sue K. Donaldson

BEHAVIORAL RESEARCH

An examination of behavioral research is
best begun by examining what it is and dif-
ferentiating it from related areas of research.
Behavioral research within nursing generally
refers to the study of health-related behaviors
of persons. Studies may include the following
areas: (a) health-promoting behaviors such as
exercise, diet, immunization, and smoking
cessation; (b) screening behaviors such as
mammography, breast self-examination, and
prostate examinations; and (c) therapeutic
behaviors such as adherence to a treatment
regimen, blood glucose monitoring, partic-
ipation in cardiac rehabilitation programs,
and treatment-related appointment keep-
ing. The research spans medical and psychi-
atric populations. It is directed toward an
understanding of the nature of behavior and
health relationships and to the modification
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of behaviors that affect health. It has been
estimated that over half of premature deaths
could be prevented if health behaviors were
altered.

Behavioral research has its roots in
learning theories that arose in the early part
of the 20th century. Classical or respondent
conditioning was followed by instrumental
or operant conditioning and evolved into the
cognitive—behavioral theories that dominate
the field today. In classical conditioning, an
unconditioned stimulus is paired with a con-
ditioned stimulus, resulting in the develop-
ment of a conditioned response. Much of the
research emphasizes conditioned physiolog-
ical responses. An example is found in the
study of anticipatory nausea and vomiting
during chemotherapy. In this case, chemo-
therapy (unconditioned stimulus) may induce
nausea and vomiting. After several expo-
sures to chemotherapy in a particular setting
(conditioned stimulus), the setting itself may
induce nausea and vomiting (conditioned
response) prior to and independent of the
actual administration of the chemotherapy
(unconditioned stimulus). Another example
is reciprocal inhibition or desensitization in
which anxiety is viewed similarly as a condi-
tioned response to stimuli. An incompatible
response (relaxation) is paired with progres-
sively stronger levels of the conditioned stim-
ulus to inhibit anxiety responses.

With instrumental or operant condition-
ing, behavior is seen as arising from environ-
mental stimuli or random exploratory actions,
which are then sustained by the occurrence
of positive reinforcement following the
behavior. Laws have been established that
address the identification of reinforcers, the
schedules of administration of reinforcers for
initiation and maintenance of behavior, and
the strategies for the extinction of behavior.
In this model, motivation is seen as a state of
deprivation or satiation with regard to rein-
forcers. Numerous strategies have evolved
from this work, including but not limited to
contracting and tailoring, which have been
used in studies of patient adherence; token

economies, which have been used in stud-
ies on unit management with the mentally
ill or developmentally delayed; and contin-
gency management, which has been used in
the promotion of treatment behaviors such as
exercise.

As the operant model has expanded over
time, self-management or self-regulation
has evolved as a special case of contingency
management. With self-management, the
individual is responsible for establishing
intermediate goals, monitoring progress
toward those goals, and administering self-
reinforcement for success. Self-management
has been studied particularly for chronic,
long-term regimens such as those for diabe-
tes, asthma, and cardiovascular disease.

In both of these models, there is an
emphasis on behavior rather than motivation
or personality or relationships, beyond that
of the reinforcing behaviors of significant
others. The history of the behavior is of less
interest than the factors that currently sus-
tain the behavior. An empirical model is used
with an assessment of the frequency or inten-
sity of the behavior over time, the stimulus
conditions that precede the behavior, and the
consequent or reinforcing events that follow
the behavior. Intervention is then directed
to the specific areas targeted by the initial
assessment. Detailed assessment continues
through the course of intervention and often
through a period following intervention to
assess maintenance or generalization.

Each of the cognitive-behavioral mod-
els identifies a cognitive feature as a major
motivational determinant of behavior. Self-
efficacy theory postulates the role of per-
ceived capability to engage in a behavior
under various conditions. The theory of
reasoned action postulates that intention
to engage in a behavior is significant and is
influenced by beliefs regarding behavioral
outcomes and attitudes toward the behav-
ior. The health belief model postulates that
one’s perceptions about the illness in terms
of its threat (severity and susceptibility) as
well as the perception of the benefits and



barriers to engaging in the behavior influ-
ence intentions and subsequently behavior.
The common sense model of illness pro-
poses that the individual’s own model of the
illness influences his or her illness or treat-
ment-related behaviors.

Behavioral research can be distin-
guished from psychosocial research, which
tends to emphasize adjustment and coping
as well as predictor and moderator variables
arising from the psychological state or the
social environment of the person. Behavioral
research, including cognitive—behavioral
studies, emphasizes behavior. In the classical
and instrumental models, observable behav-
ior is stressed. In the cognitive—behavioral
model, both observable and covert behaviors
are stressed. Within nursing, much of the
behavioral research has addressed participa-
tion in treatment, exercise, sexual behaviors,
healthpromotion,breastself-examinationand
mammography utilization, childbirth and
maternal behaviors, behavioral symptoms
of dementia, self-management in chronic
conditions, management of alcohol or drug
dependency, and role of biofeedback in such
behaviors as pelvic floor muscle exercise
in incontinence and heart rate variability.
Unlike psychosocial studies, factors such as
personality, coping strategies, and socioeco-
nomic status are not primary interests; how-
ever, they may be of interest in determining
reinforcers and stimulus conditions.

There is an additional body of behav-
ioral research that tends to be interdisciplin-
ary in nature and is of relevance to nursing.
There are studies in the community to mod-
ify health behaviors within populations and
studies within multicenter clinical trials that
attempt to influence the health behavior or
protocol-related behaviors of research par-
ticipants. Also there is a broad set of studies
to identify the relationship between behavior
and disease etiology, such as studies of the
role of exercise on the maintenance of func-
tion in the older adult, mechanisms of addic-
tion in smoking behavior, and effect of
neurotransmitters on eating behaviors. This
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field has come to be known as biobehavioral
research.

Given the prevalence of lifestyle behav-
iors that adversely affect health and the man-
agement of illness, research to understand
and modify those behaviors would benefit the
individual as well as the population. There is
a need for nursing research to expand into
the interdisciplinary arenas, particularly in
the examination of health behavior change
in the community, the studies within multi-
center clinical trials, and the etiological rela-
tionship between behavior and health and
illness. Further, many of the studies in nurs-
ing have been descriptive in nature or have
focused on the development of assessment
instruments. Few of the studies have exam-
ined how to intervene with behaviors that
contribute to the development or progression
of illness. This research, however, would be
useful to better direct interventions with
patients.

This paper was supported in part by a National
Institute of Nursing Research grant (5 P30
NR03924) and a National Heart, Lung, and Blood
Institute grant (1 UO1HL48992).

Jacqueline Dunbar-Jacob

BIOFEEDBACK

Biofeedback is a training program in which
individuals are provided with visual or audio
information about their physiological state.
The most commonly indexed physiologi-
cal states include heart rate, heart rate vari-
ability (HRV), respiration, blood pressure,
body temperature, peripheral sweating level
(also known as galvanic skin response, elec-
trodermal response, or skin conductance),
brainwave electroencephalogram (EEG), and
muscle activity electromyography. The phys-
iological data are measured using noninva-
sive sensors, and the data are processed and
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displayed through a computerized device.
Through the feedback training, individuals
learn techniques to consciously regulate invol-
untary bodily functions such as balancing
the autonomic nervous system. Psychological
responses often co-occur with the change
of physiological and emotional states. With
repeated practices, individuals often become
mindful about the self-regulation technique
and may achieve the desired physiological
and psychological states without the assis-
tance of external devices.

The goal of biofeedback is to enable the
process of self-regulation for health promo-
tion and peak performance (Association for
Applied Psychophysiology and Biofeedback,
2008).

Although in the past biofeedback for
chronic symptom patterns has been thought
to be simply training muscles and body
functioning through operant condition-
ing, now it is more common to consider
the brain and the central nervous sys-
tem as the central focus of treatment. It is,
after all, the electrical-biochemical systems
through which all bodily activity is finally
determined. To focus on the brain—neural
pathway, it acknowledges the mind-body
interface and the centrality of the brain in
the disease process.

The use of biofeedback and its accompa-
nying belief in helping individuals master
self-regulation of body functionand optimum
states has been greatly impacted by the cellu-
lar research in the recent years. Some groups
of neuroscientists have explored the progress
of using stem cells as a way of repairing
organs. Other movements in research have
realized exciting possibilities in tracing evi-
dence of the capability of the body to perform
repair by means of neurogenesis and neuro-
plasticity (Eriksson et al., 1998; Kempermann
& Gage, 1999; Kempermann, Kuhn, & Gage,
1997, Magavi, Leavitt, & Macklis, 2000).
Early evidence of the possibility of gener-
ating growth or regrowth in neural tissue
was reported by Diamond, Johnson, Protti,
Ott, and Kajisa (1985). In these early studies,

Diamond et al. stimulated brain growth in
older rats by enriching the environment.
From this study were derived the studies
by Budzynski (1996) and Budzynski and
Budzynski (2000) to improve cognitive func-
tioning of elderly humans by enhancing the
brain with neurofeedback and light-sound
stimulation. Results of studies on cellular res-
toration of nerve tissue together with reports
of improvement of body functioning through
neurofeedback suggested that changes in
bodily functioning can be reached through
the brain.

By managing appropriate change in
the EEG or the brain’s electrical activity,
the body not only can rid itself of chronic
symptoms but also can heal itself. In addi-
tion to augmenting neurological function,
the technique of self-regulation has also been
exploited to promote cardiovascular health.
The most easily accessed method of change
is the use of selected sounds to alter both
brain and cardiovascular function. Studies
have shown that brainwave entrainment
using audio-guided relaxation training effec-
tively reduced the blood pressures in groups
of elderly (Tang, Harms, Speck, Vezeau,
& Jesurum, 2009; Tang, Harms, & Vezeau,
2008). These new directions for intervention
are reaching consumers of health care.

There are three major organizations for
biofeedback professionals: the Association for
Applied Psychophysiology and Biofeedback,
the Biofeedback Certification Institution
of America, and the International Society
for Neurofeedback and Research. There
are more than 100 nurse professionals in
the Biofeedback Certification Institution of
America, the certifying body for biofeed-
back or neurofeedback. Untold other nurses
are practicing without current certification.
Many of these practitioners are performing
exciting biofeedback or neurofeedback work
with target chronic problems, such as lack
of urinary control, attention deficit disorder,
epilepsy, stroke, mild head injury, migraines,
and other symptom patterns. However, they
practice outside the mainstream of nursing’s



institutions of care, privately alongside mul-
tiple other health disciplines. Other schisms
are that these practitioners are not inclined
to undertake research. Those who are doing
research tend to be faculty in universities
who have little access to practice settings.
The nursing biofeedback field could advance
markedly if these activities and profession-
als could merge, as has medicine, to develop
research-based programs for specific target
clinical problems.

Nursing Dbiofeedback research has
shown effective changes in patient symp-
toms through application of complementary
techniques. A review of biofeedback or self-
management training research by nurses
before 1997 indicated favorable patient out-
comes when performing management of
stress symptoms, progressive relaxation,
reduction of tension with electromyography
training, hand warming, training during
childbirth, respiratory training, and HRV
training (Nakagawa-Kogan, 1994). These
publications predominantly indicated indi-
vidual efforts to inform the field of their
respective specialized treatments. Over the
years, there is very little shift to indicate that
programs of care by nurses have proliferated.
Although few biofeedback studies have been
generated in nursing publications, there is
evidence that more biofeedback research
methods and physiological measurement
feedback research articles have proliferated
by faculty in nursing teaching programs,
which are competitive in nonnursing jour-
nals. An example is the edited handbook of
neurofeedback, with one of the authors as
a second editor: Introduction to Quantitative
EEG and Neurofeedback: Advanced Theory and
Applications (Budzynski, Budzynski, Evans, &
Abarbanal, 2008).

It is informative to point out the follow-
ing: Chronic symptom patterns such as in
advanced heart failure, sudden cardiac arrest,
incontinence following surgery, chronic pain,
nonhealing wounds, and elderly cognitive
decline are symptoms that are frequently in
the domain of care by nurses. Yet few nurses
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have ventured forth using validated skills
and techniques to treat patients with these
problems although the skills and the tools
for practice are accessible and clearly in the
realm of nursing practice. The following are
some of the examples:

1. Advanced heart failure, even after open
heart surgery and multiple stent proce-
dures, chronic obstructive lung disease,
and diabetic complications such as reti-
nopathy can actually be reversed by offer-
ing compressed O? (through closed mask
administration) while exercising (Linke
et al., 2005; Moreno de Azevedo et al., 2010;
Nguyen et al, 2004; Tsutsui et al,, 2001;
Ventura-Clapier, Mettauer, & Bigard, 2007).
Oxygen starvation is well known to form
the basis of death of cells through inability
of cells to obtain nourishment as a result
of reduced blood flow. The oxygen under
pressure opens the arteries and capillar-
ies and detoxifies the system through a
broader and greater force of blood to the
extremities of the body. This static would
require a prescription by advanced regis-
tered nurse practitioners.

In lieu of compressed O? while exercising,
the advanced registered nurse practitioner
may prescribe the hyperbaric chamber for
patients who cannot exercise. This chamber
can infuse concentrated O? into various parts
of the body to heal diabetic ulcers, general-
ized infections such as psoriasis, and chronic
lung problems, to name a few conditions.

2. Chronic pain and nonhealing ulcers or
wounds are treatable with many of the
self-help microcurrent instruments that
are currently available on the market.
The current, issued at a microcurrent
level of microamperes, provides a gentle
but powerful change of polarity in tis-
sues damaged and scarred by accidents,
infections, toxicity, or aging. The small
current, when applied to damaged areas,
heals by opening the ion channels of the
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cells, releasing the toxins and restoring
the adenosine triphosphate for the cells’
nourishment. The science of microcurrent
action is well documented in two research-
grounded energy medicine books: Energy
Medicine: The Scientific Basis, by James L.
Oschman (2000), and The Body Electric:
Electromagnetism and the Foundation of Life,
by Robert Becker and Gary Selden (1985).

Physiological indicators with a psychologi-
cal self-care orientation are used to demon-
strate change. These previously mentioned
studies are few in number, but recently the
kinds and quality of noninvasive instrumen-
tation on the market are allowing researchers
to trace change in bodily and psychological
processes—EEG, HRYV, blood sugar levels,
blood flow, CO,, and respiratory activity,
to name a few. The stage is set for offering
feedback to any number of chronic problems
heretofore neglected.

Helen Kogan Budzynski
Hsin-Yi (Jean) Tang

BOYKIN AND SCHOENHOFER:
THE THEORY OF NURSING AS
CARING

Boykin and Schoenhofer’s theory of nursing
as caring defines the essential nature of the
discipline of nursing as “nurturing persons
living caring and growing in caring” (2001,
p- 12). Fundamental assumptions include the
following: persons are caring by virtue of
their humanness; persons are caring, moment
to moment; persons are whole and complete
in the moment; personhood is a process of
living grounded in caring; personhood is
enhanced through participating in nurturing
relationships with caring others; and nursing
is both a discipline and a profession (Boykin
& Schoenhofer, 2001, p. 1).

The pivotal role of nursing is to nurture
the developmental process of caring as growth
toward self-actualization. Concepts central to
the theory include the following: caring, char-
acterized by recognition of value and con-
nectedness between the nurse and the nursed
(person who is cared for and about), pro-
moting mutual respect and altruistic actions
(Boykin & Schoenhofer, 2001); caring between
a personal encounter connection between the
nurse and the nursed “within which person-
hood is nurtured” (p. 14); and nursing situa-
tion, “a shared lived experience in which the
caring between nurse and nursed enhances
personhood” (p. 13).

The visual synthesis of the theory
of nursing as caring, the Dance of Caring
Persons, represents the active and the circu-
lar “dance-like” nature of caring grounded
in respect for one another (the nurse and
the nursed) as unique caring individu-
als in the process of growth (Boykin &
Schoenhofer, 2001; Boykin, Schoenhofer,
Smith, St. Jean, & Aleman, 2003). Valuing
of all persons connecting within the dance
inform ways of communicating and relat-
ing effectively with others (Boykin &
Schoenhofer, 2001). The Dance of Caring
Persons was developed as a model for build-
ing organizational effectiveness through
enhancing collaboration, respect, and satis-
faction of nurses and the nursed (health care
customers; Boykin & Schoenhofer, 2006).

The development of caring health care
practice environments is enhanced through
the application of nursing as caring through
story. The use of story provides a vehicle
for the art of nursing to inform its practice.
Sharing nursing situation through story
reminds nurses of the richness of living car-
ing within nursing practice and promotes the
realization of self and others as “persons liv-
ing caring and growing in caring” (Boykin &
Schoenhofer, 2001, p. 12).

The theory of nursing as caring is
described by Boykin and Schoenhofer (2001)
as a general (grand) theory. The broad concep-
tual framework of nursing as caring serves



as a catalyst for the development of middle-
range theories addressing more specific phe-
nomena of nursing as caring in the realms of
nursing administration, practice, and edu-
cation. Examples of middle-range theories
on the basis of nursing as caring include the
theory of technological competence as car-
ing in the critical care nursing (Locsin, 1998),
Dunphy’s (1998) “circle of caring” model for
advanced practice nursing, an acute care
model grounded in the perspective of nurs-
ing as caring (Boykin et al., 2003), a model of
nursing education with application to online
education grounded in caring (Purnell, 2006),
and the innovative approach of Eggenberger
and Keller (2008) developing a nursing as car-
ing model for nursing simulations.

Mary Angelique Hill

BREASTFEEDING

Breastfeeding provides nutritional, immuno-
logical, cognitive, and psychological benefits
for young children. A burgeoning body of
research has identified the unique properties
and unreplicable living tissue transferred to
infants and children through breastfeeding
and the effect on health outcomes. A report
from the Agency for Healthcare Quality and
Research screened 9,000 studies in devel-
oped countries with a meta-analysis of the
health impact of breastfeeding on infants
and women. According to this report, infants
who are breastfed had a reduced risk of
acute otitis media, atopic dermatitis, gas-
trointestinal infections, lower respiratory
tract disease, asthma, obesity, type 2 diabe-
tes, childhood leukemia, and sudden infant
death syndrome (SIDS). Mothers who breast-
feed had a reduced risk of type 2 diabetes,
breast cancer, and ovarian cancer (Ip et al,
2007). Documentation of the superiority of
breastfeeding to the health and well-being of
infants, children, and women has led to the
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recognition that breastfeeding is a health care
behavior. National and international policies
and recommendations from nongovernmen-
tal organizations, national governments, and
medical organizations have been developed
on the basis of compelling research and
include the U.S. Department of Health and
Human Services (2000) Healthy People 2010
goals, the U.S. Surgeon General’s “Blueprint
for Action on Breastfeeding” (Satcher, 2001),
and the World Health Organization’s Global
Strategy for Infant and Young Child Feeding
(World Health Organization/United Nations
Children’s Fund, 2003).

Historically, a large discrepancy exists
in the United States between breastfeeding
rates, especially according to income, educa-
tion, race, and ethnicity (Ahluwalia, Morrow,
Hsia, & Grummer-Strawn, 2003; Watkins &
Dodgson, 2010). Nursing research has focused
on meeting the needs of these vulnerable
populations, recognizing that continuity of
care and support systems, including health
care professional support play a large role in
women'’s success to breastfeed, their intended
duration.

Major areas studied by nurse scholars
include breastfeeding interventions (Ahmed
& Sands, 2010; Pate, 2009; Spiby et al., 2009;
Watkins & Dodgson, 2010), support for breast-
feeding mothers (Declercq, Labbok, Sakala, &
O’Hara, 2009; Kearvell & Grant, 2010; Nelson,
2007), maternal self-confidence (Hauck, Hall,
& Jones, 2007; McCarter-Spaulding & Gore,
2009; Pollard & Guill, 2009), effect of pacifier
use (Chapman, 2009; Declercq et al, 2009;
Kronborg & Veeth, 2009), effect of the Baby-
Friendly Hospital Initiative on breastfeeding
(Bartick, Stuebe, Shealy, Walker, & Grummer-
Strawn, 2009; Duyan Camurdan et al., 2007,
Hannula, Kaunonen, & Tarkka, 2008, Merten,
Dratva, & Ackermann-Liebrich, 2005; Reddin,
Pincombe, & Darbyshire, 2007), postpartum
depressions effect on infant feeding (Dennis
& Kingston, 2008; Dennis & McQueen, 2009;
Henderson, Evans, Straton, Priest, & Hagan,
2003), and ethnic diversity and low-income
effect on breastfeeding (Bulk-Bunschoten,
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Pasker-de Jong, van Wouwe, & de Groot, 2008;
Cricco-Lizza, 2006; Gill, 2009; Kelly, Watt, &
Nazroo, 2006; McCarter-Spaulding & Gore,
2009; Racine, Frick, Guthrie, & Strobino, 2009;
Ryan & Zhou, 2006).

Nurses need updated education on the
basis of research to provide support to breast-
feeding mothers at critical times (Dennis &
Kingston, 2008, Hannula et al, 2008;
Johnson, Mulder, & Strube, 2007; Kearvell &
Grant, 2010; Mclnnes & Chambers, 2008;
Nelson, 2007; Régo et al., 2009) and to iden-
tify women at risk for complications early
on, for example, obesity as a risk factor in
the mother or infant admission to the neona-
tal intensive care unit (Amir & Donath, 2007;
Cohen et al., 2009; Cricco-Lizza, 2009; Jevitt,
Hernandez, & Groér, 2007), so that interven-
tions can be initiated and referrals made in
a timely fashion to preserve the breastfeed-
ing relationship. Nurses need to be aware
of new developments on breastfeeding in
areas such as breast reduction/augmenta-
tion surgery (Chamblin, 2006; Hurst, 2003;
Souto, Giugliani, Giugliani, & Schneider,
2003), HIV status (Jackson, Goga, Doherty,
& Chopra, 2009; Kuhn, Reitz, & Abrams,
2009), and drugs (Fortinguerra, Clavenna, &
Bonati, 2009; Howland, 2009). Careful assess-
ment of the benefits and risks of not breast-
feeding should be in the forefront of nursing
research. In addition, new growth charts
provide more accurate data on breastfeeding
infants’ expected growth patterns, and clini-
cians have new resources in planning their
care (Vesel et al., 2010).

Nurse scientists continue to use different
methodologies to study breastfeeding and
to identify some of the reasons for discrep-
ancies in initiation, duration, and support,
including ethnographies, phenomenological
studies, historical-cultural approaches, and
ecological perspectives. Theoretical frame-
works used to explore the health behav-
ior of breastfeeding include the theory of
planned behavior, the health belief model,
the social cognitive theory using the concept

of self-efficacy, and the social-ecological
frameworks. Nurses have conducted many
meta-analyses of both quantitative and qual-
itative research in the area of breastfeeding.
Researchers have demonstrated the impor-
tance of peer and social support, the effect
of hospital interventions, the need for com-
prehensive breastfeeding education and sup-
port, the communication-related barriers, the
socioeconomic issues, the effect of values and
practice, and most importantly the culturally
relevant issues that influence infant-feeding
choices.

Clinical issues being explored by nurse
scientists include the following: biological
benefits of breastfeeding to the mother and
infant, HIV and breastfeeding, lactation mas-
titis, breastfeeding in special circumstances,
and positioning and attachment. The influ-
ence of the health care delivery system,
community, and society/culture cannot be
ignored.

Challenges related to the study of breast-
feeding include three major areas: the lack of
consistency in the definition of breastfeed-
ing (e.g., exclusivity) making comparison of
studies tedious if not impossible; the diffi-
culty measuring cross-cultural effects (lack
of reliability and validity studies of major
breastfeeding instruments with various cul-
tures); and the development of prospective
designs and randomized controlled trials.
We have made strides with meta-analyses,
more theory-focused research, and better
effort at defining breastfeeding and separat-
ing out the effects of exclusivity.

Although breastfeeding is now recog-
nized as a right of mothers, a health care
behavior contributing to the reduction of
infant and maternal morbidity and mortal-
ity rates, less expensive than artificial milk
supplementation and more environmentally
friendly, the national breastfeeding goals
are far from being met. Federal funding for
breastfeeding research in the United States
continues to demonstrate an incongruity
with the national priorities for breastfeeding.



Only 13.7% ($5.6 million out of $40.4 million
available) of federal research funds from
1994 to 1996 were awarded to projects having
an impact on the Healthy People 2000 goals
for increasing the incidence and duration of
breastfeeding. In contrast, 27 projects (7.5% or
$4.1 million) involved the use of human milk
composition and technologies to improve
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artificial milks (Brown, Bair, & Meier, 2003).
Recent cost analyzes demonstrate that if 90%
of U.S. families with children were success-
ful at exclusively breastfeeding for 6 months,
the cost saving would be $13 billion per year
(Bartick & Reinhold, 2010).

Suzanne Hetzel Campbell



CANCER IN CHILDREN

Pediatric oncology represents only a small
fraction of the discipline of oncology.
Although relatively rare, childhood cancer
causes considerable morbidity among those
affected and is the leading cause of disease-
related death among children ages 1 to 19
years (Martin et al.,, 2008). Yet the numerous
advances in the diagnosis and treatment of
childhood cancer have resulted in significant
improvements in survival. Approximately
81% of all children diagnosed with malignant
neoplasms will survive more than 5 years
(Jemal, Siegel, Zu, & Ward, 2010).

The annual incidence of childhood can-
cer is 16.6 per 100,000 children ages 0 to 19
years (U.S. Cancer Statistics Working Group,
2010). There is a slightly higher incidence
in men (175 per 100,000) compared with
women (15.3 per 100,000). There are approx-
imately 13,100 children and adolescents less
than 20 years of age diagnosed each year
with cancer (U.S. Cancer Statistics Working
Group, 2010). For children of all ages, leu-
kemia is the most frequent type of cancer,
followed by brain tumors and lymphomas.
Tumors of the kidney are more common
in African Americans, whereas tumors of
the brain and bone are more common in
Caucasians.

The cause of childhood cancer is not
known. Some childhood cancers, in particu-
lar retinoblastoma, Wilms tumor, and neuro-
blastoma, demonstrate patterns of inheritance
that suggest a genetic basis for the disorder.
Chromosome abnormalities have been found
in acute leukemia and lymphoma as well as
other pediatric solid tumors. Wilms tumor

is associated with an increased incidence of
congenital anomalies. Children with syn-
dromes caused by abnormal numbers of
chromosomes (i.e., Down syndrome) have an
increased incidence of cancer (Lightfoot &
Roman, 2004). Children with immune defi-
ciencies are at greater risk for developing
cancer. Some viruses have been linked to
childhood cancer, such as hepatitis B virus
associated with hepatocellular cancer in chil-
dren and Epstein-Barr virus associated with
the development of lymphoma. Despite the
lack of knowledge about the origin of cancer,
there is some information on risk factors that
increase the likelihood of children develop-
ing cancer. Environmental agents such as
exposure to ionizing radiation have been
found to cause cancer in children (Lightfoot
& Roman, 2004).

The major focus of pediatric oncology
nursing research includes symptom assess-
ment and management, end-oflife care,
quality of life, and long-term survivorship
issues (Hockenberry & Kline, 2010). Although
increased attention on nursing research has
occurred over the past 10 years, many areas
of pediatric oncology nursing have yet to be
explored. There is a significant need for fur-
ther clinical research with a cultural and
communication focus (Hare & Hinds, 2004).
Qualitative research has been used more
frequently to allow children with cancer to
describe phenomenon that is not well under-
stood; however, incorporating the pediatric
patient as an active participant in all research
studies is an important consideration for pedi-
atric oncology nursing research (Hare, 2005).

Symptom assessment and management
hasbeen a focus of pediatric oncology nursing
research for many years. In the 1980s, nursing
research focused on procedure-related pain,



treatment-related nausea and vomiting, and
emotion-related symptoms (Hockenberry,
2004). To evaluate the status of the current
research on symptom management in indi-
viduals with cancer, the National Institutes
of Health (2002) held a State of the Science
on Symptom Management in Cancer: Pain,
Depression, and Fatigue. The review of exist-
ing research revealed that efforts to man-
age symptoms of cancer and its treatments
have not kept pace with new advances in the
causes and cures for cancer.

Priority areas of symptom management
research include longitudinal and multidi-
mensional studies to evaluate symptom dis-
tress, patient and parent studies to identify
expectations of cancer-related symptoms,
evaluation of pain management effective-
ness, and evaluation of the presence of symp-
tom clusters (Hockenberry, 2004). Hedstrom
etal. (2003) discovered that the most common
causes of distress in a group of 121 children
with cancer were treatment-related pain, nau-
sea, and fatigue. Woodgate and Degner (2003)
evaluated expectations about childhood can-
cer symptoms in a group of 39 children and
their family members and found that these
individuals expected to experience suffering
as part of the cancer treatment. The families
felt that unrelieved or uncontrolled symp-
toms were necessary for cure. Studies evalu-
ating pain management now focus on various
pharmacological and nonpharmacological
interventions; however, longitudinal studies
evaluating the effectiveness of pain interven-
tions over time are lacking. A relatively new
area of symptom assessment research is the
evaluation of symptom clusters and research
efforts are initially focusing on identifying
clinically significant symptom clusters and
their prevalence rates (Miaskowski, Dodd, &
Lee, 2004). A recent study of 67 children and
adolescents receiving chemotherapy found
that when fatigue, sleep disturbance, nau-
sea, and vomiting were present, depressive
symptoms and behavior changes occurred
among the adolescents after chemotherapy
treatment (Hockenberry et al., 2010).
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As survival for childhood cancer con-
tinues to improve, nursing investigations
are focusing on survivorship issues and
quality of life after the diagnosis and treat-
ment of cancer. A review of childhood can-
cer survivor studies showed that childhood
cancer survivors who underwent radiation
therapy reported more psychological dis-
tress, those who underwent chemotherapy
treatment with anthracyclines or alkylating
agents experienced more physical impair-
ments, and those who had limb-sparing
procedures reported more anxiety and more
functional impairment than those who had
an amputation (Zelter et al., 2009). Childhood
cancer survivor studies have also docu-
mented the adverse effects of central nervous
system treatment on cognitive, academic,
and psychosocial functioning. Interventions
designed to minimize the adverse effects
of central nervous system therapy are now
being conducted.

Docherty (2003) completed a review of
the published literature on symptom experi-
ences of children and adolescents with cancer.
This review revealed no longitudinal symp-
tom management study designs, limited use
of conceptual models or theories, frequent
adaptation of adult instruments as symptom
measures, and no attention to the impact of
these symptoms on the children’s lives.

It is evident from the recent childhood
cancer literature that there is still much to be
gained from continued research. The impor-
tance of striving for symptom relief in chil-
dren cannot be overemphasized. Recognition
and acknowledgment of the beliefs and expec-
tations of children and their parents regard-
ing cancer-related symptoms (Woodgate &
Degner, 2003) should continue to be a major
research focus. Longitudinal studies evalu-
ating the trajectory of symptom occurrence
and symptom management over time are
not found. Continued exploration of the most
effective management and coping strategies
should be pursued for children experiencing
all types of cancer or treatment-related symp-
toms. Finally, utilization of research findings
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in the clinical setting is lacking. More innova-
tive, creative methods for dissemination of our
knowledge of symptom occurrence and symp-
tom management mustbe explored. Evaluating
feasibility and fidelity along with the effective-
ness of an intervention during a study will
allow for a more successful transition to real
life settings (Breitenstein et al., 2010).

An ongoing effort to strengthen collabo-
ration among staff nurses, advanced practice
nurses, and nurse researchers is a priority.
Designing and maintaining joint research
relationships with other disciplines is essen-
tial to facilitate the development of scien-
tific credibility of nurse-initiated protocols
and pediatric oncology nurse investigator
studies.

Marilyn Hockenberry
Cheryl Rodgers

CARDIOVASCULAR RIsSK
FACTORS: CHOLESTEROL

Cardiovascular disease (CVD) is a major
cause of disability and premature mortality
in men and women in the United States, in
the industrialized world, and in the major-
ity of developing countries. Atherosclerotic-
CVD processes begin early in life and are
influenced over time by the interaction of
genetic and potentially modifiable envi-
ronmental factors including health-related
lifestyle behaviors. Hypercholesterolemia—
elevated serum total cholesterol (TC)—is
recognized as an independent risk factor for
coronary heart disease (CHD). Low-density
lipoprotein cholesterol (LDL-C), the major
atherogenic lipoprotein, typically constitutes
60% to 70% of serum TC and is the primary
target of cholesterol-lowering therapy. In
1988, on the basis of available epidemiologi-
cal and clinical data, the National Cholesterol
Education Program (NCEP) Adult Treatment

Panel (ATP) issued the first guidelines for
identifying and managing hypercholester-
olemia in adults. Since that time, results of
numerous randomized controlled trials con-
firmed that lowering LDL-C was important
in the primary and secondary prevention
of CHD. The most recent revision of these
guidelines (Executive Summary of the Third
Report of the National Cholesterol Education
Program, 2002), referred to as ATP III, con-
tinues to focus on LDL-C as the primary tar-
get of risk reduction therapy, considers other
lipid and nonlipid risk factors, and empha-
sizes therapeutic lifestyle change (TLC) and
pharmacological therapies for reducing indi-
vidual risk and the public health burden of
CHD. With continued emphasis on identifica-
tion of individuals at risk and more attention
to adherence-enhancing strategies, ATP III
incorporates numerous roles for nurses and
nursing across health care settings where lipid
abnormalities are diagnosed and treated.

ATP III continues to define hypercholes-
terolemia as TC 240 mg/dl or greater (6.21
mmol/L) for individuals 20 years and older;
TC levels of 200 to 239 mg/dl are considered
borderline high, and less than 200 mg/dl is
considered desirable. LDL-C levels are cat-
egorized as follows: very high (2190 mg/
dl), high (160-189 mg/dl), borderline high
(130-159 mg/dl), above optimal (100-129
mg/dl), and optimal (<100 mg/dl). Results of
several clinical trials suggested that LDL-C
lowering beyond 100 mg/dl in secondary
prevention (after an acute coronary event)
was associated with improved cardiovas-
cular outcomes, raised questions regard-
ing the established cut points for LDL-C,
and prompted a modification to the ATP III
treatment algorithm (Grundy et al., 2004).
Specifically, an LDL-C goal of less than
70 mg/dl is now considered a therapeutic
option for patients at very high risk.

ATP III recommends a fasting lipopro-
tein profile (TC, LDL-C, high-density lipopro-
tein cholesterol, and triglyceride) should be
obtained once every 5 years in adults 20 years
or older. A basic principle of prevention is



CARDIOVASCULAR RISK FACTORS: CHOLESTEROL M 33

emphasized throughout ATP III: the intensity
of risk-reduction therapy should be adjusted
to an individual’s absolute risk.

The Framingham projections of 10-year
absolute CHD risk (i.e,, the percent proba-
bility of having a CHD event in 10 years) are
used to identify and risk stratify individu-
als. In addition to LDL-C, risk determinants
include presence or absence of CHD and
other clinical forms of atherosclerotic dis-
ease, cigarette smoking, hypertension (blood
pressure > 140/90 mm Hg or on antihyperten-
sive medication), low high-density lipopro-
tein cholesterol (<40 mg/dl), family history
of premature CHD, and age (men 2 45 years,
women > 55 years). The category of highest
risk (10-year risk > 20%) includes CHD and
CHD risk equivalents (other clinical forms
of atherosclerotic disease, diabetes) and has
a goal of LDL-C defined as less than 100 mg/
dL. The intermediate risk category (10-year
risk < 20%) includes multiple (2+) risk factors
and has a goal LDL-C as 130 mg/dL the low-
est risk category (10-year risk < 10%) includes
0 and 1 risk factors with an LCL-C goal of
160 mg/dl

The cornerstone of treatment for hyper-
cholesterolemia and other lipid abnormalities
is TLC, with emphasis on dietary modifi-
cation, increased physical activity, and nor-
malization of body weight. The important
components of the TLC diet are saturated fat
(<7% of total calories), polyunsaturated fat
(up to 10% of total calories), and monounsat-
urated fat (up to 20% of total calories). Less
than 200 mg/day of dietary cholesterol, 50%
to 60% of total calories from carbohydrates,
and approximately 15% of total calories
from protein are recommended. Other key
components of the TLC diet include viscous
fiber, plant stanols/sterols, and soy protein.
Considerable variation in response to dietary
modification has been observed in males and
females across the life span. Variations in
serum TC, for example (ranging from 3% to
14%), are attributed to individual differences
in biological mechanisms, baseline TC levels,
nutrient composition of baseline diets, and

adherence over time to the prescribed die-
tary regimen. The first priority of pharmaco-
logical therapy is to achieve the appropriate
LDL-C goal (as defined by the individual’s
category of risk). ATP IIl recommends the use
of HMG-CoA reductase inhibitors (statins) as
first-line therapeutic agents. In a meta-anal-
ysis of clinical trials, the average reduction
in TC in more than 30,000 middle-aged men
followed for more than 5 years was 20%, the
average reduction in LDL-C was 28%, and the
decline in triglyceride averaged 13% (LaRosa,
He, & Vupputuri, 1999). Results of a landmark
secondary prevention trial suggested that
early and continued lowering of LDL-C with
an intensive lipid-lowering (statin) regimen
provides greater protection against death or
major cardiovascular events than a standard
regimen (Cannon et al., 2004). Other pharma-
cological agents currently used in treatment
of dyslipidemia in adults include bile-acid
binding resins, niacin, and fibrates. The
decisions to initiate LDL-C-lowering drug
therapy, the type and dosage of agent to be
used, and the schedule for monitoring indi-
vidual response to therapy are based on the
individual’s baseline risk status. Normally,
the patient’s response is evaluated approxi-
mately 6 weeks after starting drug therapy.
Relatedly, TLC continues throughout (and
beyond) the duration of pharmacotherapy.
Consistent with recommendations of
the 33rd Bethesda Conference on preventive
cardiology (Ockene, Hayman, Pasternak,
Schron, & Dunbar-Jacob, 2002), ATP III iden-
tifies and targets adherence-enhancing inter-
ventions that consider the characteristics of
the individual patient, the provider, and the
systems of health care delivery. Case man-
agement by nurses within the context of mul-
tidisciplinary team approaches is considered
an integral component of increasing adher-
ence to therapeutic regimens for hypercho-
lesterolemia and other lipid abnormalities.
The NCEP has not revised the 1991
definitions and guidelines for management
of hypercholesterolemia in children and
adolescents in the United States; however,
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the American Heart Association’s (AHA)
guidelines for primary prevention (Kavey
et al, 2003) and the American Academy of
Pediatrics (AAP) recent recommendation
(Daniels & Greer, 2008) are consistent with
NCEP definitions: acceptable TC (<170 mg/dl;
4.4 mmol/L), borderline TC (170-199 mg/dl),
and elevated TC (200 mg/dl). Similar to
adults, both lipid and nonlipid risk factors
are addressed, LDL-C levels are targeted as
the basis for treatment decisions, and TLC is
the cornerstone of treatment. LDL-C levels
110 mg/dl or less are considered acceptable
for children and adolescents without comor-
bidities; LDL-C less than 100 mg/dl is recom-
mended for children and adolescents with
diabetes. An important pharmacological
modification in treatment recommended by
AAP (Daniels & Greer, 2008) and the AHA
(McCrindle et al., 2007) focuses on timing of
initiation and class of lipid-lowering agents.
Specifically, current recommendations
emphasize TLC as cornerstone of treatment;
however, if an adequate trial of TLC does not
result in target goals (LDL-C is persistently
>190 mg/dl with no other risk factors; LDL-C
is persistently >160 mg/dl with family his-
tory of premature heart disease or >2 other
risk factors; and LDL-C 2130 mg/dl in the set-
ting of diabetes), pharmacological treatment
beginning at 8 years and older should be con-
sidered. On the basis of accumulated safety
and efficacy data, the AHA recommends that
statins be considered as the first line of drug
treatment.

Assessment and management of hyper-
cholesterolemia and other lipid abnormal-
ities is an important component of both
individual/high risk and population-based
approaches to CVD risk reduction. Current
evidence-based guidelines, including ATP
111, the AHA primary prevention guidelines
for children and youth, and the AAP recom-
mendations for lipid screening and cardio-
vascular health in childhood, consider both
lipid and nonlipid risk factors, target LDL-C
in algorithms for assessment and treatment
considerations, and emphasize TLC as the

cornerstone of treatment. Therapeutic regi-
mens including pharmacotherapy and TLC
are based on the individual’s risk status;
treatment outcomes are optimized with case
management by nurses within the context of a
multidisciplinary team approach. Directions
for future research build on and extend cur-
rent programs of nursing and multidisciplin-
ary research focused on innovative models
for primary and secondary prevention of
CVD across the life span and with emphasis
on both quality and cost as outcomes (Allen
& Dennison, 2010; Berra, Miller, & Fair, 2006;
Fletcher et al., 2005; Ma et al., 2009). In addi-
tion, current recommendations emphasize
family-based approaches to CVD risk reduc-
tion (Hayman et al., 2007); however, minimal
data exist regarding strategies for effective
implementation in clinical practice.

Laura L. Hayman

CAREGIVER

Caregiver is defined as an individual who
assistsill person(s), often helps with a patient’s
physical care, typically lives with the patient,
and does not receive monetary compensation
for the help. Also, a caregiver is a person who
not only performs common caregiver respon-
sibilities (i.e., providing physical, social, spir-
itual, financial management, and complex
home care) but also advocates for the ill
person within health care systems and soci-
ety as a whole (National Family Caregivers
Association, 2009). The caregiver’s role is
often expected in relation to one’s elders, yet
rarely is there preparation for caregiving for
one’s child or one’s spouse.

Direct patient care encompasses much
more than physical care; it also necessitates
learning an extensive amount of informa-
tion about illness, symptoms, medications,
technological treatments, and how to relate
to health care professionals (Smith, 1995;



Wilkins, Bruce, & Sirey, 2009). Caregivers
also must be prepared for emergencies and be
capable of responding appropriately. Usually,
the caregiver mustalso manage their personal
responsibilities, whether as a breadwinner, a
housekeeper, or both. The caregiver’s rela-
tionship with the patient, the caregiver’s age
and life developmental stage, the patient’s
illness severity, and the suddenness and
amount of the change in the patient’s need for
caregiving have been predictive of caregiver
burnout in various illness populations, such
as chronic obstructive pulmonary disease
(Caress, Luker, Chalmers, & Salmon, 2009),
kidney disease (Tong, Sainsbury, & Craig,
2008), heart failure (Bakas, Pressler, Johnson,
Nauser, & Shaneyfelt, 2006; Molloy, Johnston,
& Witham, 2005; Pressler et al., 2009), and
stroke survivors (Rigby, Gubitz, & Phillips,
2009). The indirect familial caregiver tasks
include designating others to assist with
patient care, exchanging information, main-
taining decision making among appropriate
persons, and coping with psychosocial stres-
sors (Whitlatch, 2008).

Because the caregiver by definition
is laden with tasks and expectations, the
major area of research has been caregiver
burden and negative outcomes on care-
givers’ physical, mental, and financial
health (Piamjariyakul et al., 2010; Schulz &
Sherwood, 2008; Smith, Piamjariyakul,
Yadrich, Ross & Gajewski, 2010). The majority
of burden studies have been descriptive and
correlational and have resulted in identifica-
tion of multiple factors recognized as being
significant problems: complexity of the care
needed by the patient that is often measured
as illness demands. Numerous variables
(e.g, demographic information, develop-
mental stage, social support) that have been
studied in relation to caregiver experience
are influential yet not universally predictive
of caregiver burden (Biegel, Sales, & Schulz,
1991). Research across disciplines identifies
significant negative health outcomes of care-
giving (reduced physical function, immune
status, wound healing, greater fatigue,

CAREGIVER W 35

mortality, and cardiovascular disease;
Beach, Schultz, Yee, & Jackson, 2000; Federal
Interagency Forum on Aging, 2000; Given &
Given, 1998; Schulz & Sherwood 2008; Silver
& Wellman, 2002; Silver, Wellman, Galindo-
Ciocon, & Johnson, 2004). In addition, the
majority of caregivers experience depression,
social isolation, financial strain, sleep depri-
vation with daytime sleepiness, and ineffi-
cient use of family resources (Smith, 1996).
Smith’s (1994) research indicated care-
givers’ motives for helping consistently
explain the variance in their depression, cop-
ing, and quality of life (Smith, Kleinbeck,
Boyle, Kochinda, & Parker, 2002). In another
clinical trial (Smith, 2006), Smith et al. (2010)
reported significant relationships among
family income adequacy and patients’ and
caregivers’ quality of life as well as patients’
clinical outcomes and caregivers’ mental
health. Qualitative data supported these
findings that economic stress was the stron-
gest factor affecting quality of life of patients
and caregiver (Smith et al., 2010). This find-
ing was consistent and confirmed the Smith’s
(1994) family home caregiving model, which
was replicated across two decades (Smith,
1999; Smith et al, 2002, Winkler, Ross,
Piamjariyakul, Gajewski, & Smith, 2006).
In each model, caregiver characteristics of
esteem, depression, and physical and men-
tal health and in the context of caregiving
(e.g., family income adequacy) have pre-
dicted patient outcomes (Smith, 2007; Smith,
Leenerts, & Gajewski, 2003).
Problem-solving ability is lauded as
essential and the caregiver’s ability to
solve problems can avert patient problems
(National Family Caregivers Association,
2002; Schulz, 2000), yet only a handful of
studies on problem solving in caregiving
were found. Unique research on the posi-
tive aspects of caregiving is being conducted
by Smith (2007) under the concept of care-
giving effectiveness. Effective caregiving
is defined as family provision of technical,
physical, and emotional care that results
in optimal patient health and quality of
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life and minimal technological side effects
while maintaining the caregiver’s health
and quality of life (Smith, 1994). Nursing
interventions have been found efficacious
for caregiver problems of depression, sleep
deprivation, social isolation, and lack of
access to evidence-based information, care-
giving, and complex technology problem
solving (Smith, Curtas, et al., 2003; Smith,
Dauz, Clements, Werkowitch, & Whitman,
2009; Smith et al., 2006). These interventions
include counseling, peer support, high-
quality Internet information, and contacts
with experts. There is a dearth of research on
caregiving with lifelong technology depen-
dence that begins unexpectedly in middle
life (when teenagers and elder family mem-
bers also need assistance) and continues on
a trajectory of intermittent disease exacerba-
tions and slow, progressive decline (Winkler
et al., 2006).

Traditional education such as verbal
instruction at discharge does not ensure that
caregivers will be able to understand and
integrate home care management activities
into daily routines (Albert, 2008; Clark et al.,
2009). Telehealth and Web-based support
in the homes are other interventions pro-
viding caregivers support (Piamjariyakul,
Schiefelbein, & Smith, 2006; Piamjariyakul &
Smith, 2008; Smith, 2007). In two recent stud-
ies, family caregivers requested information
on the most challenging aspects of providing
home care for chronically ill patients: dealing
with patients’ dietary restrictions, monitoring
signs and symptoms, and obtaining infor-
mation from health care providers (Pressler
et al, 2009; Wilkins et al., 2009). The most
widely recommended clinical yet unverified
approach is to provide guidelines to manage
specific caregiving problems (Schulz, Lustig,
Handler, & Martire, 2002). Step-by-step guide-
lines (including computer algorithms) can
guide systematic thinking and develop skills
for solving stressful caregiving problems and
communicate with their health care provid-
ers (Given, Sherwood, & Given, 2008; Smith,
2010a, 2011; Smith & Blanchard, 2011; Smith

et al., 2010). The state of the science report on
computer-based algorithms that aid patients
to make step-by-step decisions about treat-
ment options concluded thatimproved knowl-
edge, attitudes, and lower health services
used resulted from patients’ use of algorithms
(Agency for Healthcare Policy and Research,
1998; Agency for Healthcare Research and
Quality, 2010). The Cochrane review and the
randomized trial results concur, adding that
patients with step-by-step decision aids had
realistic treatment expectations, satisfaction
with care, and lowered anxiety (O’Connor
et al,, 2002). The more successful problem-
solving algorithms included logical, easily
remembered steps, multiperspective (psycho-
logical and physical) information, long-term
access, and booster repetition, all tailored
to a specific group with common problems
(Piamjariyakul et al, 2006; Smith, Koehler,
Moore, Blanchard, & Ellerbeck, 2005).

Research should continue on the cultur-
ally related aspects of caregiving strategies
used in various ethnic groups (Dilworth-
Anderson et al, 2005; Dilworth-Anserson,
Williams, & Gibson, 2002; Evans, Crogan,
Belyea, & Coon, 2009). Another contempo-
rary focus in caregiving research should be
the caregiving family, as research has clearly
indicated that multiple members of families
are involved in providing direct and indirect
care, both to the patient and in support of
the primary caregiver (Smith, 1996). In addi-
tion to the caregiving family, the caregiving
neighborhood or parish should be a focus of
study. With appropriate outreached inter-
vention program, the “out-of-home caregiv-
ers” can help provide a low-cost health care
support to the patients such as monitoring
symptoms, improving treatment adherence,
prescribed diet, and lifestyle changes (Kalra
et al., 2004; Piette et al., 2008).

Historically, research on the topic of
caregivers has come from the literature
on aging in which burden and support-
ive interventions have been studied (Tong
et al, 2008). Interventions tested include
teaching mastery of caregiving tasks, social



interventions such as support groups or
telephone contacts, and direct clinical ser-
vices such as counseling and respite care.
Outcomes of many of these intervention
studies indicated that in the short term, the
interventions may reduce caregiver stress in
a limited way but the burden returns when
the interventions cease (Smith, 2008). Given
the escalating involvement of informal care-
givers and high costs of chronic illness care,
interventions with the potential for improv-
ing caregiver daily home care management
and improving patients’ outcomes (i.e., reduc-
ing rehospitalizations) must be tested.

Ubolrat Piamjariyakul
Carol E. Smith

CARING

Caring has been identified as a central con-
cept in the discipline of nursing (Cowling,
Smith, & Watson, 2008, Newman, Sime, &
Corcoran-Perry, 1991, Newman, Smith,
Dexheimer-Pharris, & Jones, 2008, Smith,
2010a, 2011; Smith & Blanchard, 2011). These
authors have asserted that the discipline of
nursing focuses on the study of the relation-
ship of caring to human health. Caring is also
essential to nursing practice, for without car-
ing, true nursing practice does not exist. In the
past 30 years, theory and research on caring
have grown significantly, contributing to the
emergence of a substantive body of knowledge
referred to as caring science. Although criti-
cism has been levied against this body of lit-
erature for its lack of conceptual clarity (Paley,
2001), there is growing international consen-
sus in the discipline that knowledge about
caring is the key to understanding human
health, healing, and quality of life (Watson &
Smith, 2002). On the basis of an analysis of the
literature, Morse, Solberg, Neander, Bottorff,
and Johnson (1990) elaborated five perspec-
tives of caring in nursing as follows: a human
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trait, a moral imperative, an affect, an inter-
personal interaction, and a therapeutic inter-
vention. In another analysis of caring theory,
Boykin and Schoenhofer (1990) argued for a
multidimensional approach integrating onto-
logical (meaning of caring), anthropological
(meaning of being a caring person), and onti-
cal (function and ethic of caring) perspectives.
Watson (2005) defined caring as an ontology,
a way of being, or a quality of consciousness
that potentiates healing. She also defined car-
ing as an ethic or moral imperative for relat-
ing with the other in which the humanity
of the person is preserved. Swanson (1991)
defined caring as “a nurturing way of relat-
ing to a valued other toward whom one feels
a personal sense of commitment and respon-
sibility” (p. 165). She identified five processes
by which caring is enacted: knowing, being
with, doing for, enabling, and maintaining
belief. Smith (2001) argued that the meaning
of caring as a concept is defined by the theory
in which it is situated. She described a uni-
tary view of caring as manifesting intentions,
attuning to dynamic flow, appreciating pat-
tern, experiencing the infinite, and inviting
creative emergence.

Several trends have accelerated inter-
est in the phenomenon of caring in nursing.
Hospitals with or seeking Magnet ™ status
have adopted caring-based frameworks to
guide nursing practice. The International
Caritas Consortium has been developed
as a network of hospitals and practitioners
committed to advancing Watson’s theory-
based model in practice (http://www.watson
caringscience.org/icc/index.html). Several
hospitals in South Florida are implementing
Boykin and Schoenhofer’s (2001) nursing as
caring model. The importance of caring to a
culture of safety is being explored by some
scholars (Swanson & Wojnar, 2004). Others
(Duffy & Hoskins, 2003; Ray, 1989; Turkel,
2001; Valentine, 1997) have examined the
relationship between economics and caring,
asserting and supporting that caring and
attention to the economics of healthcare are
not mutually exclusive and that caring-based
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nursing practice can result in positive eco-
nomic outcomes. Theoretical and empirical
work in caring is expanding. Grand theories
(Boykin and Schoenhofer, 2001; Leininger &
McFarland, 2006; Watson, 2008a, 2008b) and
middle-range theories (Duffy & Hoskins,
2003; Locsin, 2001; Ray, 1989; Smith, 2010;
Swanson, 1991) are focused on explicating
the nature and dynamics of care and caring.

Three reviews of the research literature
on caring have been published. Swanson
(1999) summarized and categorized the
research related to caring in nursing science,
and Sherwood (1997) reported a meta-syn-
thesis of the qualitative research on caring.
Smith (2004) reviewed the research related
to Watson’s theory of human caring. Many
different designs and methods have been
used to investigate caring, including descrip-
tive qualitative designs, surveys, phenom-
enology, and quasi-experimental designs
using standardized scales and physiological
measurement.

Swanson (1999) reviewed 130 data-based
articles, chapters, and books on caring pub-
lished between 1980 and 1996. The studies
were categorized into five levels: capacity for
caring (characteristics of caring persons), con-
cerns and commitments (beliefs or values that
underlie nursing caring), conditions (what
affects, enhances, or inhibits the occurrence of
caring), caring actions (what caring means to
nurses and clients and what it looks like), and
caring consequences (outcomes of caring). In
her summary of 30 qualitative studies that
described outcomes of caring and noncaring
relationships, Swanson found that outcomes
of caring for the recipients of care were emo-
tional and spiritual well-being (dignity, self-
control, and personhood), enhanced healing,
and enhanced relationships. Consequences
of noncaring were humiliation, fear, and feel-
ing out of control, desperate, helpless, alien-
ated, and vulnerable. Nurses who care report
a sense of personal and professional satisfac-
tion and fulfillment, whereas noncaring is
related to outcomes of becoming hardened,
oblivious, depressed, frightened, and worn

down. Haldorsdottir’s (1991) research led to a
classification of levels of caring relationships
related to a continuum of health or vitality;
abusive relationships were classified as bio-
cidic, cold and detached as biostatic, apa-
thetic ones as biopassive, benevolence and
kindness as bioactive, and transpersonal car-
ing relationships as biogenic or life giving.

Sherwood’s (1997) meta-synthesis of 16
qualitative studies revealed four patterns
of nurse caring: interaction, knowledge,
intentional response, and therapeutic out-
comes. Caring was defined within content,
context, process, and therapeutic or healing
outcomes. Two types of caring knowledge
and skills were identified as person-centered
and technical-physical.

Smith (2004) reviewed 40 studies pub-
lished between 1988 and 2003 that focused
specifically on Watson’s theory of transper-
sonal caring. Four major categories of research
were identified: nature of nurse caring, nurse
caring behaviors as perceived by clients and
nurses, human experiences and caring needs,
and evaluating outcomes of caring in nursing
practice and education. The largest number
of studies focused on nurse caring behaviors
as perceived by clients or nurses. An expand-
ing area of research related to evaluating
outcomes of caring. Research supports that
caring-based activities impact mood follow-
ing miscarriage, patient satisfaction, pain
and symptom distress in patients with can-
cer, well-being, and even blood pressure.

Watson’s (2008a, 2008b) compendium
of instruments to assess and measure car-
ing is an important contribution toward the
advancement of research. This text provides
background on more than 20 instruments,
citations of work in which they were used,
and a copy of them. Some of these tools are as
follows: (a) Larson’s CARE-Q to measure per-
ceptions of nurse caring behavior, (b) Wolf’s
Caring Behaviors Inventory to measure the
process of caring, (c) Cronin and Harrison’s
Caring Behavior Assessment Tool and
Duffy’s Caring Assessment Tool to measure
patient perceptions of nurse caring behaviors,



(d) Nyberg’s Caring Attribute Scale to mea-
sure caring attributes, and (e) Coates’ Caring
Efficacy Scale to measure the belief in the
ability to express a caring orientation and to
develop caring relationships.

The future of research in caring is prom-
ising. An international community of schol-
ars is actively building knowledge in caring
science. The International Association for
Human Caring meetsannually todisseminate
the work of its members, and the International
Journal in Human Caring publishes research
and scholarship that expands caring science.
The Watson Caring Science Institute and the
Anne Boykin Institute for the Advancement
of Caring in Nursing have been established
to support the scholarly development, dis-
semination, and application of knowledge
related to caring. Scholars are examining the
transtheoretical linkages between caring the-
ories and other nursing conceptual systems
(Watson & Smith, 2002). Important research
questions center on the relationship between
caring and healing outcomes, the qualities
of a caring consciousness, the ontological
competencies and types of nursing therapeu-
tics that are caring based, and the types of
environments and communities that facili-
tate caring. Nursing is the discipline that is
studying the relationship between caring
relationships and healing. Research needs
to move beyond examining caring in nurse—
patient relationships to caring relationships
with family, friends, animals, nature, and the
Divine and how these relationships affect
health outcomes. It will be important to study
both caregiver and recipient outcomes of car-
ing theory-based models of practice in differ-
ent settings. Swanson (1999) offered several
suggestions for future research related to
caring: developing measures of caring capac-
ity, examining the effects of nurturing and
experience on caring capacity, identifying
and measuring the competing variables
that may confound the links between car-
ing actions and their outcomes, moving from
studying the individual as unit of analysis to
studying aggregates, and developing clinical
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trials to test the effectiveness of caring-based
therapeutics in promotion of health and well-
being. Different designs and methods must
be used to capture the emerging questions
in the field. Multiple ways of knowing from
empirics to aesthetics are required to explore
all dimensions of caring phenomena. A
model of research that integrates these mul-
tiple perspectives and ways of knowing may
be the preferred epistemological model for
studying caring (Quinn, Smith, Ritenbaugh,
Swanson, & Watson, 2003).

Marlaine C. Smith with contributions
from Sally Phillips (Volume 1)

CASE STUDY AS A METHOD
OF RESEARCH

Although case study as a research approach
has been used in nursing and the social sci-
ences for decades, there is little clarity about
case study methodology. It is described
by some as a research method or strategy
(Jones & Lyons, 2004; Yin, 2003), a method
of data collection (Gangeness & Yurkovich,
2006; Lincoln & Guba, 1985), a research design
(Bergen & White, 2000), and a technique for
teaching (Henning, Nielsen, & Hauschildt,
2006). Stake (1995) considers the case as the
unit of study rather than a methodologic
choice. Although there is lingering confusion
about case study, most experts agree that
case study is a way to describe, to explore,
to understand, and to evaluate a phenom-
enon within the context in which it occurs
(Anthony & Jack, 2009; Stake, 1995; Yin, 2003).
In addition, it is a valuable tool to explore the
transition between theory and practice.

The earliest use of case study was as
a teaching technique reported in 1870 at
Harvard Law School (Garvin, 2003). From
there, it spread to other disciplines such as
business, medicine, and nursing. Case study
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as a teaching technique used problem solv-
ing in the transition between theory and
practice and has been used in nursing since
the early 1900s (Parsons, 1911). Case studies
were commonly reported in nursing 40 to 50
years ago (Burns & Grove, 2007) but fell out of
favor as nursing struggled to be recognized
as a science. There has been renewed interest
in case study as an approach to constructivist
inquiry (Anthony & Jack, 2009).

Case study research design can be quan-
titative; but because of the narrative nature
of the case study itself, it is most often used
as a qualitative research method. Case stud-
ies can be as simple as a single, brief case
or very complex, examining a large num-
ber of variables. Case study is also used for
theory generation and hypothesis testing.
Qualitative case study method is often used
as an adjunct method in an otherwise quanti-
tative study. It is used this way for “in-depth
study of meaningful characteristics of real-
life events” (Anthony & Jack, 2009, p. 1175).
Case study is a method that is appropriate
with research that is flexible in epistemol-
ogy, ontology, methodology, and strategies of
inquiry (Denzin & Lincoln, 2000).

In nursing, case study design is used
to study the complexities of nursing prac-
tice (Casey & Houghton, 2010). Case study
is an intensive systematic study of an entity
or entities about which little is known and
conducted within the context of the real-life
situation. The common characteristics of case
studies include the following: the use of the-
ory to guide data collection and analysis; the
use of multiple sources of data and triangula-
tion, applicable when the boundaries between
context and phenomenon are unclear; and
there are more variables than data points
(LoBiondo-Wood & Haber, 2006). Case stud-
ies can be exploratory, descriptive, interpre-
tive, experimental, or explanatory (Yin, 2003).
The level of analysis also varies from factual
or interpretive to evaluative (Lincoln & Guba,
1985). The unit of analysis is the case, which
can be a single person, family, community, or
institution (Burns & Grove, 2007).

Case study is used to expand under-
standing of phenomena about which little
is known. The data can then be used to for-
mulate hypotheses and plan larger studies.
Other purposes of case study include the-
ory testing, description and explanation. For
example, the intensive analysis involved in
case study is appropriate to answer ques-
tions of explanation, such as why partici-
pants think or behave in certain ways. The
case study approach can also be used when
a problem has been identified and a solution
needs to be found all within the context of
the current “real-life” situation.

The research process for case study
design is similar to the techniques used
in other designs. First, the purpose, the
research questions, and the propositions
are developed. Questions of what, how, and
why are appropriate for case study designs.
The propositions of the study are often state-
ment of expected outcomes that resemble a
hypothesis. The propositional statements are
supported or rejected after the data are ana-
lyzed (Gangeness & Yurkovich, 2006). A the-
oretical framework may be used to guide the
case study. This will help to identify assump-
tions that the researcher may have about the
phenomenon at the beginning of the study.

At the outset of the study, the unit of
analysis must be clearly delineated. The unit
of analysis can be an individual, a family, an
organization, or an event. Clearly identify-
ing the unit of analysis has implications for
the data collection and the study protocol.
The protocol should list how participants
will be recruited and what constitutes data
(documents, letters, interviews, field observa-
tions, etc.). The protocol should also identify
what resources will be needed and a tentative
time line for data collection. Modifications
can be made in the protocol as the study pro-
gresses and the problems emerge. The pro-
tocol should also identify the plan for data
analysis and how the data will be reported.

Case study design can be a single-case
design or a multiple-case design. Single-case
designs are used when a case represents a



typical, extreme, critical, unique, or revela-
tory case (Yin, 2003). When the purpose of the
study is theory generation, a multiple-case
design is appropriate. Multiple-case design
draws inferences and interpretations from a
group of cases. The multiple-case design is
also useful to add depth to explanatory and
descriptive studies.

Data for case study can be qualitative
or quantitative and often includes both in
the same study depending on the research
question. Data from multiple sources, archi-
val data, field notes, interview tapes (audio
or video), direct observation, participant
observation, logs, documents, and narra-
tives generate a comprehensive and rich case
study. Every source of data has strengths and
weaknesses, but when used together the ben-
efits of each combine to diminish the weak-
nesses and strengthen the outcome.

Data analysis in case study is guided
by the propositions and the type of data.
Qualitative data analysis techniques, content
analysis, analytic induction, constant com-
parison, and phenomenological analysis are
used in case study depending on the type
of data and research question. Planned case
studies are generally analyzed using pat-
tern matching because the multiple sources
of data contribute to similar phenomena
(Gangeness & Yurkovich, 2006). Because
there are no fixed formulas for analyzing
qualitative data, the researcher’s own rigor-
ous thinking is paramount, giving consid-
eration to alternative interpretations (Yin,
2003). If data are quantitative in nature, anal-
ysis is similar to any quantitative study and
is dependent on the research question.

Case study reports are presented in a
variety of ways, from formal written narra-
tives to creative montages of photographs,
videotape, and arts and craft work. Most case
study reports in nursing are formal written
narratives appearing in peer-reviewed jour-
nals. There are no rules or standardized
ways to write a report, but most case stud-
ies include an explanation of the problem
or issue and a detailed description of the
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context and processes surrounding the phe-
nomenon under investigation. A discussion
of the results is also included in the reports,
which can contain inferences about how
these results fit with the existing literature
and practice implications.

The standard measures of reliability and
validity apply to case studies that are quanti-
tative. The criteria developed by Lincoln and
Guba (1985) are used to evaluate qualitative
case studies. When a study meets the criteria
for credibility, transferability, dependabil-
ity, and confirmability, it is considered to be
trustworthy (reliable and valid). Credibility
of the interpretations is supported by tech-
niques such as triangulation of data collec-
tion methods, negative case analysis, and
checking the interpretation with the par-
ticipants themselves. Transferability (gener-
alizability) is an indication of whether the
findings or conclusions of the study fit in
other contexts and fit with the existing liter-
ature. When another person is able to follow
the researcher’s audit trail or the process and
procedures of the inquiry, then the study is
considered to be dependable. Confirmability
is achieved when the results, conclusions,
and recommendations are supported in the
data and the audit trail is evident.

Case study method is a comprehensive
research strategy used to examine phenom-
ena of interest to nursing within the real-life
context. As a method, it has survived the pos-
itivist debate and is being used more often in
nursing. On the basis of the fact that case stud-
ies are reported almost exclusively in peer-
reviewed journals (benchmarks of quality),
it can be stated that case study is an accepted
research method/design in nursing. An ongo-
ing challenge to the utility of case study as a
research method in nursing is the continued
debate and lack of clarity in what case study
actual is. Case study method fits with the cur-
rent trend in inquiry that supports flexibility
in epistemology, ontology, methodology, and
research strategy (Denzin & Lincoln, 2000).

Debera Jane Thomas
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CAUSAL MODELING

Causal modeling refers to a class of theo-
retical and methodological techniques for
examining cause-and-effect relationships,
generally with nonexperimental data. Path
analysis, structural equation modeling,
covariance structure modeling, and LISREL
modeling have slightly different meanings
but often are used interchangeably with the
term causal modeling. Path analysis usu-
ally refers to a model that contains observed
variables rather than latent (unobserved)
variables and is analyzed with multiple
regression procedures. The other three terms
generally refer to models with latent vari-
ables with multiple empirical indicators that
are analyzed with iterative programs such as
LISREL or EQS. A common misconception is
that these models can be used to establish
causality with nonexperimental data; how-
ever, statistical techniques cannot overcome
restrictions imposed by the study’s design.
Nonexperimental data provide weak evi-
dence of causality regardless of the analysis
techniques applied.

A causal model is composed of latent
concepts and the hypothesized relationships
among those concepts. The researcher con-
structs this model a priori on the basis of the-
oretical or research evidence for the direction
and sign of the proposed effects. Although
the model can be based on the observed cor-
relations in the sample, this practice is not
recommended. Empirically derived models
capitalize on sample variations and often
contain paths that are not theoretically defen-
sible; findings from empirically constructed
models should not be interpreted without
replication in another sample.

Most causal models contain two or more
stages; they have independent variables, one
or more mediating variables, and the final out-
come variables. Because the mediating vari-
ables act as both independent and dependent
variables, the terms exogenous and endogenous

are used to describe the latent variables.
Exogenous variables are those whose causes
are not represented in the model; the causes
of the endogenous variables are represented
in the model.

Causal models contain two different
structures. The measurement model includes
the latent variables, their empirical indicators
(observed variables), and the associated error
variances. The measurement model is based
on the factor analysis model. A respondent’s
position on the latent variables is consid-
ered to cause the observed responses on the
empirical indicators, so arrows point from
the latent variable to the empirical indica-
tor. The part of the indicator that cannot be
explained by the latent variable is the error
variance generally due to measurement.

The structural model specifies the rela-
tionships among the latent concepts and is
based on the regression model. Each of the
endogenous variables has an associated
explained variance, similar to R? in mul-
tiple regression. The paths between latent
variables represent hypotheses about the
relationship between the variables. The mul-
tistage nature of causal models allows the
researcher to divide the total effects of one
latent variable on another into direct and
indirect effects. Direct effects represent one
latent variable’s influence on another that is
not transmitted through a third latent var-
iable. Indirect effects are the effects of one
latent variable that are transmitted through
one or more mediating latent variables. Each
latent variable can have many indirect effects
but only one direct effect on another latent
variable.

Causal models can be either recursive or
nonrecursive. Recursive models have arrows
that point in the same direction; there are no
feedback loops or reciprocal causation paths.
Nonrecursive models contain one or more
feedback loops or reciprocal causation paths.
Feedback loops can exist between latent con-
cepts or error terms.

An important issue for nonrecursive
models is identification status. Identification



status refers to the amount of information
(variances and covariances) available com-
pared with the number of parameters that
are to be estimated. If the amount of infor-
mation equals the number of parameters to
be estimated, the model is “just identified.” If
the amount of information exceeds the num-
ber of parameters to be estimated, the model
is “overidentified.” In both cases, a unique
solution for the parameters can be found.
With the use of standard conventions, recur-
sive models are almost always overidentified.
When the amount of information is less than
the number of parameters to be estimated,
the model is “underidentified” or “unidenti-
fied,” and a unique solution is not possible.
Nonrecursive models are underidentified
unless instrumental latent variables (a latent
variable for each path that has a direct effect
on one of the two latent variables in the recip-
rocal causation relationship but only an indi-
rect effect on the other latent variable) can be
specified.

Causal models can be analyzed with
standard multiple regression procedures or
structural equation analysis programs, such
as LISREL or EQS (see Structural Equation
Modeling). Multiple regression is appropriate
when each concept is measured with only one
empirical indicator. Path coefficients (stan-
dardized regression coefficients, §) are esti-
mated by regressing each endogenous variable
on the variables that are hypothesized to have
a direct effect on it. The fit of the model is cal-
culated by comparing total possible explained
variance for the just identified model with
the total explained variance of the proposed
overidentified model. Data requirements for
path analysis are the same as those for mul-
tiple regression: (a) interval or near-interval
data for the dependent measure; (b) interval,
near-interval, or dummy-coded, effect-coded,
or orthogonally coded categorical data for the
independent measures; and (c) 5 to 10 cases
per independent variable. Assumptions of
multiple regression must be met.

In summary, causal modeling tech-
niques provide a way to more fully represent
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the complexities of the phenomenon, to test
theoretical models specifying causal flow,
and to separate the effects of one variable
on another into direct and indirect effects.
Although causal modeling cannot be used
to establish causality, it provides information
on the strength and direction of the hypoth-
esized effects. Thus, causal modeling enables
investigators to explore the process by which
one variable might affect another and to iden-
tify possible points for intervention.

JoAnne M. Youngblut

CEREBRAL ISCHEMIA

Cerebral ischemia is defined as inadequate
blood flow to the brain to meet meta-
bolic and nutritive needs of the brain tis-
sue (Edvinsson, MacKenzie, & McCulloch,
1993). The severity of ischemia depends on
the severity and duration of the reduction in
cerebral blood flow (CBF) adversely affecting
various functional and metabolic processes
as CBF decreases (Heiss & Rosner, 1983). The
brain stores no oxygen and little glucose and
is thus dependent on a constant supply of
oxygen and glucose from the blood.

Cerebral ischemia may be focal or
global, depending on whether a part of the
brain or the entire brain is ischemic. Focal
cerebral ischemia occurs when a major cere-
bral artery becomes occluded or constricted
from arterial spasm, emboli, or thrombo-
sis. Global ischemia occurs from an overall
decrease in CBEF, for example, after cardiac
arrest. Global oxygen deprivation of the
brain may also occur as a result of asphyxia,
anemia, hypoxia, or near drowning. Nurses
are responsible for identifying individuals
at risk for focal or global cerebral ischemia.
Nursing assessment of early symptoms of
cerebral ischemia can allow for intervention
and minimize the probability of permanent
damage.
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Spielmeyer first described “ischemic
cell change” in 1922 (Spielmeyer, 1922), and
Brierley presented the time course for neu-
ronal change during a low-flow state and
provided evidence of the threshold for cere-
bral anoxic ischemia (Brierley, Brown, &
Meldrum, 1971; Chiang, Kowada, Ames,
Wright, & Majno, 1968). He observed and
described in further detail the process of
ischemic cell change (Brierley, 1973). With the
initial decrease in blood flow, oxygen, and/
or glucose to the brain, the contour of cells,
nucleus, and nucleolus remain unchanged.
There is disruption of mitochondria and an
increase in the astrocyte processes surround-
ing the neurons. As the ischemic process con-
tinues, there is neuronal shrinkage, changes
within organelles in the cytoplasm, and the
cell is further surrounded by astrocytic pro-
cesses. As the nucleus continues to shrink
and the cytoplasm becomes more amor-
phous, incrustations begin to form. Finally,
as the incrustations disappear and the cyto-
plasm becomes increasingly homogeneous,
astrocytes proliferate and lipid phagocytes
form in preparation for removal of the now
“ghost cell.” As the flow lowers and the mito-
chondria fail, energy sources change from
an aerobic to an anaerobic pathway, with a
corresponding increase in lactic acid produc-
tion, metabolic derangement, and loss of ion
and transmitter homeostasis. If this process
continues unchecked, there will be inade-
quate energy to maintain the sodium potas-
sium pump across the cell membrane (Jones
et al, 1981). Researchers have increasingly
detailed the process in an attempt to identify
and improve the brain’s tolerance to recover
from an ischemic challenge.

Servetus, in the sixteenth century, first
presented the idea that blood flowed through
the lungs; he was burned at the stake for his
efforts. William Harvey (1578-1657) sup-
ported Servetus’ findings by describing
the flow of blood through the body. Nearly
200 years later, oxygen was discovered by
Priestley, and Steele and Lavoisier made the
connection that oxygen contributed to the

production of “heat” or energy. Adolf Fick
(1870) defined blood flow as the quantity of
a substance, such as oxygen, that is taken up
by a specific organ over a unit of time (Obrist,
2001). The first “measures” of CBF involved
direct and indirect observations of intra-
cranial vessels (Roy & Sherrington, 1890). It
was not until 1945, when Kety and Schmidt
applied the Fick principle to diffusible gas,
nitrous oxide, that one was able to estimate
CBF (Kety, 1950; Kety & Schmidt, 1948).

Kety was the first person to measure
global CBF in humans using vascular transit
time. The technique was modified by Lassen
and Ingvar (1972) when Xe-133, a highly dif-
fusible gas, was injected into the internal
carotid artery. Multiple extracranial detectors
traced the transit time of the radiation from
the Xe-133 as it flowed through the brain,
providing focal CBF measures. Diffusible
tracers are now combined with tomographic
reconstruction such as computed tomog-
raphy (CT), positron emission tomography,
or magnetic resonance imaging to calculate
vascular transit time. For example, stable
xenon-enhanced CT scanning measures CBF
via conventional scanner interfaced with
computer hardware and software and directs
the delivery of xenon gas transit throughout
brain regions. Serial CT scans are conducted
during the inhalation of a gas mixture con-
taining 30% xenon, 30% to 60% oxygen, and
room air. The serial images are stored and
regional flows are calculated.

CBF is also estimated from measure-
ment of cerebral blood volume. One way to
estimate cerebral blood volume is using a
gradient echo planar system on MR systems.
The dynamic contrast-enhanced susceptibil-
ity-weighted perfusion imaging technique
involves giving a bolus of paramagnetic con-
trast material (i.e., gadolinium). The contrast
media are traced, and the amount of signal
attenuation is proportional to the cerebral
blood volume. With a series of multislice mea-
surements, one may generate a time—density
curve, and the area under the curve provides
an index of relative blood volume (Grandin,



2003). Similar techniques are adapted to CT
scanners with the capability for rapid sequen-
tial scanning.

The threshold for irreversible brain
damage from cerebral ischemia is generally
defined as below 20 m1/100 g of tissue/minute
(Jones et al., 1981; Yonas, Sekhar, Johnson, &
Gur, 1989). CBF below this level alters the
functioning of the mitochondria to produce
energy. Studies show that the threshold for
irreversible brain damage is volume and
time dependent. Global brain ischemia that is
sustained for longer than 4 to 5 minutes will
result in permanent brain damage (Brierley,
Meldrum, & Brown, 1973). The majority
of studies show that above 23 ml/100 g/
minute, little impairment occurs; however,
below 20 ml/100 g/minute, symptoms of
neurologic impairment develop (Branston,
Symon, Crockard, & Pasztor, 1974). Below 18
to 20 ml/100 g/minute, evidence of dimin-
ished electrical activity by evoked poten-
tials or electroencephalogram occurs (Sundt,
Sharbrough, Anderson, & Michenfelder, 1974).
Below 15 ml/100 g/minute is considered to
be a threshold for synaptic transmission
(Astrup, Siesjo, & Symon, 1981). In addition,
factors including temperature, drug admin-
istration, and individual variation contribute
to the complexity of defining this threshold.
Recent work focuses on methods that “non-
invasively” detect, track changes in, or treat
cerebral ischemia.

The determination and prediction of
cerebral ischemia is subject to the strengths
and limitations of the technique used to
detect low-flow states. As dynamic perfu-
sion CT imaging (Kim et al., 2010) and diffu-
sion-weighted magnetic resonance imaging
(Chalela et al., 2007; Totaro et al., 2010) evolve,
they improve a clinician’s ability to differen-
tiate between cerebral infarct and ischemia
(Saver, 2008). To date, there are no serum bio-
markers or assays available that can detect
the presence of cerebral ischemia; however,
advances are being made in the identifica-
tion of serum biomarkers associated with
complications of cerebral ischemia and
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infarct such as blood-brain barrier disrup-
tion (Barr et al., 2010).

Future directions in cerebral ischemia
include more specific and sensitive clinical
criteria for stages of cerebral ischemia and
infarction, noninvasive techniques to mea-
sure regional blood flow, and the develop-
ment of assays of ischemia and/or infarct. As
techniques become increasingly more por-
table and useable, there will be a translation
from the radiology department to application
by nurses in the community or at the bedside
to assess, to predict, to identify, and to moni-
tor patients at risk for cerebral ischemia.

Mary E. Kerr

CHILD DELINQUENTS

Child delinquents, those children who
become delinquent at a young age, are two
to three times more likely to become seri-
ous, violent, and chronic offenders (Loeber,
Farrington, & Petechuk, 2003). Because of
their early entry into the criminal system,
these children have longer offending careers
and, as a result, are perceived to constitute a
threat to publicsafety and property (Loeber &
Farrington, 2001) as they consume a dispro-
portionately large amount of educational,
social, child welfare, mental, and health
care resources. Following a report by Snyder
(2001) noting a 33% increase in the number of
juveniles between the ages of 7 and 12 years
handled by U.S. juvenile courts, attention on
the problem of child delinquency and chronic
criminality dramatically increased. The clin-
ical impact nurses can make in health, social,
education, and legal systems can signifi-
cantly alter the life course trajectory of child
delinquents.

Child delinquents are not legally
defined in the same way across the United
States (Wiig, 2001). Only 14 states have a
legally defined minimum age of criminal
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responsibility, ranging from 6 to 10 years.
These states have established a presumption
of incapacity for children under the estab-
lished minimum age, declaring that they are
incapable of understanding the wrongful-
ness of their behaviors. The other states that
have not set a minimum age for delinquency
rely on the common law definition to estab-
lish 7 years of age as the minimum age for
delinquency. The root of this common law
presumes incapacity to protect children from
criminal prosecution. Known as the infancy
defense, this presumption can be rebut-
ted by proof that the child understands the
act and knows that it was wrong (Kaban &
Orlando, 2008).

A Study Group on Very Young Offenders
convened by the Office of Juvenile Justice and
Delinquency Prevention defined child delin-
quents as children between 7 and 12 years
who had committed a delinquent act (an
act that would be a crime if committed by
an adult). This was differentiated from dis-
ruptive nondelinquent behavior, which
was defined by the American Psychiatric
Association (2000) as a recurrent pattern of
negativistic, defiant, disobedient, and hos-
tile behavior toward others lasting at least
6 months during childhood and adolescence.
The study group then classified child delin-
quents into three categories: serious child
delinquents who had committed one or more
criminal acts—homicide, aggravated assault,
robbery, rape, or serious arson; other child
delinquents—all other children excluding
the serious delinquent group; and children
showing persistent disruptive behavior
(including truancy and incorrigibility) who
are at risk of offending (Loeber et al., 2003).

It has long been known that aspects of
childhood coupled with children’s exposure
to certain risk and protective factors influ-
ence the likelihood of children becoming
delinquent at a young age. Most profession-
als agree that no single risk factor leads a
young child to delinquency. There is a devel-
opmental aspect to childhood delinquency

(Snyder, Espiritu, Huizinga, Loeber, &
Petechunk, 2003), and risk factors operate in
multiple domains: the individual child, the
child’s family, the peer group, the school, the
neighborhood, and the media. It is generally
agreed that early on in a child’s life, the most
important risks stem from individual fac-
tors (e.g., birth complications, temperament)
and family factors (e.g., parental antisocial
or criminal behavior ,poor child-rearing
practices). As the child moves through to
adolescence, risk factors related to peer influ-
ences, school, and community begin to play
a larger role.

Large national specialized studies of
child delinquency in the United States are
lacking (Snyder et al., 2003). The data that are
reported on child delinquents rely on self-
report data from three longitudinal studies of
the causes and correlates of delinquency: the
Denver Youth Survey, the Rochester Youth
Development Study, and the Pittsburgh
Youth Study (Loeber, Wei, Stouthamer-
Loeber, Huizinga, & Thornberry, 1999). The
analyses of these data reveal some interesting
findings critical to our understanding about
these child delinquents. Among both sam-
ples, some forms of aggressive behavior (hit-
ting, fighting, and physical attacks) appeared
to be normal before the age of 13 years. Initial
involvement in serious violence generally
did not occur until ages 11 years or later, and
prevalence rates declined as the seriousness
of the violence increased (Snyder et al., 2003).
These children reported substantially less
involvement in other types of offenses, par-
ticularly for females.

Self-report information from childhood
through adolescence indicated that much of
the involvement in delinquent behaviors was
limited to childhood. For those involved in
serious violence, most (40%) were involved for
2 years or less. Only a few (25%) were involved
for 5 years or more. Violence and drug use
was among the most common offense pattern
(Huizinga, Loeber, Thornberry, & Cothern,
2000). Similar findings held for most other



offenses, with the exception of status offenses
and drug use for 75% or more of juveniles.
Interestingly, contact with police increased
with age, and boys were more likely than
girls to be contacted by the police for delin-
quency. Children ages 7 to 10 years contacted
by police were commonly taken home or to
a social services agency. However, more than
half of children ages 11 to 12 years contacted
by police for delinquency appeared in court,
with court dispositions commonly involv-
ing fines, community service, restitution, or
probation.

An approach to treatment has been to
focus on the needs of children with con-
duct disorder (CD) or CD symptoms (Burns
et al,, 2003). CD symptoms include aggres-
sion toward people and animals, destruction
of property, deceitfulness or theft, and seri-
ous violations of rules (American Psychiatric
Association, 2000, p. 98). The focus has been
on children who exhibit CD symptoms
because they are prone to other conditions
such as attention deficit/hyperactivity disor-
der, anxiety, depression, and substance abuse
(Angold, Costello, & Erkanli, 1999), and the
behavior problems associated with CD are
often delinquent in nature.

Lipsey and Wilson (1998) reviewed
200 studies published between 1950 and
1995 on the treatment of juvenile offend-
ers and found that the most effective inter-
ventions for serious and violent juvenile
offenders were interpersonal skills train-
ing, individual counseling, and behavioral
programs. Brestan and Eyberg (1998) also
conducted a review of 82 studies of inter-
ventions for children and adolescents with
CD and found parent—child treatment pro-
grams for pre-school-age youth and pro-
grams that focus on the development of
problem-solving skills and anger coping
among school-age children most effective.
Community care, specifically multisystemic
system approaches, was at least as effective
as inpatient treatment (Burns, Schoenwald,
Burchard, Faw, & Santos, 2000). Prevention
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and early intervention (71%) was endorsed
as an effective method to reduce the risk
of future offending (Farrington, Loeber, &
Kalb, 2001).

Contemporary theoretical contributions
recognize the complexities surrounding
child delinquency and call upon frameworks
in which multiple factors can be accounted
for as contributors to outcomes. The world
of children and adolescents is complex, and
bringing prevention, youth development,
treatment, and social rehabilitation models
to the interface of the juvenile justice sys-
tem is challenging. The contributions of the
varied models reflect the expertise and per-
spectives of individuals, but the most signif-
icant and difficult to achieve are integration
and implementation within the community,
which is generally agreed to be the environ-
ment where youth and their families achieve
best outcomes.

The development and testing of
approaches for translating research findings
into effective community prevention ser-
vice systems is important to achieve reduc-
tions in the prevalence of youth health and
behavior problems (Wandersman, 2003).
The Community Youth Development Study
(Hawkins et al., 2008) is a large-scale com-
munity-randomized trial of 24 communities
across seven states nationally. Referred to
as Communities That Care (CTC), this coali-
tion-based prevention-operating system uses
a public health approach to prevention and is
designed to increase communication, collab-
oration, and ownership among community
members and service providers. CTC’s prin-
cipal strategy focuses on strengthening pro-
tective factors that can buffer young people
from problem behaviors and promote posi-
tive youth development (Hawkins & Weiss,
1985). CTC’s theory of change hypothesizes
that it takes from 2 to 5 years to observe com-
munity-level effects on risk factors and 5 or
more years to observe effects on adolescent
delinquency or substance use. Early findings
suggest a slowing of the usual developmental
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increase in adolescents’ risk exposure.
Longitudinal study is needed to determine
if effects (reduced youth delinquency and
substance use) will hold over time. A second
study phase is in place currently.

Research has been making incremental
steps toward unraveling the complexities
resulting in outcomes of youthful offend-
ing. Research has clearly demonstrated that
youth are developmentally different than
adults. Brain imaging research revealed
that the brain systems that govern impulse
control, planning, and thinking ahead are
still developing well beyond age 18 years
(MacArthur Foundation, 2008). Behavioral
studies confirm that youth are less able to
gauge risks and consequences, to control
impulses, to handle stress, and to resist peer
pressure than adults (Malbin, Boulding, &
Brooks, 2010). Research also reveals that
most young offenders will cease lawbreak-
ing as part of the normal maturation process
(Elliott, 1994), and for the few children with
long-term pathways through delinquency,
assessment and prevention strategies are
even more important. The implications are to
implement developmentally appropriate pol-
icies and interventions to address our under-
standing of these research findings.

Research has also shown that a reduc-
tion of secure confinement and an increase
in reliance on effective community-based
services have better outcomes (Holman &
Ziedenberg, 2006), but implementation and
sustainability of this approach have yet to
be achieved (Annie E. Casey Foundation,
2008). As evidenced by the growing focus
on implementation science, fidelity strate-
gies, and community-based methodologies,
the future lies in science translation. Most
aptly stated in a recent report by the Annie E.
Casey Foundation (2008), “... juvenile justice
has probably suffered the most glaring gaps
between best practice and common practice,
between what we know and what we most
often do” (p. 1).

Deborah Shelton

CHILD-LEAD ExPOSURE EFFECTS

Childhood lead poisoning is recognized as
the most important preventable pediatric
environmental health problem in the United
States, and the adverse health effects of lead
exposure in early childhood are well docu-
mented. Lead poisoning is defined as expo-
sure to environmental lead that results in
whole blood lead concentrations >10 pg/dl
(Centers for Disease Control [CDC], 1991,
2005). However, there is no safe level of lead
exposure because factors such as age dur-
ing exposure, environmental characteristics
of the home, and duration of exposure need
to be considered, and adverse neurological
effects can occur at blood lead levels (BLLs)
well below the 10-pg/dl mark (Bellinger,
2004). Exposure to environmental lead
begins in the prenatal period when physio-
logic stress mobilizes lead from its storage in
maternal bone into the blood, where it eas-
ily crosses the placenta and is deposited in
fetal tissue (Cleveland, Minter, Cobb, Scott, &
German, 2008a, 2008b). Depending on the
level of lead present in the environment, the
exposure can continue as infants and chil-
dren develop. Absorption of lead is depen-
dent on age and nutritional status; young
children and those who have diets high in
fats are most susceptible, as are those who
are poor and live in deteriorating housing
(American Academy of Pediatrics Committee
on Environmental Health, 2005). Lead is
most commonly ingested through exposure
to lead-contaminated paint and the resulting
dust, soil, and paint chips. Once ingested,
lead is distributed in the blood and eventu-
ally is deposited in bone and teeth.

Whole BLLs greater than 10 pg/dl put
children at risk for developing a variety of
health problems. At high-level exposures
(BLL > 20 pg/dl), damage to the nervous,
hematopoietic, endocrine, and renal systems
can occur. At lower level exposures, these
health problems include altered cognitive and



neurobehavioral processes including learn-
ing disabilities, intellectual impairment, and
antisocial behavior. Researchers have dem-
onstrated that some of these effects may be
seen in children with BLL as low as 3 pg/dl
(Bellinger, 2004; Canfield et al., 2003; Chiodo,
Jacobson, & Jacobson, 2004; Lanphear, 2005;
Lanphear, Deitrich, Auinger, & Cox, 2000;
Needleman & Landrigan, 2004).

Direct results of primary and second-
ary efforts at prevention of lead toxicity have
significantly reduced BLL among young U.S.
children within the last 30 years. The major
sources of environmental lead exposure have
been greatly decreased through the elim-
ination of lead in gasoline, the banning of
lead-based paint for residential use, and the
elimination of lead solder from food and
beverage cans. Despite the success of these
efforts, lead poisoning continues to occur in
approximately 5% of children 5 years of age
and younger, and much higher levels of lead
poisoning have consistently been documen-
ted among low-income, urban, minority, and
immigrant woman and children (Olympio,
Goncalves, Gunther, & Bechara, 2009).

Although few nurse researchers have
investigated the effects of low-level lead expo-
sure on the neurobehavioral development of
children, low-level lead exposure certainly
falls within the realm of the phenomena of
concern to the discipline. Lead exposure
is unquestionably of clinical significance;
until all lead is abated from the environ-
ment, clinicians will be faced with screen-
ing children for lead exposure, preventing
exposure through educational efforts, and
treating the effects of this preventable pub-
lic health problem. The deleterious effects of
lead exposure have been known for a hun-
dred years; however, progress in prevention
has been slow. Some of the reasons for this
are related to society’s indifference to prob-
lems of poor and vulnerable populations and
a lack of household educational and environ-
mental interventions that have demonstrated
effectiveness at reducing BLLs in children
(Yeoh, Woolfenden, Wheeler, Alperstein, &
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Lanphear, 2009). Until recently, lead exposure
was thought to be a problem only for poor
inner city minority populations, and parent-
ing practices were thought to contribute to the
problem. Also, many considered the elimina-
tion of lead in gasoline and paint sufficient to
eradicate the problem of lead poisoning. The
CDC, in 1991, issued comprehensive guide-
lines for preventing and treating the problem
of childhood lead exposure. These guide-
lines were issued after the CDC accumulated
large amounts of scientific evidence from
animal and human studies that supported
the hypothesis that the deleterious effects
of lead exposure occur at levels previously
thought to be harmless. The guidelines were
updated in 2005 and emphasize the need for
effective strategies to eliminate environmen-
tal lead hazards. Despite warnings about the
known hazards of lead exposure, no policy
for universal screening of BLLs for infants,
children, adolescents, and pregnant women
has been established.

Childhood lead poisoning was first
described in the late 1800s by Gibson, Love,
Hardie, Bancroft, and Turner (1892), who
encountered a case of peripheral paralysis
in a young child and described the similar-
ities of the case to that of chronic lead poi-
soning in adults. Gibson speculated that the
source of the lead poisoning was paint, and
he described the long-lasting effects of the
exposure. Unfortunately, most of Gibson’s
observations were ignored, as the prevailing
view of the time was that once a child sur-
vived lead poisoning, there were no lasting
effects. It was not until the early 1970s that
cross-sectional and longitudinal studies of
low-level lead exposure were conducted.

These early studies of lead exposure
involved comparisons of a lead-exposed
group and a comparison group on intelligence
test measures. As knowledge accumulated
and research strategies became more sophisti-
cated, researchers began to assess the influence
of covariates, such as parental intelligence,
socioeconomic status, and parental education
level (Gatsonis & Needleman, 1992). Although
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conflicting results were common, lead expo-
sure and neurobehavioral deficits remained
significantly associated.

The earliest studies of lead poisoning
were conducted on children who had BLL
2 60 pg/dl and were symptomatic. During the
1970s, researchers focused on asymptomatic
children who had BLL in the range of 40 to 50
pg/dl. Conclusions about the effects of lead
exposure were difficult to make from these
studies because of their methodological short-
comings. In 1979, researchers conducted a
major investigation of large cohorts of asymp-
tomatic children and used shed deciduous
teeth rather than BLL to measure lead expo-
sure (Needleman et al., 1979). These research-
ers controlled for major confounding variables
and concluded that BLL was associated with
lower 1Q, decreased attention span, and poor
speech and language skills in the children
studied. Long-term follow-up of these chil-
dren lead the researchers to conclude that the
effects of low-level lead exposure (equivalent
to BLL < 25 ug/dl) persisted throughout young
adulthood; failure to complete high school,
reading disabilities, and delinquency were
behaviors exhibited by children who had ele-
vated BLL at age 7 years (Needleman, Riess,
Tobin, Biesecker, & Greenhouse, 1996).

Scientists criticized the work done by
Needleman et al. (1979) because the study
lacked baseline data about early cogni-
tive abilities of the subjects. For instance,
it was proposed that the affected children
may have had neurological deficits at birth
that would lead them to certain behaviors
(increased mouthing) that predisposed them
to be lead exposed. To address this issue,
subsequent studies were designed to follow
large numbers of subjects from birth through
early school age, and major outcomes
(e.g., IQ level, motor development, cogni-
tive development) were measured whereas
large numbers of covariates were controlled.
Numerous investigators using comparable
designs reported similar findings; thus, a
solid consensus among investigators began to
emerge that lead was toxic at extremely low

concentrations. Research with lead-exposed
primates strengthened the consensus, and
the toxic level of lead was redefined by the
CDC as a BLL < 10 pg/dl.

Recently, nurse researchers have used
Dixon’s Integrative Environmental Health
Model (Dixon & Dixon, 2002) to identify knowl-
edge gaps related to public policy that have
prevented the development of effective strat-
egies to create environmental lead-exposure
policy change (Perron & O’Grady, 2010).

Researchers continue to study the effects
of low-level lead exposure on the develop-
ment of infants, children, and adolescents.
Longitudinal studies involving large and
diverse populations that involve standard-
ized measurement and control of known
confounders will need to be undertaken.
Although these efforts are worthwhile,
future efforts also could focus on (1) iden-
tifying mediators of lead exposure effects,
(2) investigating the effects of strategies to
lower BLLs (chelation and environmental lead
abatement) on the neurobehavioral outcomes
of children, (3) investigating the synergistic
effects of other environmental exposures on
neurocognitive development, and (4) investi-
gating the effects of educational strategies to
inform parents about preventing or reducing
environmental lead exposure. Furthermore,
investigations of the effectiveness of early
intervention strategies for children identi-
fied with elevated lead levels need to be con-
ducted. Any efforts that address the primary
prevention of the problem would help to
protect millions of children against the long-
lasting effects of lead exposure.

Heidi V. Krowchuk

CHILDBIRTH EDUCATION

Childbirth education focuses on the learn-
ing needs of expectant families and covers a
broad range of topics from the physical care



needs of expectant women to the psycho-
socio-cultural needs of the new family. The
goal of childbirth education is to assist fam-
ilies in acquiring the knowledge and skills
necessary to achieve a healthy transition
through the childbearing process and initial
phases of parenthood. Classes range from
courses designed for those considering preg-
nancy through courses dealing with infant
care needs and early parenting skills.

Nurses are the professional practitioners
who assume the primary responsibility for
teaching childbirth education classes within
the United States. Nurses are in a unique posi-
tion to serve as childbirth educators because
of their broad knowledge base, including
both the biological and the behavioral sci-
ences. In addition, nursing’s focus on car-
ing and emphasis on client education enable
nurses to guide families toward their child-
birth goals with sensitivity using appropriate
educational methods. Nurses are the health
professionals within the hospital environ-
ment who provide the majority of hands-on
care and labor support. Thus, nurses are in
a strategic position to act as patient advocate
and to provide anticipatory guidance regard-
ing birth decisions that are often required
within an increasingly complex health care
system.

Formal childbirth education in the
United States began with classes in hygiene,
nutrition, and baby care provided by the
American Red Cross. During the early twen-
tieth century, classes on childbirth and fam-
ily care became increasingly available to
American women. As society’s view of child-
birth shifted from the female-controlled
social model to the medical-illness model
during the first half of the twentieth century,
the focus of classes turned to the manage-
ment of childbirth pain (Ondeck, 2000).

Contemporary childbirth education
dates back to the work of Dick-Read, Lamaze,
and Bradley. The notion of pain during labor
as secondary to fear and the use of psycho-
logical conditioning methods to reduce both
the fear and the pain became the basis for
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“natural childbirth.” Although philosophi-
cal differences still exist among childbirth
education methods, common aspects of all
programs include education on (a) the phys-
ical process of labor, (b) the physical and
psychological conditioning methods, and
(c) the supportive assistance during the birth-
ing process.

A number of organizations have affected
the progress of childbirth education in the
United States. Lamaze International, formerly
the American Society of Psychoprophylaxis
in Obstetrics, was organized in 1960. The
American Society of Psychoprophylaxis in
Obstetrics began certifying childbirth educa-
tors in 1965 and was one of the first attempts
to provide consistency in quality of child-
birth education. The International Childbirth
Education Association was also founded in
1960 as a consumer group in New York City.
It was devoted to a philosophy of consum-
ers working with health professionals for the
benefit of the laboring family (Ondeck, 2002).
The American Academy of Husband Coached
Childbirth was established in 1970 to certify
childbirth educators in the Bradley method
of childbirth. Bradley method educators are
proponents of unmedicated childbirth with
significant husband/partner involvement
(Monto, 1996).

A number of related keywords were
used to search databases for nursing research
articles published between 2005 and 2010,
including “childbirth education,” “prepared
childbirth,” “childbirth classes,” and “child-
birth education classes.” A total of 186 nurs-
ing research articles were identified through
CINAHL, PubMed, and PsychINFO. Almost
50 topics were identified; however, little depth
was found for the majority of the topics. The
range of topics relate to (a) postpartum skills
such as parenting and breastfeeding, (b) clas-
ses for special populations such as fathers,
(c) examination of the benefits of childbirth
education for parents, (d) self-care measures
during pregnancy and labor, (e) effects of
childbirth education on the need for medi-
cal interventions such as cesarean deliveries,
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(f) caregiver perceptions of childbirth edu-
cation, (g) teaching strategies, and (h) use
of the media (Internet, videos, and TV) for
childbirth education.

A mix of both quantitative and quali-
tative articles was identified. Quasi-
experimental and correlational methods
predominated in the quantitative studies,
and phenomenology was the preferred qual-
itative research method. In addition, a num-
ber of mixed method studies were identified.
Very few authors identified a theoretical
framework for the study. Several frame-
works noted were Roy’s adaptation model,
Bandura’s self-efficacy model, Rosenbaum’s
learned resourcefulness model, and Dona-
bedian’s structure, process, and outcomes
framework.

There is a rise in the number of research
articles focusing on expectant fathers.
Erlandsson and Haggstrom-Nordin’s (2010)
phenomenological study found that Swedish
fathers attending childbirth education dis-
cussions focused on the normalcy of birth,
the father’s role, infant behaviors, the need
for information on complicated births, gender
roles, and parenting. The benefits of a male-
facilitated, all-male discussion group for
expectant fathers in Australia were reported
by Friedewald, Fletcher, and Fairbairn (2005).
Those fathers discussed topics such as their
role as fathers, coping, relationships, and
communication.

The use of electronic sources for child-
birth education is becoming a focus of
research. A research brief reporting on the
effects of a popular TV reality show geared
to childbirth states the media uses a medical
model to depict childbirth, portraying inter-
ventions for labor progression and pain as
normal, and a lack of information on birth
alternatives (VandeVusse & VandeVusse,
2008). Swedish women are reported to use
the Internet extensively to seek pregnancy-
related information (Larsonn, 2007). These
women perceived the information to be reli-
able, and only about half discussed the infor-
mation with their health care provider.

The benefits of childbirth education con-
tinue to be a focus for nurse researchers.
Malata, Hauck, Monterosso, and McCaul’s
(2007) quasi-experimental study found pos-
itive benefits for a childbirth education pro-
gram designed for the needs of Malawian
women. Artieta-Pinedo et al. (2010) reported
reduced anxiety among Spanish women
who attended childbirth education classes
when compared with women not attend-
ing the classes. Ngai, Chan, and Ip’s (2009)
longitudinal study found support for the
effectiveness of childbirth psychoeduca-
tion for improving learned resourcefulness
and decreasing depression outcomes among
Chinese women. Childbirth education clas-
ses were reported to improve antenatal adap-
tation for a Turkish population (Sergekus &
Mete, 2010).

Familiar topics showing a decline in
nursing research studies include child-
birth education for teens and the effect of
childbirth education on pain control during
labor. This raises interesting questions. Has
teen pregnancy become so normalized in
American culture, as well as worldwide, that
there is less emphasis on attending to the
developmental needs of teens during preg-
nancy? Or do researchers believe we know all
that is necessary about the care of pregnant
teen families? Has the marked acceptance of
pharmaceutically managed pain control in
labor decreased the interest of both families
and nurses in studying alternate options? Or
have nurses become discouraged in promot-
ing the concepts of “natural” childbirth?

The increase in the global nature of
nursing research on childbirth education is
evident. A wide variety of countries on six
continents are represented in the nursing
literature. Topics show a wide conceptual
scope of interest but little depth of study.
These studies use a wide variety of methods
but have refrained from stating a theoretical
perspective for the studies.

Although mother-friendly and baby-
friendly initiatives continue to spread
through maternity services, a large number



of research studies are being generated
related to the postpartum hospitalization
experience. However, there seems to be a
disconnect between studies focusing on the
antenatal childbirth education experience
and those focusing on the in-patient hospital-
ization experience. Nursing is in an optimal
position to make this logical and vital con-
nection. Also, examination of the impact of
childbirth education on vulnerable popula-
tions has declined in recent years despite the
continued discrepancies noted in pregnancy
outcomes for minority groups. If these poor
outcomes are to be effectively addressed,
the childbirth education needs of vulnerable
populations require the continued attention
of nurse researchers.

Bobbe Ann Gray

CHRONIC ILLNESS

The practice of nursing has long been identi-
fied with the care and comfort of the chron-
ically ill. However, the health care delivery
system has not adequately responded to the
needs of the increasing numbers of chroni-
cally ill adults (Frieden & Henning, 2009;
Yach et al,, 2010). Until recently, communica-
ble diseases were the leading cause of death
worldwide. New medical discoveries and
the evolution of public health have improved
the ability to survive acute threats, and thus
life expectancy has lengthened, changing
the course of diseases from acute to chronic
(World Health Organization, 2005). Chronic
illnesses cause the greatest share of death
and disability. Of 58 million deaths world-
wide in 2005, 35 million were due to chronic
illness, with 80% of those deaths occurring in
countries of the global south in equal propor-
tions among men and women (World Health
Organization, 2005). In the United States in
2005, an estimated 133 million people, that is,
one out of every two adults, are living with
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at least one chronic illness (Ogden, Carroll,
McDowell, & Flegal, 2007).

Chronic illness includes a broad spec-
trum of diseases that differ significantly
from one another in their underlying causes,
modes of treatment, symptoms, and effects
on a person’s life and activity. Chronic ill-
ness is usually an unexpected and long-
lasting condition of health that often cannot
be cured: It affects all, regardless of gender,
age, and economic interest. It usually persists
for an indefinite period of time, making it
impossible to predict its course and outcome.
Chronic illness usually requires long-term
surveillance and sometimes leaves residual
disability (Lubkin & Larsen, 2009). Families
are drained physically, emotionally, and
financially. There is often upheaval of rela-
tions among the patient, family, and other
members of society. Overall, chronic ill-
nesses vary greatly in their developmental
course. Some conditions improve over time,
some stabilize, and others are progressively
degenerating and debilitating.

Chronic illness has a huge negative eco-
nomic impact (Suhrcke, Nugent, Stuckler, &
Rocco, 2006). Noncommunicable chronic dis-
eases—including cardiovascular diseases,
some cancers, chronic respiratory diseases,
and type 2 diabetes—are the major health
problems facing the world, and they are a
barrier to development and alleviating pov-
erty in countries of the global south (Daar
et al,, 2007). In a 2007 study, it was estimated
that over the next decade, China, India, and
the United Kingdom were projected to lose
$558 billion, $237 billion, and $33 billion,
respectively, in national income as a result
of heart disease, stroke, and diabetes, partly
as a result of reduced economic productivity
(Lopez, Mathers, Ezzati, Jamison, & Murray,
2006). In the United States, expenditures
for health care for people with chronic ill-
nesses exceed billions of dollars every year
and are associated with 75% of the nation’s
$2 trillion health care costs each year (Centers
for Disease Control and Prevention, 2009).
Health care utilization seems to be associated
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with access and income; in Russia, for exam-
ple, those with chronic illness with health
care insurance and higher average educa-
tion were associated with higher health care
expenditures (Abegunde & Stanciole, 2008).

Beyond its economic impact and strain
on health care systems, chronic illness causes
psychological strain on individuals and
physical and mental health effects on those
who care for them, placing burdens on fami-
lies (Schulz & Sherwood, 2008).

The traditional approach to studying
chronic illness has been limited, focusing on
the medical model. Research has focused on
risk factors, prescriptions, and adherence to
treatments (Canadian Nurses Association,
2005). However, a new health paradigm—a
care-oriented model of illness—has emerged.
The concept of health is more readily mea-
sured in terms of maximizing physical, psy-
chological, social, and spiritual well-being. In
thisparadigm,aholistichealth-focused model
has become accepted with a resulting change
toward care of the whole person as well as
the family. In addition, in chronic disease
management, all clinical decisions need to be
individualized because they usually involve
choices between possible outcomes that may
be viewed differently by different patients.
The self and family management in chronic
illness framework was developed to engage
individuals and families in the management
of their chronic conditions according to their
abilities and preferences (Grey, Knafl, &
McCorkle, 2006). Building on the self and
family management framework, Whittemore
and Dixon (2008) have described how adults
with chronic illness can, through self-
management interventions, integrate their
illnesses into their life contexts. De Ridder,
Geenen, Kuijer, and van Middendorp (2008)
have described how those with chronic con-
ditions who are engaged in self-management
strategies have the best chance to adjust to the
challenges posed by their chronic illness.

Pollock (1986) provided an initial review
of nursing research related to adaptation to
chronic illness. More recently, the Journal of

Nursing and Healthcare of Chronic Illness, pub-
lished by Wiley-Blackwell and edited by
Kralik, is devoted entirely to the nursing care
of those with chronic illness. Other impor-
tant contributions have shown that nursing-
led interventions among those with chronic
illness improve quality of life and mood
(Bakitas et al., 2009). Internationally, nurses
can use behavioral and clinical interven-
tions to reduce the risk for many of the prob-
lems that lead to chronic illness and death
(Besdine & Welte, 2010).

The landscape of chronic illness is
diverse and complex, presenting a vast range
of symptoms and trajectories, accomplished
by a variety of demands over the natural his-
tory of the diseases. The impact of chronic
illness on the patient, well family members,
and key caregivers differs and depends on
when an illness strikes in the family and on
each member’s individual development. As
chronicillness continues to advance through-
out the world, it pushes individuals, families,
and countries into poverty. Nurses can be the
bridge between those affected by chronic ill-
ness and health care services by promoting
health, by preventing disease, and by caring
for people (del Pilar Camargo Plazas, 2009).

Ruth McCorkle
Mark Lazenby

CINAHL® DATABASE

In the late 1940s, while Index Medicus existed
for the biomedical literature, there was no
index to the few nursing journals published
at the time. Individual librarians took it
upon themselves at their particular hospi-
tal or school of nursing to index the journals
they received for their own population, a tre-
mendous “duplication of effort and expendi-
ture” as well as “waste on a national scale”
(Grandbois, 1964, p. 676). One such librarian
in Los Angeles, Ella Crandall, used 3 x 5



index cards to meet the needs of the nurses
on the staff of White Memorial Hospital and,
later, Los Angeles County Hospital. This
index which began as an internal project was
published as The Cumulative Index to Nursing
Literature in 1961, a cumulation of indexing
covering the period 1956 to 1960. Seventeen
journals were included in this publication—
from the American Journal of Nursing and
Nursing Research to the American Association
of Industrial Nurses Journal. The “red books”
as this publication became known were well
received in the nursing community (Raisig,
1964) and became a familiar part of nursing
education throughout the United States.

Over the next four decades and more,
the index grew and changed, reflecting the
changes taking place in the profession itself.
Although, as would be expected, many index-
ing terms are similar or identical to those
used in the indexing of biomedical journals,
there are some important differences, and
the many terms added to the thesaurus dem-
onstrate the development and growth of the
nursing profession, both as a practice and as a
science. The thesaurus is composed of a hier-
archical tree structure that is used to index
to the most specific focus of the material.
Broad categories include anatomy, diseases,
and health care, among others. An example
of this hierarchy would be as follows:

Social control
Human rights
Patient rights
Treatment refusal

An article specifically concerning a patient
who was unwilling to accept care would be
indexed with the most specific term: “treat-
ment refusal.” A more general article might
be indexed using the “patient rights” term.
Increased emphasis on nursing research,
specialty and advanced practice, or managed
care has resulted in indexing terms such as
phenomenology, survival analysis, family
nurse practitioners, case management, and
nursing intensity. Research terms describing
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design, methodology, analysis, and data col-
lection have been added, as have the names
of nursing specialties, organizations, and
classification systems.

Aside from the terms used, the mate-
rials indexed are different from those in
indexes of the biomedical and other litera-
ture. Books and book chapters, pamphlets,
pamphlet chapters, dissertations, audiovisu-
als, consumer health, and patient education
materials are just a few of the other types of
materials indexed. Because of the difficulty
in obtaining these materials, they are often
defined as elusive or fugitive literature.

Other changes have also taken place over
these years. Recognizing that the boundaries
of nursing intersect with many other health
care disciplines, allied health was added
to the index title in 1977, resulting in the
Cumulative Index to Nursing and Allied Health
Literature (CINAHL®). There are 17 such dis-
ciplines covered, including physical therapy,
occupational therapy, and communicative
disorders. In 1983, the CINAHL electronic
database became part of several online ser-
vices and was released as a CD-ROM in 1989.

Recent years have seen the development
of CINAHL-created documents as part of the
database. These include research instrument
descriptions, clinical innovations, accredita-
tion materials, and legal case descriptions.
The database can no longer be viewed as
only a bibliographic database although that
continues to be its primary function. Like
Index Medicus, the print index is no longer
published in printed form; the database is
now available only electronically.

Throughout the nearly 50 years of its
existence, the primary goal of CINAHL
Information Systems, as publisher of the
index and now the database, has been to
connect nursing and later allied health pro-
fessionals with materials written about and
for them. The basic premise underlying the
existence of this tool is that effective and
knowledgeable practice depends on access
to materials describing or studying that
practice. These materials may be present
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in a variety of formats and from a variety
of sources. Whereas indexing began with
fewer than 10 journals, the current journal
list includes more than 3,000 titles. Content
other than that listed above includes practice
guidelines, practice acts, standards of prac-
tice, critical pathways, and even full text of
some journal articles. This is far too much
material for any individual to subscribe to
or otherwise acquire randomly, making an
index to the material essential. “Increased
emphasis on professionalization of nursing
and clinical competence” (Pravikoff, 1993,
p- 33), changes in health care delivery, and
ever-increasing time pressures make any tool
that assists in gathering information critical
to practice. Searching this material on a reg-
ular basis should be a professional obligation
of members of all health care disciplines for
the duration of their careers. Evidence-based
nursing practice requires access to the best
available information to “provide the most
consistent and best possible care to patients”
(Pravikoff, Tanner, & Pierce, 1994, p. 40).

Diane Shea Pravikoff

CLINICAL CARE
CLASSIFICATION SYSTEM

The Clinical Care Classification (CCC)
System, previously known as the Home
Health Care Classification System (Version
1.0), is a standardized, coded nursing termi-
nology system thatidentifies discrete atomic-
level concepts and data elements of nursing
practice. The CCC System provides a unified
framework and coding structure for nurses
and allied health professionals to electroni-
cally capture and document the “essence
of care” in all health care settings. The
CCC System is a clinical decision-support
terminology developed empirically from
research of live patient care data records

and designed for measuring outcomes
and determining care costs, workload, and
resources in any health care information
technology (HIT) system. The CCC System
Version 2.1 is based on a coded, standard-
ized, and unified framework for electronic
documentation, processing, retrieval, and
analysis following the conceptual frame-
work of the American Nurses Association
(ANA) six nursing process standards (2003)
(assessment, diagnosis, outcome identifica-
tion, planning, implementation, and evalua-
tion) to assess, to document, and to evaluate
a patient holistically.

The CCC System is the first National
Nursing Standard accepted by the Depart-
ment of Health and Human Services as a
coded interoperable terminology for the
information exchange of health data in the
electronic health record through the Office
of the National Coordinator for Health
Information Technology and the Office
of the National Coordinator Healthcare
Information Technology Standards Panel
Biosurveillance Technical Committee in
the first set of approximately 55 standards
adopted by the Department of Health and
Human Services Secretary in 2007 and 2008.
The CCC System is free with permission,
consists of atomic-level concepts and open
source/open architecture for documenta-
tion of patient care in the electronic health
record systems. The CCC is interoperable
with the American National Standards
Institute, Health Level Seven, integrated
in Logical Observations Identifiers Names
and Codes, meets the Cimino criteria for
a standardized terminology, is an ANA
recognized terminology, and conforms
to ISO Reference Terminology Model for
Nursing (ISO-18104). The CCC System is
also indexed in the Metathesaurus of the
Unified Medical Language System and
Cumulative Index of Nursing and Allied
Health Literature.

The CCC System was developed as part
of a federally funded research study by
the Health Care Financing Administration



(1988-1991) to develop a methodology for elec-
tronically assessing and classifying Medicare
patients to predict nursing resources and
evaluate outcomes. The research study was
conducted by Dr. Virginia K. Saba, RN, EdD,
FAAN, FAMC], LL, and her colleagues at the
School of Nursing, Georgetown University,
Washington, DC. The research study con-
sisted of a national sample of almost 650
health care facilities, which collected data
on approximately 9,000 newly discharged
Medicare cases representing each patient’s
entire episode of care from admission to
discharge. The CCC System (Version 2.1)
provides the documentation of nursing care
by linking nursing diagnoses, interventions,
and outcomes using the six standards of the
nursing process recommended by the ANA
(2003).

The CCC System was empirically devel-
oped from the computer processing of
approximately 40,000 textual phrases rep-
resenting nursing diagnoses and/or patient
problems and 72,000 phrases depicting
patient care services and/or actions collected
on the research study cases from live patient
records. The textual phrases were processed
by computer using keyword sorts, statisti-
cal analyses, and other computerized tech-
niques, which provided the framework for
classifying, coding, and indexing the textual
phrases to create the one system known as
the Home Health Care Classification Version
1.0. It was revised in 2003—2004 from research
study and feedback from “live” HIT systems
to form Version 2.0 and the current CCC
System Version 2.1.

The CCC System, Version 2.1, consists
of two terminologies: the CCC Nursing
Diagnoses and Outcomes and the CCC
Nursing Interventions/Actions. Together, the
two interrelated terminologies form one sin-
gle system classified by 21 care components
and organized by 4 health care patterns. CCC
of Nursing Diagnoses consists of 182 code
concepts (59 major and 123 subcategories).
CCC of Nursing Interventions consists of 792
nursing interventions (198 interventions [72
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major and 126 subcategories] and 4 action
qualifiers: assess/monitor, perform/care,
teach/instruct, and manage/refer). CCC of
Nursing Outcomes consists of 546 nursing
diagnosis outcomes (182 diagnoses and 3
outcome qualifiers: improve, stabilize, and
deteriorate) to code expected and actual
outcomes.

The CCC System consists of a four-level
framework that allows data to be coded at
multiple levels of abstraction and analyzed
at multiple levels of granularity. The highest
levelis four health care patterns: health behav-
ioral, functional, physiological, and psycho-
logical, each of which represents a different
number of care components. The health care
patterns provide the framework for the third
level of the 21 care components—a cluster of
elements that depicts a holistic approach to
patient care. The care components are as fol-
lows: activity, bowel/gastric elimination, car-
diac, cognitive, coping, fluid volume, health
behavior, medication, metabolic, nutritional,
physical regulation, respiratory, role rela-
tionship, safety, self-care, self-concept, sen-
sory, skin integrity, tissue perfusion, urinary
elimination, and life cycle. The 21 care com-
ponent nursing classes were found to be
clinically relevant and the best predictors
of health care resources (Holzemer et al,
1997).

The next level consists of two interre-
lated terminologies: (1) the CCC of Nursing
Diagnoses and Outcomes and (2) the CCC
of Nursing Interventions and Actions. The
CCC of Nursing Diagnoses and Outcomes
depicts patient conditions and/or problems
requiring clinical care by nurses and allied
health professionals. The definition of a nurs-
ing diagnosis is based on the definition used
by the North American Nursing Diagnosis
Association (1992). An example of CCC
Nursing Diagnosis is Activity Alteration
(A01). Each nursing diagnosis is also paired
with three outcome qualifiers (improve, sta-
bilize, and deteriorate) to depict an expected
and an actual outcome representing the 546
CCC Outcomes. The qualifier digit represents
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the lowest level of the framework and pro-
vides the codes for expected outcomes (goal
of care) and actual outcomes (goal resolu-
tion); for example, Expected Outcome (Goal)
to Improve Activity Alteration (A01.0.1),
whereas Actual Outcome Activity Alteration
Stabilized (A01.0.2).

The CCC of Nursing Interventions and
Actions is the terminology used to docu-
ment the “essence of nursing care” deter-
mined to treat the diagnosis, problem, or
condition. The definition of a nursing inter-
vention is “A single nursing action designed
to achieve an outcome for a nursing or medi-
cal diagnosis for which the nurse is account-
able” (Saba, 2007, p. 328). An example of CCC
Nursing Intervention is Cast Care (A02.1).
Each nursing interventions is always mod-
ified by one of four Action qualifiers: (1)
assess/monitor, (2) perform/care, (3) teach/
instruct, or (4) manager/refer. The quali-
fier digit also represents the lowest level of
the framework, which expands the nursing
intervention, service, activity, and so forth,
and provides the codes for the four action
types. Examples of intervention actions are
as follows: assess cast care (A02.1.1), perform
cast care (A02.1.2), teach cast care (A02.1.3),
and manage cast care (A(02.14). The four
codes make the intervention action data eas-
ier to process, retrieve, and analyze; that is,
the four intervention actions require differ-
ent services, skills, and time, making it pos-
sible to measure outcomes, determine cost,
workload, and resources.

The CCC System coding structure is
based on the structure of the International
Classification of Diseases and Health Related
Problems, Tenth Revision (Who, 1992). Each
diagnostic and intervention concept is
assigned a unique five alphanumeric charac-
ter code: first position, an alphabetic charac-
ter for the care component; second and third
positions, a two-digit code for a core data ele-
ment (major category) followed by a decimal
point; fourth position, a one-digit code for a
subcategory (if needed); and fifth position,
a one-digit code for a qualifier outcome or

action. This coding structure facilitates the
design of clinical care pathways as well as
other plans of care applications.

The CCC System has been implemented
by numerous HIT vendor systems: Siemens
Medical Solutions integrated the CCC into
Sorian©, which is distributed around the
world. It has also been implemented in hospi-
tals, for example, Rush Presbyterian Hospital
(Chicago, IL), Southeast Hospitals Group
(Fall River, MA), Orton Hospital (Helsinki,
Finland), Kupio Hospital (Kupoi, Finland),
Hospital Corporation of America (HCA), and
numerous others. Further, it is translated into
Dutch, Portuguese, Spanish, Finnish, Korean,
Turkish, and so forth.

In summary, the CCC System Version
2.1 documents nursing practice follow-
ing the nursing process. It is being used
in nursing research for the design of deci-
sion support systems, in nursing education
by incorporating it in PDAs for electronic
documentation, and as a simulated system
using a PC to enhance the learning of the
nursing process. The CCC System validates
the documentation of nursing practice
makes nursing visible, provides the data for
the “essence of nursing” care, and contrib-
utes to patient care while advancing nurs-
ing science.

Virginia K. Saba

CLINICAL DECISION MAKING

Clinical decision making is a process that
involves the interaction among the knowl-
edge of preexisting pathological conditions,
patient data, clinical experience, and judg-
ment (Banning, 2008). Clinical decision-
making ability is defined as the ability by
which a clinician identifies, prioritizes, estab-
lishes plans, and evaluates data. Decision
making is central to professional nursing
and has vital links to patient care outcomes



(Catolico, Navas, Sommer, & Collins, 1996).
Researchers have investigated the process,
types, and quality of clinical decision mak-
ing. Catolico et al. (1996) studied decision
making of practicing staff nurses. It was
demonstrated that nurses with better com-
munication skills had a greater frequency of
actual decision-making practices. Intuition
was a critical component of clinical decision
making in a qualitative study of novice nurse
practitioners (Kosowski & Roberts, 2003).
Some researchers have looked at approaches
such as informatics or algorithms to aid deci-
sion making. Gillespie and Peterson (2009)
showed that that the use of a decision-making
framework to guide clinical decision making
by novice nurses fostered the development of
their knowledge, skill, and confidence.

A critical issue in clinical decision mak-
ing is the educational level, preparation, and
experience of the nurses who are formulat-
ing decisions. Studies have explored the
decision-making process of student nurses,
staff nurses, and nurse practitioners. A group
of nursing students were given didactic and
interactive teaching sessions on clinical deci-
sion making. Students’ decision making was
in accordance with the decision making of
experts significantly more often than that of
the student nurses who did not receive the
decision-making content (Shamian, 1991). A
study in the United Kingdom demonstrated
that nurses having a college education were
significantly better at decision making than
their colleagues educated in diploma pro-
grams (Girot, 2000). Advanced practice
nurses in specialty practices tend to generate
fewer hypotheses in their clinical decision
making. Those nurses must be aware that
formulating a diagnosis too early in the data-
gathering phase precludes the possibility of
considering all options (Lipman & Deatrick,
1997). Nurses with case-related experiences
are more likely to choose appropriate inter-
ventions. A study of nurse practitioners by
White, Nativio, Kobert, and Engberg (1992)
concluded that case content expertise is cru-
cial for clinical decision making from the
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aspect of understanding the significance of
the data acquired and in making the cor-
rect decision. Nurses gain a sense of saliency
in clinical decision making with increased
experience (Banning, 2008). In a study of
novice and expert nurses in an intensive care
unit, it was demonstrated that expert nurses
used a wider range of cues, and more cues
that identified impending problems, in their
clinical decision making (Hopkins, Aitken, &
Dulffield, 2009).

When investigating the decision-making
process, researchers have used simulations,
together with interviews regarding the
thought processes individuals use to reach
decisions. The quality of decision making
is defined as having the ability to make fre-
quently required decisions (Catolico et al,
1996). That aspect of decision making has
been studied by using computer-assisted
simulations requiring nurses to make deci-
sions in controlled clinical situations. To
investigate clinical decision making by nurse
practitioners, the nurses care for patients via
computer and interactive videos. Decision
support technology serves as an adjunct
to, not as a replacement for, actual clinical
decision making. Advanced practice nurses
integrate clinical decision systems into their
practices is to provide more objective, scien-
tifically derived, technology-based data for
their patient care decisions (Traynor, Boland,
& Buus, 2010). There are some inherent diffi-
culties with technology-based decision sup-
port systems. Nurses who are unfamiliar or
uncomfortable with the technology are less
likely to value the utilization of the systems
(Weber, Crago, Sherwood, & Smith, 2009).

Nurses have a professional responsibil-
ity to provide patients with opportunities
to participate in clinical decision making.
However, patients’ preferences to partici-
pate vary greatly. Patient participation in
clinical decision making has been studied
from a variety of perspectives. In a study of
more than 400 patients, it was shown that
females, those with a high school or college
education, and those with previous hospital
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experience are significantly more likely to
prefer an active role in clinical decision mak-
ing (Florin, Ehrenberg, & Ehnfors, 2008). It
is also crucial for nurses to have knowledge
of ethical issues related to clinical decision
making. This is particularly important when
the decision process is regarding end-of-life
care (Mahon, 2010).

Nurses” decision making has been
shown to be affected by the sociodemograph-
ics of the patient. Age, sex, race, religion, and
socioeconomic status can impact on decision
making. Racial disparities in health care may
be due to racial biases when formulating
clinical decisions. Interviews with African
American patients with diabetes revealed
that they believed that shared decision mak-
ing was offered more often to White patients
(Peek et al., 2010). Non-White patients pre-
senting to the emergency department with
chest pain are hospitalized less frequently
than White patients (Pope et al., 2000). There
was a significant difference in reports of sus-
pected abuse after the evaluation of fractures
between minority and nonminority children
(Lane, Rubin, Monteith, & Christian, 2002).
Competent clinical decision making by
nurses requires being cognizant of potential
biases. Decision making is critical to nurs-
ing practice. Gathering, organizing, and pri-
oritizing data are major components of the
process. Continued research in this area can
foster the development of decision-making
skills in novice nurses and cultivate high
clinical decision-making ability in expert
nurses.

Terri H. Lipman

CLINICAL JUDGMENT

Clinical judgment has been defined as the
process by which nurses come to understand
problems, issues, or concerns of patients,
attend to salient information, and respond in

concerned and involved ways. Clinical judg-
ment occurs within a framework of clinical,
legal, ethical, and regulatory standards and
is closely aligned with phenomena such as
critical thinking, decision making, problem
solving, and the nursing process (Benner,
Tanner, & Chesla, 1996).

Expert clinical judgment is held in high
regard by nurses as it is generally viewed as
essential for provision of safe, effective nurs-
ing care and the promotion of desired out-
comes. Nursing research has been conducted
on the processes of clinical judgment with
the intent to better understand how nurses
identify relevant information from the vast
amounts of information available and then
use thatinformation to make inferences about
patient status and appropriate interventions.
The complexity of the clinical judgment pro-
cess has brought about collaboration of nurse
researchers with multidisciplinary experts
from a broad array of scientific backgrounds
including cognitive psychology, informatics,
phenomenology, and statistics.

The body of research on clinical judg-
ment generated by interdisciplinary collabo-
ration has been categorized into two distinct
theoretical classifications: the “rationalistic”
and the “phenomenological” perspectives. In
this context, the term “rationalistic” describes
scientific inquiry into the deliberate, con-
scious, and analytic aspects of clinical judg-
ment (Benner et al., 1996). Examples include
research on the role of information process-
ing, diagnostic reasoning (Tanner, Padrick,
Westfall, & Putzier, 1987), and decision
analysis (Schwartz, Gorry, Kassirer, & Essig,
1973) in the clinical judgment process. The
term “phenomenological” refers to research
on the skill-acquisition component of clinical
judgment as advanced by Benner and Tanner
(1987) and Benner et al. (1996) in the Novice
to Expert Model.

Information processing theory and diag-
nostic reasoning are based on the work of
Elstein, Shulman, and Sprafka (1978) and
Newell and Simon (1972) and collectively
describe problem-solving behavior and the



effect of memory and the environment on
problem solving. These theories hold that
human information processing capacity is
restricted by short-term memory, and effec-
tive problem-solving ability is dependent on
adoption of strategies to overcome human
limitations. Information processing theory
and diagnostic reasoning have been applied
widely to the study of clinical judgment and
the use of information in the clinical judg-
ment process. The literature suggests that
nurses and physicians use a similar process
for clinical judgment, which involves infor-
mation gathering, early hypothesis gen-
eration, and then additional information
gathering to confirm or rule out a suspected
diagnosis or clinical problem. According to
the “rationalistic theories,” early hypothesis
generation “chunks” data and is an effective
strategy for conserving short-term memory
(Corcoran, 1986; Elstein et al., 1978; Tanner
et al., 1987). Although knowledge generated
from work completed in the fields of infor-
mation processing and diagnostic reasoning
has been descriptive in nature, decision anal-
ysis is a prescriptive approach to decision
making and involves the process of weighing
cues and using mathematical models (gener-
ally made possible through expert systems)
to determine the course of action most likely
to produce desired outcomes.

Corcoran (1986) used an information
processing approach and verbal protocol
technique to compare care-planning strate-
gies used by hospice nurses. She found that
unlike novice nurses, the overall approach
of expert nurses differed by case complex-
ity with a systematic method used for less
complex cases and an exploratory approach
for cases of greater complexity. In addition,
expert nurses generated more alternative
actions during the treatment planning pro-
cess, were better able to evaluate alternative
actions, and developed better care plans than
did novices.

Tanner et al. (1987) used verbal responses
to videotape vignettes to describe and com-
pare the cognitive strategies of diagnostic
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reasoning used by nursing students and
practicing nurses. They found that practicing
nurses were more likely to use a systematic
approach and to be more accurate in diag-
nosis than the students. Henry (1991) exam-
ined the effect of patient acuity on clinical
decision making of experienced and inex-
perienced critical care nurses using comput-
erized simulations. Findings suggest that
inexperienced nurses collected more data
and had poorer patient outcomes than expe-
rienced nurses.

Salantera, Eriksson, Junnola, Salminen,
and Lauri (2003) used simulated case descrip-
tions and the think-aloud method to compare
and describe the process of information gath-
ering and clinical judgment by nurses and
physicians working with cancer patients. The
authors found that while nurses and physi-
cians identify similar problems, they use
divergent approaches to information gather-
ing and knowledge base application for the
purposes of clinical judgment. They found
that nurses rely more on personal knowl-
edge, whereas physicians rely more heavily
on theory.

Unlike the objective, detached approach
to the study of clinical judgment charac-
teristic of the rationalistic perspective, the
phenomenological perspective holds that
intuition is a legitimate and essential aspect
of clinical judgment and is the feature that
distinguishes expert human judgment from
that of expert systems (Benner & Tanner,
1987). Benner’s work is based on the skill-
acquisition model advanced by Dreyfus and
Dreyfus (1980). According to this model,
there are six key aspects of intuitive judg-
ment: pattern recognition, similarity recog-
nition, commonsense understanding, skilled
know-how, sense of salience, and deliberative
rationality (Benner & Tanner, 1987). Much of
the research related to Benner’s work and the
Novice to Expert Model relates to the rela-
tionships that exist between nursing knowl-
edge, clinical expertise, and intuition.

The Novice to Expert Model was devel-
oped using a phenomenological approach to
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interview and observe nurses with varying
degrees of clinical expertise. In the inter-
view process, nurses were asked to describe
outstanding clinical situations from their
practice. Benner found that a holistic grasp
of clinical situations is a necessary precur-
sor to expert clinical judgment (Benner,
1984). Subsequent research supports these
findings and discriminates between differ-
ences in clinical judgment among clinicians
with varying levels of experience (Corcoran,
1986). In a 6-year interpretive study of nurs-
ing practice, Benner et al. (1996) identified
five interrelated aspects of clinical judg-
ment: (1) disposition toward what is good
and right, (2) extensive practical knowledge,
(3) emotional responses to the context of a
clinical situation, (4) intuition, and (5) role of
narrative in understanding a patient’s story,
meanings, intents and concerns. The authors
suggested that these aspects play a signifi-
cant role in clinical judgment and deserve
equal consideration along with the aspects
arising from the “rationalistic” perspective
of clinical judgment.

On the basis of a critical review of liter-
ature published through 2004, Tanner (2006)
proposed an alternative model of clinical
judgment. The Tanner Clinical Judgment
Model (CJM) represents the complexity of
the construct including its interrelation with
the nurses’ background, the situational con-
text, and the degree to which knowing the
patient influences interpretation of findings,
response, and reflection on that response
(Tanner, 2006). The CJM proposes a nonlinear
process that characterizes the clinical judg-
ment skills used by expert nurses. However,
the model supports the diagnosis of break-
down in clinical judgment with novice nurses
by faculty members and preceptors. The CJM
also supports self-diagnosis of lapses in clin-
ical judgment by more experienced nurses
through self-reflection on practice. The CJM
includes four distinct yet iterative phases: (1)
noticing, (2) interpreting, (3) responding, and
(4) reflecting. A description of each phase is
included in Table 1.

Table 1
Four PHAsEs oF THE TANNER CJM

CJM Aspect Description

Noticing Perceiving the situation based
on clinical knowledge, clinical
experience, and knowing the patient

Interpreting Developing a deep understanding of
the situation

Responding Intervening based on clinical
reasoning

Reflecting Reading the patient response to

interventions and making

adjustments to care based on that
response; ongoing deliberation of
practice to secure lessons learned

From Tanner, 2006.

Using the CJM as a conceptual frame-
work, Lasater (2007) developed the Clinical
Judgment Rubric to provide a means to
describe and quantify levels of performance
in clinical judgment. Neilson further devel-
oped this work though development of the
CJM study guide that uses the phases of
Tanner’s model to assist students in appli-
cation of the model to assigned patients in
clinical practice (Nielsen, Stragnell, & Jester,
2007). Together, the Clinical Judgment Rubric
and the study guide provide an evaluation
framework to assist faculty and preceptors
in recognizing and evaluating clinical judg-
ment skills in more novice nurses. In addi-
tion, these tools provide guiding principles
and a standardized language for offering
feedback to students as they work to develop
clinical judgment skills.

Although early research on clinical judg-
ment identified two divergent but legitimate
perspectives of rationalistic and phenome-
nological approaches, the more recent work
(Lasater, 2007; Neilson 2007; Tanner, 2006)
indicates signs of convergence. The challenge
for future research is continued integration
of these perspectives to apply what is known
and to study the impact of integrated models
on clinical reasoning and patient outcomes.
Tanner’s CJM provides a framework that
holds promise not only for supporting the



skill-acquisition component of clinical judg-
ment but also for guiding research on clinical
reasoning patterns, associated actions, and
practice outcomes.

Patricia C. Dykes
Moreen Donahue

CLINICAL NURSING RESEARCH

Clinical nursing research is both broadly
and narrowly defined. Broadly, it denotes
any research of relevance to nursing prac-
tice that is focused on care recipients, their
problems and needs. This broad definition
stems from the 1960s, when a major change
occurred in nursing science. Before the 1960s,
the research of nurses had focused on nurses
and the profession of nursing including
major questions of interest related to nurs-
ing education and the way in which nurses
practiced within care delivery structures
(i.e., hospitals). The reasons for these foci are
many, but for the most part they stem from
the dearth of nurses with advanced degrees
at that time and the fact that nurses with
advanced degrees were educated in other
disciplines (e.g., education).

In the late 1950s and 1960s, a major shift
occurred, driven by three factors. First, lead-
ers in nursing successfully lobbied for the
institution of the nurse scientist program
through the federal government, which pro-
vided financial support for nurses to be edu-
cated in the sciences (e.g., physiology, biology,
anthropology, psychology). Second, nurse
theorists such as Faye Abdellah, Virginia
Henderson, Imogene King, Ida Orlando,
Hildegard Peplau, and Martha Rogers began
to formulate conceptual models to direct
nursing practice, and attention was focused
on designing research that more or less was
guided by those models (or at least the sub-
stantive areas circumscribed by the models).
Third, as more nurses attained advanced
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degrees, doctoral education with a major
in nursing finally became a reality, and the
focus of nursing research shifted more firmly
away from nurses and nursing education to
the practice of clinical nursing. The broad
definition of clinical nursing research, then,
was originally formulated to differentiate
between the research conducted by nurses
before the 1960s, which focused on nurses,
and the major shift in focus on practice.

Strongly influenced by the establish-
ment of the Center for Nursing Research (at
present the National Institute of Nursing
Research)in the National Institutes of Health,
clinical nursing research has recently taken
on a narrower definition, modeled after the
definition of clinical trials (large-scale exper-
iments designed to test the efficacy of treat-
ment on human subjects) used at National
Institutes of Health. This narrow definition
limits clinical nursing research to only those
studies that focus on testing the effects of
nursing interventions on clinical or “nurse
sensitive” outcomes.

In addition to an evolution in definition,
clinical nursing research also has changed in
form and complexity over time. Early clini-
cal nursing research was characterized by
a focus on circumscribed areas of inquiry
using experimental and quasi-experimental
methodologies. Investigators were few and
tended to work in isolation. Often an inves-
tigator conducted single studies on different
problems rather than series of studies focused
on different aspects of the same problem.
As a result, study results tended to be con-
text bound and limited in generalizability
to other settings, samples, or problems. The
relationship between theory development
and research was discussed abstractly but
not explicitly operationalized, and a philoso-
phy of knowledge building rather than prob-
lem solving had not yet developed.

The next stage in the evolution occurred
with the realization that little was known
about many of the phenomena of concern to
nurses. This heralded a period during which
emphasis shifted away from experimental
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methods to exploratory/descriptive methods,
such as grounded theory. Guided by the
meta-paradigm of nursing (person, nursing,
health, and environment), nurse scientists
began focusing on discovering and naming
the concepts of relevance for study in nursing,
delineating the structure of these concepts,
and hypothesizing about the relationships of
these concepts in theoretical systems.

More recently, clinical nursing research
has become clearly defined as a cumula-
tive, evolutionary process. Investigators are
still advised to derive questions from clini-
cal problems, but the focus is on knowledge
generation, specifically the generation and
testing of middle-range theory (a theory
that explains a class of human responses),
for example, self-help responses, symptom
experience and management, and family
responses to caregiving. Because knowledge
is viewed as cumulative, investigators usu-
ally study various aspects of one particular
concept or response; studies build on one
another, and each study adds a new dimen-
sion of understanding about the concept of
interest. This approach to clinical nursing
research requires investigators to use mul-
tiple methodologies in their programs of
research, including (a) inductive techniques
to discover knowledge from data, (b) deduc-
tive techniques to test hypotheses that are
either induced or deduced, and (c) instru-
mentation to increase the sensitivity, reliabil-
ity, and validity of the measurement system
designed for the concept.

The methodologies being used include
qualitative methods such as ethnometh-
odology, grounded theory, and phenome-
nology and quantitative methods, ranging
from traditional experimental methods and
designs to less traditional methods, such as
path analysis and latent variable modeling.
Because human responses change over time
on the basis of contextual factors or treat-
ments (independent variables) applied by the
nurse investigator and because understand-
ing the nature of change often is at the crux
of the theory building, skills in measuring

change also may be required. This has
resulted in the need for many investigators
to incorporate techniques such as time series
analysis and individual regression into their
research.

Understanding the human responses of
concern to nurses can also require an under-
standing of cellular mechanisms that are best
studied in animal models and a coupling of
biological techniques such as radioimmu-
noassay and electron microscopy, with psy-
chosocial techniques such as neurocognitive
assessment or self-report of psychological
states. In addition, measurement of differ-
ent units of analysis (e.g., individual, family,
organization) may be required, along with
strategies for understanding the effect of care
contexts (e.g., social, physical, organizational
environments) on the human response of
concern. Needless to say, single investigators
rarely have all the skills needed to advance
the understanding of a particular concept.
As a consequence, single investigators are
becoming more and more a thing of the past
as teams of scientists, including nurses and
individuals from other disciplines, collabo-
rate in the knowledge-building endeavor.

Nursing is concerned with human
responses and is based on the assumption
that humans are holistic and embedded in
history and various environments. Clinical
nursing research is about generating a body
of knowledge on which nurses can base prac-
tice. Itis about assuring the efficacy and safety
of nursing actions, substantiating the effect
of nursing actions on patient outcomes, and
conserving resources (costs, time, and effort)
while effecting the best possible results. It is
about identifying strategies for improving
the health of the population and promoting
humanization within a health care environ-
ment that has a natural tendency to be mech-
anistic, compartmentalized, and focused on
short-term rather than long-term gain. It is
about client advocacy, client protection, and
client empowerment. The challenge of clini-
cal nursing research is to develop an under-
standing of human response through theory



generation and testing while developing
measurement systems and using research
methods that capture the holism of the cli-
ent and the holistic nature of the health care
experience.

Linda R. Phillips

CLINICAL PREVENTIVE
SERVICES

Clinical preventive services are screenings,
vaccinations, counseling, or other preventive
services delivered to one patient at a time by
a health care practitioner in an office, clinic,
or health care system (Centers for Disease
Control and Prevention, 2010). Timely receipt
of clinical preventive services (Nelson et al.,
2002; Taylor-Seehafer, Tyler, Murphy-Smith,
Hitt, & Meier, 2004; United States Preventive
Services Task Force [USPSTF], 1996) can
reduce premature mortality and morbidity.
Evidence suggests that screening for colo-
rectal and breast cancer can reduce morbid-
ity and mortality for many older patients
(Holmboe et al., 2000; Pignone, Rich, Teutsch,
Berg, & Lohr, 2002; Smith et al., 2001). There
is strong consensus that screening for colo-
rectal, breast, and cervical cancer, screening
for high blood cholesterol levels, and timely
receipt of adult immunizations can reduce
the risk of premature death (Apantaku, 2000;
Lawvere et al., 2004; Nelson et al., 2002) and
that tobacco use, excessive alcohol use, physi-
calinactivity, obesity, and failure to use safety
belts increase mortality risk (Kerlikowski
et al; Nelson et al., 2002; Shapiro, Seeff, &
Nadel, 2001).

Although scientific evidence exists for
emphasizing prevention within clinicians’
practices, studies have shown that clinicians
often fail to provide recommended clini-
cal preventive services (Ayres & Griffith,
2007a, 2007b, 2008; Finney Rutten, Nelson, &
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Meissner, 2004; Lopez-de-Munain, Torcal,
Lopez, & Garay, 2001; Ma, Urizar, Alehegn, &
Stafford, 2004; Natarajan & Nietert, 2003;
Nelson et al., 2002; Solberg, Kottke, & Brekke,
2001; Stange, Flocke, Goodwin, Kelly, &
Zyzanski, 2000; USPSTF, 2000). A number of
variables influence the delivery of clinical
preventive services primary care providers.
Research has shown that lack of the provision
of preventive services included clinicians’
report lack of time (Ayres & Griffith, 2007a,
2007b, 2008; Frame, 1992; Jackson, 2002), lack
of commitment to prioritize preventive ser-
vices, inadequate reimbursement for clinical
preventive services, lack of adequate clini-
cian training, and the lack of a system to inte-
grate clinical preventive services into regular
patient care (Ayres & Griffith, 2006, 2007a,
2007b, 2008; Cornuz, 2000).

Attributes of primary care such as
patient preference for their regular physi-
cian, interpersonal communication, and
coordination of care influence the delivery
of clinical preventive services. In addition,
personal factors have also been found to
influence the delivery of clinical preventive
services. Clinician failure to use recommen-
dations in the form of clinical guidelines
has been explained by a perceived lack of
effectiveness, lack of familiarity with the
content of published recommendations, the
belief that some forms of recommended
care do not apply in ones’ own practice,
the reduced confidence that screening
will lead to expected outcomes, and the
uncertainty about which preventive ser-
vices to provide to their patients (Ayres &
Griffith, 2006, 2007a, 2007b; Lawvere et al.,
2004; Litaker, Flocke, Frolkis, & Stange,
2005; Tudiver et al.,, 2001; USPSTF, 2000;
Zitzelsberger, Grunfeld, & Graham, 2004;
Zoorob, Anderson, Cefalu, & Sidani, 2001).

Primary care practices are strategic
avenues for initiating clinical preventive
services. Yet, although visits to the doctor’s
office are appropriate times to advise patients
on health behaviors, these opportunities are
often missed (Woolf & Atkins, 2001). Studies
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have reported that nurse practitioners (NPs)
provide more preventive care than do phy-
sicians (Hooker & McCaig, 2001); however,
no studies to date have solely investigated
the factors that may influence the delivery
rates of clinical preventive services provided
by NPs based on the theoretical literature.
Studies that examined the delivery of clini-
cal preventive services have been conducted
exclusively with physicians or have included
NPs under an umbrella term of “clinicians”
dominated by physicians and examined
under a medical practice model.

There is a growing body of evidence that
NPs and physicians differ in the preventive
and treatment strategies they use during
patient encounters and in the populations
served (Aparasu & Hegge, 2001, Hopkins,
Lenz, Pontes, Lin, & Mundinger, 2005; Lenz,
Mundinger, Hopkins, Lin, & Smolowitz,
2002; Lin, Hooker, Lenz, & Hopkins, 2002;
Moody, Smith, & Glenn, 1999; Pieper &
Dinardo, 2001). For example, the process of
NP and MD patient encounters and the pop-
ulations these providers tend to serve have
been examined in several studies using data
from the National Ambulatory Medical Care
Survey (NAMCS). One study found that NPs
directly supervised by MDs saw younger
patients than MDs and provided counseling
and education during a higher proportion of
visits (Crabtree et al., 2006; Hooker & McCaig,
2001; Hung et al., 2006). Another study exam-
ined patient encounters of NPs combined
with physicians” assistants (PAs) and found
that NP/PA patients were more likely to be
65 years or older, female, Black, and from the
Northeastern United States when compared
with MD patients (Aparasu & Hegge, 2001).
Another study that used NAMCS data found
NPs to have younger clients who were more
often female. NPs also tended to provide
more health counseling interventions and
to perform fewer office surgical procedures
(Moody et al,, 1999). Lin et al. (2002) used
NAMCS data to compare NP with PA prac-
tice and found that NPs saw a larger propor-
tion of visits, provided more preventive and

therapeutic services, and played a larger role
in ob-gyn clinics than Pas.

Studies using other techniques, such
as chart review and vignettes, have also
revealed differences between MDs and NPs
in the practice characteristics carried out
during patient encounters. In a chart review
study comparing NPs and MDs in the pri-
mary care of adults with type 2 diabetes,
NPs were found to be more likely than MDs
to document the provision of general diabe-
tes education and education about nutrition,
weight, exercise, and medications (Lenz et al.,
2002). In a review of 10 health maintenance
items, relatively poor overall compliance was
found with rectal examinations, pneumococ-
cal vaccinations, and fecal occult blood tests.
Better performance was seen for cholesterol
screening and mammography. Patients in
this study who were followed by NPs experi-
enced better rates of adherence to prevention
measures than patients followed by NP-MD
teams, or MDs alone, although all groups had
relatively low adherence to prevention guide-
lines (Pieper & Dinardo, 2001). Inconsistent
adherence to diabetes guidelines has been
found for NPs studied in isolation (Fain
& Melkus, 1994) as well as MDs (Puder &
Keller, 2003).

A study by the National Alliance of
Nurse Practitioners was conducted in 1992
to evaluate NPs’ performance in the deliv-
ery of clinical preventive services (Martin,
1992). Two journal articles reported conflict-
ing results of the National Alliance of Nurse
Practitioners study. One study reported that
nationally NPs were meeting or exceed-
ing most of the preventive service objec-
tives (12 out of 17) recommended in Healthy
People 2000, with progress needed in only
a few areas (Lemley, O’Grady, Raukhorst,
Russell, & Small, 1994).

Another study suggested that NPs
have not been as consistent or as frequent
in providing preventive services as recom-
mended by Healthy People 2000 and major
authorities (Griffith, 1994). In fact, a later
study reported NPs devoted less than 1% of



patient encounter time to health promotion
(Courtney & Rice, 1997). Given the empha-
sis on health promotion and disease preven-
tion in NP clinical practice, little research
has occurred since 1992 regarding NP per-
formance in these areas of clinical preven-
tion. Since 1992, pressure on NPs to see
more patients in a given amount of time has
increased, and there may be a gap between
what NPs believe to be the ideal and what is
actually practiced (Birkholz & Viens, 2001).

Although physician adherence to clini-
cal preventive services guidelines has been
found to be uneven (Finney Rutten et al,
2004; Gottlieb et al., 2001; Kiefe et al., 2001;
Lopez-de-Munain et al., 2001; Ma et al., 2004;
Natarajan & Nietert, 2003; Nelson et al., 2002;
Solbergetal., 2001; Stange etal., 2000; USPSTE,
2000), NPs and their adherence to guidelines
have not been as closely examined. Studies
that have specifically examined NPs to gain
a better understanding of their delivery
of clinical preventive services are few and
far between. Furthermore, there has been
very little research conducted to assess the
knowledge and behaviors specific to NPs
in the area of delivering clinical preven-
tive service based on USPSTF guidelines.
Additionally, the NPs’ attitudes, beliefs, and
behaviors about preventive care activities
have not been fully examined using a theo-
retical framework from which effective, the-
ory-based interventions could be developed
and tested.

Although the goal to improve the deliv-
ery of clinical preventive services in primary
care is undisputed, progress in this area is
slow. Studies that have examined primary
care practice to improve the delivery of clin-
ical preventive services have included NPs
under an umbrella term of “clinicians” dom-
inated by physicians and examined under
a medical practice model. However, nurses,
particularly NPs, by virtue of their nursing
philosophy and education as well as their
scope of practice, may be unique in their
attitudes, beliefs, and behaviors about pre-
ventive care. Moreover, strategies designed
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to improve the delivery of clinical preventive
services among clinicians, once again inclu-
sive of NPs, have been developed empirically
rather than being based on a sound theoret-
ical understanding of underlying cognitive
processes that may influence the extent to
which clinicians deliver clinical preventive
services to their patients. Examining the
variables that may influence nurses’ deliv-
ery of clinical preventive services based on
theory has the potential to inform the design
of theory-based interventions to improve the
delivery rates among the patient populations
NPs typically serve, the diverse and chron-
ically underserved populations such as the
elderly, the poor, and those in rural areas.

Cynthia G. Ayres

CLINICAL TRIALS

A clinical trial is a prospective controlled
experiment with patients. There are many
types of clinical trials, ranging from studies
to prevent, detect, diagnose, control, and treat
health problems to studies of the psycholog-
ical impact of a health problem and ways to
improve people’s health, comfort, function-
ing, and quality of life.

The universe of clinical trials is divided
differently by different scientists. Clinical
trials are often grouped into two major clas-
sifications, randomized and nonrandom-
ized studies. A randomized trial is defined
as an experiment in which therapies under
investigation are allocated by a chance mech-
anism. Randomized clinical trials are com-
parative experiments that investigate two
or more therapies. Nonrandomized clinical
trials usually involve only one therapy, on
which information is collected prospectively
and the results compared with historical
data. Comparing prospective data with his-
torical control data introduces biases from
many sources. These potential biases are



68 M CLINICAL TRIALS

usually of such magnitude that the results
of nonrandomized studies are often ambig-
uous and not universally accepted unless the
therapeutic effect is very large. These same
biases are not present to the same degree in
randomized trials. Recent development and
use of mega-trials represents one variation.

The mega-trial is a large, simple, ran-
domized trial analyzed on an “intent-to-
treat” basis. In mega-trials randomization
serves to achieve identical allocation groups
(equal distribution of bias), where there
is poor experimental control and large
between-subject variation. Results of mega-
trials cannot readily be generalized because
their conclusions are observations, not causal
hypotheses and therefore not testable. Mega-
trials can be repeated but not replicated.
Mega-trials dispense with the scientific aim
of maximum experimental control to remove
or minimize bias and instead use randomi-
zation to achieve equal distribution of bias
between groups.

In clinical drug trials, following approval
by the Food and Drug Administration, three
phases of clinical trials begin. Phase 1 stud-
ies generally establish whether a treatment
is safe and at what dosages. Phase 2 studies
assess the efficacy of treatments after their
safety and feasibility has been established in
Phase 1. Phase 3 studies compare effective-
ness of Phase 2 treatments against currently
accepted treatments.

Some scientists divide clinical trials into
three groups: (a) exploratory (initial trials
investigating a novel idea), (b) confirmatory
(designed to replicate results of exploratory
trials), and (c) explanatory (designed to mod-
ify or better understand an established point).

Issues surrounding clinical trials include
biasing, expense of clinical trials, small sam-
ple sizes, and ethical issues. There are many
biases that can compromise a clinical trial,
such as observer bias, interviewer bias, use
of nonvalidated instruments, uneven subject
recruitment by physicians, and individual
subject factors. Recent concerns have focused
on bias in sample selection.

To date, the majority of clinical trials
have included a limited segment of the U.S.
population, that is, mainly middle-class,
married, White males with little to no inclu-
sion of women and minorities. This lack of
diversity in trial samples has yielded results
that are not always generalizable and effec-
tive. Research also has demonstrated bias
because of subject factors.

Clinical trials are expensive and resource
intensive. As a result, subject numbers are
generally limited to the minimum number
needed to demonstrate a significant effect not
caused by chance. However, small clinical tri-
als may not provide convincing evidence of
intervention effects. Small clinical trials are
valuable in (a) challenging conventional but
untested therapeutic wisdom, (b) providing
data on number of events rather than num-
ber of patients and thus may be sufficient to
identify the best therapy, and (c) serving as a
basis for overview and meta-analysis.

To deal with the issue of small sample
sizes, meta-analysis is increasingly being
used. Meta-analysis (quantitative overview)is
a systematic review that uses statistical meth-
ods to combine and summarize the results of
several trials. Well-conducted meta-analy-
ses are the best method of summarizing all
available unbiased evidence on the relative
effects of treatment. In a meta-analysis, the
individual studies are weighted according
to the inverse of the variance; that is, more
weight is given to studies with more events.
Arrangement of the trials according to event
rate in the controls, effect sizes, and quality of
the trials or according to covariables of inter-
est provides unique information. If carried
out prospectively, the technique provides
information on the need for another trial, the
number of subjects necessary to determine
the validity of past trends, and the type of
subjects who might be benefited.

Ethical issues in clinical trials include
issues of informed consent, withholding of
treatment, and careful monitoring of clinical
trial results. Additional issues of informed con-
sent include assuring that subjects thoroughly



understand potential risks and benefits of par-
ticipation and any effects on their care should
they decide to withdraw at any point in the
study. Issues of withholding treatment include
increasing subject risk or subject benefit if
there is reasonable evidence of positive effects
of the intervention or treatment. Careful mon-
itoring of the effects of interventions or treat-
ment is necessary to stop the trial if there is
associated morbidity or mortality and extend-
ing the intervention or treatment to the con-
trol group in the event of significantly positive
treatment effects.

Clinical trials remain the principal way
to collect scientific data on the value of inter-
ventions and treatment. However, in design-
ing and evaluating clinical trials, rigor of
method, including careful evaluation of
potential biasing factors, is essential. Meta-
analysis provides a summary of all available,
unbiased evidence on the relative effects of
treatment. However, rigor of methods used
to conduct the meta-analysis also must be
evaluated.

Dorothy Brooten

COCHRANE REVIEW

Cochrane reviews are systematic reviews
that aim to collate all the available evidence
that fits predetermined eligibility criteria to
assess the effectiveness of health care inter-
ventions. The pioneering work of an epidemi-
ologist, Archie Cochrane, has influenced the
development of Cochrane reviews. Cochrane
was committed to addressing major deficits
within the British health care services. In a
seminal textbook, Cochrane (1972) stated
that “effectiveness” ought to be one of the
pillars underpinning health care interven-
tions, and he pointed to a collective need to
question the effects of health care interven-
tions through the systematic review of evi-
dence from controlled trials, organized by
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specialty and subspecialty. In 1974, initial
work toward systematically collating evi-
dence from controlled trials began in peri-
natal medicine, which developed into an
international collaboration 10 years later. In
1992, the Cochrane Centre opened in Oxford,
United Kingdom, and two Cochrane Review
Groups were registered: the Pregnancy and
Childbirth Group and the Subfertility Group
(The Cochrane Collaboration History, 2010).
Twelve months later, the international col-
laboration now known as the Cochrane
Collaboration was launched. The work of
the Cochrane Collaboration in preparing
and maintaining reviews centers around
Cochrane Review Groups of which there are
now more than 50 representing a broad range
of health care specialities (Green et al., 2008).

Publication of Cochrane reviews on
health care evidence has important societal
and economical implications. The philoso-
phy of the Cochrane Collaboration centers
on the need for the best quality evidence
being readily available in an easily accessible,
comprehensible format to all stakeholders
including policy makers, health care practi-
tioners, patients, their advocates, and carers.
Therefore, Cochrane reviews target society
at large such that they can be accessed free
of charge by all citizens in countries where
a national license has been purchased by
governments to access the Cochrane Library
(Green & McDonald, 2005). Accessibility
involves more than making reviews avail-
able and easy to find; it includes mak-
ing reviews easy to interpret by lay health
care consumers (Green & McDonald, 2005).
To this end, a lay summary of evidence is
included in all Cochrane reviews. “Avoiding
duplication by good management and co-
ordination to maximise economy of effort”
is a principle underpinning the work of
the Cochrane Collaboration (Green et al.,
2008, p. 8). According to Clarke, Alderson,
and Chalmers (2002), there is a serious risk
of wasting billions of dollars spent on con-
trolled trials if systematic reviews of the
findings of individual trials are not collated
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and made accessible in a standard and struc-
tured way.

Health care practitioners face daily chal-
lenges concerning the need for their prac-
tice to be evidence based. However, they
are confronted with information overload
because of the increasing number of studies
being published worldwide in thousands of
medical, scientific, and health-related jour-
nals. Cochrane reviews that collate evidence
from multiple studies go some way to assist-
ing practitioners to make informed clini-
cal decisions on what interventions work
best toward achieving positive outcomes
for patients. Cochrane reviews can inform
the development of clinical practice proto-
cols, guidelines, and pathways as well as
health care policy (Starr, Chalmers, Clarke, &
Oxman, 2009; Torloni, 2010).

The vast majority of Cochrane reviews
collate evidence relating to specific diseases
and treatments (e.g., diabetes, cancer). To
date, there are few reviews that specifically
focus on nursing practice or nursing specific
issues. Davison, Sochan, and Pretorius (2010)
noted that out of 117 protocols and completed
reviews within the Effective Health Care
Practice and the Organisation of Health Care
Review Group, 27% (n = 32) mentioned nurses
or nursing practice in the title or protocol.
These results would indicate that Cochrane
systematic reviews have some relevance to
nursing. However, a conflict exits between
the dominant focus on controlled trials and
the exclusion of other research methods.
Many health care research questions are dif-
ficult to test using experimental methodolo-
gies, thus creating some conflict for nurses
in using Cochrane reviews in clinical prac-
tice and in their involvement in conducting
Cochrane reviews.

Although there is no Cochrane nursing
review group, a Cochrane Nursing Care Field
(CNCF) has been established and is one of
16 fields within the Cochrane Collaboration.
The aims of the CNCF include becoming a
global alliance of those involved in nursing
care who wish to promote the preparation

of Cochrane reviews on nursing-related
topics and the use of Cochrane reviews in
nursing practice. The CNCF is coordinated
from Adelaide, Australia, with more than
35 members.

Cochrane reviews with their empha-
sis on controlled trials reflect a positivist
paradigm within scientific inquiry. The
Cochrane Collaboration strives for meth-
odological excellence in the conduct of
reviews. The methodology of Cochrane
review is rigorous and includes the follow-
ing: (1) electronic publication, without word
limitations, thus methodological detail can
be included; (2) public availability of a pre-
planned methods section termed “protocol”;
(3) application of quality ratings to included
studies that seek to limit bias and random
errors; (4) a meta-analysis of homogenous
results from studies if feasible; and (5) per-
iodic updates to include new evidence if
available. The format of the Cochranereview
is standardized and structured. The official
handbook, Cochrane Handbook for Systematic
Reviews of Interventions published by the
Cochrane Collaboration, details the meth-
odological procedure for preparing and
maintaining Cochrane reviews (Higgins &
Green, 2009).

Cochrane reviews use more rigor-
ous methods than non-Cochrane reviews
(Moseley, Elkins, Herbert, Maher, &
Sherrington, 2009; Tricco, Tetzlaff, Pham,
Brehaut, & Moher, 2009) and thus are com-
monly regarded as being of superior qual-
ity to other reviews (Shea, Boers, Grimshaw,
Hamel, & Bouter, 2006; Starr et al., 2009). In
2009, the Cochrane Database of Systemic Reviews
received its first official impact factor (5.182)
based on citations in 2008 (Cochrane Reviews,
2010). The impact factor is a measure of the
frequency with which the “average article” in
a journal has been cited in a particular year.

Since the formal establishment of the
Cochrane Collaboration, more than 4,000
reviews have been published (Cochrane
Reviews, 2010). However, the Collaboration
continues to strive to improve review



methodology for example the quality assess-
ment of included studies.

In summary, Cochrane reviews pro-
vide consumers with readily accessible evi-
dence on the effectiveness of health care
interventions.

Josephine Hegarty
Eileen Savage

COHORT DESIGN

A cohort design is a time-dimensional design
to examine sequences, patterns of change or
growth, or trends over time. A cohort is a
group with common characteristics or expe-
riences during a given time period. Cohorts
generally refer to age groups or to groups of
respondents who follow each other through
formal institutions such as universities or
hospitals or informal institutions such as
a family. Populations also can be classified
according to other time dimensions, such as
time of diagnosis, time since exposure to a
treatment, or time since initiating a behavior.
A cohort might be graduates of nurse practi-
tioner programs in the years 1995, 2000, 2005,
and 2010 or siblings in blended families.
Cohort designs were originally used by
epidemiologists and demographers but are
increasingly used in studies conducted by
nurses and other researchers in the behav-
ioral and health sciences.

In the most restrictive sense, a cohort
design refers to a quasi-experimental design
in which some cohorts are exposed to a
treatment or event and others are not. The
purpose of a cohort design is to determine
whether two or more groups differ on a
specific outcome measure. Cohort designs
are useful for drawing causal inferences in
quasi-experimental studies because cohort
groups are expected to differ only minimally
on background characteristics. Recall that
a quasi-experimental design lacks random
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assignment of subjects to groups. Although
the groups in a cohort design may not be as
comparable as randomly assigned groups,
archival records or data on relevant variables
can be used to compare cohorts that received
a treatment with those that did not. Because
simple comparisons between cohorts may
suffer from a number of design problems,
such as biased sample selection, intervening
historical events that may influence the out-
come variable, maturation of subjects, and
testing effects, a strong cohort design can
account for many of these threats to the inter-
nal validity of a study.

There are two major types of cohort
design: the cohort design with treatment par-
titioning and the institutional cycles design.
In a cohort design with treatment partition-
ing, respondents are partitioned by the extent
of treatment (amount or length) received. In
the institutional cycles design, one or more
earlier cohorts are compared with the experi-
mental cohorton the variable(s) of interest. The
institutional cycles cohort design is strength-
ened if a nonequivalent, nontreatment group
is measured at the same time as the experi-
mental group. A well-planned cohort design
can control for the effects of age or experience
when these might confound results in a pre-
test-posttest design or when no pretest mea-
sures of experimental subjects are available.
Cohort designs might use a combination of
cross-sectional and longitudinal data.

The term cohort studies broadly refers
to studies of one or more cohort groups to
examine the temporal sequencing of events
over time. Cohort studies may eventually
lead to hypotheses about causality between
variables and to experimental designs.
Most cohort designs are prospective (e.g,
the Nurses” Health Study, in which 100,000
nurses were enrolled in 1976 and have
been followed since), although some are
retrospective.

There are a number of types of cohort
studies. The panel design, in which one or
more cohorts are followed over time, is espe-
cially useful for describing phenomena.
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Trend studies are prospective designs used
to examine trends over time. In trend stud-
ies, different subsamples are drawn from a
larger cohort at specified time points to look
at patterns, rates, or trends over time. Panel
designs with multiple cohorts are used to
study change in the variable(s) of interest over
time, to examine differences between cohort
groups in variables, and to identify different
patterns between groups. In a panel study
with multiple cohorts, the groups can enter
the study at different points in time, and the
effects can be differentiated from the effect
of being a member of a particular cohort
group. A prospective study is a variation of
a panel design in which a cohort free of an
outcome but with one or more risk factors is
followed longitudinally to determine who
develops the health outcome. The prospec-
tive design is used to test hypotheses about
risk factors for disease or other health out-
comes. Some authors limit the term “cohort
study” to designs in which exposed and non-
exposed subjects are studied prospectively
or retrospectively from a specific point. A
major problem with prospective studies of all
types is subject attrition from death, refusal,
or other forms of loss. The loss of subjects in
a prospective study may lead to biased esti-
mates about the phenomena of interest.

Carol M. Musil

COLLABORATIVE RESEARCH

The word collaborative is derived from the
Latin word collaborare, which means to labor
together (Merriam-Webster, 2010). Therefore,
collaborative research implies that a group
of persons are “laboring together” to exam-
ine an idea, a concept, or a phenomenon.
Collaborative research has become more
imperative as the world has become more
complex through advances in technology,
globalization, and escalating health care

cost. Further, collaborative research has
gained momentum as grant dollars have
dwindled, relevant evidenced-based practice
has become a professional expectation, and
health care clients have become consumers.
In response to these societal and professional
variables, researchers recognize the need to
enlarge their network of potential research
partners. Implementation of collaborative
research promotes accountability of research
funds, energizes the exploration of identi-
fied phenomenon, and provides consumers
of health care the most current knowledge.
Through the inclusion of community lead-
ers, faith-based entities, and clients who are
daily addressing the phenomenon, research
has become much more relevant and timely.
The research questions have increased spec-
ificity and applicability and offer answers to
complex health care situations.

Collaborative research encourages the
formation of research networks that include
all members involved with the phenomenon
of interest. Each member brings a set of skills
and ideas that enhance the exploration of
the phenomenon. Academicians contribute
knowledge and expertise in research meth-
odology, grant writing, and dissemination
through presentations and publications.
Clinicians provide hands on application
of the current health care practice, insight
into the clinical environment and aware-
ness of relevant questions (Gitlin, Lynon, &
Kolodner, 1994). Community and faith-based
leaders infuse the research think tank with
an understanding of the social and political
factors influencing the phenomenon as well
as awareness of external resources to facili-
tate the research process and to address the
identified needs (Story, Hinton, & Wyatt,
2010). Finally, the incorporation of the cli-
ent/participants into the research network
brings a depth and an understanding that
all too often has been overlooked in the
research process (Corcega, 1992). Each of
these research team members is essential for
meaningful and relevant research. Aristotle’s
maxim “the whole is greater than the sum of



its parts” illuminates the synergy that collab-
orative research produces.

Recently, collaborative research has
gained popularity, and there are many
reports in the nursing literature of successful
outcomes (Bossert, Evans, Cleve, & Savedra,
2002; Chiang-Hanisko, Ross, Ludwick, &
Martsolf, 2006; Paton, Martin, McClunie-
Trust, & Weir, 2004; Story et al., 2010). Some
of the significant rewards of engaging in col-
laborative research are as follows: utilization
of a broader, more in-depth knowledge base,
joining of financial resources, empower-
ment of all persons who intersect with the
phenomenon of interest, and expeditious
dissemination of findings. Additionally,
Adam et al. (2009) noted that collaborative
research encourages novice nurse research-
ers and practicing nurses to take an active
role in the research process. Through this
team approach, novice researchers and prac-
titioners develop professional skills not only
in research but also in networking with a
variety of research partners, broadening
worldviews and enhancing presentation and
writing abilities. Finally, as stated by Denyes,
O’Connor, Oakely, and Ferguson (1989), “the
advancement of professional nursing requires
integration of theory, practice and research
and one realistic mechanism to achieve this
integration is collaborative nursing research”
(p. 141).

As with any process that involves work-
ing together, there are challenges that should
be addressed to promote successful outcomes
for all involved. McCloughen and O’Brien
(2006) provided a thorough exploration of
challenges that should be addressed when
implementing collaborative research, includ-
ing “communication, environmental issues,
politics and power, and organizational cul-
tures” (p. 172). To promote positive and
transparent communication and to address
environmental issues, research team mem-
bers should establish short- and long-term
goals, schedule routinely meetings with an
established agenda, rotate meetings between
team members work sites, and maintain
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minutes of meetings. All research members
should have administrative support for their
involvement in the research project. Further,
to empower all team members to attend
the meetings, multiple technological means
should be available (conference calls, online
and podcasting). The use of technology to
promote the collaborative research process
has been documented by Wilson et al. (2007)
and described as the development of a vir-
tual research process.

To address political and power conflicts
that might arise, the research team should
establish rules of engagement and deter-
mine decision-making processes. If there
are any concerns of hidden agendas, these
issues should be discussed at the outset and
expectations of all team members voiced.
All organizational cultures represented in
the team should be clearly understood by
all members and the means to work within
these cultures determined. To promote a
positive collegial relationship between team
members, an ongoing process of review and
evaluation should be in place and apart of
every team meeting (McCloughen & O’Brien,
2006). Adams et al. (2009) suggested that care
be taken to insure that all team members are
clear on the language being used in the team
meetings and that all team members are val-
idated regarding the knowledge and skills
they contribute to the research project.

The traditional model of collaborative
research involves two or more research-
ers with similar interest. This group of
researchers can be from the same organiza-
tion or from several different organizations.
MacDonald, Stodel, and Chambers (2008)
serve as an example of collaborative research
involving variety of health care professionals
and academicians. Avery, Cohen, and Walker
(2008) documented collaborative research
involving a university nursing and technol-
ogy faculty. The traditional model provides
a means for clarification of a phenomenon
through pilot or small research studies and
promotes the identification of other poten-
tial research partners. Communication, work
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assignments, and outcomes are enhanced
because of minimal team members, similar
educational backgrounds, and complimen-
tary skill sets.

This traditional model is foundational for
progressing to boarder collaborative research
between academics and health care agencies.
Examples of this type of research model is
well documented in the reports of Allam et al.
(2004), Gaskill et al. (2003), McCann (2007),
McCloughen and O’Brien (2006), and Paton
et al. (2004). Clear and frequent communica-
tion, identification of roles and expectations,
agreement on a decision-making process,
and support of parent organizations of the
team members are imperative in promoting
the success (McCloughen & O’Brien, 2006).
Additionally, Gaskill et al. (2003) suggested
that the partnership between the academic
and the practice sites be entered into with the
understanding that longevity will be needed
to build a milieu of trust, collegiality, and
sustainability for this research relationship.
Finally, Allam et al. (2004) documented the
inclusion of clients into this model and the
strength this addition brings to the research
design, implementation, and outcomes.

Hospital-based research led by nurse
executives and involving all levels of nurs-
ing service began to be noted in the liter-
ature as magnet status for hospitals was
established during the mid to late 1980s
(Kramer & Shcmalenberg, 2005). The empha-
sis of achieving magnet status has led to
increased specificity of research skills by all
nurses affiliated with hospital organizations
that have or are seeking to gain magnet sta-
tus. Further, this change in hospital culture
has led to increased collaborative research
within hospital organizations, streamlining
of research dollars, and increased dissemi-
nation of research findings.

The most inclusive collaborative research
model is that of community-based partici-
patory research, which involves academics,
practice, and community members. Corcega
(1992) stated that the strength of this model
is the empowerment of community members

that assist them to become “educated, self-
reliant citizens capable of making decisions
regarding their own future...” (p. 186). The
literature reflects several robust and success-
ful projects of this nature (Foster & Stanek,
2007; Minkler, Vasquez, Chang, & Miller,
2008; Story et al, 2010). Story et al. (2010)
emphasized the utilization of this model in
addressing marginalized and vulnerable
populations where lack of trust has often
prevailed and bridging the gap between the
“outsider and the insider” (p. 117). Shoultz
etal. (2006) provided a comprehensive review
of challenges that might be experienced
when implementing community-based par-
ticipatory research and provide suggestions
for proactively addressing these issues.

A final model involves broadening of
any of the previously discussed models to
include international partners. Melkers and
Kiopa (2010) documented the professional
growth of all members involved in interna-
tional collaborative research project. Jones,
Wilson, Carter, and Jester (2009) provided a
thorough discussion of the benefits and chal-
lenges to consider in developing a successful
international research team.

The attributes offered through successful
collaborative research become more appar-
ent as expectations call for research that is
of the highest quality, financially savvy, and
capable of producing credible and applicable
outcomes. To maximize the potential of col-
laborative research, research partners should
establish clear communication guidelines,
team goals, outcomes, role expectations, and
methods to work with the organizational
powers and cultures. To ensure maximum
effectiveness, collaborative teams should
routinely evaluate the research process
(McCann, 2007; McCoughen & O’Brien, 2006).
Happell (2010) highlights methods to ensure
that each team member maintains ownership
of their contributions to the research project
and encourages a written document that
verifies the following key elements: member
names with indentified expertise and orga-
nizational affiliation, roles, determination



of authorship, solutions for potential change
in dynamics of team membership (illness/
move), and methods for conflict resolution.

Kaye Wilson-Anderson
Joanne Warner

COMFORT THEORY

Providing comfort to patients has a long his-
tory within the mission of nursing. Comfort
hasbeen conceptualized as a holistic outcome
of nursing care. It has been defined as “the
experience of being strengthened by hav-
ing needs for relief, ease, and transcendence
addressed or met in four contexts of experi-
ence: physical, psychospiritual, environmen-
tal, and sociocultural.” These four contexts
for experiencing comfort are derived from
the literature on holism (Kolcaba, 2003). The
rationale for providing comfort to patients
and their families comes from (a) the histor-
ical mission of nursing to provide comfort,
(b) the satisfaction that this kind of care gives
recipients and the deliverers of care, (c) the
efficiency of using a consistent pattern for
care planning, and (d) the strengthening
component of comfort which is derived from
its original meaning (Kolcaba, 2003).

Comforting care consists of goal-
directed activities (the process of comfort-
ing) through which enhanced patient and/
or family comfort (the desired end product
or outcome) is achieved. The process is ini-
tiated by the nurse and/or other team mem-
bers after an assessment of the comfort needs
of the patient/family. Because the specified
product or goal is enhanced comfort, the
process is evaluated by comparing comfort
levels before and after interventions that
are targeted toward comfort. The process is
incomplete until the product of enhanced
comfort is achieved (Kolcaba, 2003).

Within the structure of nursing knowl-
edge, the technical definition of comfort
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provides precision for assessment, interven-
tion, and evaluation of interventions that go
beyond technical nursing skills and physi-
cian orders. The importance and effective-
ness of comforting interventions, such as
coaching, encouragement, guided imagery,
environmental manipulation, back massage,
therapeutic presence and listening, and so
forth, may be quantifiable and visible within
the patient record. From analysis of these
data, evidence for best practices and policies
may be derived.

Kolcaba (2003) provides a theoretical
framework for practicing comforting care
and for generating nursing research about
comfort. The theory states that interventions
should be designed and implemented to
address unmet comfort needs of patients and
their families. An assumption is that comfort
is a basic human need; therefore, patients and
families often assist efforts toward enhanc-
ing comfort.

The effectiveness of comforting inter-
ventions is dependent on the context of
existing intervening variables. Intervening
variables are factors that recipients bring to
the situation and upon which team members
have little influence, such as financial status,
existing social support, prognosis, and reli-
gious beliefs. Enhanced comfort strengthens
patients and their families during stressful
health care situations, thereby facilitating
health-seeking behaviors (HSBs).

Institutional integrity was defined by
Kolcaba (2003) as the quality or state of
health care organizations being complete,
whole, sound, upright, professional, and eth-
ical providers of health care. When patients/
families engaged in HSBs, they heal faster,
learn more, and increase their functional
status. Thus, comfort theory (CT) states
that institutions such as hospitals, agencies,
and private practices would demonstrate
improvements in institutional outcomes,
such as fewer readmissions or recurrences
of health problems, higher patient satisfac-
tion, and desirable cost-benefit ratios. Also,
institutions that provided sufficient support
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for nurses to practice comforting care would
demonstrate increased nurse loyalty and
productivity and less absenteeism because
this kind of nursing care is less stressful
and more satisfying, not only for patients/
families but also for nurses.

CT focuses on enhancing patient/family
comfort for altruistic and pragmatic reasons.
Patients/families want to be comforted by
nurses in stressful health care situations, and
CT reminds nurses about the strengthen-
ing aspect of comfort interventions. Because
comfort theoretically is related to subsequent
desirable health and institutional outcomes,
the outcome of enhanced comfort is elevated
in stature among other more technical and
narrow outcomes. It is a desired, holistic,
value-added, and (often) nursing-sensitive
outcome that is congruent with recent man-
dates to measure nursing effectiveness
in terms of positive patient/family goals
(Magvary, 2002). CT also is nurse-friendly
because it places responsibility and incen-
tives on health care institutions to provide
working conditions conducive to comfort-
ing care. Improving working conditions is
the underlying rationale for the inception of
the Magnet Status award by the American
Nurses Association (Kolcaba, Drouin, &
Kolcaba, 2006). Suggestions and rationale for
teaching comforting care and using CT as a
framework for ethical decision making are
in Kolcaba’s (2003) book and on her Web site
(www.TheComfortLine.com).

CT guides nurse researchers to test rela-
tionships between particular holistic inter-
ventions and comfort. Several empirical tests
of the first part of comfort theory (CT) have
been conducted by Kolcaba (2003). These
comfort studies demonstrate significant dif-
ferences between treatment and usual care
groups on comfort over time. The following
interventions were tested: (a) types of immo-
bilization for persons after coronary angio-
gram, (b) guided imagery for women going
through radiation therapy for early breast
cancer, (c) cognitive strategies for persons
with urinary frequency and incontinence,

(d) hand massage for persons near end of
life, and (e) generalized comfort measures for
women during first and second stages of labor.
In each study, interventions were targeted to
all attributes of comfort relevant to the research
settings. Comfort instruments were adapted
from the General Comfort Questionnaire
(Kolcaba, 2003) using the taxonomic structure
of comfort as a guide, and there were at least
two measurement points, usually three, to
capture changes in comfort over time.

CT guides researchers to test relation-
ships between comfort and HSBs. These
relationships have been consistently pos-
itive, and comfort has found to be a good
indicator for those who do well in therapy
or new regimens. Therefore, nurses have
a pragmatic rationale for enhancing their
patients” comfort. Third, it guides nurses to
test relationships between HSBs and insti-
tutional outcomes (such patient satisfaction,
the national and publicized benchmark for
“best hospitals”).

To demonstrate that providing comfort
is an still an important mission for nursing,
more tests of CT must be conducted. Choices
for desirable HSBs could include increased
functional status, increased T-cell count,
faster progress during rehabilitation, faster
healing, or peaceful death (when appro-
priate). In addition to meeting benchmarks
such as higher patient satisfaction scores or
decreased nurse turnover, institutional out-
comes could include decreased length of stay
for hospitalized patients, decreased readmis-
sions for the same or related medical problem,
and general cost-benefit analyses for specific
evidence-based protocols. Improved institu-
tional outcomes are of interest to administra-
tors, funding agencies, third-party payers,
and policy makers.

A large number of comfort management
strategies and guidelines have been created
by Kolcaba, and each component is available
on her Web site. These strategies include but
are not limited to comfort contracts, comfort
rounds, comfort assessments, comfort check-
lists, comfort instruments for small children



and patients who are nonverbal or uncon-
scious, comfort management competency
tests, instruments for research, and so forth.

Katharine Kolcaba

COMMUNITY MENTAL
HEeALTH

Over the past 50 years, the community mental
health movement has had a tremendous
impact on psychiatric nursing, taking psy-
chiatric nurses into communities and freeing
them from their almost exclusive practices in
large state hospitals. Nursing research in the
area of community mental health has steadily
increased, the United Kingdom having con-
tributed most to this body of literature, espe-
cially in recent years. Historic influences in
the United States and United Kingdom cre-
ated different climates from which nursing
research in each of these countries emerged.

From the early nineteenth century until
the 1960s, mental hospitals, or “asylums,”
constituted the major treatment resource
for the mentally ill in both the United States
and United Kingdom. Advances in the use of
psychotropic medications and government
policy directives in each country spurred
movement of mentally ill patients into the
community. The historic report, Action for
Mental Health, presented to the U.S. Congress
in 1961, recommended a shift to community-
based care. This was followed in 1963 by the
enactment of the Community Mental Health
Centers Act, which authorized $150 million
in federal funds to develop comprehensive
community mental health centers (Miller,
1981). The United Kingdom followed suit in
1962 when British politician Enoch Powell
presented his Hospital Plan for England to
Parliament; however, it was not until the
publication of the 1975 White Paper, Better
Services for the Mentally I, that any real
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increase in resources was initiated (Bonner,
2000; Wright, Bartlett, & Callaghan, 2008).

The shift from hospital to community
posed challenges for psychiatric nursing
in both countries. Most psychiatric nurses
in the United States were educated through
hospital-based programs, making them
ill equipped to take on the demands of an
expanded community role. Although the
findings of several early descriptive studies
(Hess, 1969; Hicks, Deloughery, & Gebbie,
1971) show psychiatric nurses functioning in
diverse roles, nursing leaders (Mereness, 1983)
during this period expressed concern that
too often nurses in community mental health
adopt “residual roles,” resulting from their
lack of education in psychiatric theory and
unequal status among fellow professionals.

In the United Kingdom, social workers
were the primary professionals delivering
care to mentally ill patients in the commu-
nity. Nursing was represented by the part-
time activity of hospital-based psychiatric
nurses who were seen merely as a mech-
anism through which psychiatrists could
extend their authority beyond the confines
of the hospital (Bonner, 2000; Wright et al,,
2008). In both countries, the main role for
community psychiatric nurses during these
early years was the task of administering
depot injections to patients with severe men-
tal disorders.

The 1970s and 1980s were character-
ized by role differentiation and expansion
for community psychiatric nurses in both
countries. In the United States, there was
recognition of the need for advanced edu-
cational preparation of psychiatric nurses
to meet the challenges of this evolving role
(DeYoung & Tower, 1971). The findings of
one descriptive study (Davis & Underwood,
1976) show that although half of the nurses
employed in four community mental health
centers earned a bachelor’s degree and pro-
vided some consultation and counseling,
most of their time was spent performing
traditional functions. With increased edu-
cational opportunities, funded largely by
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the National Institute of Mental Health in
the 1980s, psychiatric nurses grew more
sophisticated and diversified. They began to
function as psychotherapists for individu-
als, families, and groups and to serve as
case managers and coordinators of commu-
nity services. Psychiatric home care nursing
also began to flourish during this period as
reimbursement for these services became
available (Fagin, 2001). Although nurs-
ing research related to community mental
health was still scarce, an early intervention
study (Slavinsky & Krauss, 1982), funded
by the National Institute of Mental Health,
characterized nurses’” commitment to the
care of psychiatric patients in the commu-
nity and their skill in developing innovative
programs for this population.

The drive for autonomy for community
psychiatric nurses in the United Kingdom
was away from psychiatry and “general nurs-
ing.” Their “professionalization” and expan-
sion was largely achieved through their
successful incursion into primary health care
and distancing from mental health teams.
Government initially supported community
psychiatric nurses’ efforts in building new
relationships with general practitioners and
even funded their training (Godin, 2000).
Community psychiatric nurses expanded in
number and also in the range of therapeutic
approaches used in their practices. As their
self-image as professionals and their rela-
tionships with general practitioners grew,
however, their caseloads became composed
of patients with less severe problems (Godin,
1996). The findings of one U K. study (Barratt,
1989) show community psychiatric nurses’
self-perceived roles becoming more differen-
tiated, emphasizing prevention, counseling,
and a variety of therapies for certain patient
populations. Another study (Wetherill, Kelly,
& Hore, 1987), investigating the effectiveness
of a structured home intervention to improve
patient compliance in alcohol treatment and
recovery, demonstrates the growing ability of
community psychiatric nurses in the United
Kingdom to develop innovative interventions

and expand their practices to include a var-
ied clientele base.

In the United States, psychiatric nurses
continued to develop pivotal roles in a vari-
ety of community treatment modalities. In
one national survey of assertive outreach
programs, findings show that 88% had a
psychiatric nurse as an integral member
of the treatment team (Deci, Santos, Hiott,
Schoenwald, & Dias, 1995). Over time, psy-
chiatric clinical nurse specialists became
recognized as independent practitioners,
eligible for third-party reimbursement, and
active in caring for seriously mentally ill
patients (Iglesias, 1998, White, 2000); how-
ever, research addressing specific psychiat-
ric nursing interventions for this population
was still quite limited (Beebe, 2001; Rabbins
et al., 2000). The “Decade of the Brain” in the
1990s brought the medicalization of psychi-
atric practice. In response to the challenge
of integrating biologic knowledge into clin-
ical practice, psychiatric nurses working in
community mental health centers and in pri-
vate practice in the United States sought pre-
scriptive authority. Current nursing research
reflects efforts to understand prescribing
practices of advanced practice psychiatric
nurses (Talley & Richens, 2001) and identify
barriers to prescriptive practice (Kaas, Dahl,
Dehn, & Frank, 1998).

By the 1990s, community psychiatric
nurses in the United Kingdom were numeri-
cally the most dominant occupational group
within community mental health care; how-
ever, this also meant that they were per-
ceived as responsible for many of its failures.
Criticism was primarily directed toward
their decision to shift focus away from the
care of patients with severe mental illnesses
in favor of work in primary health care. Many
also questioned the effectiveness of their
work in primary care, contending that coun-
seling-based interventions were of unproven
worth with people experiencing minor, self-
limiting problems, and were not cost effective
(Hannigan, 1997). Not only were community
psychiatric nurses directed to reappraise the



value they placed upon serving those with
severe mental illness, they were also directed
to develop and apply evidence-based inter-
ventions with this population.

One needs only to scan recent reviews of
nursing research to gain an appreciation of
the effort that has and is being put forth by
psychiatric nurses in the United Kingdom to
meet this mandate. The nursing literature is
replete with studies investigating the clinical
impact of specific interventions with severely
mentally ill patients. Examples include nurs-
ing interventions for early detection of med-
ication side effects (Jordan, Tunnicliffe, &
Sykes, 2002), for identifying psychiatric ill-
ness in the elderly (Waterreus, Blanchard, &
Mann, 1994), for providing sex education to
mentally ill patients (Woolf & Jackson, 1996),
for using an “insight program” with patients
diagnosed with schizophrenia (Pelton, 2001),
and for implementing a self-management
model of relapse prevention for psychosis
(Stevens & Sin, 2005). Findings from a sys-
tematic review of 52 randomized controlled
trials of mental health interventions deliv-
ered by the U.K. mental health nurses (Curran
& Brooker, 2007), such as family work with
families of patients with schizophrenia (Leff,
Sharley, Chisholm, Bell, & Gamble, 2001) and
transitional discharge planning (Reynolds
et al, 2004), show that psychiatric mental
health nurses are involved in the delivery of
a wide range of evidenced-based interven-
tions in the community.

Today in the United States, the call by
the U.S. Surgeon General (U.S. Department
of Health and Human Services, 1999) and
the Presidents’s New Freedom Commission
on Mental Health (2007) to reduce stigma
and disparity related to accessing commu-
nity mental health care services has spurred
nurses’ interest in stigma research (Halter,
2004a, 2004b; Raingruber, 2002); however,
movement toward understanding and reduc-
ing stigma and disparity is still at its infancy,
and nursing research in these areas has been
qualitative and nonexperimental (Pinto-Foltz
& Logsdon, 2009). Until these research areas
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expand, it will be difficult for nurses to plan
and test community interventions to decrease
stigma and/or disparity and to understand
how such interventions work. Research pri-
orities related to stigma and disparity are
nonetheless fertile grounds for future nurs-
ing research in community mental health.

Wendy Lewandowski

COMPARATIVE EFFECTIVENESS
RESEARCH

Comparative effectiveness research in nurs-
ing is the generation and synthesis of evi-
dence generated through prospective and
retrospective nursing studies with either pri-
mary or secondary data sources by

¢ comparing the benefits and harms of
alternative nursing methods to prevent,
diagnose, treat, and monitor a clinical con-
dition or to improve the delivery of care;

¢ comparing the same nursing method(s)
between different patient groups;

¢ comparing the same nursing method(s)
between different clinical environments; or

¢ comparing one or more nursing methods
across combinations of treatments, patient
groups, and/or environments.

At the clinical level, comparative effec-
tiveness research investigates nursing
methods (preferably already shown to be effi-
cacious in randomized controlled trials) in
real-world settings; that is, under ordinary
and variable conditions, when prescribed
by licensed nurses with varying degrees of
expertise and practicing across the spectrum
of health care settings, to treat a heteroge-
neity of patients. Comparative effectiveness
research in nursing aims to discover the
best nursing methods for personalizing care
to individual patients by broadening the
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evidence base and by providing more, bet-
ter, and detailed information with which to
craft a nursing management strategy for each
individual patient. The ultimate purpose of
comparative effectiveness research is to assist
consumers, clinicians, purchasers, and policy
makers to make informed decisions that will
improve health care at both the individual
and population levels.

Tvo Abraham
Sally Reel

COMPLEMENTARY AND
ALTERNATIVE PRACTICES
AND PRrRODUCTS

A large percentage of persons worldwide are
using complementary and alternative prac-
tices and products (CAPPs), referred to also
as “complementary and alternative medi-
cine” (CAM) and, more recently, as “inte-
grative medicine” (National Institutes of
Health, National Center for Complementary
and Alternative Medicine [NIH/NCCAM],
2010d). The term “integrative health care” is
increasingly used by clinicians and research-
ers, reflecting findings in the survey liter-
ature that suggest most people use CAPPs
in conjunction with rather than as an alter-
native to conventional or mainstream health
care services (NIH/NCCAM, 2007b).

Despite any confusion in use of terms,
recent surveys (Barnes, Bloom, & Nahin, 2008;
NIH/NCCAM, 2007a) indicated that a signifi-
cant percentage of the adult population in the
United States (38.3% or approximately 4 in
10 adults) and a small percentage of children
(12% or approximately 1 in 9 children) have
used or are using a variety of these ancient
and modern CAPPs to treat symptoms and
conditions, ranging from back and other
musculoskeletal pain to anxiety and/or sleep
disorders. A parallel trend is the increasing

use of CAPPs among senior citizens, specif-
ically in the aging U.S. population. In recent
national and regional sample studies, 62% to
88% of people 65 years and older used at least
one CAPP modality compared with 46% of
those younger than 65 years (p < .001; Ai &
Bolling, 2002; Cheung, Wyman, & Halcon,
2007; Ness, Cirillo, Weir, Nisly, & Wallace,
2005). The 2007 National Health Interview
Survey data also provide the first definitive
report for out-of-pocket costs for complemen-
tary and alternative therapies among adults
in the United States. The total, $33.9 billion,
equals 1.5% of total 2007 U.S. health care
expenditures (Nahin, Barnes, Stussman, &
Bloom, 2009).

In response to the increasing interest of
the American people in the healing potential of
CAPPs, the federal government created in 1992
the Office of Alternative Medicine, elevated
in 1998 to the NCCAM because the Congress
believed that the widespread public use of
CAPPs in the absence of scientific evidence
warranted a more focused research effort at
NIH (NIH/NCCAM, 2010c). The mission of
NCCAM is to define, through rigorous scien-
tific investigation, the usefulness and safety
of CAPPs and the role they play in improv-
ing health and health care. The anecdotes
about efficacy and effectiveness of practices
for which there are not plausible explanations
are insufficient today, thereby giving impor-
tance to well-designed and well-executed
research. Beginning with the appointment
of the first director of NCCAM in May 1999
and the publication of its first strategic plan
in September 2000, NCCAM has funded both
extramural and intramural research focused
on CAPPs-related clinical, translational, and
basic research on the efficacy, safety, and
mechanisms of action of diverse CAM modal-
ities (NIH/NCCAM, 2010b). Celebrating its
10th anniversary in February 2009, NCCAM
boasts a Web site (http://nccam.nih.gov/) that
provides educational materials in written and
audiovisual form.

In addition, NIH has collaborated with
the U.S. National Library of Medicine to
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create a Web site in a “town hall” platform.
Its goal is to create an across-the-lifespan
“informed consumer” by providing the
best evidence possible and the most reliable
resources available that are relevant to the
health of the U.S. population. Providing such
a platform provides the U.S. populace with
opportunities and access to primary, second-
ary, and tertiary health prevention and main-
tenance measures (NIH/National Library of
Medicine, 2010).

The term complementary medicine/
therapies was introduced during the decade
of the 1970s in the United Kingdom and refers
to those practices and products that link
the most appropriate therapies to meet the
individual’s physical, mental, emotional, and
spiritual needs. In some cultures, the term
“alternative” refers to those practices and
products that are provided in place of con-
ventional or allopathic health care, many of
which are outside the realm of accepted health
care theory and practices in the United States.
Today CAPPs re grouped into the broad cat-
egories of natural products, mind-body prac-
tices, manipulation and body-based practices,
and other CAM practices, which include
movement therapies (e.g., Trager psychophys-
ical integration, Feldenkrais method), energy
therapies (e.g., therapeutic touch, qi gong,
electromagnetic energy fields as in magnet
therapy), traditional healers as found in the
Native American medicine man, and whole
medical systems such as traditional Chinese
medicine (NIH/NCCAM, 2010d).

To promote research in CAPPs, the Office
of Alternative Medicine initially established
10 research centers across the country, one of
which was directed by a nurse. The Center for
the Study of Complementary and Alternative
Therapies at the University of Virginia was
thus established in 1993 as one of the original
NIH-funded centers to stimulate research in
this emerging field.

Building upon this successful initia-
tive, NCCAM has continued to increase the
number of research centers, aligning the
focus of these with its mission and legislative

mandates. NCCAM now has developed five
primary research training centers to support
national and international research projects,
all of which are focused on elucidating mech-
anisms of action of CAPPs as defined within
each of the major modality categories (NIH/
NCCAM, 2010b). For example, recent stud-
ies include, but are not limited to, exploring
the mechanisms and effects of metabolic and
immunologic effects of meditation, effects
of various CAPPs research on autoimmune
and inflammatory diseases, and chiroprac-
tic manipulation (NIH/NCCAM, 2010b).
State-of-the-science information on selected
CAPPs and searches of federal databases
of scientific and medical literature may be
found on NCCAM'’s Clearinghouse Web site
(http://nccam.nih.gov/).

Selected CAPPs have been studied suf-
ficiently to provide conclusive evidence of
effectiveness. For example, there are data to
support a number of behavioral and relaxa-
tion practices used to treat pain and insom-
nia. However, data currently available are
insufficient to be definitive that one practice
or procedure is more effective than another
for a given condition. Yet, because of psycho-
social differences among persons, cultural
diversity, and variations in personality char-
acteristics among individuals, one procedure
or product may be more suited than another
for a given person (Cuellar, Aycock, Cahill, &
Ford, 2003; Mackenzie, Taylor, Bloom,
Hufford, & Johnson, 2003; NIH Technology
Assessment Panel, 1996; Owens, Taylor, &
DeGood, 1999).

A challenge for health care profession-
als today is to become and remain informed
regarding indications and contraindications
for use of the myriad of procedures and
products that patients are using, including
the potential interactions of natural products
with pharmaceuticals, foods, and lifestyles.
The movement to offer content about CAPPs
within the curricula of schools of nursing,
medicine, and pharmacy continues to be evi-
dent (Stratton, Benn, Lie, Zeller, & Nedrow,
2007). Among faculty responsible for the
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content, there appears to be not so much a
lack of agreement about integrating prac-
tice aspects of evidence-based CAPPs into
the curricula (Gaydos, 2001; Kligler, 1996) as
there is acknowledgment of the challenges.
Such challenges include the need for quali-
fied faculty, the crowded curricula content,
a lack of defined best practices in CAPPs,
and the postgrant sustainability of programs
funded to integrate CAPPs into the curric-
ula (Lee et al., 2007). Addressing these chal-
lenges remains core to efforts expended by
NIH/NCCAM to support integration of evi-
dence-based information about CAPPs into
professional schools’ curricula (Pearson &
Chesney, 2007; Rakel, Guerrera, Bayles, Desai,
& Ferrara, 2008; Yildirim et al., 2010). Such
curricula will need to support the education
of health care professionals about the science
behind CAPPs, the evidence for effectiveness
and safety, the interactions among CAPPs
and with other health care modalities, and
the pharmacology of biological agents
(Nottingham, 2006).

The basis for research into CAPPs
should not be adversarial, that is, “CAPPs
versus mainstream health care modalities,”
but rather the scholarly inquiry into whether
or not an intervention is effective, safe, and
contributes to the overall well-being of the
consumer (NIH/NCCAM, 2010b). Rigorous
research involving any of these practices and
products can be across the spectrum of basic
research, translational research, efficacy
studies, and effectiveness research. Research
often begins with basic questions: How does
it work? How do individual differences, as
assessed by a given measurement tool, influ-
ence what happens or does not happen in
the use of a particular therapy for manage-
ment of a specified symptom? From general
questions such as these, coupled with exten-
sive literature reviews and consultation with
experts, more specific questions about the
use of these therapies in patient care evolve
to guide investigators’ research.

Focusing on individual differences
among patients when assessing use, efficacy,

and effectiveness of CAPPs permits the inves-
tigator to analyze disparate patient care find-
ings and synthesize these into questions that
will add to the body of evidence about these
therapies (Owens et al., 1999). Findings result-
ing from research studies testing the efficacy
of CAPPs will continue to lead to knowledge
that can be useful in making reliable predic-
tions and linking appropriate therapies to
patients for promotion of health or symptom
management (Lin & Taylor, 1998).

The definition of what constitutes CAPPs
will continue to evolve as researchers com-
plete rigorous scientific studies in this area. In
an effort to empower consumers and encour-
age health care professionals to stay current
with advances in CAPPs research and clin-
ical application, NCCAM launched a Web
portal dedicated to a “Time to Talk” cam-
paign (NIH/NCCAM, 2008). Currently, this
site provides tips for consumers to discuss
use of CAPPs with their health care provid-
ers and suggestions for health care providers
to elicit CAPPs usage information from their
patients. The goal is informed health care
that promotes safety and best care practices
in health care settings.

In addition to the need for rigorous
research on CAPPs, inclusion of education
about these modalities in the curricula for
health care providers and development of
resources for consumers need to exist for
the development of competency standards
and measures involved in credentialing
health care providers in CAPPs practice. Of
course the issues of liability will need to be
addressed.

Although consumers today are empow-
ered to play a larger role in their health care
outcomes, a large number of nurses and other
health care professionals still lack knowl-
edge about CAPPs, thus creating a barrier
to integrative health care. Rigorous clinical
studies are needed to provide evidence of
CAPPs treatment efficacy for many symp-
toms and conditions. Research monies are
available for competitive research propos-
als through the NCCAM and other agencies



within the NIH. Consumer demand contin-
ues to drive integration of selected CAPPs
into the conventional health care system as
well as to prompt the need for continued rig-
orous science in this field. These factors fos-
ter optimism and increase the potential for
additional evidence-based holistic and sup-
portive care, facilitating the safe integration
of selected CAPPs into an integrative health
care environment.

Ann Gill Taylor
Victoria Menzies

CONCEPT ANALYSIS

Concept analysis is a strategy used for exam-
ining concepts for their semantic structure.
Although there are several methods for con-
ducting concept analysis, all of the methods
have the purpose of determining the defin-
ing attributes or characteristics of the con-
cept under study. Some uses of a concept
analysis are refining and clarifying concepts
in theory, practice, and research and arriving
at precise theoretical and operational defini-
tions for research or for instrument devel-
opment. Concept analysis has been used in
other disciplines, particularly philosophy
and linguistics, for many years. However, the
techniques have only recently been “discov-
ered” by nurses interested in semantics and
language development in the discipline.
Concept analysis is a useful tool for
nurses conducting research. Because the out-
come of a concept analysis is a set of defin-
ing characteristics that tell the researcher
“what counts” as the concept, it allows the
researcher (a) to formulate a clear, precise
theoretical and/or operational definition
to be used in the study; (b) to choose mea-
surement instruments that accurately reflect
the defining characteristics of the concept
to be measured; (c) to determine if a new
instrument is needed (if no extant measure
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adequately reflects the defining characteris-
tics); and (d) to accurately identify the con-
cept when it arises in clinical practice or in
qualitative research data.

Concept analyses were relatively rare
in nursing research until the early 1980s
but have increased dramatically in number
over the past two decades. Concept analysis
is particularly relevant to a young science
such as nursing. The process, regardless of
method, requires rigorous thinking about
the language used to describe the phenom-
ena of concern to the discipline. Doing a
concept analysis causes the researcher to be
much more aware of and sensitive to the use
of language in research. A conscious aware-
ness of the language chosen to represent
phenomena is necessary if nursing scientists
are to develop a comprehensible body of
knowledge for the discipline.

It is also necessary for thoughtful prac-
titioners to be aware of the language of the
discipline. How nurses think about and
describe the problems and solutions relevant
to their practice is of paramount importance
in helping the consumer of nursing care and
the policymakers who influence the practice
milieu to understand what nursing is and
what nurses do. If nurses do not have a cen-
tral core of well-defined concepts to describe
their practice, then confusion and ambiguity
will persist, and the development of nursing
science will suffer.

Concept analysis has become a useful
adjunct to nursing research. The outcome of a
concept analysis significantly facilitates com-
munication between researchers and prac-
titioners alike. By specifying the defining
characteristics of a concept, the researcher or
practitioner makes it clear what counts as the
concept so that anyone else reading about it
or discussing it understands what is meant.
Being clear about meaning allows better
communication between scientists and prac-
titioners about the usefulness and appropri-
ateness of nursing language.

There is considerable discussion in the
literature about which method of analysis is
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the most useful. Regardless of the method
used, concept analyses can contribute signif-
icant insights into the phenomena of concern
to nurses.

Kay C. Avant

CoNCEPTUAL MODEL
(FRAMEWORK)

Conceptual models (sometimes referred to
as conceptual frameworks or grand theories)
are abstract representations of phenomena of
interest to the discipline. Specific theories can
be derived from these conceptual models. The
conceptual models themselves are not test-
able, but the theories derived from the models
may be tested. These grand theories provide
global perspectives of the discipline and offer
ways of viewing nursing phenomena on the
basis of these perspectives. Examples of con-
ceptual models in nursing are those of Martha
Rogers, Imogene King, Hildegarde Peplau,
Jean Watson, and Florence Nightingale.
Descriptions of several of these models are
contained elsewhere in this text.

Joyce |. Fitzpatrick

CONSORTIAL RESEARCH

Consortial research is a form of collabora-
tive research that can be used to increase
the quantity and quality of nursing research
within clinical settings. It involves cooper-
ative efforts among researchers at several
institutions. The sites have formal, well-
defined administrative and working rela-
tionships that spell out agreed-upon roles
and responsibilities.

Consortial studies are done for a num-
ber of reasons: (a) to achieve the required

sample size when studying a low-prevalence
disease; (b) to increase the ethnic diversity
or other characteristics of a sample, thus
increasing generalizability of results; (c) to
shorten the time line for conducting the
study by simultaneously recruiting subjects
at multiple sites; (d) to provide mentoring
to more junior researchers and staff nurses;
(e) to share resources, tasks, and costs when
external funding is not available; and (f) to
increase opportunities for replication and
dissemination.

Consortial studies may be conceived by
one or a few investigators, who draft the ini-
tial proposal then recruit colleagues at other
sites to participate in the study. These other
investigators may be involved in helping to
refine the proposal before it is submitted for
funding. When the purpose of the consor-
tium is more focused on mentoring junior
colleagues or is a way to share resources and
costs, it is more likely that development of
the proposal will be a group endeavor from
the start. In the latter case, the choice of topic
may be generated by an advisory or steering
committee. Whichever approach is taken, the
pool of ideas generated by expertise from sev-
eral institutions creates synergy that leads to
more creative and productive research.

To conduct these multisite studies, one
site usually serves a coordinating function
for the study. Most often in externally funded
studies, the coordinating center is responsible
for identifying or developing questionnaires
or other data collection forms, for data collec-
tion and processing procedures, and for receiv-
ing and centrally analyzing the study data.
The oversight role of the coordinating center
includes development and implementation
of a quality control plan to assure standard-
ization of sample identification, recruitment,
and data collection procedures. Scientific
issues for the conduct of the study are usu-
ally managed by a steering committee, often
composed of the principal investigator from
each participating site and a few key individu-
als at the coordinating center. Standing or ad
hoc subcommittees of the steering committee



are often formed to propose standards and
to oversee the work on specific aspects of
the study. For example, the subcommittees
bring proposals for publications and presen-
tations, participant safety and end points, or
clinical aspects before the steering committee
for approval. The degree to which the steer-
ing committee is involved in development
of protocols, questionnaires, and so forth, as
opposed to approving those developed by the
coordinating center, varies by study and the
reason the consortium was created.

In a consortium formed primarily for
the purpose of sharing resources, mentor-
ing junior researchers, replicating a previous
study, or disseminating results, the steering
committee may be composed of representa-
tives appointed by each participating insti-
tution. In such cases, the steering committee
often serves the purpose of setting priorities
for the activities of the consortium. Funding
of studies conducted by a consortium may
take several forms. When external funding is
involved, the two most common types are (a)
providing one large grant to a coordinating
center, which then subcontracts with each
clinical site, and (b) providing individual
grants to each participating institution with
a separate grant to the coordinating center.
The first approach gives the coordinating
center budgetary leverage when a site is not
performing up to par. This is an advantage
for involving a new site or increasing the
number of subjects enrolled at existing sites
by redistributing funds from the nonper-
forming site. The second approach requires
that each site meet the commitments for the
good of the overall study. A third model,
used when external funding is not available,
shares the cost of the research among partici-
pating institutions within the consortium.

In medical treatment research and pub-
lic health prevention research, consortial
arrangements have been a preferred struc-
ture for large randomized trials that must
recruit substantial populations in a rela-
tively short time, provide intervention, and
have sufficient follow-up time to generate
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adequate statistical power to compare the
effects of treatment on the study outcomes.
It may be expected that consortial
research will increase as nursing researchers
do more experimental research. Another fac-
tor that may promote consortial research in
nursing is the changing health care system.
As health care systems increase the number
of contractual arrangements in attempts to
provide cost-effective, integrated care across
the continuum of patient needs, consortial
research is likely to become more common.

Barbara Valanis

CONTENT ANALYSIS

Content analysis is a data analysis tech-
nique that is commonly used in qualitative
research, which focuses on structuring par-
ticular topics or domains of interest from
unstructured data. It is a time-consuming
process that involves organizing, identifying,
coding, and making categories from patterns
of data that are reflective of the topics. The
topics or domains of interest are generated
by the researcher on the basis of data derived
from collection source and are also often
referred to as category labels. Historically,
early content analysis focused on linguistic
and observational data. The earlier or clas-
sic content analysis included techniques for
reducing texts to a unit-by-variable matrix
and then analyzing the matrix quantitatively
to test hypotheses (Denzin & Lincoln, 2000).
In addition to information derived from
interviews and casual or structured observa-
tions, researchers may analyze written text
from special documents, archival records,
field logs, and diaries or may develop
schemes to analyze visual data from pictures
or videotapes.

Content analysis begins with reading
the text or written transcription of an inter-
view, notes from an observation, or some
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other mode of data collection. The investiga-
tor reads the completed text and determines
the main ideas or topics of the transcription
or observation. The investigator then rereads
the text and numbers and assigns a code to
each segment or group of lines from the tran-
scription. Sometimes this may also be called
labeling. Segments may consist of a single
word or line, multiple words or lines, one or
more paragraphs, or a pictorial schema and
may vary according to the chosen topic or
topics. The codes developed by the investi-
gator reflect some commonality, such as an
action or behavior, an event, a thought, a con-
cept, and so forth. Line segments or groups
of lines are separated and are grouped into
categories, and the categories are grouped
according to the topics that were identified
by the investigator.

Topics or domains of interest may be cho-
sen before a study, as with a focused study,
or generated after the first interview and
based on the inquiry or subjective findings.
A focused qualitative study centers on one
particular area of interest or intent, such as
metaphorical analysis or feminist research,
or it may focus on a particular phenomenon
like leadership style, body piercings among
adolescent girls, or a demonstration of how
caring activities are performed.

The researcher may also choose to
develop topics after a first interview or obser-
vation. Sometimes the topics seem to arise
naturally from the data, whereas at other
times the researcher must decide on and
develop the topics from the information
given. Developing a topic may be similar
to making an index for a book or file labels
(Patton, 2002). The researcher reads through
the transcript of the interview or observation
and begins to sort and organize the inter-
view data according to likenesses and simi-
larities. The researcher usually gets a sense
of the main topics that pervade the text soon
after the transcribing process is complete
and after the first reading. This organization
of the data may be done by hand or by using
one of the many computer software packages

that are available to assist organization of
qualitative data.

Most qualitative research suggests using
between 10 and 15 main topics per study
(Denzin & Lincoln, 2000; Patton, 2002). They
caution against making topics too special-
ized as only very small amounts of data will
be able to fit into each. On the other hand,
too many topics can cause confusion, and
the researcher may have difficulty in remem-
bering what categories go into each topic as
the study progresses and more data are col-
lected. With each subsequent interview or
observation, the topics may be combined or
subdivided into multiple categories as the
need arises. As repetitive patterns arise,
relationships between the categories and
then between topics may be seen. Often, the
relationships may occur at the same time or
be concurrent with each other. For example,
in a study of adolescent face care, the topics
“blemish care” and “facial scrubbing” are
related and occur at the same time. In the
same study, the topic “facial preparation”
occurs or is antecedent to the topics of “blem-
ish care” and “facial scrubbing,” whereas the
topical area “making up the face” may occur
as a consequence of one of the earlier cate-
gories that were formed. Some researchers
choose to quantify part of the analysis by
counting frequency and sequencing of par-
ticular words, phrases, or topics.

The major reliability and validity issues
of content analysis involve the subjective
nature of the researcher-determined topics
or category labels. What should be included
within each topic should be clearly defined
and should be clearly different from the oth-
ers so that the results are mutually exclu-
sive. The easiest way to determine reliability
in a study that uses content analysis is to
have two or more readers, other than the
researcher, agree that the topics are appropri-
ate for a particular study and that data can
easily be organized under each. This is typ-
ically carried out by having the researcher
randomly choosing a part of the study and
having the readers look over the text and the
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topics independent of each other. A consen-
sus of the readers would indicate the study’s
reliability.

Validity in content analysis can be
achieved by determining the extent that the
topics represent what they are intended to
represent. If the topics are based on a concep-
tual framework or a particular focus, they
must be justified, described, and explained
in terms of being representative of that con-
ceptual framework or focus. Therefore, top-
ics that are developed to reflect a conceptual
framework or focus must be consistent with
the original definitions described by that
framework. However, because content analy-
sis is often used in exploratory and descrip-
tive research, a conceptual orientation may
not be appropriate.

Kathleen Huttlinger

COoNTINUING CARE
RETIREMENT COMMUNITIES

A continuing care retirement community
(CCRC) is a type of facility that provides
housing, meals, and other services, includ-
ing nursing home care, for older adults in
exchange for a one-time capital investment or
entrance fee and a monthly service fee. Most
CCRCs are sponsored by religious or other
nonprofit organizations, but for-profit orga-
nizations have entered into the retirement
business as well. The CCRC is usually con-
structed as a village or community, and the
individual remains within this community
for the remainder of his or her life. A1l CCRCs
have a written contract that residents must
sign. The terms of the contract vary and have
been separated into three categories by the
American Association of Homes and Services
for the Aged: (1) Type A homes are “all inclu-
sive” as they offer guaranteed nursing care
in the nursing facility at no increase in the

residents” monthly fee; (2) Type B CCRCs do
not guarantee unlimited nursing home care
but have a contractual agreement to provide
a specific number of days per year or lifetime
of the resident in the nursing facility; and
(3) Type C CCRCs are based on a typical
fee-for-service approach. Financial stability,
particularly of Type A and Type B CCRCs,
depends on high occupancy rates in the inde-
pendent living apartments and maintaining
residents’ in optimal health and function so
as to need fewer health care services.

The number of CCRCs continues to grow,
and there are more than 725,000 older adults
living in more than 2,240 CCRCs. The major-
ity of CCRCs are located in 12 states. Because
of the dramatic increase in assisted living
facilities, CCRCs proportionally account for
a smaller percentage of senior housing than
previously. Given the anticipated increase in
number of older adults, it is expected that the
number and occupancy of these settings will
likewise increase.

Generally, older adults who live in
CCRCs are those who were never married, or
married without children, are well educated,
and health conscious (American Association
of Homes and Services for the Aged, 2006;
Lewis et al., 2006; Zalewski, Smith, Malzahn,
VanHart, & O’Connell, 2009). Initially
CCRCs were for affluent older adults; how-
ever, CCRCs are becoming more affordable
and attracting those with more moderate
incomes (Anderson, Michelman, Johnson, &
Quick, 2008). The decision to move into a
CCRC requires a good deal of planning and
adjustment for older adults, especially if they
are relocating to another city or state and/
or moving from a large home to a smaller
apartment.

Residents in CCRCs overall use of
Medicare-covered medical services is no
different from older adults who live in tra-
ditional community settings, with the excep-
tion of lower expenditures for hospital care
(Ruchlin, Morris, & Morris, 1993). The types
of health care services provided vary on the
basis of the facility. Most facilities have a
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nurse responsible for those in independent
living to help with routine care activities such
as dressing changes, administration of inject-
able medications, and health screenings. It is
these nurses who are the first response to
emergencies and often the first to identify
changes in the older resident. Depending
on the CCRC, there may also be a geriat-
ric nurse practitioner available for daytime
management of acute and chronic problems
and a cadre of primary and specialty physi-
cians. The availability of health care is seen
as a major advantage to living in a CCRC,
and the focus on health promotion and dis-
ease prevention is of importance to residents.
The focus on health and the maintenance
of health, which is held by the residents in
CCRCs and supported by managers within
these systems, make the CCRC a perfect envi-
ronment for geriatric nursing research.

The initial research in CCRCs focused
on the assessment of residents before move
in (Resnick, Russell, & Ruane, 2003) and their
adjustment to the community once the move
occurred (Petit, 1994; Resnick, 1989). With the
aging of the communities and the residents,
the focus of this work has moved toward
learning about transitions of care within these
settings (e.g., moves from independent living
to assisted living or nursing home; Ashcraft,
Owen, & Feng, 2006; Shippee, 2009; Young,
2009). Specifically, transitions have been con-
sidered with regard to the meaning of those
transitions for older adults as well as the risk
factors for transitions. Transitions within the
CCRC setting are described by residents as
disempowering and final and noted to cause
a loss of social networks. Factors associated
with increased risk of transitions include
depression, urinary and bowel incontinence,
cognitive impairment, and functional disabil-
ity. The findings from these studies provide
recommendations for how to help prepare
residents in CCRCs for transitions from one
level of care to another.

The majority of research done in CCRCs,
however, is focused on health promotion

throughout the aging process (Adams, 1996;
Lewis et al.,, 2006; Petit, 1994; Resnick, 1998,
2003; Resnick & Spellbring, 2000; Resnick,
Wagner, & House, 2003). Studies have
included descriptive surveys where residents
are asked about specific health behaviors such
as getting vaccinations, monitoring choles-
terol and dietary fat intake, exercise activity,
alcohol and nicotine use, and participation in
health screenings including mammograms,
Pap tests, stools for occult blood or prostate
examinations, or osteoporosis management.
Findings have indicated that the majority of
residents in CCRCs get yearly flu vaccines,
have had at least one pneumonia vaccine, and
approximately 61% had an up to date tetanus
booster. A smaller percentage (approximately
30%) monitored their diets. Approximately
50% of those living in CCRCs drink alcohol
regularly, only a small percent use nicotine
(11%), and less than 50% exercise regularly.

With regard to cancer screening, approx-
imately 40% to 50% of the residents get yearly
mammograms, 31% to 37% get Pap tests, 65% to
80% get Prostate examinations, approximately
60% have stools checked for blood yearly, and
a little more than 50% monitor their skin for
abnormal growths regularly. Overall, there is
better participation in health promoting activ-
ities of older adults living in CCRCs when
compared with older adults in the community
(Lewis et al., 2006; Resnick, 2003). Residents of
CCRCs tend to continue to engage in screen-
ing activities even when these are not recom-
mended (Lewis et al., 2006).

In addition to a description of the health
promotion behaviors of these individuals,
consideration has been given to factors that
influence the residents’ willingness to engage
in screening activities. Combined qualita-
tive and quantitative approaches were used
to explore this question (Resnick, 1998, 2003;
Rosenberg et al, 2009). Common themes
were identified by open-ended interviews
and indicated that the common reasons for
not engaging in specific health activities
were as follows: (1) never being told to by a
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primary health care provider, (2) not wanting
to do anything even if the tests were abnor-
mal, (3) feeling they were too old, and (4) a
desire to contract the known problem so as to
facilitate death.

The impact of the CCRC environment
(i.e., access to services and physical environ-
ment) on healthy behaviors has also been
considered. Increased access to services in
“all-inclusive” settings (Young, Inamdar, &
Hannan, 2010) increases the opportunities
for health promotion. In addition, the phys-
ical environment, particularly the many
opportunities for walking and other types
of physical activity (Resnick & D’Adamo,
2011; Zalewski et al.,, 2009), is associated
with increased function and physical activ-
ity regardless of the residents’ underlying
capability. Conversely, with regard to life
prolonging interventions such as availabil-
ity of automated external defibrillators, as
per the wishes of residents, these devices
are not easily available for use in the facil-
ity (Woodley, Medvene, Kellerman, Base, &
Mosack, 2006). There is also no overwhelm-
ing support of smart home technologies
among CCRC residents because of concerns
about privacy (Courtney, Demiris, Rantz, &
Skubic, 2008). There tends to be a philosophy
among residents of optimizing health but
avoiding aggressive interventions that will
sustain life in the face of illness (Nahm &
Resnick, 2001).

Falls, which are a common problem for
older adults in any setting, is another area
that has been studied in CCRCs. For exam-
ple, predictors of falls in a CCRC was stud-
ied (Resnick, 1999), and findings supported
the need to evaluate predictors of falls within
each specific community as environmental
risks and activity patterns may be very differ-
ent. In the community studied, falls generally
occurred between noon and midnight, within
the residents” apartments, and when walking
(63%) or transferring (19%). Only 16 (10%) of
the falls resulted in a fracture. The number
of falls was the only variable associated with

having an injurious fall. Individuals who had
atrial fibrillation or neurological problems,
were not married, and did not adhere to a
regular exercise program were more likely
to have multiple falls. In addition, it was
noted that the falls were less likely to occur in
residents who exercised regularly (Crowley,
1996). A CCRC setting was also used to test a
Post-Fall Index with the goal of using this tool
for secondary prevention of falls in future
research (Gray-Miceli, Strumpf, Johnson,
Draganescu, & Ratcliffe, 2006).

CCRCs continue to be a viable liv-
ing environment for older adults. In order
for these facilities to keep costs down and
remain lucrative, it is imperative that there
be a focus on maintaining health and func-
tion and in helping individuals remain in the
least invasive level of care (i.e., independent
living). Continued research needs to build on
the preliminary findings from exploratory
studies and begin to develop and test inter-
ventions that will help older adults in CCRCs
maintain their health and function, prevent
injuries, address end-of-life care preferences,
and optimize use of health care resources.
Examples of this include consideration of the
increasing number of CCRCs with wellness
programs and the outcomes of these pro-
grams from a health and fiscal perspective.
Other important areas of research within
CCRCs need to address smart home tech-
nologies and use of technology in general to
promote health and safety, for example, use
of smart phones to detect a fall among older
individuals or medication management tech-
nology. Testing of the impact of electronic
medical records to optimize transitions
within settings and between CCRC settings
and acute care facilities should also be the
focus of future research. CCRCs have been
and will continue to be a wonderful housing
alternative for older adults, and consideration
needs to be given to how to make these sites
affordable for all.

Barbara Resnick
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CORONARY ARTERY BYprAss
GRAFT SURGERY

Coronary artery bypass graft (CABG) sur-
gery is a commonly used revascularization
procedure for coronary heart disease. An
estimated 800,000 surgeries are performed
worldwide each year (Borowicz et al., 2002),
with 448,000 performed in the United States
in 2006 (American Heart Association, 2009).
In the United States, CABG surgery uses
more healthcare resources than any other sin-
gle procedure and accounted for more than
209.3 billion dollars in health care costs in
2003 (www.rxpgnews.com). In many devel-
oped countries, demand for CABG surgery
exceeds resources leading to waiting lists.
Patients on waiting lists experienced anxiety,
depression, and negative impacts on quality
of life (Fitzsimons, Parahoo, & Stringer, 2000;
Screeche-Powell & Owens, 2003).

Several randomized controlled trials
examined the effectiveness of nurse-led
programs for patients awaiting CABG sur-
gery. Patients awaiting surgery with at least
one poorly controlled risk factor (e.g., high
blood pressure, high cholesterol, smoking,
etc) were randomized to standard care or
a nursing intervention. Outcome measures
included anxiety, depression, blood pres-
sure, cholesterol level, length of stay, body
mass index, and costs of hospital expendi-
tures. There were no significant differences
between the groups except for total costs
of hospital expenditure, with the interven-
tion group having fewer admissions, and
therefore lower costs. Depression and anxi-
ety scores did decrease for the intervention
group, but the difference between the groups
was not statistically significant (Goodman
et al., 2008).

For patients undergoing CABG surgery,
there are four goals: to increase survival,
to relieve symptoms of angina, to reduce
the likelihood of future heart attacks, and

to improve quality of life (QOL; Dunckley,
Ellard, Quin, & Barlow, 2008, Hawkes,
Nowak, Bidstrup, & Speare, 2006). Although
CABG surgery succeeds in increasing sur-
vival and decreasing angina in most patients,
it is now recognized that adjustment to
CABG surgery is a multidimensional process
that is not completely explained by medical
factors (Hawkes et al, 2006). Investigators
have found that a substantial proportion of
patients do not experience an improvement
in their QOL, with some patients actually
experiencing decrease in QOL after sur-
gery (Hawkes & Mortensen, 2006). In sev-
eral global studies, researchers examined the
course of changes in QOL as well as longi-
tudinal predictors of QOL. Patients under-
going percutaneous coronary interventions
experienced a relatively rapid increase in
health-related QOL (HRQL) in the first month
with little change by 3 months after surgery.
However, patients undergoing CABG sur-
gery experienced an initial deterioration in
HRQL and then improved significantly. The
change in the scores on anxiety and depres-
sion accounted for most of the change in
HRQL (Hofer, Doering, Rumpold, Oldridge,
& Benzer, 2006). In a study evaluating the
influence of preoperative physical and psy-
chosocial functioning on QOL after CABG
surgery (Panagopoulou, Montgomery, &
Benos, 2006), researchers identified that pre-
operative psychological distress was the
only predictor of QOL at one month and six
months after surgery.

Longitudinal studies investigating the
impact of psychological variables on out-
comes of CABG surgery demonstrate that
recovery is neither simple nor experienced
consistently in all patients.

Although some studies included the
measurement of only anxiety or depression,
most examined the impact of both anxiety
and depression on recovery. In a systematic
review of preoperative predictors of postop-
erative depression and anxiety, McKenzie,
Simpson, and Stewart (2010) found that the
majority of studies reported an improvement



in patient’s depression and/or anxiety posto-
peratively.

The most common predictor of postop-
erative anxiety was preoperative anxiety.
The impact of gender and age was equivocal
with some studies identifying age as predic-
tive and an equal number finding it not pre-
dictive. One study identified a relationship
between age and anxiety (Krannich et al,
2007). Although younger patients were more
anxious before surgery and showed a decline
in symptoms after surgery, anxiety symp-
toms in older patients showed little change
(Krannich et al., 2007).

As with the findings related to anxiety,
the most frequently identified predictor of
postoperative depression was preoperative
depression. In studies with women, female
gender was a frequently reported predictor
of postoperative depression, but the impact
of age was equivocal. A conclusion from the
systematic review was that the most com-
mon predictors of postoperative anxiety and
depression were preoperative levels. One
consistent recommendation was that clini-
cians needed to routinely assess patients’
depression and anxiety before surgery to
identify those patients at greater risk for post-
operative difficulties. In keeping with these
recommendations, screening for depression
in patients with coronary heart disease has
recently been recommended by the American
Heart Association (Lichtman et al., 2008). In
addition, with more women and older adults
undergoing CABG surgery, the impact of age
and gender on postoperative recovery needs
to be further explored.

A number of studies have examined the
course and outcomes of anxiety for patients
undergoing CABG surgery. Longitudinal
studies evaluating anxiety reported prev-
alence rates ranging from 4% to 50%
preoperatively and from 25% to 61% post-
operatively. Almost all studies used self-
report questionnaires for measuring anxiety.
Subjects” (n = 35 to 1,317) mean ages ranged
from 54 to 70 years, most represented a 3:1
male-to-female ratio, and ranged from 82%
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to 100% Caucasian. Most investigators found
that anxiety levels significantly decreased
over time and remained linear. Postoperative
anxiety was directly related to perception of
pain with the strongest relationship on post-
operative Day 2. Neither gender nor age was
significantly associated with level of pain
(Nelson, Zimmerman, Barnason, Nieveen, &
Schmaderer, 1998). In a large study with 1,317
patients, there was a dose-response relation-
ship between state anxiety and risk of death
or myocardial infarction but no association
between self-reported anxiety and athero-
sclerotic progression of grafts (Wellenius,
Mukamal, Kulshreshtha, Asonganyi, &
Mittleman, 2008). In one study, patients with
chronic postoperative pain had significantly
higher levels of anxiety and depression
than those without chronic pain (Taillefer
et al,, 2006). The mechanism by which anx-
iety increases mortality and morbidity is
not yet understood (Rosenbloom, Wellenius,
Mukamal, & Mittleman, 2009).

Longitudinal studies evaluating depres-
sion reported prevalence rates ranging from
16% to 50% preoperatively and from 17% to
61% postoperatively. Almost all studies used
self-report questionnaires. Subjects’ (1 = 50 to
759) mean ages ranged from 54 to 70 years,
most represented a 3:1 male-to-female ratio,
and ranged from 82% to 100% Caucasian.
In addition to preoperative depression lev-
els, investigators have identified predictors
of postoperative depression as poor social
support, at least one stressful life event in the
last year, low level of education, and mod-
erate to severe dyspnea (Pirraglia, Peterson,
Williams-Russo, Gorkin, & Charlson, 1999).
One study found that 6 weeks after surgery,
fatigued older patients (>65 years) had sig-
nificantly higher anxiety and depressive
symptoms with residual aspects of hav-
ing higher anxiety (experiencing panic and
worry) remaining high at 3 months (Barnason
et al,, 2008). Depression has consistently been
associated with adverse cardiac outcomes
after CABG surgery. Investigators have found
depressive symptoms, pre- or postoperatively
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predict postoperative cardiac events (unsta-
ble angina, myocardial infarction, repeat
CABG, or angioplasty), and are positively
correlated with the rate of readmission for
cardiac events (Perski et al., 1998; Saur et al.,
2001; Scheier et al., 1999). Connerney, Shapiro,
McLaughlin, Bagiella, and Sloan (2001) deter-
mined that patients meeting criteria for
major depressive disorder at discharge were
significantly more likely to experience a
cardiac-related event. Furthermore, depres-
sion was a predictor independent of classic
cardiovascular risk factors. Both increased
preoperative depression and postoperative
anxiety were identified as risk factors for
cardiac-related hospital admissions within
6 months of surgery (Oxlad, Stubberfield,
Stuklis, Edwards, & Wade, 2006). In addition,
postoperative depression was associated
with infections, impaired wound healing,
poor emotional and physical recovery, and
a higher risk of atherosclerotic progression
among patients with saphenous vein grafts
(Doering, Moser, Lemankiewicz, Luper, &
Khan, 2005; Wellenius et al., 2008).

Blumenthal et al. (2003) identified higher
mortality rates for patients with moderate
to severe depression at baseline and mild or
moderate to severe depression that persisted
from baseline to 6 months. In contrast to the
finding of the earlier studies, a more recent
study suggested that preoperative depres-
sion was not associated with a significantly
higher risk for mortality, but after adjust-
ment for known mortality risk factors, preop-
erative anxiety symptoms were significantly
associated with increased all-cause mortality
risk. Investigators identified that there was
a trend toward significance of depressive
symptoms and mortality risk, but the signif-
icance may have been attenuated by the use
of psychotropic medications (Tully, Baker, &
Knight, 2008).

Several studies have addressed gender
differences in recovery from CABG surgery.
In some studies, women had more symp-
toms and poorer functioning after CABG
than men, whereas in other studies, there

were no significant differences (Vaccarino,
2003). Vaccarino, Abramson, Veledar, and
Weintraub (2002) found that women under-
going CABG surgery were older, less edu-
cated, had more severe and unstable angina,
had congestive heart failure, had lower func-
tional status, and had more depressive symp-
toms in the month before surgery. Younger
women were at a higher risk of in-hospital
death than men, a difference decreasing with
age. In a Canadian study, investigators found
that after adjusting for age and comorbid
conditions, female gender was associated
with a 10% increase in length of stay, a 97%
increase in mortality, and a 7% increase in
overall cost (Bestawros, Filion, Haider, Pilote,
& Eisenberg, 2005). In contrast to the earlier
findings, a recent study in Japan found that
the clinical outcomes for females after CABG
surgery were comparable with those of males
(Fukui & Takanashi, 2010).

Postoperative neuropsychological defi-
cits can be complications of cardiac surgery.
A group of investigators in China found
that patients undergoing surgery with
bypass exhibited more neuropsychologi-
cal deficits and anxiety than those patients
whose surgeries were completed off pump.
Investigators found that depression and
anxiety were correlated with some factors
of cognitive dysfunction (Yin, Luo, Guo, Li,
& Huang, 2007). In contrast to these results,
Stroobant and Vingerhoets (2008) found that
off-pump patients showed higher cognitive—
affective depression scores than on-pump
patients. On-pump patients generally
showed no depression, whereas off-pump
patients had a mild depression that contin-
ued for 3 to 5 years after surgery. In another
study, no differences were found between
patients undergoing surgery on and off
pump. Although significant improvement
was identified in state anxiety and depres-
sive symptoms, the number of patients with
depressive symptoms remained constant.
Unlike other studies, patients in this sam-
ple reported significant subjective improve-
ment in concentration and memory (Sandau,



Lindquist, Treat-Jacobson, & Savik, 2008). A
study examining perceived cognitive func-
tion and emotional distress following CABG
surgery found that emotional symptoms and
perceived cognitive difficulties were sig-
nificantly related at the same point in time
as well as across time periods. Although
perceived cognitive difficulties at baseline
predicted a more negative course of emo-
tional symptoms, baseline emotional symp-
toms did not predict the course of cognitive
difficulties (Gallo, Malek, Gilbertson, &
Moore, 2005).

The benefits of preoperative interven-
tions have been examined in three random-
ized controlled studies of patients awaiting
CABG surgery (Arthur, Daniels, McKelvie,
Hirsh, & Rush, 2000; Garbossa, Maldaner,
Mortari, Biasi, & Leguisamo, 2009; McHugh
etal., 2001). Arthur etal. (2000) found that the
treatment group receiving exercise training
twice weekly, education, reinforcement, and
monthly nurse-initiated phone calls spent
less time in the hospital overall and less
time in intensive care units. Intervention
group patients reported improved QOL
both pre- and postoperatively. In the study
by McHugh et al. (2001), care provided in
patient’s homes by nurses led to decreases in
cardiovascular disease risk factors as well as
levels of anxiety and depression. A study of
the effects of physiotherapeutic instruction
on anxiety of CABG patients (Garbossa etal.,
2009) found that preoperatively patients in
the intervention group reported lower lev-
els of anxiety, whereas postoperatively both
groups reported decreased levels of anxiety
without a significant difference between the
groups. Anxiety was higher preoperatively
for female patients, and higher postopera-
tive anxiety led to longer lengths of hospital
stay.

There is a general agreement that early
postoperative intervention should be offered
to patients experiencing depression and/
or anxiety. A randomized controlled trial
examined the timing (before or after dis-
charge) for delivering individualized patient
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education intervention after CABG surgery
(Fredericks, 2009). Although no differences
were found between the two time points,
the recommendation was made that nurses
assess anxiety levels before the delivery of
education, implement strategies to reduce
high anxiety (highest level is 24 hours before
discharge), and provide individualized
teaching. Several randomized controlled
trials of nursing interventions (two by tele-
phone and one in home) examined anxiety,
depression, and QOL in patients following
CABG surgery (Hartford, Wong, & Zakaria,
2002; Lie, Arnesen, Sandvik, Hamilton, &
Bunch, 2007; Rollman et al., 2009). One of the
telephone interventions, which consisted of
information and support to assist patients
and their partners in meeting their needs,
found decreased anxiety in the intervention
group 2 days after discharge but no signifi-
cant differences at Weeks 4 and 8 (Hartford
etal, 2002). The second study (Rollman et al.,
2009) examined the impact of an 8-month
telephone multidisciplinary intervention for
treating depression post CABG surgery. The
nurse care manager called patients to review
their psychiatric history, to provide basic psy-
choeducation about depression and its effect
on cardiac disease, and to describe treatment
options. Compared with usual care, patients
in the intervention group reported greater
improvements in HRQL, physical function-
ing, and mood symptoms at 8§ months of fol-
low-up. In addition, men benefited more than
women from the intervention. In a study on
the effects of a home-based intervention pro-
gram on anxiety and depression 6 months
after CABG surgery (Lie et al., 2007), inves-
tigators found significant improvements in
both the intervention and the control groups
at 6 weeks and 6 months but no differences
between groups. In a randomized controlled
pilot of cognitive behavioral therapy with 15
depressed women after surgery, investiga-
tors found that cognitive behavioral therapy
yielded moderate to large effects for improv-
ing depression and immunity and reducing
infection and inflammation after surgery
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(Doering, Cross, Vredevoe, Martinez-Maza, &
Cowan, 2007).

Several studies have explored the effect
of relaxation techniques for CABG patients
post surgery. Investigators found improve-
ment in emotional well-being, state and
trait anxiety, daily activities, several social
parameters, and QOL (Dehdari, Heidarnia,
Ramezankhani, Sadeghian, & Ghofranipour,
2009; Trzcieniecka-Green & Steptoe, 1996).

Data are also accumulating about the
efficacy of selective serotonin reuptake inhib-
itors (SSRI) on the treatment of depression in
patients with cardiovascular disease. In one
study (Xiong et al, 2006), SSRI use before
CABG was associated with a higher risk of
postoperative rehospitalization and long-
term mortality. Investigators noted that the
explanation for the adverse effects could be
due to incompletely treated depression, SSRI
use, or another complex mechanism. Another
study (Kim et al., 2009) found that the preop-
erative use of SSRIs did not increase the risk
of bleeding or in-hospital mortality.

Evidences that depression and anxiety
have prognostic importance in determining
CABG surgery outcomes support the devel-
opment of pre- and postoperative nursing
assessment strategies to identify patients at
risk for adverse events. Nurses can play piv-
otal roles in identifying patients who need
further evaluation, providing education
about the effects of depression and anxiety
on CABG surgery outcomes, and develop-
ing and evaluating interventions aimed at
ameliorating the effects of these risk factors
on postoperative morbidity and mortality.
The challenge for intervention research is to
address anxiety and depression rather than
either in isolation and to assess and treat
these both pre- and postoperatively. Clearly,
there is a need for large, randomized trials of
both antidepressants and psychosocial inter-
ventions after CABG surgery to determine
their efficacy with treatment of anxiety and
depression.

Susan H. McCrone

CosT ANALYSIS OF
NURSING CARE

Cost analysis of nursing care reflects a body
of administrative studies that focus on quan-
tifying nursing costs needed to deliver care to
individual clients or aggregates in a variety
of settings, using a variety of practice models
and analysis tools. All cost analysis is based
on assumptions that must be examined and
made explicit when reporting findings.

Much of the research on cost analysis of
nursing care has focused on “costing out”
nursing services for the purpose of measur-
ing productivity, comparing costs of various
nursing delivery models, charging individ-
ual patients for true nursing costs, and relat-
ing nursing costs to other cost models, most
notably diagnostic-related group categories.
The need and the motivation for these cost-
ing efforts have evolved with the economic
underpinnings of the health care system, as
have the methodologies and setting focuses.

Cost analysis of nursing care focuses
on justifying the cost-effectiveness of pro-
fessional practice models, evaluating rede-
sign efforts, and monitoring and controlling
nursing costs within an ever-tightening,
cost-conscious health care environment.
Within the context of rising capitation pen-
etration, cost analysis is essential to accurate
capitation bidding and financial viability of
the parent organization. As “best practices”
benchmarking pushes the envelope of com-
petitive bidding, demonstrating cost-effective
nursing practice becomes essential to secur-
ing managed care contracts. Cost analysis
research is a type of nursing administrative
research that evaluates aspects of the deliv-
ery of nursing care.

Cost analysis studies have been relevant
to decision making by nursing administrators
in selecting delivery models, treatment pro-
tocols, and justifying budgets, but such stud-
ies may become central to the survival of the



entire profession for the future. Questions of
appropriate skill mix cannot be determined
solely on a cost per hour of service, cost per
case, or cost per diagnostic-related group
basis. New studies are needed that will com-
bine traditional cost analysis with differential
outcome analysis to secure a larger picture of
the “true cost-benefit ratio” for specific nurs-
ing models.

The most notable characteristic of cost
analysis studies is the variety of definitions,
variables, and measurement tools used in the
studies. Length of stay and nursing turnover
are major variables included in cost studies.
A major area of dispute for costing studies is
the lack of a standard acuity measure because
of the proprietary nature of most acuity sys-
tems. Cost and efficiency of nursing proce-
dures or treatments continue to be studied.
Another important area for cost analysis is
to evaluate cost differences among profes-
sional practice models. However, most of
these studies use proprietary practice mod-
els that are difficult to duplicate in other set-
tings. Variables are identified in these studies
that do impact nursing costs, such as nursing
turnover, ratio of productive to nonproduc-
tive hours, and nursing satisfaction.

Given the growth of capitation, cost anal-
ysis of nursing services will need to take new
directions. As critical pathways (benchmark
performance tools) evolve as care guides, the
costs of pathway changes on nursing deliv-
ery, patient outcomes, and case costs must
be calculated. What are the most efficient
and effective pathways toward resolution of
a given health problem? What practice set-
ting is appropriate for patients at each step
of the pathway? For example, when is it safe
to transfer a fresh open heart patient from
critical care to a step-down environment?
(Earliest transfer to a least costly delivery
mode saves money.) These calculations may
be critical for institutions to secure managed-
care contracts in a cost-competitive environ-
ment. Determining what activities can be
safely eliminated from a pathway without
negatively impacting care outcomes will
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have cost and resource savings as we move
to “best demonstrated practices.”

Finally, we must move toward a cost—
benefit analysis model that incorporates the
outcomes of practice. This aspect has been
especially elusive, given the “generic” and
group nature of nursing practice. With mul-
tiple nursing providers impacting a patient’s
care, how do we separate the relative contri-
butions of each person or each subspecialty
of nursing practice that a patient may expe-
rience in the course of their care from con-
tributions of other disciplines? Additionally,
we need to quantify the costs of increased
patient mortality and failure to rescue asso-
ciated with changes in nurse/patient ratios.

Mary L. Fisher

CriTicAL CARE
NURSING RESEARCH

In the history of nursing, the development
of the specialty of critical care is fairly
recent, paralleling the growth and devel-
opment of intensive care units (ICUs) in the
1960s and 1970s. The first ICUs were areas
in the hospital designated for the care of
patients recovering from anesthesia who
required close monitoring during a period
of physiological instability. Recognition
of the efficiency and effectiveness gained
from segregating any patients who required
intensive nursing care for a short period of
time was spurred by experiences in manag-
ing groups of critically ill patients, such as
those injured in the Boston Coconut Grove
fire of 1942 and victims of the polio epidem-
ics of the 1950s (Lynaugh & Fairman, 1992).
The development of the mechanical venti-
lator and advances in coronary care led to
recognition of the need for specialized skills
and knowledge bases among nurses caring
for these patients.
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The first specialty organization was
formed by nurses working in coronary care,
originally named the American Association
of Cardiovascular Nurses, was formed in
1969 (Lynaugh & Fairman, 1992). As electro-
cardiographic monitoring became a routine
tool in the care of many patients and critical
care broadened to include the care of patients
other than postanesthesia and those with
cardiac disease, the name was changed to
the American Association of Critical-Care
Nurses (AACN). Today, AACN is the largest
specialty nursing organization in the world,
with more than 80,000 nurses in the United
States and 45 other countries (retrieved
August 16, 2010, from http://www.aacn.org).
The organization has had a major role in
encouraging research through its own small
grants program, through joint funding ini-
tiatives with corporations. AACN publishes
American Journal of Critical Care, a scientific
research journal, and Critical Care Nurse, a
clinical journal featuring research. AACN
also publishes evidence-based resources for
the clinical practitioner, including standards
of care, defined as “authoritative statements
that describe the level of care or perfor-
mance common to the profession of nursing
by which the quality of nursing practice can
be judged” (retrieved August 16, 2010, from
http://www.aacn.org/wd/practice/content/
standards.pcms?menu=practice).

Other nursing journals publishing crit-
ical care research include Heart and Lung,
Nursing Research, and Biological Research for
Nursing. Nurse researchers have increas-
ingly published in medical research jour-
nals, such as Critical Care Medicine, published
by the Society of Critical Care Medicine.
The International Society of Critical Care
Medicine is the largest multiprofessional
organization of critical care practitioners.

AACN is committed in its vision and
mission to the promotion of a “culture of
inquiry” so that optimally no gap exists
between research and practice. The research
vision encourages critical care nurses to
actively question the scientific base for

their nursing practice, driven by the needs
of patients and their families. Guided by
these expectations, the AACN research pri-
orities for the year 2010-2011 are broad yet
concrete:

¢ Effective and appropriate use of technol-
ogy to achieve optimal patient assessment,
management, and/or outcomes

¢ Creation of healing and humane environ-
ments

* Processes and systems that foster the opti-
mal contribution of critical care nurses

¢ Effective approaches to symptom man-
agement

¢ Prevention and management of compli-
cations (AACN, 2010).

Nurse researchers often rely on their
specialty organization to highlight future
research needs and identify gaps in the lit-
erature. Interdisciplinary, systematic reviews
of the scientific literature are now consid-
ered essential to shine a light on important
areas of research that deserve more attention
or require greater rigor in methodological
design. During the past decade, the nursing
discipline has shifted away from the concept
of simple research utilization to evidence-
based nursing (EBN; Ackley, Ladwig, Swan,
& Tucker, 2008). Compared with its precursor,
EBN emphasizes the complexity of variables
to consider before application to practice;
leveling and grading of scientific evidence,
patient preference, staffing requirements,
cost-effectiveness, clinician’s experience, and
environmental factors are all considered in
a systematic review of the literature and in
the decision-making process for application
to practice.

The leadership roles and resources
within the critical care environment as well
as the overall organizational climate of the
institution influence the degree to which
staff nurses are able to make effective use of
research findings for the implementation of
EBN (Halm, 2010). In a systematic review of
the literature on the effect of leadership on
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the likelihood of research utilization, Halm
(2010) concluded that several factors were
critical to the practice of EBN: (1) the transfor-
mational leadership behaviors, particularly
among nurse executives in Magnet hospitals;
(2) the positive impact of the local unit culture;
and (3) the quality of the unit leader-nurse
interactions with staff nurses. An interesting
aspect of successful transformations to EBN
is in the redefinition of “real work” from that
of a “doing” culture, that is, that values the
practical busyness of accomplishing tasks, to
that of a “being” culture, that is, reflecting on
practice, integrating research into practice.

Collaborative projects in critical care
are valued more explicitly, as the contribu-
tions from the disciplines of psychology,
medicine, gerontology, respiratory care,
and social work often overlap with those
of nursing. In 2009, the AACN'’s Evidence-
Based Practice Resource Work Group pub-
lished an updated evidence-leveling system
used to grade scientific studies and other
sources of information for application to
critical care practice (Armola et al., 2009).
The intent of this review was to evaluate
grading systems adopted by other specialty
organizations, to consider the quality of
prioritized research design in the leveling
process, and to evaluate the inclusion of
meta-synthesis as an additional research
design. The new system ranks meta-analysis
and meta-synthesis as the highest level in
the hierarchy of evidence for recommenda-
tion. AACN’s future priorities for 2010-2011
focus on concerns related to topics essential
to excellence in practice, including medica-
tion management, hemodynamic monitor-
ing, healing environments, palliative care
and end-of-life issues, mechanical venti-
lation, monitoring neuroscience patients,
and noninvasive monitoring of critically ill
patients (AACN, 2010).

Increasingly, nursing care interventions
in the ICU are bundled. A bundle is a struc-
tured way of improving the processes of
care and patient outcomes. It consists of a set
of evidence-based practices, usually three

CRITICAL CARE NURSING RESEARCH ®| 97

to five interventions that, when performed
collectively and reliably, have been proven
to improve patient outcomes (Resar et al,
2005). A bundle has the effect of conceptu-
ally and behaviorally linking idiosyncratic
and seemingly unrelated nursing interven-
tions into a package of interventions that
clinicians know must be followed for every
patient, every single time. Compared with a
checklist, the bundle is based on and deter-
mined by Level 1 evidence. Examples include
the Central Line Bundle and the Ventilator
Bundle (IHI, 2010).

Critical care has been a research-inten-
sive discipline, both in medicine and in nurs-
ing. The initial narrow focus on maintaining
physiological stability of the cardiopulmo-
nary system undoubtedly contributed to the
early commitment to research-based prac-
tice. Critical care nurse scientists have been
extraordinarily productive, creative, and
sophisticated in their investigations. A recent
search of grants currently funded in 2010 by
the National Institute of Nursing Research
yielded 592 federally funded studies of pedi-
atric and adult patients. This author identi-
fied 33 studies (6%), which were focused on
the critical care patient population (Project
Reporter, 2010). The low percentage of funded
grants for the critically ill patient popula-
tion may be underestimated because nurse
researchers do apply to other Institutes for
funding. Studies were focused on end-of-life
decision making for dying and chronically
critically ill patients, identification of cellu-
lar biomarkers of critical illness and patient
outcome, improvement of nursing assess-
ment of patient symptoms and symptom
management, relationship among mechani-
cal ventilation, oral care, and infection, and
facilitation of communication, learning, and
practice improvement in the ICU (Project
Reporter, 2010).

Clinical research in intensive care set-
tings presents multiple challenges because
of the ethical concerns of obtaining informed
consent, the demands of time and availabil-
ity at the bedside, the need for institutional
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access to vulnerable subjects, and the over-
whelming number of intervening variables
that pose threats to the explanatory power of
study findings. Such factors include patient-
related factors, such as differences in gender,
age, previous access to health care, socioeco-
nomic status, presence of comorbidities, vari-
ations in mental status, baseline nutritional
adequacy, immune function, and unique
psychological responses to the illness and the
environment, for example, agitation, delir-
ium, and pain. Intervention-related factors
are difficult to control for because critically
ill patients receive multiple interventions at
once, such as diagnostic and surgical proce-
dures, mechanical ventilation, and power-
ful medications as well as nursing activities
related to complications of immobility. The
potential for infection, injury, medication
errors, sensory deprivation and overload,
and effect of noise on quality of sleep are
particularly formidable environmental fac-
tors that can impact the patient’s outcome.
Finally, known and unknown variations in
patient management by the health care team
can alter patient outcomes, and then it is up
to the investigator to decide how to handle
the problem.

To address some of these concerns, Sole
(2010) recommends the following strategies
to new investigators: (1) be self-directed,
focusing on a clinical question which is
important to you, such the effect of position-
ing; (2) develop an initial study on basic and
familiar clinical concepts, such as airway,
breathing, and circulation; (3) seek out col-
laborators and mentors who can support you
and become coinvestigators; and (4) plan a
simple pilot study within the context of the
team, which is “most essential part of the
infrastructure” (p. 333). The days of the lone
researcher are over. Future research in criti-
cal care nursing will continue to require the
multidisciplinary efforts of all health care
providers who make such a difference in
patient outcomes.

Carol Diane Epstein

CULTURAL/TRANSCULTURAL
Focus

Cultural/transcultural focus is the study of
the environment shared by a group seeking
meaning for its existence. Nurse investigators
pursue this focus to understand the asso-
ciation of culture to health and to provide
culturally competent care. Although this
focus is growing within research, its impact
on patient care has been limited. Culture
receives only cursory emphasis in most cur-
ricula or practice settings, and few nurses are
cultural experts. In light of projections that
racial and ethnic minorities will be the major-
ity in the United States by 2030 and the per-
sistence of major health disparities between
Euro-Americans and others, more and better
nursing research on culture is needed.

Different perspectives on the meaning
of cultural/transcultural research (C/TCR)
exist. To some, the terms are essentially
synonymous, and questions of disciplin-
ary origin are unimportant. Researchers in
the Leininger tradition regard transcultural
nursing as the proper term for a formal,
worldwide area of study and practice about
culture and caring within nursing.

C/TCR is found in a great variety of
research and clinical journals. Some C/TCR
studies (particularly interventions and ran-
domized controlled trials) may be found in
the Cochrane database for evidence-based
practice using a keyword search on the basis
of such terms as the disease name, nurs* and
care, nurs* and intervention, and names of
racial or cultural groups. Searchers are cau-
tioned that (a) the names of racial or ethnic
groups are often used only descriptive labels,
and findings do not advance true cultural
knowledge; (b) race, culture, and ethnicity
lack consensual definitions and are often
used interchangeably; (c) acceptable names
for groups change over time (e.g., Negro,
Black, Afro-American, African American);
(d) the name of the highest stage of cultural



knowledge changes over time, with cultural
competence or cultural proficiency being cur-
rently preferred; (e) databases on special pop-
ulations are often nonexistent or inadequate;
(f) although reports specify a focus on a cul-
tural group, discussion may not relate find-
ings to that group; and (g) findings ascribed
to culture are often not distinguished from
the effects of socioeconomic status, history,
or political structures.

Most quantitative C/TCR is theory
based. Frequently used frameworks include
Leininger’s culture care theory, self-care,
health-seeking behavior, health belief mod-
els, stress and coping, self-efficacy, and transi-
tions. The transtheoretical model of behavior
change is becoming popular. Reports are now
appearing on the cultural appropriateness of
existing frameworks for particular groups.
For example, health belief models have been
criticized for inadequately recognizing real
(rather than perceived) barriers to care, spir-
ituality, and the interconnectedness (rather
than the individuality) of African American
women. Studies seeking explanatory mod-
els of illness are increasing, a welcome trend
because this approach, which parallels an
intake history and involves all aspects of the
disease course and clinical encounter, seems
relevant and practical to clinicians as well as
researchers. Although most data collection
strategies, including physiological measure-
ments, are used in C/TCR, the most frequently
used are focus groups, interviews, ethnogra-
phies, participant observation, and written
questionnaires. Qualitative approaches have
long been recognized as well suited to C/TCR
and are frequently used.

The overwhelming majority of C/TCR
has been intracultural, descriptive, small
scale, and nonprogrammatic. The typical
study is an interview or survey on health
knowledge, health beliefs, and practices or
a concept-like self-efficacy within one desig-
nated group conducted by a single investiga-
tor. However, cross-national nursing studies,
studies with large sample sizes, studies done
by interdisciplinary or international teams,
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and programmatic research are becoming
more frequent.

Methodological research, including
studies of recruiting and retaining subjects
and instrumentation, is growing rapidly.
The quality of measurement in C/TCR is
improving steadily. The standards for rig-
orous translation are widely recognized,
and both the cultural fit of items and the
psychometric properties of an instrument
for the target group are increasingly being
reported and studied. Instruments such
as the Cultural Self-Efficacy Scale and the
Cultural Awareness Scale are being devel-
oped to measure the outcomes of programs
to promote multicultural awareness.

There are three major needs in C/TCR.
First is the need for more intervention stud-
ies (Douglas, 2000). Recent estimates of the
proportion of interventions in the C/TCR lit-
erature range from 3.6% to 14%. More investi-
gators must move from descriptive studies to
interventions to randomized controlled tri-
als. The sheer volume of very similar studies
of the health beliefs, family values, sex roles,
and importance of family decision making,
folk remedies, or spirituality within certain
groups suggests a sufficient base for inter-
vention studies. A second great need is for
application of existing guidelines for cul-
turally competent research. Research needs
to be planned to be culturally competent.
Culturally competent research is broader
than efforts to select culturally appropriate
instruments or to recruit appropriate sub-
jects. Application of these guidelines should
mesh nicely with the third great need of C/
TCR, which is for research to be planned and
conducted with greater community involve-
ment. More studies, particularly program-
matic studies, are needed of Native American
health. Studies of multiracial or multiethnic
persons are rare but urgently needed, given
the growing numbers of people who iden-
tify themselves as having multiple heritages.
Studies of rural, occupational, and sexual
subcultures (groups not defined by race or
ethnicity) are needed, as are comparative
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explorations of cultural perspectives on eth-
ics. Folk and alternative healing practices and
their possible combinations with biomedical
approaches need systematic, sensitive study.
Studies of cultural adaptations of care in
homes, development of brief rapid strategies
for cultural assessment, and development of
the economic case for culturally competent
care are needed to insure that culture is con-
sidered in this era of managed care, case man-
agement, and ever briefer inpatient stays.

Sharol F. Jacobson

CURRENT PROCEDURAL
TERMINOLOGY—-CODED
SERVICES

Current Procedural Terminology (CPT)-
coded services include more than 8,000
services listed in the Physicians” Current
Procedural Terminology manual pub-
lished annually by the American Medical
Association (AMA). Developed by the AMA
in 1966, the CPT coding system, which mainly
describes physician procedures, is intended
to provide a uniform language that accu-
rately describes medical, surgical, and diag-
nostic services (AMA, 2007). The CPT serves
as a method for payment by public (Medicare
and Medicaid) and private (commercial
insurers) payers. It is also used by policy
makers in their deliberations on reforming
the payment system. CPT is revised annu-
ally to reflect changes in medical practice
and technology. Reimbursement to a ser-
vice represented by individual CPT codes is
based on the Resource-Based Relative Value
Scale, which was originally implemented
to establish a Medicare fee schedule for
Part B physician payment. This system now
extends to payment for services provided by
advanced practice nurses (APNs) and other

Part B providers (Robinson, 2009; Robinson,
Griffith, & Sullivan-Marx, 2001).

The Physician Payment Review Com-
mission was created in 1986 to advise the
Congress on reforms of the methods used
to pay physicians under the Medicare Part
B program, a program that includes the pay-
ment regulations for health care professionals
who are eligible to receive direct reimburse-
ment through the Medicare program. Carol
Lockhart, PhD, RN, FAAN, the first nurse to
serve on the Commission, expressed concern
about the lack of nursing data available that
would reveal how many services are deliv-
ered by a nurse but billed under the physi-
cian’s name (Griffith & Fonteyn, 1989).

In an attempt to identify whether CPT
codes might explain nursing work and
thereby provide the needed data, studies
were conducted to look at how many billable
CPT activities were performed by nurses
(Griffith & Robinson, 1993; Griffith, Thomas,
& Griffith, 1991; Robinson & Griffith, 1997).
Initially, Griffith and Fonteyn (1989) pub-
lished a questionnaire, in the American Journal
of Nursing, addressing the performance of
CPT-coded procedures by registered nurses;
4,869 nurses returned the questionnaire and
150 made telephone calls or wrote letters.
The average number of coded services per-
formed by the respondents was 27, with a
range of 0 to 60 (Griffith et al., 1991). There
are currently approximately 8,000 published
codes in the manual, but at the time of the
survey in 1989, only 107 codes comprised
56.9% of all Medicare procedures (Health
Care Financing Administration and Bureau
of Data Management and Strategy, 1990).
Survey results revealed that associate and
baccalaureate degree nurses performed sig-
nificantly more coded services than nurses
with diplomas and masters degrees. Overall,
the nurses reported very little physician
supervision when performing the coded
services. As one would anticipate, nurses
working in hospital settings performed more
services (Griffith et al., 1991).
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Building on the American Journal of
Nursing exploratory study survey, which
described activities of generalist nurses, sur-
veys were conducted to estimate the degree
to which nurses in nine specialties were
performing CPT-coded services. Results
revealed that 493 of approximately 7,000 CPT
codes were performed by school nurses,
enterostomal nurses, family nurse practi-
tioners (NPs), critical care nurses, oncology
nurses, rehabilitation nurses, orthopedic
nurses, nephrology nurses, and midwives
(Griffith & Robinson, 1992, 1993; Robinson &
Griffith, 1997). The number of CPT codes per-
formed by specialty nurses ranged from 233
for family NPs to 58 for school nurses. The
mean number of coded services performed
by individual respondents ranged from 79
for family NPs to 18 for school nurses; indi-
vidual respondents performed 0 to 162 codes.
Supervision by physicians for these groups of
nurses was infrequent. Charges to Medicare
in 1988 for the coded services included in the
survey were $22,793,427.34 (aggregate allow-
able charges).

The Department of Veterans Affairs (VA)
Nursing Workload Capture Task Force, in an
attempt to identify and inventory current
mechanisms and/or methods of capturing
APN inpatient and outpatient VA workload,
surveyed APNs practicing in VA facilities
across the country (Robinson, Layer, Domine,
Martone, & Johnston, 2000). Participants
reported that their workload was being cap-
tured primarily by using encounter forms,
CPT/ICD-9 codes, and productivity reports;
only a minimum of inpatient workload
was being captured. Sullivan-Marx, Happ,
Bradley, and Maislin (2000), in another survey
of NPs” use of the CPT billing codes, found
that NPs performed services not identified
in CPT codes that addressed comprehensive
patient care, attention to social factors, and
capturing the teaching moment.

A longstanding criticism of the CPT
codes is their limitation to describe only phy-
sician services and not the full range of health

services provided by the entire team. There
are CPT codes that describe preventive ser-
vices and counseling; however, they do not
specifically describe nursing practice and are
not generally reimbursed by payers. Inastudy
comparing the frequency with which nurs-
ing activity terms could be categorized using
Nursing Interventions Classification (NIC)
and CPT codes, findings revealed evidence
that NIC was superior to CPT for categorizing
those activities in a study population of AIDS
patients hospitalized for Pneumocystis carinii
pneumonia. Nursing activity terms were cate-
gorized into 80 NIC interventions across 22
classes and into 15 CPT codes. These findings
supported the importance of nursing-specific
classifications for categorization of health
care interventions in an effort to demonstrate
nursing’s contributions to quality and cost
outcomes (Henry, Holzemer, Randell, Hsieh,
& Miller, 1997). However, Sullivan-Marx and
Mullinix (1999) believed that a better option
would be to introduce nursing services into
CPT if they are not otherwise described in
another CPT code. In fact, since 1993, the
American Nurses Association has had a rep-
resentative on the Health Care Professional
Advisory Committee to the CPT Editorial
Panel and has been directly involved in the
process of CPT code development and revi-
sion (Sullivan-Marx & Keepnews, 2003).

The Balanced Budget Act of 1997 (Public
Law No. 105-33), which became effective
January 1, 1998, amended the Social Security
Act to grant direct Medicare reimbursement
to NPs and clinical nurse specialists in all
geographic areas and health care settings
at 85% of the physician rate. This enactment
precipitated a study by Sullivan-Marx and
Maislin (2000) to ensure that there were no
significant differences in how NPs and phy-
sicians assessed work values for commonly
used primary codes. The researchers com-
pared relative work values between NPs and
family physicians for commonly used office
visit codes and found no significant differ-
ence between the two groups for establishing
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relative work values, therefore providing an
indication that services provided by NPs
could be reliably valued in the Medicare fee
schedule.

To establish relative values for the prac-
tice expense component of CPT codes, the
Center for Medicare and Medicaid Services,
formerly the Health Care Financing
Administration, developed and now relies
on recommendations from AMA's Relative
Value Practice Expense Advisory Committee
(PEAC). Specialty societies that serve on
PEAC survey their members to obtain accu-
rate “direct input” data for the CPT codes,
and then society representatives present
the data to the PEAC. The PEAC members
critique these data, making modifications
as needed. After PEAC approval, data are
forwarded to the Center for Medicare and
Medicaid Services to use to calculate the
practice expense values (AMA, 2010). The
ANA has a voting seat on this committee

and the nurse representative served as chair
of the PEAC in 2006 (Sullivan-Marx, 2008).
In addition, in 2010, a nurse was appointed
to the prestigious federal policy commis-
sion, the Medicare Payment Advisory
Commission (MedPAC). The Congress estab-
lished MedPAC in 1997 to analyze access to
care, cost, and quality of care and other key
issues affecting Medicare. MedPAC advises
the Congress on payments to health plans
participating in the Medicare.

McGivern, Sullivan-Marx, and Fairman
(2010) reported that organized nursing’s
political profile is as high as it has ever been.
Although the profession has made signif-
icant strives in terms of reimbursement
during the past decades, there is consid-
erable need for future research and policy
developments.

Karen R. Robinson
Hurdis M. Griffith



DATA ANALYSIS

Data analysis is a systematic method of
examining data gathered for a research
investigation to support interpretations and
conclusions about the data and inferences
about the population. Although applicable
to both qualitative and quantitative research,
data analysis is more often associated with
quantitative research. Quantitative data
analysis involves the application of logic and
reasoning through the use of statistics, an
applied branch of mathematics, to numeric
data. Qualitative data analysis involves the
application of logic and reasoning, a branch
of philosophy, to nonnumeric data. Both
require careful execution and are intended
to give meaning to data by organizing dis-
parate pieces of information into under-
standable and useful aggregates, statements,
or hypotheses.

Statistical data analysis is based on prob-
ability theory and involves using specific
statistical tests or measures of association
between two or more variables. Each of these
tests or statistics (e.g., t, F, B, ¥% ¢, 1, etc.) has a
known distribution that allows calculation of
probability levels for different values of the
statistic under different assumptions—that
is, the test (or null) hypothesis and the sam-
ple size or degrees of freedom.

Specific tests are selected because they
provide the most meaningful representation
of the data in response to specific research
questions or hypotheses posed. The selec-
tion of specific tests, however, is restricted to
those for which the available data meet cer-
tain required assumptions of the tests. For
example, some tests are appropriate for (and

assume) nominal or categorical data, others
assume ordinal data, and still others assume
an interval level of measurement. Although
each test has its own set of mathematical
assumptions about the data, all statistical
tests assume random sampling,.

Several statistical computer programs
(e.g., SPSS, SAS) are available to aid the inves-
tigator with the tedious and complex math-
ematical operations necessary to calculate
these test statistics and their sampling distri-
butions. These programs, however, only serve
to expedite calculations and ensure accuracy.
There is a hidden danger in the ease with
which one may execute these computer pro-
grams, and the investigator must understand
the computer programs to use them appropri-
ately. To ensure that data analysis is valid and
appropriate for the specific research question
or hypothesis, the investigator also must fully
understand the statistical procedures them-
selves and the underlying assumptions of
these tests.

Most quantitative data analysis uses a
null hypothesis statistical test approach. The
logic of null hypothesis statistical testing is
one of modus tollens, denying the anteced-
ent by denying the consequent. That is, if
the null hypothesis is correct, our nonzero
findings cannot occur, but because our find-
ings did occur, the null hypothesis must be
false. Cohen (1994) and others, however, have
argued convincingly that by making this
reasoning probabilistic for null hypothesis
statistical testing, we invalidate the origi-
nal syllogism. Despite decades of articles by
scientists from different disciplines ques-
tioning the usefulness and triviality of null
hypothesis statistical testing (for examples
from sociology, psychology, public health,
and nursing, see Labovitz, 1970; LeFort, 1993;
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Loftus, 1993; Rozeboom, 1960; Walker, 1986),
null hypothesis statistical testing still domi-
nates analytic approaches.

Some of the articles and arguments
about the limits of null hypothesis statistical
testing have led to more emphasis on the use
of confidence intervals. Confidence intervals
provide more information about our find-
ings, particularly about the precision of pop-
ulation estimates from our sample data, but
they are based on the same null hypothesis
statistical testing logic that generates p val-
ues. Thus, confidence intervals are subject to
the same issues with respect to Type 1 errors
(rejecting the null when it is true) and Type 2
errors (failing to reject the null when it is
false).

Increased attention and sensitivity to
factors that contribute to findings of statisti-
cal significance has also led to more attention
to power, sample sizes, and role of effect sizes
(for substantive significance) for valid quan-
titative data analysis. If the sample size is too
small, the study may be underpowered and
unable to detect an important finding even
if it is there. Conversely, if the sample size is
too large, the study may be overpowered and
may result in statistically significant findings
that are substantively or clinically insignif-
icant. Either could be challenged on ethical
grounds, stressing the importance of appro-
priately powering studies for the planned
data analysis.

In contrast to quantitative data analysis
which requires that the investigator assign a
numeric code to all data before beginning the
analyses, qualitative data analysis consists
of coding words, objects, and/or events into
meaningful categories and/or themes as part
of the actual data analyses. Because qualita-
tive data analysis involves nonnumeric data,
there are no statistical probabilistic tests to
apply to the coding of qualitative data.

Coding of qualitative data historically
has been done manually, but computer
programs (e.g, QSR) are now available to
aid the investigator in this laborious effort.
However, as with the computer programs for

quantitative analyses, computer programs for
qualitative data analysis are merely aids for
the tedious and error prone tasks of analysis.
Using them still requires the investigator to
make the relevant and substantive decisions
and interpretations about codes, categories,
and themes.

Although quantitative data analysis
allows for statistical probabilistic statements
to support the investigator’s interpretations
and conclusions, qualitative data analysis
depends more exclusively on the strength
and logic of the investigator’s arguments.
Nonetheless, both types of data analysis ulti-
mately rest on the strength of the original
study design and the ability of the investiga-
tor to appropriately and accurately execute
the analytic method selected.

Lauren S. Aaronson

DATA COLLECTION METHODS

In research, data are the pieces of informa-
tion that are gathered in an effort to address
a research question. Data collection typically
is one of the most challenging and costly
steps in the research process. Researchers
make a number of decisions in designing a
data collection plan, and these decisions can
have a profound effect on the quality of evi-
dence that a study yields. Nurse researchers
use a wide variety of methods for collecting
data, and these methods vary on a number of
important dimensions.

A fundamental dimension involves
whether the data being collected are quan-
titative or qualitative in nature. Quantitative
data yield information about a research var-
iable in numeric form, ranging from simple
binary values (e.g., 1 = yes, 2 = no) to more
complex numeric expressions (e.g., values
for the body mass index). To collect quanti-
tative data, researchers use structured meth-
ods and formal instruments in which the



same information is gathered from study
participants in a comparable, prespecified
way. Researchers collecting quantitative
data typically spend a considerable amount
of preparatory time selecting or developing
instruments and then pretesting them to
ensure they are appropriate for study par-
ticipants and will yield high-quality data.
Key issues of concern are whether the instru-
ments are reliable (yield data that are accu-
rate measures of the concepts of interest)
and valid (yield data that are truly capturing
the focal concepts and not something else).
Quantitative data are integrated and ana-
lyzed using statistical methods.

Qualitative data are in narrative form,
that is, in the form of words rather than
numbers. Researchers collecting qualita-
tive data tend to have a flexible, unstruc-
tured approach. They often rely on ongoing
insights during data collection to guide the
course of further data collection rather than
having a formal instrument or even a fixed
upfront plan about the data to be gathered.
Qualitative data tend to be rich and complex
and are more difficult to analyze than quanti-
tative data. Key issues of concern in collecting
qualitative data are that the data are credi-
ble (generate confidence in their truth value),
dependable (stable and reliable), and authen-
tic (communicate the mood, experience, lan-
guage, and context of the participants).

Another important dimension of data
collection methods concerns the basic mode.
The modes of data collection most fre-
quently used by nurse researchers are self-
reports, observations, and biophysiological
measures.

Self-reports involve the collection of data
through direct questioning of people about
their opinions, characteristics, and experi-
ences. Self-reports can be gathered orally
by having interviewers ask study partici-
pants a series of questions or in writing by
having participants complete a written task.
Structured, quantitative self-report data are
collected using a formal instrument that
specifies exactly what questions are to be
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asked and, often, the response options from
which respondents must choose. The instru-
ment is an interview schedule when the data
are collected orally and a questionnaire when
the data are collected in writing. Interviews
can be conducted either in person, over the
telephone, or through various electronic
means, such as by videoconferencing or an
Internet link (e.g., Skype). Questionnaires can
be mailed, distributed in clinical or other set-
tings, or sent over the Internet. Interviews and
questionnaires often incorporate one or more
formal scales to measure certain clinical data
(e.g., fatigue) or a psychological attribute (e.g.,
self-efficacy, quality of life). A scale typically
yields a composite measure of responses to
multiple questions and is designed to assign
a numeric score to respondents to place them
on a continuum with respect to the attribute
being measured.

Self-report methods are also used by
researchers who seek in-depth qualitative
data. When self-report data are gathered in
an unstructured way, the researcher typ-
ically does not have a specific set of ques-
tions that must be asked in a specific order
or worded in a given way. Instead, the
researcher starts with some general ques-
tions and allows respondents to tell their
stories in a natural, conversational fash-
ion. Methods of collecting qualitative self-
report data include completely unstructured
interviews (conversational discussions on
a topic), focused interviews (conversations
guided by a broad topic guide), focus group
interviews (discussions with small groups),
life histories (narrative, chronological self-
disclosures about an aspect of the respon-
dent’s life experiences), and critical incidents
(discussions about an event or behavior
that is critical to some outcome of interest).
Although most unstructured self-reports
are gathered orally, a researcher can also ask
respondents to write a narrative response to
broad open-ended questions or to maintain
a written diary of their thoughts on a given
topic. Such data can be collected in person,
by mail, or by e-mail.
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Self-report methods are indispensable as
a means of collecting data on human beings,
but they are susceptible to errors of reporting,
including a variety of response biases. These
methods are also not appropriate with cer-
tain populations (e.g., young children) or on
topics about which participants themselves
cannot be expected to bear witness (e.g., their
level of agitation or confusion).

The second major mode of data collec-
tion is through observation. Observational
methods are techniques for collecting data
through the direct observation of people’s
behavior, communications, characteristics,
and activities. Such observations can be
made by observers either directly through
their senses or with the aid of observational
equipment such as videotape cameras.

Structured observational methods dic-
tate what specific things the observer should
observe, and how to record the observations.
In this approach, observers often use check-
lists to record the appearance, frequency, or
duration of preselected behaviors, events,
or characteristics. They may also use rating
scales to measure dimensions such as the
intensity of observed behavior. In structured
observation, observers must be carefully
trained to identify categories of behavior or
actions, and the accuracy of their judgments
needs to be assessed using interobserver reli-
ability checks.

Researchers who collect qualitative
observational data do so with a minimum of
researcher-imposed structure and interfer-
ence with those being observed. People are
observed, typically in social settings, engag-
ing in naturalistic behavior. Researchers
make detailed narrative notes about their
observations. A special type of unstruc-
tured observation is referred to as participant
observation: the researcher gains entry into
the social group of interest and participates
to varying degrees in its functioning while
gathering the observational data.

Observational techniques are an impor-
tant alternative to self-report techniques,
especially for certain populations (e.g,

patients with dementia), certain types of
behavior (e.g., patients’ sleep-wake behav-
ior), or evolving processes (nurse—patient
interactions). However, judgmental errors
and other biases can undermine the quality
of observational data.

Data for nursing studies may also be
derived from biophysiological measures,
which include both in vivo measurements
(those performed within or on living organ-
isms) and in vitro measurements (those per-
formed outside the organism’s body, such as
blood tests). Biophysiological measures are
quantitative indicators of clinically relevant
attributes that require specialized technical
instruments and equipment. Qualitative clin-
ical data—for example, descriptions of skin
pallor—are gathered not through technical
instruments but rather through observations
or selfreports. Biophysiological measures
have the advantage of being objective, accu-
rate, and precise and are typically not subject
to many biases.

Although most nursing research
involves the collection of new data through
self-report, observation, or biophysiological
instrumentation, some research involves the
analysis of preexisting data. Clinical records
(e.g., hospital records, nursing charts) can be
important data sources. A variety of other
types of documents (e.g., letters, newspaper
articles) and artifacts (e.g., photographs) also
can be used as data sources, particularly for
qualitative researchers (e.g., ethnographers,
historical researchers). When a data set—
either qualitative or quantitative—is created
by a researcher for a study, it may provide a
rich and inexpensive source of secondary data
for further analysis by other researchers.

In developing their data collection plans,
nurse researchers are increasingly triangulat-
ing data of various types in creative and pro-
ductive ways. Triangulation has long been an
important tool for qualitative researchers as
a means of enhancing the trustworthiness of
their data. In particular, ethnographers and
grounded theory researchers frequently com-
bine self-report data from interviews with



observational data collected in naturalistic
settings to achieve a more complete and holis-
tic perspective on the phenomena in which
they are interested. In quantitative research,
especially in testing the effects of clinical
interventions, nurse researchers often trian-
gulate biophysiological and self-report data.

For the past two decades, momentum
has been gaining for mixed-method research,
which involves the triangulation of qualita-
tive and quantitative data in a single study or
a coordinated set of studies. Mixed-method
researchers often endorse a pragmatist
stance in which the research question drives
the methods of data collection rather than
the methods driving the question. It seems
likely that nurse researchers will continue
to expand their repertoire of data collection
methods, their use of supportive technologi-
cal tools, and their blending of different types
of data as a means of strengthening evidence
to guide their practice.

Denise F. Polit

DATA M ANAGEMENT

Data management is generally defined as the
procedures taken to ensure the accuracy of
data, from data entry through data transfor-
mations. Although often a tedious and time-
consuming process, data management is
absolutely essential for good science.

The first step is data entry. Although this
may occur in a variety of ways, from being
scanned in to being entered manually, the
crucial point is that the accuracy of the data
be assessed before any manipulations are
performed or statistics produced. Frequency
distributions and descriptive statistics are
generated. Then each variable is inspected, as
appropriate, for out-of-range values, outliers,
equality of groups, skewness, and missing
data. Decisions must be made about dealing
with each of these. Incorrect values must be
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replaced with correct values or assigned to
the missing values category. Outliers must be
investigated and dealt with. If a categorical
variable is supposed to have four categories
but only three have adequate numbers of sub-
jects, one must decide about eliminating the
fourth category or combining it with one of
the others. If continuous variable are skewed,
data transformations may be attempted or
nonparametric statistics used.

Once each variable has been inspected
and corrected where necessary, new vari-
ables may be created. This might include the
development of total scores for a group of
items, subscores, and so forth. Each of these
new variables also must be checked for outli-
ers, skewness, and out-of-range values. The
creation of some new variables may involve
the use of sophisticated techniques such as
factor and reliability analyses.

Before each statistical test, the assump-
tions underlying the test must be checked.
If violated, alternative approaches must be
sought. Careful attention to data manage-
ment must underlie data analysis. It ensures
the validity of the data and the appropriate-
ness of the analyses.

Barbara Munro

DATA STEWARDSHIP

Data stewardship refers to the responsibil-
ity and the accountability to manage uses of
data that include but are not limited to data
collection, viewing, storage, exchange, aggre-
gation, and analysis. Health data steward-
ship is a responsibility, guided by principles
and practices, to ensure the knowledge-
able and appropriate use and reuse of data
derived from an individual’s personal health
information. Health data stewardship has
become increasingly important because of
the increased use and value of electronic
health data and information technology as
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well as the increased awareness of potential
risks associated with incorrect or inappro-
priate uses of health data. Data stewardship
is the responsibility of everyone who uses
or interacts with health data, identified or
de-identified, for any purpose including, but
not limited to, health care, research, quality
assessment, population monitoring, policy,
and payment.

The National Committee on Vital and
Health Statistics has worked with other
organizations and agencies to develop key
principles and practices of health data stew-
ardship to protect the rights and privacy
of persons whose data are involved and to
assure the quality and integrity of data. These
practices and principles can be grouped into
four categories. Principles about individual
rights address access to one’s health data
and the opportunity to make corrections,
transparency about use, and participation
and consent for use. Principles that address
responsibilities of the health data steward include
identification of the purpose for data use;
de-identification (when relevant); data qual-
ity, including integrity, accuracy, timeliness,
and completeness; limits on use, disclo-
sure, and retention; and oversight on uses.
Principles and practices for security safeguards
and controls require the implementation of
administrative, technical, and physical safe-
guards to protect information and to mini-
mize risks of unauthorized or inappropriate
access, use, or disclosure. And finally, princi-
ples of accountability, enforcement, and remedies
address requirements for policies that spec-
ify appropriate use, implementation of mech-
anisms to detect noncompliance and enforce
consequences, and remediation for individu-
als whose data are involved. Although these
principles have been established, the work of
translating them into practice will continue
to evolve as the urgency for data stewardship
grows even greater (Kanaan & Carr, 2009).

Data and information are the symbolic
representation of the phenomena with which
nursing is concerned. Data are defined as dis-
crete entities that are objective; information is

defined as data that are structured and orga-
nized and that have meaning or interpreta-
tion. Information that has been synthesized
so as to identify and formalize interrelation-
ships is referred to as knowledge. When one
term represents all three types of content, it
is usually information. Nursing data issues
revolve around several factors. The first
relates to identification of the universe of rel-
evant nursing data. Currently, there is no con-
sensus regarding what data elements make
up a minimum nursing data set nor what
data elements are required to capture nurs-
ing diagnoses, interventions, and outcomes.
Systems to label or name these elements are
also inconsistently defined. Next, the com-
plex nature of nursing phenomena poses
measurement difficulties. Measurement is
the process of assigning numbers to objects
torepresent the kind or amount of a character
possessed by those objects. It includes quali-
tative means (assigning objects to categories
that are mutually exclusive and exhaustive)
and quantitative measures (assigning objects
to categories that represent the amount of a
characteristic possessed).

Unlike other biological sciences, few
nursing phenomena can be measured by
using physical instruments with signal pro-
cessing or monitoring. Measurement diffi-
culties occur because nursing consists of a
multiplicity of complex variables that occur
in diverse settings. If one is able to identify
what significant variables should be mea-
sured, then one is challenged with the diffi-
culty of isolating those variables to measure
them. Ambiguities and abstract notions must
be reduced to develop concrete behavioral
indicators if measurement is to be mean-
ingful. Measuring nursing phenomena also
requires the acknowledgment of the “fuzzy”
and complex nature of nursing phenomena
and the richness of the meaning contained in
the context of the data. Finally, the value and
use of data that are not coded or numeric,
such as whole text data, must be studied to
understand their benefits and boundaries for
representing nursing phenomena. Content



analysis of nursing data and their usefulness
have to be further explored.

Processing data implies the transfer
of data in raw form to a structured, inter-
preted information form. Information has
characteristics of accuracy, timeliness, util-
ity, relevance, quality, and consistency. Data
stewardship suggests that attention be paid
to these characteristics. For example, accu-
racy is of concern at the level of judgment in
collecting data as well as at the level of the
data collected. Quality of data and informa-
tion is related to the ability and willingness
of clients to disclose information as well as to
the nurse’s ability to observe, to collect, and
to record it. Reliability refers to random mea-
surement errors such as ambiguities in data
interpretation. These measurement errors
that affect clinically generated data can occur
at the point of care delivery, the time of doc-
umentation, and when data are retrieved or
abstracted for studies (Hays, Norris, Martin,
& Androwich, 1994).

With the advent of automated data pro-
cessing and computerized information sys-
tems, decisions about data content, control,
and cost need careful consideration. The con-
tent and design decisions concern format,
standardized languages, level of detail, data
entry and retrieval messages, and interfaces
with nonclinical data systems. A primary
concern of clinicians is the amount of time
invested in harvesting data and recording it.
Minimum time investment, with maximum
clarity and comprehensiveness of data col-
lected and recorded, is needed. Redundancy
must be eliminated. Decisions related to con-
tent of data demand stewardship to ensure
privacy, confidentiality, and security, espe-
cially when data are in electronic form.
Requirements for legitimate access to data
must be managed to facilitate the flow of clin-
ical data while simultaneously restricting
inappropriate access. There is a cost associated
with the use and development of automated
databases; however, accuracy, reliability, and
comprehensiveness of information should
not be sacrificed because of cost.
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Data stewardship poses challenges and
responsibilities for nurses in building knowl-
edge bases. Standardization of terms of data
is critical, and coordination and synthesis
of current efforts are needed. Further study
to focus on the following areas has been
recommended and continues to be needed:
(@) the definition and description of the data
and information required for patent care,
(b) the use of data and knowledge to deliver
and manage patient care, and (c) how one
acquires and delivers knowledge from and
for patient care (National Center for Nursing
Research, 1993).

Carol A. Romano

DELIRIUM

Delirium is an acute, fluctuating disturbance
of attention with disorganized thinking
and altered psychomotor activity (Meagher,
MacLullich, & Laurila, 2008). It frequently
accompanies acute physical illness and
is found in all care settings and all ages.
Estimates of the incidence of delirium range
from 11% to 42% for all hospitalized adults
and 10% of hospitalized children referred
to psychiatry, up to 66% of pediatric inten-
sive care patients referred to psychiatry,
46% for older adults receiving home health
care services, and 14% to 39% for residents
in long-term care settings. In a community-
based adult sample, delirium was found to
be superimposed on dementia in 13% of the
cases (Fick, Kolanowski, Waller, & Inouye,
2005; Heatherill & Flisher, 2010).

Previously, delirium was thought to be
self-limiting and benign. Recent discover-
ies indicate that delirium is associated with
cognitive and functional impairments in
adults and children persisting for weeks
to months after the index incident of delir-
ium. Moreover, delirium portends poorer
outcomes, greater costs of care, and greater
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chances for death. Despite these profound
negative consequences for patients, families,
health care providers, and society, delirium
remains understudied, especially in children
and adolescents.

Delirium is frequently underrecognized
and misdiagnosed, although more health
care providers than that in the past report
screening for delirium (Heatherill & Flisher,
2010; Kuehn, 2010; Patel, 2009). Recognition
of delirium continues to be problematic in
elderly patients with an underlying dementia
or those with the hypoactive-hypoalert vari-
ant of delirium. Explanations for the under-
recognition and misdiagnosis of delirium
include the fluctuating nature of delirium;
the variable presentation of delirium; the
similarity among and frequent co-occurrence
of delirium, dementia, and depression; and
the failure of providers to use standardized
methods of detection.

Improving the recognition of delirium
requires a complex and dynamic solution.
Knowledge of delirium and skill in its detec-
tion are necessary starting points for improv-
ing the recognition of delirium. However,
knowledge and skill alone are insufficient,
given the profound impediment to the
recognition of delirium posed by negative
ageist stereotypes. These conclusions are
supported by the work of McCarthy (2003)
and Neville (2008), which also highlight
the powerful influence of the practice envi-
ronment on how providers think about and
respond to delirium.

Several instruments have been developed
to screen for or diagnose delirium. Such instru-
ments include Inouye’s Confusion Assessment
Method, Vermeersch’s Clinical Assessment
of Confusion—Form A, Albert’s Delirium
Symptom Interview, Trzepacz’s Delirium
Rating Scale, Neelon and Champagne’s NEE-
CHAM Confusion Scale, O’Keefe’s Delirium
Assessment Scale, Hart’s Cognitive Test for
Delirium, Robertson’s Confusional State Eva-
luation, Otter’s Delirium Detection Score,
McCusker’s Delirium Index, Bettin’s Delirium

Severity Scale, and Breitbart’s Memorial Deli-
rium Assessment Scale (Maldanado, 2008).
Each has its advantages and disadvantages; the
selection of which instrument to use depends
in part on the purpose and patient popula-
tion. The most frequently used instrument
in research and clinical practice with adults
is Inouye’s Confusion Assessment Method
and in children and adolescents, Trzepacz’s
Delirium Rating Scale. The Diagnostic and
Statistical Manual of Mental Disorders, Fourth
Edition, Text Revision diagnostic criteria for
delirium remains as the gold standard in com-
paring all instruments. Research supports the
use of brief, standardized bedside screening
measures as timely, effective, and inexpen-
sive methods for assessing cognitive status
and diagnosing delirium. Current standards
for surveillance of delirium are to screen for
the presence of delirium on admission to the
hospital and at a minimum daily. Others rec-
ommend brief screening every shift as an
element of the standard nursing assessment.
Additionally, when there is evidence of new
inattention, unusual or inappropriate behav-
ior or speech, or noticeable changes in the way
the patient thinks, it is recommended that the
assessment be repeated.

The only other testing reported is the
use of the electroencephalogram to confirm
the presence of delirium in any age group.
However, the electroencephalogram has
been only modestly diagnostic and is not
practical in all situations. Pharmacological
and nonpharmacological strategies to pre-
vent and/or treat delirium in patients of
various ages and in settings have resulted in
only modest benefits, in particular with chil-
dren and adolescents (Heatherill & Flisher,
2010). The prevailing principles guiding pre-
vention and treatment consist of multifacto-
rial interventions that (a) identify patients
at risk, (b) target strategies to minimize or
eliminate the occurrence of precipitating
factors as primary prevention accomplished
through risk reduction, and (c) identify, cor-
rect, or eliminate the underlying cause(s)



while providing symptomatic and support-
ive care.

For adults, proactive geriatric consul-
tations and multicomponent interventions
targeting several risk factors, rather than
targeting a single risk factor for delirium,
and interventions with surgical versus med-
ical patients have proved more successful in
reducing the incidence, severity, or duration
of delirium. However, interventions have had
no effect on the recurrence of delirium or on
outcomes 6 months after discharge from the
hospital.

To better understand why these interven-
tions for adults have not been more success-
ful, some investigators have conducted post
hoc analyses to identify the characteristics of
patients for whom these interventions have
failed. These analyses have indicated that
these interventions were less successful with
patients who are at greatest risk for delir-
ium: those who are demented, functionally
impaired, and frailer. However, it is difficult
to determine how to improve these inter-
ventions because these studies have been
conceptually confused: Efficacy has been
confused with effectiveness, changing pro-
vider behavior has been confused with pre-
venting or treating underlying causal agents
for delirium, and primary prevention has
been confused with secondary prevention.
Moreover, interventions have targeted risk
factors rather than the underlying pathologic
mechanisms (i.e,, the metabolic and physio-
logic deviations that disrupt neurotransmit-
ter synthesis and functioning). Also, these
studies have not been designed or powered
in such a way as to determine which of the
multicomponents actually contributed to the
positive outcomes.

To improve the recognition, prevention,
and treatment of delirium in adults, sev-
eral professional organizations have devel-
oped practice guidelines. These guidelines
tend to be comprehensive and are based on
research and expert clinical opinion. Despite
the existence of guidelines, the process and
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outcomes of care in delirium remain incon-
sistent, indicating that much work remains to
improve the care of individuals at risk for or
experiencing delirium. Guidelines for delir-
ium prevention, management, and treatment
in children do not exist.

On the basis of this summary of the state
of knowledge of delirium, the need for fur-
ther study of delirium in all ages and care
settings is clearly documented. Such study
should focus on all aspects of delirium,
including the epidemiology and natural his-
tory of delirium, to improve our understand-
ing of the duration, severity, persistence, and
recurrence of delirium and to better target
and time interventions. Greater insight into
the underlying pathologic mechanism(s) of
delirium would enable more rigorous devel-
opment and testing of the efficacy and effec-
tiveness of interventions to prevent and treat
delirium.

Marquis D. Foreman
Patricia E. H. Vermeersch

DELPHI TECHNIQUE

The Delphi technique is a research method
used to identify key issues, to set priorities,
and to improve decision making through
aggregating the judgments of a group of
individuals. The technique consists of using
a series of mailed questionnaires to develop
consensus among the participants with-
out face-to-face participation. It provides
the opportunity for broad participation
and prevents any one member of the group
from unduly influencing other members’
responses. Feedback is given to panel mem-
bers on the responses to each of the question-
naires. Thus, panel members communicate
indirectly with each other in a limited, goal-
directed manner.
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The first questionnaire that is mailed
asks participants to respond to a broad ques-
tion. The responses to this questionnaire
are then used to develop a more structured
questionnaire. Each successive question-
naire is built on the previous one. The sec-
ond questionnaire requests participants to
review the items identified in the first ques-
tionnaire and to indicate their degree of
agreement or disagreement with the items,
to provide a rationale for their judgments,
to add items that are missing, and to rank
order the items according to their perceived
priority. On return of the second question-
naire, the responses are reviewed, the items
are clarified or added, and the mean degree
of agreement and the ranking of each item
are computed. In the third questionnaire,
participants are asked to review the mean
ranking from the second questionnaire and
again to indicate their degree of agreement
or disagreement and give their rationale if
they disagree with the ranking. Additional
questionnaires are sent until the group
reaches consensus. Many variations of this
procedure have been used, the number of
questionnaires used ranging from three to
seven.

To be eligible to participate as a panel-
ist in a Delphi study, the respondent should
(@) be personally concerned about the prob-
lem being studied, (b) have relevant infor-
mation to share, (c) place a high priority on
completing the Delphi questionnaire on
schedule, and (d) believe that the informa-
tion compiled will be of value to self and
others. Several disadvantages of the Delphi
technique limit its application. First, there
must be adequate time for mailing the ques-
tionnaires, their return, and their analysis.
Second, participants must have a high level
of ability in written communication. And
third, participants must be highly motivated
to complete all the questionnaires.

The Delphi technique was first developed
by the Rand Corporation as a forecasting tool
in the 1960s, when investigators found that
results of a Delphi survey produced better

predictions than roundtable discussions. The
technique was later used to solicit opinions
of experts on atomic warfare as a means of
defense. It has since been applied in diverse
fields, such as industry, social services, and
nursing because of its usefulness and accu-
racy in predicting and in prioritizing. Also,
the Delphi technique has been used in nurs-
ing studies to identify priorities for practice
and research.

Alice S. Demi

DEPRESSION AND
CARDIOVASCULAR DISEASES

The American Heart Association has esti-
mated that more than one third of American
adults have atleast one form of cardiovascular
disease (Lloyd-Jones et al., 2009). Depression
and cardiovascular disease are major pub-
lic health problems that affect considerable
percentage of American population and are
among the top leading sources of functional
impairment and disability. The annual eco-
nomic burden of cardiovascular disease and
depression are estimated to be approximately
500 and 70 billion, respectively (Lloyd-Jones
et al., 2009; Soni, 2009).

Depression has been investigated
through a variety of theoretical viewpoints,
including psychodynamic, cognitive, socio-
logic, biologic, and the crisis models (Frank-
Stromberg & Olsen, 1997). Clinical depression
is a mood disorder in which the patient typ-
ically experiences depressed mood or anhe-
donia for at least 2 weeks. Depression may
present either as a primary disorder or in
association with other comorbid chronic
conditions including cardiovascular dis-
ease. Most nurses working in outpatients or
inpatients health care delivery settings have
witnessed cardiac patients with depressed
mood.
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Depression is a common and impor-
tant contributing risk factor of morbidity
and mortality in patients with cardiovas-
cular disease. Several studies have found
that depression is a significant predictor of
adverse patient outcomes in a variety of car-
diovascular conditions such as heart failure,
coronary artery disease, stroke, and myocar-
dial infarction (Gump, Matthews, Eberly, &
Chang, 2005; Penninx et al, 2001; Rutledge
et al, 2006, Schulz et al., 2000, Williams
et al, 2002). Findings from a large sample
of Framingham Heart Study participants
show that depressive symptom was associ-
ated with increased risk of developing stroke
(Salaycik et al., 2007). Participants who were
on antidepressant medications had similar
risk level for developing stroke to those with-
out medications (Salaycik et al., 2007). Other
research results provide evidence of the
role of hypothesized common genetic path-
ways for both depression and heart disease
(Scherrer et al,, 2003) and depressive symp-
toms and inflammatory markers in twin
studies (Su et al., 2009).

Scientific research has provided several
valid and reliable instruments for assess-
ing depression in cardiovascular patients,
such as the Center for Epidemiological
Studies Depression Scale (Griffin et al,
2007, Lesman-Leegte et al, 2009), the
Cardiac Depression Scale (Hare & Davis,
1996; Wise, Harris, & Carter, 2006), the
Hamilton Depression Rating Scale (Koenig,
Vandermeer, Chambers, Burr-Crutchfield, &
Johnson, 2006), the Beck Depression Inven-
tory II (Frasure-Smith et al., 2009), and the
Geriatric Depression Scale (Salman & Lee,
2008), and has also provided evidence of
favorable health benefits for depression miti-
gation in cardiac population. However, there
is no sufficient evidence that depression
treatment reduces cardiovascular events
(Rees, Bennett, West, Davey, & Ebrahim,
2004; Salaycik et al., 2007).

Several large-scale community-based
studies have been conducted. Penninx
et al. (2001) examined the effect of minor

depression and major depression on heart
disease mortality. They found that patients
with major depression, when compared with
those who had minor depression, had signifi-
cantly higher risk for cardiac mortality. These
findings suggest that the severity of depres-
sion is related to higher cardiac mortality. In
another study, Schulz et al. (2000) reported
that depressed participants with heart fail-
ure at baseline had the highest mortality risk
followed by stroke, intermittent claudication,
angina pectoris, and myocardial infarction
patients. Further, Cox proportional hazards
regression model demonstrated that depres-
sive symptoms were an independent pre-
dictor of mortality. In another study of the
relationships between depression, coronary
heart disease (CHD) incidence, and mor-
tality, Ferketich, Schwartzbaum, Frid, and
Moeschberger (2000) found that depressed
men and women were at increased risk for
incident of CHD events compared with non-
depressed counterparts. Moreover, unlike
depressed women, depressed men had
increased risk of cardiac mortality.

Prospective population-based studies of
depression also found an increased risk for
CHD because of depression. Using data from
the Yale Health and Aging Project (Williams
etal, 2002) revealed that depressed individu-
als had demonstrated a 69% increase in the
risk for incident of heart failure in compari-
son with nondepressed individuals. In addi-
tion, depressed participants were more likely
to be women; consequently, depression was a
significant risk factor of heart failure among
women but not in men.

Research findings suggest that depres-
sion is a risk factor for cardiac morbid-
ity and mortality. However, interventions
that may reduce depression have failed to
reduce depression-related cardiac outcomes
(Berkman et al., 2003; Salaycik et al., 2007).

Recognition of the overlap between
depression and cardiovascular disease has
led to increased interest in finding plausi-
ble biobehavioral mechanisms and genetic
basis that link them together. In fact, there



114 W DEPRESSION AND CARDIOVASCULAR DISEASES

is evidence to indicate that depression may
contribute to increased incidence of cardio-
vascular events. This effect may be mediated
by other behavioral and biological factors
that play major roles in the development of
negative cardiac outcomes. There are several
known behavioral risk factors (e.g., sedentary
life style, smoking, high-fat dietary intake)
among depressed individuals that may con-
tribute to the development of cardiac disease.
In addition, recent research findings suggest
that several biomarkers are implicated in both
depression and cardiac disease pathogenesis.
First, research showed that the hypothalamic-
pituitary—adrenocortical axis is activated
during depression, which increases sym-
pathoadrenal activity. Consequently, some
risk markers such as catecholamines, cortisol,
and serotonin are elevated in both depression
and some cardiac diseases. Second, depressed
patients are at increased risk for rhythm dis-
orders. Recent evidence indicates that cardiac
patients who are depressed exhibit reduced
heart rate variability, a known risk factor for
sudden death in patients with CVD (Carney
et al, 1995). Third, depressed patients are
more likely to have platelet dysfunction that
may have negative impact on the develop-
ment and prognosis of cardiovascular dis-
ease such as atherosclerosis, acute coronary
syndromes, and thrombosis. Finally, the
research demonstrated a close relationship
among proinflammatory cytokines such as
interleukin-6 (IL-6), tumor necrosis factor o,
depression, and incident of negative cardiac
outcomes. Briefly, any single mechanism will
fall short of capturing the underlying patho-
genesis processes of depression and cardiac
disease. Therefore, several mechanisms are
needed to account for the development and
progression of the two.

This overview from biopsychosocial
perspective reveals that there is sufficient
evidence to support an important asso-
ciation between depression and cardiac
disease. It also suggests a number of signif-
icant directions for future research. Genetic
studies to establish the cellular basis and to

investigate the relationship between inflam-
mation, depression, and cardiovascular dis-
ease arejustified. Large, randomized clinical
trials are needed to determine whether early
detection of depression coupled with early
intervention can prevent the development of
cardiac disease or reduce the risk for inci-
dent of negative cardiac events. Another
research priority is to elucidate the poten-
tial mediating factors related to depression,
such as failure to comply with medical care,
sedentary life style, eating habits and smok-
ing. Also, biological studies are needed to
quantify the latent effect of the alterations
in the level of risk biomarkers (e.g., homo-
cysteine, IL-6, tumor necrosis factor o, IL-2,
serotonin, dopamine, cortisol, heart rate
variability, and platelet activation), which
could have negative effect on cardiac func-
tion. Moreover, depression seems to be more
of a problem for women with cardiac dis-
ease than for men. Therefore, future studies
are needed that focus on whether there is
indeed a disproportionate weight of comor-
bid depression and cardiac outcomes among
women.

Designing large-scale clinical trials that
test biobehavioral research models along
with considering both physiologic and
behavioral outcomes is essential to a better
understanding of the depression—cardiac
disease communication. In addition, stud-
ies designed to develop a more clear account
of psychosocial risk factors to cardiac dis-
ease are urgently needed. Finally, in an era
of genetic research, identifying genes or
gene expression mechanisms that may link
depression and cardiac disease may pave the
path for ultimate understanding of the link
between depression and cardiovascular dis-
eases. Studies of effectiveness of depression-
specific interventions that address the need
to improve mood status in cardiac patients
are relevant to clinical nursing practice and
research.

Ali Salman
Yi-Hui Lee



DEPRESSION IN FAMILIES

Depression is a major mental health prob-
lem affecting 25 million Americans and their
families. By 2020, depression will be the third
leading cause of disability worldwide (http://
www.int/healthinfo/global_burden_dis-
ease/2004_report_update/en/index.html).
Most people suffering from depression live
with their families, usually their spouses and
children, and the negative impact of depres-
sion on families has been well documented
(Bulloch, Williams, Lavorato, & Patten, 2009;
Feeny et al., 2009; Herr, Hammen, & Brennan,
2007; Keitner, Archambault, Ryan, & Miller,
2003). Nursing has long viewed families as
a context for caring for the individual with
depression but only recently has focused on
the whole family (e.g., Ahlstrom, Skaséter, &
Danielson, 2009, 2010).

Depression is a rather vague descriptive
term with a broad and varied meaning rang-
ing from normal sadness and disappointment
to a severe incapacitating psychiatric illness.
William Styron (1990) describes in Darkness
Visible the unsatisfactory descriptive nature
of the term depression: “a noun with bland
tonality and lacking any magisterial presence,
used indifferently to describe the economic
decline or rut in the ground, a true wimp of a
word for such a major illness” (p. 37).

Depression is a universal mood state
with all people experiencing a lowered mood
or transient feelings of sadness related to
negative life events such as loss. For most, the
feelings of sadness or disappointment resolve
with time and normal functioning resumes.
In contrast, the symptoms associated with the
psychiatric illness of depression can disrupt
normal functioning, influence mortality and
morbidity, and can cause a myriad of prob-
lems within the family (Hammen, Brennan,
& Shih, 2004; Katon, 2009; Katon, Lin, &
Kroenke, 2007; Patten et al., 2008; Uebelacker
et al, 2008). The psychiatric illness of major
depressive disorder (MDD) is diagnosed
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if five out of the following nine symptoms
are present for a minimum of 2 weeks most
of the day, nearly every day: (a) depressed
mood, (b) loss of interest or pleasure in all
activities, (c) decrease or increase in appetite
or significant weight change, (d) insomnia
or hypersomnia, (e) psychomotor retarda-
tion or agitation, (f) fatigue or loss of energy,
(g) feelings of worthlessness or excessive
guilt, (h) difficulty concentrating or inde-
cisiveness, and (i) recurrent thoughts of
death, recurrent suicide ideation or attempt
(American Psychiatric Association, 1994).
One of the five symptoms must be depressed
mood or loss of interest or pleasure. Together,
these symptoms cause significant functional
impairment. In addition to MDD, depres-
sion is further classified in the Diagnostic and
Statistical Manual of Mental Disorders, fourth
edition (American Psychiatric Association,
1994) into other diagnostic subtypes such
as minor depression or dysthymia by signs
and symptoms, onset, course, duration, and
outcomes.

Family refers to any group that func-
tions together to perform tasks related to
survival, growth, safety, socialization, or
health of the family. Family members can
be related by marriage, birth, or adoption
or can self-identify themselves as family.
This definition is sufficiently broad to be
inclusive of all types of families; however,
it is recommended that researchers provide
specific definitions of family appropriate to
their research.

Genetic-biological research of depres-
sion in families includes genetic and bio-
logical marker studies (Holmans et al., 2007,
Raison, Capuron, & Miller, 2006). The four
research approaches to the genetics of mood
are as follows: (a) familial loading studies
(e.g, comparing families with depression
to families without the disease), (b) stud-
ies evaluating the inheritability of mood
disorders (e.g., twin studies), (c) studies of
incidence of the risk for but not yet ill from
mood disorders to determine biological or
psychological antecedents, and (d) in theory,

D
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studies using genetic probes to determine
which relatives and which phenotypes are
associated with the genetic contributants
to mood disorders (Suppes & Rush, 1996).
The results of the familial loading studies
are clear, whether the approach used is the
“top-down” (i.e, studies of children with
depressed parents; Currier, Mann, Oquendo,
Galfalvy, & Mann, 2006) or the “bottom-
up” approach (ie, studies of relatives of
depressed children; Mondimore et al., 2007;
Silk et al, 2009). Children with depressed
parents have a significantly greater risk of
developing depressive disorders and other
psychiatric disorders than do children with
parents without depression (Abela, Zinck,
Kryger, Zilber, & Hankin, 2009; Gibb, Benas,
Grassia, & McGeary, 2009). Biological marker
studies have focused on growth hormone,
serotonergic and other neurotransmitter
receptors, sleep, and hypothalamic—pituitary
axis (Gibb et al., 2009; Raison et al., 2006;
Sunderajan et al, 2010; Uher & McGulffin,
2008). There is increasing evidence from
genetic studies about the genetic inheritance
of depression (Holmans et al., 2007; Kendler,
Gatz, Gardner, & Pederson, 2005) and the fact
that abnormalities in biological markers per-
sist throughout the life span. The majority of
studies on genetic and biomarker studies in
recent years have focused on maternal trans-
mission (e.g., Gibb et al., 2009, Hammen et al.,
2004) rather than paternal transmission of
depression. Currier et al. (2006) is an excep-
tion in that they examined sex differences
in parental transmission to both male and
female offspring. Familial transmission rate
of mood disorders from female probands
was almost double that of males.
Psychosocial research of depression
in families has focused on communica-
tion, marital problems and dissatisfaction,
expressed emotion, problem solving, coping,
and family functioning (Feeny et al.,, 2009;
Lazary, Gonda, Benko, Gacser, & Bagdy,
2009; Silk et al., 2009). The evidence strongly
supports that families who contain members
with depression have greater impairment in

all areas than matched control families and
families whose members are diagnosed with
alcohol dependence, adjustment disorders,
schizophrenia, or bipolar disorders (Keitner
et al,, 2003). It is not surprising that depres-
sion has its most negative impact on fami-
lies during acute depressive episodes (Miller
etal., 1992), yet families with depressed mem-
bers consistently experience more difficulties
than matched control families even after ini-
tial treatment. Family members living with
members with depression report greater
health problems, with family members often
being sufficiently distressed themselves to
require therapeutic intervention (Abela et al.,
2009; Ahlstrom et al., 2009).

A related and important body of psy-
chosocial research focuses on depression
as a coexisting condition for those suffer-
ing with a chronic or life-threatening illness
(e.g., cancer, diabetes, and dementia). As an
example, researchers have focused on the
negative health outcomes of family caregiv-
ers in cancer and how caregiver outcomes
also influence the cancer survivor’s health
outcomes (e.g., Kurtz, Kurtz, Given, & Given,
2005; Manne, Ostroff, Winkel, Grana, & Fox,
2005; Northouse et al., 2007, Segrin et al,
2006). These studies provide additional evi-
dence of the negative impact of depression
on the entire family when family members
are living with members with depression
plus chronic or life-threatening illness and
for the importance of including family mem-
bers in treatment interventions (Segrin &
Badger, 2010).

Few studies have wused qualitative
approaches to understand family members’
perspectives and treatment needs of living
with a depressed person (Ahlstrom et al,
2009, 2010; Badger, 1996a, 1996b). Ahlstrém
etal. (2009) found, in their qualitative descrip-
tive study of seven families with an adult
member who had MDD, five themes describ-
ing living with major depression. Family
members (n = 18) described being forced to
relinquish control in everyday life because
the family members lost their energy and



could not manage daily life. Further, feel-
ings of uncertainty and instability affect
the atmosphere within each of these fam-
ilies. Families also described living on the
edge of the community as they isolated or
secluded themselves from the wider commu-
nity. Daily life was hard because responsibil-
ities shifted between members, including the
children within the family, because the adult
depressed member could not assume usual
roles and responsibilities. Finally, families
describe that despite everything, the family
as a unit and individually had ways of coping
and finding some kinds of satisfaction. These
results support findings from previous stud-
ies (Badger, 1996a) and provide perspectives
of family members not normally included in
depression research.

The role of the family in the treatment
process has received less attention (e.g,
Cardemil, Saeromi, Pinedo, & Miller, 2005).
Systematic family interventions are few and
are modeled after programs used with peo-
ple with other psychiatric disorders and
their families or after programs used with
people with other illnesses (e.g., diabetes,
dementia) and their families (Judge, Yarry, &
Orsulic-Heras, 2010; Rosland, Heisler, Choi,
Silveira, & Piette, 2010; Rosland & Piette,
2010). For example, Ryan et al. (2010) found
that the Management of Depression Program
was effective in helping patients with diffi-
cult-to-treat forms of depression and their
family members to deal more effectively
with persistent depression. The disease
management approach, which was similar
to approaches used in cancer or diabetes,
improved perceived quality of life and func-
tioning, reduced depressive symptoms, and
improved perceptions of family function-
ing. Families continue to identify the need
for information about how to facilitate com-
munication, decrease negative interactions,
handle stigma, and learn strategies for fam-
ily coping with depression (Ahlstréom et al.,
2009; Badger, 1996b). In theory, education,
support, and partnering could move family
members more quickly into recovery and
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prevent depression from becoming a recur-
rent and chronic illness for the entire family.

The majority of studies continue to focus
on either the environmental or genetic fac-
tors that increase risk for depression in fam-
ilies, but future studies need to examine the
relationships between genetic-biological
predisposition and environment on preven-
tion or treatment of depression (Jaffe & Price,
2007; Rutter, 2010). There have been fewer
clinical trials validating the effectiveness of
family interventions in treating depression,
and future research should develop and test
psychoeducational and support interven-
tions with families. Although a common con-
cern with research with families remains the
unit of analysis (individual, dyad, or family
as a whole), research representing all per-
spectives is needed for nursing to more fully
understand and treat depression in families.

Terry A. Badger

DEPRESSION IN OLDER ADULTS

Depression is the most common mental dis-
order among older adults in the United States
and one of the most disabling conditions
among elderly persons worldwide (Kohler
et al., 2010; Sable, Dunn, & Zisook, 2002). It
is estimated that of the 35 million people 65
years and older, 2 million (approximately 6%)
suffer from severe depression and another
5 million (14%) suffer from less severe forms
of depression (National Institute of Mental
Health, 2007; Varcarolis & Halter, 2010). The
prevalence of clinical depression ranges
from approximately 5% to 10% in commu-
nity samples (medical outpatients), from 10%
to 15% in medical inpatients, and from 10%
to 25% in hospice and palliative care patients
(Blazer, 2003; Djernes, 2006, King, Heisel, &
Lyness, 2005). Furthermore, the rates of major
depression among older adults range from
20% in nursing home residents and nearly
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30% of older adults seen in primary care
settings (Alexopoulos, 2005) to up to 42% of
residents of long-term care facilities (Blazer,
2003; Djernes, 2006; Fiske, Wetherell, & Gatz,
2009). Approximately 50% of older adults
who are hospitalized for medical illnesses
or receiving long-term care experience clin-
ically significant depression (Alexopoulos,
2005). Older adults are vulnerable to depres-
sion for a number of reasons. Approximately
80% have at least one chronic medical con-
dition that can trigger depression (Jang,
Bergman, Schonfeld, & Molinari, 2006; Sable
et al., 2002). In addition, approximately 6 mil-
lion older adults need assistance with their
daily activities (Sable et al., 2002), and inabil-
ity to meet one’s own personal needs has
been associated with increased vulnerability
to late-life depression (Fiske et al., 2009).
Although depression is often viewed as
a clinical syndrome with specific diagnostic
criteria, depression has also been concep-
tualized as a mood state or as a collection
of symptoms (Goodwin & Jamison, 2007).
Because older adults may not meet the diag-
nostic criteria for the clinical syndrome,
studies of older adults commonly use the
term depression to mean depressive symp-
toms (Fiske et al., 2009; Martin et al., 2008).
Clinical depression is usually qualified by an
adjective to specify a particular type or form,
including reactive, agitated, and psychotic.
In addition, on the basis of etiology, depres-
sion is classified as endogenous (because of
internal processes) or exogenous (because of
external factors). Depression is termed pri-
mary when it is not preceded by any phys-
ical or psychiatric condition and secondary
when preceded by another physical or psy-
chiatric disorder. Finally, depression is clas-
sified as acute (less than 2 years duration) or
chronic (more than 2 years). Clinical depres-
sion consists of characteristic signs and
symptoms as well as type of onset, course,
duration, and outcome. The Diagnostic and
Statistical Manual of Mental Disorders, Fourth
Edition, Text Revision (DSM-IV-TR; American
Psychiatric Association, 2000) classifies

clinical depression into major depressive dis-
order and dysthymic disorders. Major depres-
sion refers to a depression that meets specific
diagnostic criteria for duration, impairment
of functioning, and presence of a cluster of
physiological and psychological symptoms
(American Psychiatric Association, 2000).
The DSM-IV-TR recognizes five further sub-
types of major depressive disorder, called
specifiers, in addition to noting the length,
severity, and presence of psychotic features,
namely, melancholic, atypical, catatonic,
postpartum, and seasonal affective disorder.
Dysthymia is a chronic, milder mood distur-
bance in which a person reports a low mood
almost daily over a span of at least 2 years.
The symptoms are not as severe as those for
major depression, although people with dys-
thymia are vulnerable to secondary episodes
of major depression (sometimes referred to
as double depression; American Psychiatric
Association, 2000).

Diagnosing depression in older adults
is fraught with challenges. Depressed mood
is one of the depressive symptoms that older
adults may experience, but others may also
experience a range of affective responses such
as hopelessness and loss of interest in living
(Fiske et al., 2009). Indeed, many studies have
reported that in older adults, a predominant
depressed mood may not be as prominent as
symptoms of irritability, anxiety, or physical
or somatic symptoms and changes in func-
tioning (Alexopoulos, 2005; Fiske et al., 2009;
Sable et al., 2002). In addition, symptoms of
cognitiveimpairment that may occurinelders
with depression may be mistaken for demen-
tia (Charney et al, 2003; Olin et al, 2002;
Sable et al., 2002). It is estimated that approx-
imately 15% of older adults have depressive
symptoms that do not meet diagnostic crite-
ria specified by the DSM-IV-TR (American
Psychiatric Association, 2000) for diagno-
sis of major depression (Alexopoulos, 2005).
Nevertheless, these older adults can experi-
ence functional deficits in activities of daily
living and instrumental activities of daily
living that compromise their independence



and quality of life. Indeed, the symptoms of
depression can lead to total inability of the
older individual to care for self and to relate
to others. There is also a potential for persons
with depression to negatively affect family
members and others around them.

Not surprisingly, few elders in the com-
munity seek mental health services. Most
depressed elders are seen by general prac-
titioners for psychosomatic complaints.
Part of the symptomatology of depression
is a focus on physical problems, and this
requires practitioners to carefully assess for
depressive symptoms. Suicide is a risk factor
for depressed older adults. The suicide rate
for individuals 80 years and older is twice as
that of the general population and is particu-
larly high in older White males. Interestingly,
most suicidal elders recently visited a general
practitioner before their suicidal act.

Studies of risk factors for late-life depres-
sion have examined the effects of gender,
age, and race/ethnicity. Like earlier depres-
sion, late-life depression more commonly
strikes women than men (Chen, Chong, &
Tsang, 2007) at an approximately 2:1 ratio
(Kockler & Heun, 2002). Recent population-
based studies have estimated the prevalence
of geriatric depression at 4.4% for women
and at 2.7% for men, whereas the estimated
lifetime prevalence for clinical depression
is approximately 20% in women and 10%
in men (Kockler & Heun, 2002; Sable et al.,
2002). Although female gender is a risk fac-
tor for depression throughout the life span,
gender differences decrease with increasing
age (Sable et al., 2002), and White men ages
80 to 84 years are at greatest risk for suicide
(Kockler & Heun, 2002).

Cohort studies have shown that the
oldest-old, those older than 85 years, are
more likely than the younger-old, those
between 65 and 74 years, to experience
depressive symptoms (Blazer, 2003; Mehta
et al., 2008; van't Veer-Tazelaar et al., 2008).
Depression is thought to afflict older adults
of all racial and ethnic backgrounds simi-
larly (Alexopoulos, 2005; Bruce et al.,, 2002);
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however, its symptoms may not be consis-
tent across racial/ethnic groups, making
early diagnosis and treatment challenging.

Research on depression among older
adults was ignored in the past and is still a
neglected area. Clearly, much more nursing
research is needed. It is critical that nurses
assume leadership in disseminating infor-
mation about the outcomes of a variety of
treatments that can be used for depression in
later life. There is a particular need to exam-
ine suicide in late life and to develop better
assessment instruments for detecting sui-
cidal ideation in elders.

Jaclene A. Zauszniewski
Abir K. Bekhet
May L. Wykle

DEPRESSION IN WOMEN

Depressive disorders (DDs) are widely occur-
ring psychiatric illnesses that account for
significant suffering and disability world-
wide. Women have significantly higher rates
of DD than do men, and the illness course
is longer and more debilitating for most
women. Well-established gender differences
in the precipitants and outcomes of DDs fur-
ther underscore the need to address DDs
as a specific health problem for women. As
these disorders first emerge in adolescent
girls, commonly occur pre- and postpartum,
and in menopause, and co-occur with a host
of chronic illnesses, nurses in most practice
settings will encounter women with DD and
may be the sole available treatment provider.

Gender disparities in the rates of DD are
most pronounced for major DD (MDD) and
dysthymia (DYS) so these psychiatric ill-
nesses are discussed here. Note that gender
does play a role in the manifestations and
outcomes of other kinds of DDs (e.g., bipo-
lar disorder), but the overall incidence and
presentation is similar for women and men
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(Hendrick, Altshuler, Gitlin, Delrahim, &
Hammen, 2000). MDD is defined as the pres-
ence of five or more symptoms (weight sleep,
motoric, and cognitive changes) co-occurring
nearly every day over a 2-week period
(American Psychiatric Association, 2000). At
least one of the symptoms experienced must
include depressed mood or a loss of inter-
est or pleasure in usually enjoyed activities.
DYS is diagnosed when depressed mood is
present nearly all of the time for two or more
years and other depressive symptoms are also
present (American Psychiatric Association,
2000). Rates of DD in women ranges from
7% to 15%, 1.5 to 2 times higher than rates
obtained for men in developed countries
(Seedat et al., 2009; Van de Velde, Bracke, &
Levecque, 2010; Wang et al.,, 2010; Williams
et al., 2010); in low- and middle-income coun-
tries, rates of DD are considerably higher
(World Health Organization, 2008).
Although gender disparities in DD
have long been recognized, the role gender
plays in its development and maintenance
is still evolving and remains hotly contested
(Hammarstrom, Lehti, Danielsson, Bengs, &
Johansson, 2009; Piccinelli & Wilkinson, 2000;
Ussher, 2010; Wittchen, 2010; World Health
Organization, 2009). The most dominant
framework for understanding DD is the bio-
medical model (Hammarstrom et al., 2009),
organized around the concepts of allostasis
and hypothalamic—pituitary—adrenal dysreg-
ulation in individuals (Brummelte & Galea,
2010; Mcewen, 2003; Sterner & Kalynchuk,
2010). In broad strokes, it contends that DD
is attributable to uncontrolled stressors, the
perception of stressors as threats, and conse-
quent excessive physiological response. The
resulting wear and tear on stress regulatory
organs in the central nervous system and
periphery eventually leads to neurotrans-
mitter disarray, hypothalamic—pituitary—
adrenal dysregulation, and subsequently
depressive symptoms. For women, uncon-
trolled and/or excessive stressors, cognitive
schemas that alter stress perception, and
gonadal hormones all have been implicated

in the etiology of DD (Abramson & Alloy,
2006; Bromberger et al., 2010; Brummelte &
Galea, 2010; Hammen, 2003; Noble, 2005;
Stone, Gibb, & Coles, 2010).

Similarly, the preponderance of gender-
specific theories of MDD and DYS are derived
from the biomedical model and focus on the
type and amount of stressors women expe-
rience and factors that mediate and moder-
ate stress perception. Several investigators
have determined, for example, that women
have higher rates of interpersonal distress
than do men, and these stressors contribute
to their risk for depression (Brown, 2002;
Hammen, 2003; Hammen, Brennan, & Shih,
2004; Kendler, Thornton, & Prescott, 2001;
Sanathara, Gardner, Prescott, & Kendler,
2003; Zlotnick, Kohn, Keitner, & la Grotta,
2000). The most specific of these models is
based on two decades of empirical work by
Brown (2002) and Kendler, Hettema, Butera,
Gardner, and Prescott (2003), which shows
that when stressors are central to a woman’s
identity and contain elements of entrapment,
humiliation, or loss, DD is likely to follow in
the subsequent year. Cognitive vulnerability
models that propose alterations in stress per-
ception also have been proposed to account
for gender disparities in DD (Brown, 2002;
Hyde, Mezulis, & Abramson, 2008; Kendler,
Gardner, & Prescott, 2002; Nolenhoeksema,
1994; Stone et al.,, 2010). Perceived hopeless-
ness, neuroticism, brooding rumination, and
negative self-evaluations are cognitive vul-
nerabilities that have been shown to contrib-
ute to risk for DD in women (Abramson &
Alloy, 2006; Brown, 2002; Crane, Barnhofer, &
Williams, 2007; Hyde et al., 2008; Kendler
et al., 2002; Nolen-Hoeksema, 1994; Treynor,
Gonzalez, & Nolen-Hoeksema, 2003). Social
support also has been shown to be a key
variable in moderating the effects of stress-
ful events (Agrawal, Jacobson, Prescott, &
Kendler, 2002; Brown, 2002; Kendler, Myers,
& Prescott, 2005). Brown (2002), for example,
has shown that having a confident or other
key relationship reduces the likelihood of a
depressive outcome following humiliation



and entrapment. Note that a primary ques-
tion underlying all of these studies is how
DD in women is different from DD in men.
In contrast, feminist and other postmod-
ern scholars assert that the search for gen-
der differences inspired by the biomedical
model of DD disavows and decontextualizes
women’s experience of DD and the sociocul-
tural circumstances in which it is embed-
ded (Lafrance, 2007; Marecek, 2006; Metzl &
Angel, 2004; Stoppard, 1998). Social construc-
tionists and critical social theorists (Burr,
2003; Fleming & Moloney, 1996; O’Grady,
2005), for example, contend that women'’s
identity is centered in and shaped through
their relationships with others, and these
relationships are constrained by social and
cultural norms about women that are rein-
forced by moral judgments made by the self
and by others (Gilligan, 1982; Ridgeway &
Smith-Lovin, 1999, West & Zimmerman,
1987). Women'’s choices in those relationships
are further compromised by gendered work-
place and social institutions that contribute
to economic deprivation and other resource
limitations (Belle & Doucet, 2003; Chen,
Subramanian, Cevedo-Garcia, & Kawachi,
2005; Gray, 2005). Numerous studies on the
basis of women’s accounts of DD validate a
gendered view of depression showing that
identity loss, gender-based interpersonal
demands including caregiving, and moral
judgments about the proper role of women
all contribute to the profound sadness and
despair women experience, characterized as
depression in biomedical models (Beck, 1993;
Hurst, 2003; Jack, 1991; Lewis, 1987, McMullen,
2003; Scattolon & Stoppard, 1999; Schreiber,
2001). Such woman-centered perspectives on
DD have been extended to include embodi-
ment as an important concept in under-
standing women’s experiences of depression
(Fuchs & Schlimme, 2009). Such a “material-
ist-discursive perspective” of DD is a begin-
ning attempt to explain how the physical and
emotional demands associated with fulfilling
gender expectations leaves women with so
few resources that they become incapable of
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self-care and social engagement (Lafrance &
Stoppard, 2007; Stoppard, 1998; Ussher, 2010).

Randomized controlled trials that estab-
lish the evidence base for treatment largely
neglect the role of gender in treatment design,
response, or outcome. The National Institute
of Mental Health Treatment of Depression
Collaborative Research program, for example,
examined treatment differences in outcome
among those treated with medication and
different types of psychotherapy; none of the
treatments tested were specifically modified
to address factors that may contribute to DD
in women (Elkin et al., 1989). Still, follow-up
studies showed that were no gender-related
differences in outcomes from treatment, even
when several gender-related factors were
examined (Zlotnick, Shea, Pilkonis, Elkin,
& Ryan, 1996). Similarly, the Treatment for
Adolescents with Depression Study tested
medication and cognitive-behavioral ther-
apy without regard to gender (Domino et al.,
2009). No published accounts of the effects
of gender in this study were noted. Gender-
sensitive treatments also were not used in
several randomized trials conducted in pri-
mary care settings examining collaborative
care for DD; gender differences in outcomes,
when reported, were not found (Bush et al,
2004). The Sequenced Treatment Alternatives
to Relieve Depression study is the most recent
of the randomized controlled trials to estab-
lish evidence-based treatment for DD, again
using treatments unmodified for gender con-
cerns or based on women-centered theoret-
ical approaches (Fava et al.,, 2003). Although
specific gender differences in the anteced-
ents and course of MDD were evident in the
Sequenced Treatment Alternatives to Relieve
Depression study participants, the investiga-
tors do not discuss the need for interventions
that target women’s concerns (Marcus et al.,
2005). It is important to note that although
no gender differences in outcome are noted
among the evidence-based treatments used
in these major treatment studies, the primary
outcome of number and severity of depres-
sive symptoms used in these studies may be
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sufficiently imprecise to ascertain true dif-
ferences in short- and long-term functioning,
especially given the ongoing gender-related
challenges women face.

There is little guidance in the research
literature about what constitutes women-
centered treatment for DD, and no effective-
ness studies of such treatment were detected.
Theorists writing in this area agree that nar-
rative therapy informed by feminist prin-
ciples may be the most fruitful approach to
addressing the causes and outcomes of DD
experienced by women (Gremillion, 2004;
Lee, 1997, McQuaide, 1999). Such an approach
begins to uncover individual, social, and cul-
tural level gender influences on women who
are experiencing DD that define their identity
and determine their actions within important
relationships. Therapy then focuses on iden-
tity work that results in a new definition of
self and self-in-relationship that contains less
rigid boundaries and moral judgments about
gender roles and responsibilities. It is instruc-
tive that the studies focusing on women'’s
experience of recovery from DD consistently
report that rejection of gender stereotypes
as a model for the self, establishing a new
self-narrative, and improving self-care in the
context of a therapy relationship initiated an
ongoing recovery process (Berggren-Clive,
1998; Chen, Wang, Chung, Tseng, & Chou,
2006; Chernomas, 1997; Lafrance & Stoppard,
2006; Peden, 1993; Schreiber, 1998). A few
intervention studies using women-centered
strategies to treat depression in women
are beginning to appear in the literature
(Laitinen & Ettorre, 2004; Ussher, Hunter, &
Cariss, 2002) but significant work is required
to establish evidence that women-centered
interventions contribute to the long-term
well-being for women.

Women-centered models of DD are based
on different epistemologies and use different
methodological approaches to interpret the
manifestations and outcomes of DD. With
women-centered understandings of DD posi-
tioned in opposition of the biomedical model
and the latter dominating extant research

about causality, treatment, and outcome,
the impasse between the two has prevented
the development of theory and practice that
would serve to reduce the rates and impact
of DD on women. Yet careful examination
of scholarship and research emerging from
both traditions shows overlap in findings.
For example, both traditions note the cen-
trality of interpersonal distress to women'’s
identity and how relationship disruption
can contribute to DD in women (Brown,
2002; Hammen, 2003; Hammen et al., 2004;
Jack, 1991; Ridgeway & Smith-Lovin, 1999).
Both theory and practice would be advanced
when women-centered and biomedical per-
spectives are brought together to under-
stand how DD develops and is maintained
in social and cultural systems of inequality
and how treatment can be directed at the
individual, family, social, and cultural level
to improve outcomes (Stoppard, 1998; Ussher,
2010). Should that occur, women-centered
approaches can be designed and tested
alongside conventional treatments to effect
long-term reduction in the suffering and dis-
ability experienced by women.

Emily J. Hauenstein

DESCRIPTIVE RESEARCH

Descriptive research involves collecting and/
or analyzing data to characterize a group,
concept, or phenomenon. It can use quan-
titative or qualitative (including naturalis-
tic) methodologies. Quantitative descriptive
methodologies include surveys, measure-
ment tools, chart or record reviews, physio-
logical measurements, meta-analyses, and
secondary data analyses. Qualitative descrip-
tive methodologies include interviews, focus
groups, content analyses, reviews of liter-
ature, observational studies, case studies,
life histories, grounded theory studies, con-
cept analyses, ethnographic studies, and



phenomenological studies. Many qualitative
methodologies use exploratory as well as
descriptive techniques.

Descriptive studies are often used when
little research has been done in an area to
clarify and define new concepts or phenom-
ena, to increase understanding of a phenom-
enon from another experiential perspective,
or to obtain a fresh perspective on a well-
researched topic. Also, the formulation and
the testing of measurement tools (e.g., to
measure depression, anxiety, or quality of
life) use descriptive research techniques. The
development and refinement of these tools
will continue, with increasing emphasis on
outcomes research as nurses are required to
demonstrate how their interventions make a
difference for patients.

Descriptive research has comprised the
majority of nursing studies, although exper-
imental and quasi-experimental studies in
nursing are on the rise. Early research efforts
were focused on descriptive epidemiological
studies. Nightingale’s pioneering work is a
well-known example of this type of research.
Well schooled in mathematics and statistics,
Nightingale created elaborate charts demon-
strating morbidity and mortality trends of
soldiers during and after the Crimean War.
Her detailed record keeping and graphic rep-
resentation of these data convinced officials
of the need to improve sanitary conditions
for soldiers, which drastically reduced mor-
tality rates (Cohen, 1984).

The progress in descriptive research
activity in nursing has been influenced by
several events and movements over the past
several decades: advanced degree educa-
tion in nursing, philosophical debate about
the role of nursing and nursing research in
the scientific community, establishment of
centers for nursing research, and formation
of an agenda for knowledge development in
nursing.

With the help of federal traineeship
money, the earliest doctorally prepared
nurses obtained degrees in basic science
programs. The adoption and rejection of
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the logical positivist view of science helped
clarify linkages between philosophy, the-
ory, and method. At one extreme, nurse sci-
entists and theorists argued that the future
of nursing knowledge development lay in
empirical studies that allowed for repeated
observational statements under a variety of
conditions. It was believed that one ultimate
truth could be found after repeated objective
observations, which would eventually lead
to discovery of universal laws.

Critics of the logical empiricist approach
argued that truth is influenced by history,
context, and a chosen methodology and is
constantly in a state of flux. What is humanly
unobservable one day may be observable
with the help of technological innovation
another day. Although logical positivism is
no longer espoused in nursing theory and
science, its role was crucial in initiating dia-
logue about what nursing knowledge is and
how research in nursing should be advanced.
These dialogues have helped swing the pen-
dulum from valuing experimental research
as the gold standard in nursing to recog-
nizing the important role of descriptive and
exploratory research.

Over the years, nursing leaders have
struggled to establish which approach to
knowledge development is appropriate and
necessary for nursing. Dickoff, James, and
Wiedenbach’s (1968) four levels of theory for
nursing included the most basic type, factor-
isolating theory, as the product of descriptive
studies, with higher level theories built on
the necessary base of this first level of theory.
Therefore, descriptive research is a necessary
base to provide a foundation of support for
intervention studies, with the ultimate goal
of using research findings in practice. Meta-
analysis, which is a useful tool that synthe-
sizes extant nursing research, was initially
applied to experimental studies. Application
of this technique to descriptive studies can
also help determine when a phenomenon is
ready for testing with intervention studies.
Synthesis of qualitative research, typically
called qualitative metasynthesis (Thorne,
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2009), continues to evolve and develop. In
addition, methods for research integration
and mixed methods synthesis are develop-
ing to combine both qualitatively and quan-
titatively derived findings (Thorne, 2009).
Despite the complex nature of this synthesis,
work on these approaches continues because
nurses are motivated to extend nursing
knowledge.

Public and private funding of nursing
research has allowed for an expansion of
nursing knowledge based in research. Of
the many studies funded by the National
Institute of Nursing Research, Sigma Theta
Tau, and private foundations, descriptive
research continues to command a large por-
tion of research dollars.

Many nursing organizations and asso-
ciations have delineated priorities for a
nursing research agenda that include health
promotion, disease prevention, and wellness,
eliminating health disparities, improving
quality of life, and improving end-of-life care
and research on minority groups and cul-
turally different views of health and illness.
Adding to nursing’s knowledge base in these
areas will require using descriptive research
along with other research methodologies and
incorporating the results of these studies into
nursing practice and research endeavors.

Anita ]. Tarzian
Marlene Zichi Cohen

Di1ABETES RESEARCH

Diabetes is a chronic, debilitating disease
affecting individuals of all ages and diverse
ethnic populations. Nurses deliver evidence-
based care for persons living with diabe-
tes in primary care settings, hospitals, and
long-term care facilities. Key research efforts
are imperative to ensuring optimal health
outcomes for those afflicted by this poten-
tially, devastating disease. The purpose of

this entry is to review major historical, soci-
etal, economical and contemporary practice
issues, theoretical and research perspectives,
and future directions.

The care and treatment of individuals
with diabetes was revolutionized with the
discovery of insulin in 1921 by Drs. Frederick
Banting and Charles Best at the University of
Toronto. One year later, insulin for human use
was administered to save the life of a 14-year-
old boy who was dying from the disease
(Banting, Best, Collip, Campbell, & Fletcher,
1922). The health care community, persons
living with diabetes, and their families owe
much to Banting et al. (1922) for their ground-
breaking discovery. Since then, tremendous
strides in scientific discovery for diabetes
treatment have occurred to allow optimal
glycemic control. Despite these advances, our
society is faced with a significant economic
burden because of the increasing numbers of
individuals diagnosed with diabetes annu-
ally. According to the most current available
data from the National Diabetes Statistics 2007
fact sheet (National Institute of Diabetes and
Digestive and Kidney Diseases [NIDDK],
2008), diabetes was the seventh leading cause
of death as reported on U.S. death certificates
in 2006. The major contributor to mortality
risk was cardiovascular disease, which has
rates two to four times greater for adults
with diabetes than those without the disease.
Estimated U.S. diabetes prevalence rates total
23.6 million people, with 179 million diag-
nosed and 5.7 million who remain undiag-
nosed (NIDDK, 2008).

The major types of diabetes are type 1
and type 2 diabetes. In adults, approximately
90% have type 2 diabetes, with the remain-
der diagnosed with type 1 diabetes. The
etiology of type 2 diabetes includes insulin
resistance and insufficient insulin secretion.
Type 1 diabetes is caused by autoimmune
pancreatic beta-cell destruction that requires
exogenous insulin administration. Although
the majority of persons with type 1 diabe-
tes develop the disease during childhood,
increasing numbers of youth have been



diagnosed with type 2 diabetes in the past
decade, particularly because of childhood
obesity, inadequate nutrition, and sedentary
lifestyles. Similar to the higher rates of obe-
sity that are seen in African Americans and
Hispanics (Ogden, Carroll, Curtin, Lamb,
& Flegal, 2010), the incidence of type 2 dia-
betes is also greater in these populations
than in non-Hispanic Whites (Mayer-Davis,
2008). Epidemiological trends show that one
in three youth in the 2000 U.S. birth cohort
will develop diabetes during their lifetime
(Narayan, Boyle, Thompson, Sorensen, &
Williamson, 2003).

Projections of the numbers of individu-
als who will be diagnosed with diabetes
indicate steady growth to epic proportions in
elders older than of 65 years and in African
and Native Americans and Hispanics (Boyle
et al.,, 2001; Engelgau et al., 2004). In 2007, the
estimate for the prevalence in adults of pre-
diabetes, a condition where fasting blood
glucose levels are higher than normal (ie,
100-125 mg/dl) but not yet at the level to
be deemed diabetes (i.e., >126 mg/dl), was
57 million (NIDDK, 2008). Diabetes-related
complications such as heart disease, stroke,
kidney disease, blindness, and premature
death are all more common in African and
Native Americans or Hispanics versus non-
Hispanic White adults (NIDDK, 2010). In
2007, the total estimated cost of diabetes
was US$174 billion, including US$116 bil-
lion in excess medical expenditures and
US$58 billion in reduced national productiv-
ity (American Diabetes Association [ADA],
2008). Given these sobering statistics, there
is strong evidence that the United States
will face ongoing public health challenges to
address the potential burgeoning onslaught
of individuals who face declining health sta-
tus, quality of life (QoL), and lost productiv-
ity related to an earlier onset of diabetes.

With the continual onslaught of persons
afflicted with diabetes, research funding
for newer pharmaceutical agents, technolo-
gies, monitoring devices, and clinical trials
is needed more than ever. The Institute of
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Medicine (2009a) recently identified national
priorities for comparative effectiveness
research to aid in the translation of best prac-
tices for preventing, treating, monitoring and
delivering care. Best practices result from the
most informed decisions of clinicians, con-
sumers of care, and policy makers generated
by well-designed investigations that explore
alternative therapeutic approaches. The
conundrum facing nurse researchers is how
best to participate in transdisciplinary teams
to develop and to evaluate interventions
that promote effective, individualized self-
management for optimal glycemic control in
persons with diabetes and to also implement
screening procedures for early detection and
prevention in those most at risk for develop-
ing diabetes.

Tighter glycemic control is shown to
decrease the progression of microvascular
diabetes complications in persons with type
1 and type 2 diabetes (Diabetes Control and
Complications Trial [DCCT] Research Group,
1993); United Kingdom Prospective Diabetes
Study [UKPDS] Group, 1998). Longitudinal
follow-up of individuals enrolled in the
DCCT, called the Epidemiology of Diabetes
Interventions and Complications (EDIC) trial
(Nathan et al., 2005) and the UKPDS studies,
demonstrated that intensive glucose control
early in the course of the disease decreased
the incidence of myocardial infarctions and
cardiovascular mortality (Brown, Reynolds,
& Bruemmer, 2010). In contrast, the Action
to Control Cardiovascular Risk in Diabetes
(ACCORD) trial (Gerstein et al.,, 2008), the
Action in Diabetes and Vascular Disease:
Preterax and Diamicron Modified Release
Controlled Evaluation (ADVANCE) trial
(Patel et al., 2008), and the Veterans Affairs
Diabetes Trial (VADT, Duckworth et al.,
2009) results suggested that intensive glyce-
mic control to near normoglycemia (e.g., A1C,
6%—6.5%) in older adults with type 2 diabe-
tes had either no effect on cardiovascular
outcomes or potentially detrimental effects
because of severe hypoglycemia (Brown
et al., 2010).
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On the basis of evidence from the
UKPDS, DCCT, and EDIC trials and the
current recommendations of the ADA, the
American College of Cardiology Foundation,
and the American Heart Association, the
target A1C level for adults should remain
at 7% (Skyler et al., 2009). To minimize risks
of hypoglycemia, the ADA recommends
AI1C levels <8% for school-age children and
<7.5% for adolescents (ADA, 2010). To pre-
vent microvascular or macrovascular com-
plications in adults with type 2 diabetes <10
years, a more stringent A1C level <7% may
be appropriate. However, on the basis of post
hoc findings of the VADT, persons older than
60 years with 12 years of diabetes duration
experienced cardiovascular events that were
either unchanged or increased with intensive
glycemic control (Duckworth, 2009). Current
evidence supports the need for further inves-
tigation of individualized goals for diabetes
self-management, particularly for those with
longstanding diabetes and with consider-
ation of comorbid conditions, risks for severe
hypoglycemia, and life expectancy.

Nurse researchers are addressing major
strategies for developing and evaluating
interventions to improve self-management
and diabetes outcomes. Presented here is an
overview of some of the current theoretical
approaches, study aims, and outcomes of
nurse-led investigations. Although this infor-
mation is not intended to provide an exhaus-
tive review, it does demonstrate a focus on
studies supported by the National Institutes
of Health and information retrieved from
the National Institutes of Health Research
Portfolio Online Reporting Tools (http://
projectreporter.nih.gov/reporter.cfm).
Theoretical perspectives used to guide diabe-
tes research conducted by nurse researchers
are based on the concepts of social learn-
ing, self-efficacy, coping, self-management,
cultural competence, stages of change, and
chronic care.

The majority of nursing studies focus on
adults with type 2 diabetes. Research con-
ducted by Sharon Brown at the University

of Texas at Austin has revealed that cultur-
ally competent self-management education
interventions resulted in improved glycemic
control, with greater improvement related
to session attendance (Brown et al., 2005).
Her current work consists of systematically
synthesizing the extant research on psycho-
logical, motivational, and behavioral factors
affecting diabetes outcomes using meta-
analysis and model testing to best inform
clinical guidelines. Sandra Dunbar at Emory
University is developing and testing an inte-
grated self-care intervention for heart fail-
ure patients with diabetes for its effects on
health-related QoL, physical function, health
resource utilization, and cost-effectiveness.
With a focus on prediabetes, Deborah
Vincent at the University of Arizona is
examining the feasibility of translating and
culturally tailoring the Diabetes Prevention
Program (Knowler et al., 2002) into a commu-
nity-based program for overweight Mexican
American adults and estimating the effect on
weight loss.

Studies of youths with diabetes are
addressing the needs of adolescents and their
families. Family and developmental per-
spectives are incorporated into the designs
of these studies. Margaret Grey at Yale
University is conducting a longitudinal study
using QoL and glycemic control to evaluate
the effects of an Internet coping skills train-
ing program in youths with type 1 diabetes.
This investigation is an extension of the lon-
gest ongoing clinical trial specifically testing
the efficacy of an intervention for youths who
have type 1 diabetes. In the original face-to-
face intervention, teens who received coping
skills training and intensive diabetes man-
agement had significantly better glycemic
control and QoL than youths receiving inten-
sive management alone after 1 year (Grey,
Boland, Davidson, Li, & Tamborlane, 2000).
Carol Dashiff at the University of Alabama at
Birmingham is conducting a feasibility trial
of a joint parent and adolescent (ages 15-17
years) psychoeducational multifamily group
autonomy support program to facilitate



adolescent self-management of type 1 dia-
betes during the transition from middle to
late adolescence. Consistent with the overall
aim of preventing long-term diabetes-related
complications as teens make the transition
to adulthood, Melissa Spezia Faulkner at
the University of Arizona is investigating
personalized exercise interventions for ado-
lescents with diabetes and has shown that
those who attain 60 minutes of exercise bouts
improve their overall cardiovascular fitness
(Faulkner, Michaliszyn, & Hepworth, 2010).

Improvements in glycemic control
through individualized interventions devel-
oped and tested through scientific inquiry
will increase the odds for minimizing compli-
cations of diabetes, which affect personal QoL
and productivity and contribute to the eco-
nomic burden associated with diabetes care.
Future research must embrace not only better
outcomes, including decreasing health dis-
parities in minorities, but also the enormous
need for prevention in those predisposed to
the disease. Newer technologies for insulin
delivery, continuous glucose sensing, and
genetic engineering for individual therapies
are on the horizon. Through their leadership
in transdisciplinary science, nurse research-
ers will remain integral to the advancement
of evidence-based diabetes care.

Melissa Spezia Faulkner

Di1SCOURSE ANALYSIS

Discourse analysis is a methodology that has
multiple meanings referring to a wide range
of analytical procedures. Such methodo-
logical diversity has resulted not only from
various philosophical traditions that treat
discourse differently but also from concep-
tualization of discourse analysis by diverse
disciplines that emphasize different aspects
or meanings of discourse. From its multidis-
ciplinary orientation, discourse analysis as a
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research methodology is defined in a most
simplistic form as that encompassing analyt-
ical approaches applied to written or spoken
linguistic texts to derive knowledge regard-
ing language use and meanings in text in
relation to contexts of discursive acts and
texts (Alba-Juez, 2009). Specific analytic pro-
cedures within discourse analysis are varied
according to philosophical and paradigmatic
orientations.

Discourse is viewed as an appropriate
subject matter for research by various dis-
ciplines, including linguistics, philosophy,
anthropology, sociology, psychology, infor-
mation science, literary criticism, journal-
ism, and practice disciplines such as nursing
and medicine. Although the term discourse in
relation to discourse analysis is defined and
used differently in linguistics and in other
disciplines, discourse refers to language in
use as connected speech or written texts pro-
duced in social contexts rather than in terms
of single sentences considered in terms of
grammar and syntax. Discourse analysis
deals with texts of conversations and written
texts produced among individuals as well as
those produced within larger social and his-
torical environments, such as journal articles
or newspaper accounts that are not directed
to specific individuals as their audiences.
Discourse as the object of analysis is usually
obtained from natural occurrences rather
than from constructions designed solely for
the purpose of analysis.

The term discourse in discourse analysis
is commonly accepted as a complex noun
with the previously mentioned definition.
However, the use of “a discourse” or “dis-
courses” can be often found in discourse
analysis with the poststructural, critical
perspective. However, the current literature
abounds with both usages of the term (ie.,
“discourse” and “a discourse”), not neces-
sarily used consistently within one specific
perspective.

Discourse analysis has its historic origin
in the ancient Greek differentiation of gram-
mar and rhetoric in language use (van Dijk,
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1985). Although the study of rhetoric was dif-
ferentiated from the study of grammar in lin-
guistics throughout the centuries, it was not
until the middle of the twentieth century that
amore formal approach to discourse analysis
gained its appeal in linguistics. Hence, “prag-
matics” in linguistics emphasizing discourse
analysis has been separately developed, in
contrast to the study of language proper that
focuses on formal grammatical, syntactical,
and morphological structures. Following
this modern revisit in linguistics, many other
disciplines have begun to take discourse as
the proper subject of their scientific study.
Although there are cross-disciplinary dis-
cussions of the methodology and application
of various approaches of discourse analysis,
there is no unified, integrated approach to
discourse analysis. The literature across the
disciplines suggests that there are at least
three general perspectives within discourse
analysis: (a) the linguistic perspective, (b) the
conversation perspective, and (c) the ideol-
ogy/critical perspective.

The linguistic perspective takes dis-
course as text produced by language use in
either speech or writing. Thus, discourse text
for this perspective can be from interpersonal
conversations, written texts, or speech expo-
sitions such as testimonies. This perspective
encompasses the formal pragmatics in lin-
guistics, sociolinguistics in sociology, and
ethnography of communication and ethno-
poetics in anthropology. Hence, within this
perspective, there are several different meth-
odological approaches to discourse analysis.
Even within each orientation, there are varia-
tions in the ways discourse texts are ana-
lyzed, depending on the frame within which
various contextual features are brought into
the analytic schema.

The formal pragmatics that had its begin-
ning with Z. S. Harris (1952) has been recast
by the speech act theory in the philosophical
tradition of J. L. Austin (1975) and J. R. Searle
(1979) and by the poetics of the literary study.
Discourse analysis from the formal prag-
matics orientation addresses such aspects as

speech competence with respect to discur-
sive rules, text grammar, discourse compre-
hension, or discourse organization.

Sociolinguistics as a branch of sociology
is a study of language use within the func-
tional paradigm of sociology, which views
social life in relation to larger social struc-
tures such as gender, status, social class, role,
and ethnicity. Sociolinguists are concerned
with ways in which people use different lin-
guistic forms according to macrostructural
and contextual differences.

Anthropological approaches in the lin-
guistic perspective are ethnopoetics and eth-
nography of communication. Ethnopoetics is
the study of oral discourse as speech art in
the tradition of literary analysis and is con-
cerned with the structures of verbal aesthet-
ics. The focus is on the poetic patterning of
discourse within different cultures. On the
other hand, ethnography of communication,
advanced by Hymes (1964), is concerned with
general language use as practiced in spe-
cific sociocultural context. Ethnography of
communication, done either from the cross-
cultural, comparative orientation or from the
single-culture orientation, is based on the
assumption that discourse should be stud-
ied, positing it within the dynamics and pat-
terns of discourse events in a given cultural
context. In all these branches of the linguistic
perspective, the emphasis is on the linguistic
forms as used in social life.

The conversation perspective takes dis-
course as conversational texts; it has been
developed from the ethnomethodological
tradition of Garfinkel (1967) in sociology. In
this tradition, Sacks (1992) and others pio-
neered conversation analysis as a form of
discourse analysis. Conversation analysis
views discourse as a stream of sequentially
organized discursive components that are
designed jointly by participants of conver-
sation applying a set of social and conversa-
tional rules. Conversation analysis studies
rules that participants in conversation use
to carry on and accomplish interaction, such
as topic organization, turn taking, and use



of response tokens. In recent years, how-
ever, conversation analysis has extended to
include behavioral aspects of interaction (e.g,,
gesture, gaze, and laughter) as its analyti-
cal components. The use of transcripts and
transcription symbols has been extensively
developed in this perspective.

Discourse analysis in the ideological/
critical perspective differs from the other two
perspectives in its emphasis on the nature of
discourse as historically constructed and con-
strained by idea and knowledge. Discourse
in this perspective is not considered in terms
of linguistic form or interactive patterning.
Rather, discourse is not only what is said or
written but also is viewed within the discur-
sive conditions that produce imagined forms
of life in given local, historical, and sociocul-
tural junctures and thus is embedded in and
with power and ideology.

This perspective was represented by
poststructuralists such as Foucault (1972),
Derrida (1978), and Lyotard (1984), who
viewed discourse analysis not simply as
an analytical process but as a critique and
intervention against marginalization and
repression of other forms of knowledge and
discursive possibilities. Discourse analysis
in this perspective is oriented to revealing
sociohistorical functions and power rela-
tions embedded in statements of talks and
texts as well as what Foucault called “sys-
temic archives,” of which statements form a
part. Specifically, critical discourse analysis
from this perspective takes up the approach
to reveal and critique how power systemat-
ically entrenches into human’s discursive
acts and their products (i.e., texts) through
domination, abuse, and distortions and is
open to applying various analytic techniques
(Fairclough, 1995; Power, 1996; van Dijk, 2001;
Wodak & Krzyzanowski, 2008).

The foregoing discussion indicates that
discourse analysis is not a unified approach
to studying language use. Although three
perspectives are identified for this method,
there is a blurring of differences among the
perspectives. The method, however, remains
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multidisciplinary. In nursing, discourse anal-
ysis is being applied with all three perspec-
tives. Discourse analysis with the linguistic
perspective has been applied to study dis-
course comprehension in client-nurse inter-
actions or discourse organization of nurses’
notes and to analyze various discourses on
such topics as abortion, individualized care,
and professionalism in the nursing litera-
ture related to macrostructural or contextual
factors.

On the other hand, discourse analysis
with the conversation perspective has been
applied to the study of turn taking and topic
organization in client-nurse interactions
and to examine the dynamics of home visit-
ing. Within the ideological/critical perspec-
tive, discourse analysis has been applied to
examine nursing documentation as a form
of power relations, to analyze discourse of
nursing diagnosis in the nursing literature,
and to explicate the language of sexuality,
menopause, and abortion as power relations
and ideology. Written texts produced by cli-
ents and nurses and client-nurse conversa-
tions as well as texts in the public domain
are the rich sources for applying discourse
analysis to study the language-in-use from
these perspectives.

Hesook Suzie Kim

DocTtorRAL EDUCATION

The landscape of doctoral nursing edu-
cation has changed markedly during the
past decade. Doctoral education in nurs-
ing includes two general types of programs
offering distinctly different types of degrees.
The basic differentiation is between research-
focused and practice-focused programs.
Research-focused doctoral programs, tradi-
tionally the most numerous, are designed to
prepare the graduate for a lifetime of scholar-
ship and research and are often the preferred
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preparation for faculty positions, particularly
in research-intensive institutions. Research-
focused doctoral programs offer either the
academic doctorate (doctor of philosophy
[PhD]) or the professional doctor of nursing
science (DNS, DSN, or DNSc) degree; one
research-focused program offers the doctor
of education (EdD). Practice-focused doctoral
programs, which are increasing very rap-
idly in number, are designed to prepare the
nurse for specialized advanced practice and
administrative roles and for practice leader-
ship. They often prepare individuals for fac-
ulty roles focused in clinical teaching. The
degree title that is most commonly offered
by practice-focused programs is the doctor of
nursing practice (DNP or DrNP). Currently,
more than 120 institutions in 36 states plus
the District of Columbia offer DNP pro-
grams, and more than 161 are planned. The
number of research-focused doctoral pro-
grams has also increased but more slowly;
they currently number 120, and 8 more are
being developed. Many institutions offer
both types of doctoral programs.

Most research-focused programs offer
the PhD. It is the doctoral degree that is
universally recognized and accepted and
enjoys considerable prestige, particularly
in academia. Curricula for programs lead-
ing to research-focused doctorates typically
contain a core of required courses address-
ing nursing theory and theory development
strategies and various aspects of research
methodology and statistics. In addition,
students usually are required to deepen
their substantive expertise in a specialized
area of nursing knowledge and research
by selecting courses in nursing and related
disciplines (cognates), becoming involved
in hands-on research-related experiences
such as research residencies or practice and
research assistantships and conducting a
major independent research project that cul-
minates in a written dissertation. Because
graduates of research-focused doctoral pro-
grams often are employed as faculty, many
PhD programs provide opportunities for

students to study instructional technology
and pedagogy and to have practicum expe-
riences teaching students. Typically, half or
more of the credits focus on research meth-
odology and actual conduct of research. On
the average, full-time students complete their
doctoral study in 4 years: 2 years to complete
the course work and an additional 2 years to
complete the dissertation.

An important trend in nursing is the
rapid increase in the number and size
of practice-focused doctoral programs.
Stimulated by position papers and policy
statements by the American Association of
Colleges of Nursing (in 2004) and several
other professional organizations, practice-
focused doctoral programs are now viewed
as a viable alternative to the academic doc-
torate for individuals who wish to attain the
highest level of expertise in clinical practice.
Enrollment in DNP programs currently out-
numbers that in PhD programs in nursing.
The curricula differ considerably from those
of the research-focused programs, with the
major differences being that practice-focused
programs typically include fewer credits
addressing research and require both an
intensive practicum experience and a final
project that differs from a dissertation. Areas
of content that are common to virtually all
of the practice-focused doctoral programs
include the following: the scientific under-
pinnings for practice; ethical underpinnings
for practice; advanced practice in a given
specialty area of nursing; organization and
system leadership, including organizational
change strategies and quality improvement;
analytic methodologies related to the evalu-
ation of practice, application of evidence to
practice, and practice-focused scholarship;
use of technology and information; develop-
ment, application, and evaluation of health
policy; health promotion and disease pre-
vention for individuals and populations; and
interdisciplinary collaboration. In addition,
programs provide the basis for advanced spe-
cialized expertise in at least one area of nurs-
ing practice. A dissertation is generally not



required; however, most programs include
a practice-related project and a residency
experience. Some practice-focused doctoral
programs limit their specialty areas to those
concerned with the direct care of patients as
implemented in advanced practice nursing
roles (i.e., nurse practitioner, nurse midwife,
nurse anesthetist, clinical nurse specialist),
whereas others also include specialty prep-
aration in administration or executive prac-
tice, informatics, or health policy.

Entry into practice-focused doctoral pro-
grams can be either postbaccalaureate or
postmaster’s degree. Some postmaster’s pro-
grams require students to enter with specialty
preparation and/or specialty certification. In
all cases, graduates are expected to provide
visionary leadership in the practice arena as
advanced practice nurses, program managers
and evaluators, administrators, or information
specialists. Graduates of practice-focused doc-
toral programs frequently assume positions
as clinical educators in schools of nursing.
Consequently, many programs include a fac-
ulty role preparation option.

Historically, doctoral nursing educa-
tion began at Teachers College, Columbia
University, and at New York University in the
1920s. After a 30-year hiatus during which no
new programs were opened, interest in doc-
toral education was rekindled; by the end of
the 1970s, a total of 18 programs had been
initiated. During the 1980s, the number of
programs more than doubled, and with the
rapid increase in programs and enrollments
came concern about maintaining high qual-
ity. The American Association of Colleges
of Nursing took and continues to maintain
a leadership role in developing indicators of
quality regarding student and faculty quali-
fications, curriculum content, administrative
patterns, research support, and other sup-
port resources. Maintaining high quality has
remained a consistent focus, and over time,
ideas about the nature of scholarship and doc-
toral education have been refined. Emphasis
has expanded from focusing primarily on
the tools of scholarship to addressing the
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importance of growing the body of substan-
tive knowledge that underpins nursing prac-
tice and to doing so in an environment of
cross-disciplinary team science.

In addition to the growing interest in
practice-focused doctoral programs, an
important trend is that increasingly stu-
dents are being encouraged to progress as
quickly as possible toward the terminal
degree. Fueled in part by a growing faculty
shortage and the need to produce more doc-
toral graduates, programs are increasingly
streamlining progression between degree
levels, combining more than one degree in a
program (e.g., MS and PhD), and eliminating
work experience as a prerequisite to admis-
sion. As a result, the profile of the “typical”
doctoral student is changing. The average
age of doctoral nursing students is gradually
decreasing, and students often enter doc-
toral study from clinical as well as academic
backgrounds.

Doctoral education continues to be an
arena of excitement and innovation in nurs-
ing education. The need for doctoral gradu-
ates continues to escalate, yet the challenge to
maintain quality in the face of rapid change
is of paramount concern. For individuals,
the doctorate is the pinnacle of attainment
in nursing education, and for institutions, it
is the pinnacle of academic attainment. The
virtually universal acceptance of the doctor-
ate as the terminal degree signifies nursing’s
status as a true academic discipline.

Elizabeth R. Lenz

DoMESsTIC VIOLENCE

Domestic violence, also called intimate part-
ner violence or partner violence, is violence
perpetrated by one partner against the other
partner in an intimate relationship. An inti-
mate partner may be a current or former
spouse, a cohabiting partner, a boyfriend

D
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or girlfriend, or a dating partner. Domestic
violence may occur in opposite-sex or same-
sex relationships and can continue after the
relationship has ended. Domestic violence
may take a variety of forms, including phys-
ical violence (e.g., shoving, grabbing, hitting,
kicking, choking, beating, threatening with
or using a gun or knife), psychological abuse
or maltreatment (e.g., shouting, insulting,
ridiculing, isolating, monitoring, or threat-
ening harm), and sexual assault (e.g., forced
or coerced sex).

Domestic violence is pervasive and a
global problem. Worldwide, lifetime prev-
alence rates of physical violence, sexual
assault, or both by an intimate partner range
between 15% and 71%, with most estimates
falling between 30% and 60% (Garcia-
Moreno, Jansen, Ellsberg, Heise, & Watts,
2006). In the United States, population-based
estimates of lifetime physical and sexual
domestic violence prevalence range from
25% to 50%, with most between 25% and
35% (Coker et al., 2002; Tjaden & Thoennes,
2000). Variations in prevalence estimates
may be due to the following: (1) how domes-
tic violence is defined and measured because
some studies may focus on physical and sex-
ual violence only (e.g., Garcia-Moreno et al.,
2006) whereas others may also include psy-
chological abuse (e.g, Bonomi et al., 2009);
(2) whether lifetime (e.g.,, Coker et al.,, 2002)
or past year (e.g, Thompson et al., 2006) is
used as the time frame for measurement;
and (3) which population or setting is used
(e.g., national samples vs. shelter samples, as
in Johnson, 1995). In health care settings, the
prevalence rates of violence against women
by an intimate partner are reported to be
between 10% and 23% (Bonomi et al., 2009;
Coker et al., 2002; Thompson et al., 2006). This
serves as a reminder to nurses that a substan-
tial number of women in their care could be
in violent intimate relationships.

The etiology of domestic violence is com-
plex, and there are many theoretical frame-
works explaining the causes of violence in

intimate relationships. For more than three
decades, there have been debates about
whether domestic violence is primarily per-
petrated by men against women (Dobash &
Dobash, 1993), or whether women are as vio-
lent as men in intimate relationships (Straus
& Gelles, 1990). More recently, Johnson (1995,
2006) has proposed a typology of domestic
violence to address the long-standing dis-
pute. Central to Johnson's (2006) typological
approach is the assertion that domestic vio-
lence is not a unitary phenomenon and that
distinctions among the types can be made
on the basis of whether violence is part of
the tactics to control an intimate partner. Of
the types of domestic violence proposed by
Johnson (2008), situational couple violence
is considered to be the result of escalation of
specific conflicts and is not part of a general
pattern of control over the partner. In inti-
mate terrorism, however, violence is used
as one of the many tactics to gain control
over the partner. Almost always perpetrated
by men, this type of systematic, controlling
abuse is the kind of violence seen in emer-
gency departments, domestic violence shel-
ters, and the criminal justice system. Nurse
researchers have long recognized the use of
deliberate and repeated physical aggression
and/or sexual assault, with minimal provo-
cation, by a man against his intimate partner
with the intention of exerting coercive control
(Campbell, 1989; Campbell & Humphreys,
1993). Frye, Manganello, Campbell, Walton-
Moss, and Wilt (2006), using a representa-
tive sample of women living in 11 North
American cities, also found that a majority of
the women who experienced physical assault
by an intimate partner experienced control-
ling behaviors by that partner as well.
Women'’s responses to domestic violence
are complex. Although learned helplessness
(Walker, 1984) was used to explain women’s
passivity and helplessness in the face of vio-
lence in intimate relationships, contempo-
rary theory and research tend to see abused
women as resilient and resourceful survivors



(Campbell, Rose, Kub, & Nedd, 1998; Irwin,
Thorne, & Varcoe, 2002). Nurse researchers
have identified a variety of strategies used
by abused women to resist abuse during the
process of living in, and eventually leaving,
an abusive relationship (Ford-Gilboe, Wuest,
and Merritt-Gray, 2005; Wuest, Ford-Gilboe,
Merritt-Gray, & Berman, 2003) and how
abused women strategize to protect their
children’s safety and emotional well-being
(Ulrich et al., 2006).

Research indicates that women are most
at risk for homicide from an intimate partner
when they leave the battering relationship
(Wilson & Daly, 1993). Nurse researchers
have made important contributions to this
body of knowledge. The Danger Assessment
was developed by Campbell (1986) to help
abused women realistically appraise their
risk of homicide and enhance their self-
care agency and has been tested in different
samples of abused women (Campbell, 1995;
Campbell, Soeken, McFarlane, & Parker,
1998; McFarlane, Parker, & Soeken, 1995).
In a review of the research related to inti-
mate partner homicide, Campbell, Glass,
Sharps, Laughon, and Bloom (2007) iden-
tified prior domestic violence as the major
risk factor, with perpetrator gun ownership,
estrangement, stepchild in the home, forced
sex, threats to kill, and choking as the other
risk factors.

There is overwhelming evidence that
women exposed to domestic violence expe-
rience a wide range of long-term health
problems. Research has shown that domes-
tic violence is a significant risk factor for
psychological and emotional health prob-
lems, including depression (Dienemann
et al.,, 2000), substance abuse (Walton-Moss
etal,, 2003), and posttraumatic stress disorder
(Woods, Hall, Campbell, & Angott, 2008).
Abused women have a 50% to 70% increase
in gynecological, central nervous system,
and stress-related problems compared with
nonabused women (Campbell et al., 2002).
Domestic violence also increases women'’s
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risk of contracting a sexually transmitted dis-
ease (Alvarez et al., 2008; Silverman, Decker,
Saggurti, Balaiah, & Raj, 2008) and cervical
cancer (Coker, Hopenhayn, DeSimone, Bush,
& Clifford, 2009). Even after leaving the abu-
sive relationship, women are still at risk
for long-term health problems. For exam-
ple, Wuest et al. (2008) found that women
who have left an abusive relationship for
20 months or longer continue to experience
chronic pain.

More recently, nurse researchers have
begun to explore the link between exposure
to domestic violence, chronic stress, and
poor overall health at the cellular level. In a
study involving formerly abused and nona-
bused women, Humphreys et al. (2011) find
that the length of telomeres (the protective
components that stabilize the ends of chro-
mosomes and modulate cellular aging) is
significantly shorter among formerly abused
women. In addition, they find that the length
of time in an abusive relationship is associ-
ated with telomere length.

Domestic violence also has economic
consequences. Health care costs are higher for
abused women compared with nonabused
women (Rivara et al., 2007; Snow-Jones et al.,
2006; Varcoe et al., 2009). Also, more severe
abuse is associated with greater use of health
care services (Ford-Gilboe, Hammerton,
Burnett, Wuest, & Varcoe, 2009).

Nurses can play a key role in effectively
identifying domestic violence and providing
follow-up referrals and supportive interven-
tions for women experiencing domestic vio-
lence. Screening guidelines such as those
developed by the Family Violence Prevention
Fund (2004) for health professionals and clin-
ical tools such as the Abuse Assessment
Screen developed by the Nursing Research
Consortium on Violence and Abuse (http://
www.nnavwi.org) can help nurses to inte-
grate assessment of domestic violence in
their everyday practice. Increasingly, nurses
have developed interventions to ensure
abused women'’s safety and to address their
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complex health and social needs. For exam-
ple, an empowerment intervention, that is, a
brief protocol-driven nursing intervention,
was developed by Parker, McFarlane, Soeken,
Silva, and Reel (1999) to help abused women
address the violence including danger
assessment and safety planning. Supporting
abused women to develop strategies for
managing distressing symptoms may help
them to better access supportive networks
and to strengthen personal resources (Ford-
Gilboe, Wuest, Varcoe, & Merritt-Gray, 2006).
More interventions are emerging, including
the DOVE Intervention (Sharps, Bullock, &
Campbell, 2010) and the i-HEAL Intervention
(Ford-Gilboe et al., 2006).

In summary, domestic violence is a seri-
ous public health problem with far-reaching
health consequences. Recent progress in the-
ory and research has led to the better under-
standing of the complex dynamics of domestic
violence; nurses have made important contri-
butions to the development of theories and evi-
dence-based practice concerning violence in
intimate relationships. Nursing has a unique
role to play in responding to the needs of
domestic violence survivors while at the same
time nurses are in an excellent position to col-
laborate with other professionals in domestic
violence prevention and intervention. Much
is still to be learned about domestic violence.
Nurses have the potential to enhance under-
standing of this complex phenomenon and
to adopt a culturally competent approach to
develop more comprehensive evidence-based
interventions. Research that combines the
study of biological measures and intervention
models in survivors experiencing the stress
of domestic violence is needed to inform the
development of interventions to potentiate
survivors’ strengths and health potential.
Some groups may be at additional risk for
domestic violence (e.g., women with disabili-
ties), and more research is needed to further
develop and test theories of violence that are
specific to such at-risk groups.

Agnes Tiwari

DRINKING AND DRIVING
AMONG ADOLESCENTS

Drinking and driving is rooted in the central
role that alcohol plays in American life and
culture. Alcohol is commonly found at cel-
ebrations, parties, and leisure activities.
In addition, advertisements on television,
magazines, and billboards present messages
that shine a positive light on drinking. Given
this situation and despite drinking laws,
adolescents drink and drive, and adoles-
cents who have been drinking are involved
in fatal crashes at twice the rate of adult
drivers (National Highway Traffic Safety
Administration, 2005).

Inspite of decreasing rates of driving after
drinking reported by high school students,
the problem of riding with a driver who has
been drinking has not changed in the past
2 years. In 2003 and again in 2005, almost one
third of high school youth reported engaging
in the risk of riding with a driver who had
been drinking (Centers for Disease Control,
2005). Three teens are killed each day when
they drink and drive (National Highway
Traffic Safety Administration, 2005).

Although national trends in riding with
a driver who has been drinking alcohol
have decreased since 1991, there has been no
change from 2003 to 2005 in the percentage
of students who rode with a driver who had
been drinking (30.2% in 2003 and 28.5% in
2005; Centers for Disease Control, 2005). Maio
et al. (2005) reported that of 671 adolescents,
22% indicated they rode with a driver who
had been drinking. Having access to a car
increases drinking—driving and drinking in
cars (Walker, Waiters, Grube, & Chen, 2005).

Passengers offer potential for break-
ing the link between drinking and driv-
ing. Isaac, Kennedy, and Graham (1995)
reported that 5% to 10% of 10,277 drunk-
driving fatalities had sober passengers who
could have intervened and half of the 16- to
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19-year-old drivers had a least one sober
passenger in the car. Out of 16,694 alcohol-
related crashes, approximately 50% of the
fatalities were drunk drivers and 17% of the
fatalities were passengers in the car (National
Highway Traffic Safety Administration,
2005). Youth who are involved with drinking
peers are more likely to ride with a drink-
ing driver; however, riding with a drinking
driver does not lead to drinking and driv-
ing (Yu & Shacket, 1999). In a study of 4,380
respondents, passengers of drinking drivers
were more than eight times more likely to be
14 to 18 years of age. Persons 16 to 20 years
of age consume more alcohol before driv-
ing and have one or more passengers with
them when they drive after drinking com-
pared with all other age groups (Hingson &
Winter, 2003). In an observational study of
471 teen drivers on 13 roadway sites around
10 public schools, there was one or more pas-
senger present in 239 of the cars, and youths
drove faster with shorter headways than
general traffic. The presence of a male pas-
senger resulted in greater speed and shorter
headways (Simons-Morton, Lerner, & Singer,
2005). Smith, Kennison, Gamble, and Loudin
(2004) in a qualitative study on intervening as
a passenger in drinking and driving queried
52 youths about drinking-driving situations
and interventions. The findings of the study
included the following drinking-driving
situations: the participants were entangled
with a drinking driver who was determined
to drive, the participants were endangered
while riding in a car with a drinking driver,
and the participants were stranded because
they did not get in the car with a drinking
driver and had no one to turn to for a ride.
Interventions described by the participants
were to persuade, to interfere, to plan ahead,
and to threaten.

Youth passengers offer potential for
exerting influence on drinking drivers and
for taking responsibility to stop a drinker
from driving (Assailly, 2004). In a telephone
interview with 44 adolescents who had either
driven while drunk or rode with a drinking

driver, Nygaard, Waiters, Grube, and Keefe
(2003) found that parents, friends, and
peers influence a decision to get involved in
drinking—driving situations, no peer pres-
sure to drive after drinking or to get into
a car with a drinking driver was reported,
and convincing drinkers not to drive is dif-
ficult. In a study on adolescents’ propensity
to intervene among 2,697 5th- to 12th-grade
students, girls were more likely to say they
would talk to a friend about drunkenness
and would take a friend’s keys than boys
(Flanagan, Elek-Fisk, & Gallay, 2004).

Situations and locations associated with
riding with a drinking driver include out-
door settings, cars, restaurants, homes of
friends, and other social activities (Farrow,
1987; Gibbons, Wylie, & Echterling, 1986;
Walker et al., 2005). Riding with a drinking
driver is related to attitudes, peer influence,
and having an accessible ride (Davey, Davey,
& Obst, 2005; Gibbons, Wylie, Echterling,
1986; Grube & Voas, 1996). Factors such as
accessible transportation and presence of
others who disapprove of drunk driving
influence drinking and driving. Among
youth, there is a positive correlation between
associating with drinking peers and riding
with a drinking driver (Grube & Voas 1996;
Labouvie & Pinsky, 2001; Yu & Shacket,
1999).

Intervention studies among youth using
video media have been focused on education
to avoid drinking and driving and riding
with a drinking driver. Collins and Cellucci
(1991) examined an alcohol education and
media component among 52 11th- and 12th-
grade students. Knowledge on drinking and
driving improved, and there was no effect on
attitudes or alcohol involvement. In a study
focusing on drinking and driving preven-
tion, Kuthy, Grap, and Henderson (1995) pre-
sented 274 adolescents with a 20-minute slide
show of graphic pictures of severely injured
victims of drinking—driving accidents. There
was no difference in the reported driving
behaviors between the immediate postpro-
gram and a l-month interval. A 25-minute
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interactive video intervention to prevent alco-
hol misuse was administered to 671 youth 14
to 18 years of age admitted to the emergency
department for a minor injury. Using an alco-
hol misuse self-report measure, there was no
effect for the total group; however, in a sub-
group of 32 drinking drivers, alcohol misuse
decreased at 3- and 12-month intervals (Maio
et al., 2005). Conclusions reached on inter-
vention programs are that curriculum is lim-
ited as a stand-alone determent of drinking
and driving (Augustyn & Simons-Morton,
1995) and that in spite of school educational
programs, fear of legal consequences, and
knowledge of drinking-driving fatalities,
students who drink and drive will continue
a drinking-driving behavior (Nygaard et al.,
2003). It is claimed that interventions should

feature peers (Leadbeater, Foran, & Grove-
White, 2008), not be preachy, and focus on the
social consequences of drinking and driving
rather than life-threatening consequences
(DeJong & Atkin, 1995). Enhancing personal
and social competence in preventive youth
programs is a critical aspect influencing ado-
lescent risky behaviors (Pinko, 2006; Smith,
Atkin, & Roznowski, 2006).

It can be concluded that if youth passen-
gers intervene and break the link between
drinking and driving, there is potential for
reducing drinking and driving fatalities.
Studies on intervening in drinking and driv-
ing are called for to reduce harm among
adolescents.

Mary Jane Smith



EATING DISORDERS

There is a plethora of studies related to eating
disorder with women between the ages of
13 and 25 years. Conversely, there is a pau-
city of these same studies with women older
than 25 years. Eating disorder includes dis-
eases such as anorexia nervosa, bulimia ner-
vosa, overeating, and binging; however, only
anorexia nervosa and bulimia are examined
in relation to women older than 25 years.
Because of the complexity, overlapping symp-
toms, and persistent nature of eating disor-
ders, very little is understood about adult
women living with this health problem. As
a result, these women suffer serious mental
and physical health consequences. Therefore,
primary care providers need not only to be
able to recognize the importance of identify-
ing and managing the signs and symptoms
of eating disorders but also be able to use
anticipatory guidance strategies and inter-
vention to prevent eating disorder among
middle- to older-age adult women (Lapid
et al.,, 2010;Marcus, Bromberger, Wei, Brown,
& Kravitz, 2007; Midlarsky & Nitzburg, 2008;
Mond, Myers, Crosby, Hay, & Mitchell, 2010).
Hence, this entry aims to define and review
the incidence and prevalence rates of eating
disorders, to identify the most common phys-
ical signs and symptoms, and to describe
potential intervention strategies for treating
and preventing eating disorders among eth-
nically diverse women.

Although the appetite center is under
the control of the hypothalamus, culture and
environment play an integral role in an indi-
vidual’s attitudes toward and use of food.
When women experience consistently low

self-esteem, and anxiety and stress become
intense and cumulative in nature, food may
be used in a dysfunctional manner resulting
in serious and life-threatening forms of eat-
ing disorders (Cyr, 2008).

An estimated 8 million Americans are
living with some form of eating disorder;
7 million of whom are women. Only 30%
to 40% of people recover from eating dis-
orders, and of 1 in 10 people who actually
receive treatment, 80% do not obtain the
support needed to maintain recovery. The
documented mortality rate indicates that
5% to 10% die within 10 years whereas 18%
to 20% die within 20 years of being diag-
nosed (South Carolina Department of Mental
Health, 2010). Globally, the rate of occurrence
of eating disorders is rising at an alarming
rate in Asia, Europe, the Middle East and
many other parts of the globe (Watters, 2010).
This rate, however, may be just the tip of the
iceberg given the shame, stigma, and humil-
iation associated with this health problem
(Vitale, Lotito, & Maglie, 2009). Although 95%
of eating disorders occur between the ages of
12 and 25 years (South Carolina Department
of Mental Health, 2010), more recently, the
disorder is now being recognized in women
30 years and older (Carr & Kaplan, 2010).
Historically, eating disorders were believed
to only affect middle- to upper-class White
women (Robert-McComb, 2001); however,
recent studies (Budd, 2007, Fernandes, Crow,
Thuras, & Peterson, 2010) found that eat-
ing disorders are on the rise among various
racial and ethnic groups as well as different
social positions.

Two of the most common presentations
of eating disorders are anorexia nervosa and
bulimia nervosa. One half to one percent
of the U.S. population has been diagnosed
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with anorexia nervosa. These women usu-
ally fear obesity and see themselves as over-
weight even when they are not (Cyr, 2008).
They have a preoccupation with eating and
restrict the amount of food eaten (some-
times to the point of starvation) or regularly
engage in binge eating or self-induced vomit-
ing (Robert-McComb, 2001). Bulimia involves
eating excessive amounts of food followed by
multiple episodes of self-induced vomiting
(Cyr, 2008) as well as the misuse of laxatives,
diuretics, or enemas. Bulimia affects 1% to
3% of the U.S. population, which is most
likely an underestimation (Broussard, 2005).
Similarly, calorie restriction is controlled by
excessive exercise. A woman may lose 50%
of her ideal body weight; however, women
with bulimia already tend to be below, at,
or exceed ideal body weight. Complications
include dehydration, fluid and electrolyte
imbalance, renal failure, metabolic acido-
sis, arrhythmias, sudden death, endocrine
abnormalities, and neurological dysfunction
(Robert-McComb, 2001).

Anorexia nervosa was first recognized as
a disorder in the nineteenth century and was
thought to be on the rise in the twentieth cen-
tury. Treatment consisted of neuroleptics in the
1950s and 1960s and later shifted to individual
psychotherapy. In the 1970s, family therapy
was emphasized, and by the late twentieth
century, medications were used as an adjunct
to psychotherapy (Steinhausen, 2002).

The cost of treating an eating disorder in
the United States ranges from $500 to $2,000
per day. Many patients require in-patient
treatment for at least 3 to 6 months costing
$30,000 per month or $90,000 to $180,000
for the total length of stay (Agras, 2001).
Unfortunately, many insurance companies
do not cover the cost of treating eating disor-
ders (South Carolina Department of Mental
Health, 2010).

Eating disorders are closely connected
with impaired psychosocial functioning, but
less than 40% of those suffering from these
disorders have obtained treatment from a
health care provider. Of the 80% who did

seek treatment for anxiety or depression,
only one third were asked if they suffered
from an eating disorder; however, if ques-
tioned, half of the women reported they
would not disclose their eating disorder to
the health care provider (Mond et al., 2010).
Substance abuse is closely aligned to eat-
ing disorders, and 18% of older women with
eating disorders admit to a substance abuse
problem (Carr & Kaplan, 2010). Detection of
eating disorders is difficult in that it tends to
be hidden by the patient, but compounding
this problem is that nurses and other health
professionals often lack the knowledge and
insight necessary to detect and treat eating
disorders (Mond et al., 2010).

When an eating disorder is detected,
health care providers must identify con-
cerns regarding follow-up intervention par-
ticularly in the 25% of older women who
do not respond to current therapies for rea-
sons yet unknown (Carr & Kaplan, 2010).
Problematic is the disconnect in perceived
recovery from eating disorders between the
medical perspective and that of the patient.
Medical recovery has been based on the
patient’s decreased obsession with body
weight, return of a regular menstrual cycle,
and weight maintenance. Patients, however,
describe recovery as developing a sense of
control over their lives and of achieving a
renewed sense of self (Patching & Lawler,
2009). Therefore, not only is there a need for
consensus about what constitutes recovery
but also for innovative approaches to treat-
ment as well as tailored protocols (Johnston,
Fornai, Cabrini, & Kendrick, 2007). Future
research needs to focus on exploring and
understanding these disorders from the
women’s standpoint rather than placing
these women into a predetermined medical
treatment template which tend to be unsuc-
cessful (Patching & Lawler, 2009).

Women living with eating disorders
feel isolated and ashamed and are not able
to effectively verbalize their difficulties.
One approach that addresses these feelings
is to increase allocation of funding directed



toward the development of support and self-
help groups for all women suffering from
eating disorders. The formation of gender
responsive support groups has the poten-
tial to alleviate feelings of shame and isola-
tion (Rortveit, Astrom, & Severinsson, 2009).
Efforts should focus not only on recognition
and treatment of eating disorders but also
toward their prevention (Patching & Lawler,
2009). A more comprehensive understand-
ing into the role of media influence and its
relation to eating disorders requires fur-
ther investigation (Vitale et al., 2009). Future
research efforts also need to determine why
some women perceive bulimia as normal
behavior and therefore do not seek medical
attention (Broussard, 2005).

Strategies aimed at encouraging patients
to seek treatment and engage them as active
participants in their own care are crucial
(Kreipe & Yussman, 2003). Critical to this
process is the nature and quality of relation-
ship between the woman and her health care
provider. More specifically, the health care
provider’s attitude and approach has been
found to have a positive influence on suc-
cessful treatment (Geller, Brown, Zaitsoff,
Goodrich, & Hastings, 2003). The health care
provider should be open to conducting phys-
ical and mental health assessments and fam-
ily history that include questions related to
perception of self-esteem, perception of ideal
and real body image, and most importantly
a family or personal history of disordered
eating. The information generated from the
assessment and family history should be
used to tailor a plan of care.

As evidenced by the documented inci-
dence, prevalence, and mortality rates, disor-
dered eating is not decreasing but rather is
steadily increasing across gender, age, ethnic
background, and social positions. The rising
cost and the conflicting evidence regarding
curative approaches mandates the following:
An anticipatory and preventive approach
must be considered; primary health care
provider’s knowledge and skills related to
understanding, recognizing, and treating
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disordered eating need to be enhanced; and a
deeper understanding of cultural and social
systems is necessary to gain a broader and
more inclusive perspective of eating disor-
ders (Patching & Lawler, 2009) particularly in
light of their rampant globalization (Watters,
2010). And finally, future research should
examine disordered eating from a life span
approach, which is a vital next step toward
the prevention, detection, and early treat-
ment of eating disorders (Dichter, Cohen, &
Connolly, 2002; Patrick & Stahl, 2009).

Deborah B. Fahs
Barbara ]. Guthrie

ELDER MISTREATMENT

Elder mistreatment (EM) is a complex syn-
drome that can lead to morbid or even fatal
outcomes for those afflicted. Mistreatment
is the term used to describe outcomes from
such actions as abuse, neglect, exploitation,
and abandonment of the elderly, and it affects
all socioeconomic, cultural, ethnic, and reli-
gious groups. Prevalence estimates range
between 3.2% and 27.5% in general popula-
tion studies (Cooper, Selwood, & Livingston,
2009). A recent data reported from a national
sample of community-residing adults older
than 60 years using a representative sam-
ple and random-digit dialing indicated that
11.4% of older adults report some form of
EM (Acierno et al., 2010). The national Elder
Abuse Incidence Study, the only incidence
study, documented over 500,000 new cases
annually (Tatara, 1993).

The National Research Council (NRC,
2003) convened an expert panel to review
prevalenceandrisk forelderabuseandneglect
and concluded that EM isanintentional action
that causes harm or creates a serious risk of
harm (whether or not the harm is intended)
to an at-risk elder by a caregiver or other per-
son who stands in a trusting relationship to
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the elder, or EM is the failure by a caregiver
to satisfy the elder’s basic needs or to pro-
tect the elder from harm. There are several
types of EM described in the NRC report.
Abuse is generally understood as physical
assault inflicted on an older adult resulting
in harmful effects. Abusive behavior may
include hitting, kicking, punching, and other
physical contact. Neglect is the refusal or fail-
ure to fulfill any part of a caregiver’s obliga-
tions or duties to an older adult. Neglect may
be intentional or unintentional. Self-neglect
occurs when an older adult either knowingly
or unknowingly lives in such a manner that
is deleterious to his or her health. Exploitation
is fraudulent activity in connection with an
older adult’s property or assets, and abandon-
ment is defined as the deliberate or abrupt
withdrawal of services in caring for an older
adult. Self-neglect has received a great deal
of recent attention given its deleterious out-
comes on the older person and the opportu-
nity to intervene (Dong et al.,, 2009; Mosqueda
et al,, 2008; Poythress, Burnett, Naik, Pickens,
& Dyer, 2006). Further, resident-to-resident
EM in long-term care settings is an impor-
tant syndrome that nurses need to under-
stand (Rosen et al., 2008). Evidence suggests
that only 1in 14 EM cases is reported to some
public agency. Nurses can do much to help
in the screening and detection process of
EM by doing a careful history and physical
assessment with attention to the subjective
complaint of EM, along with any signs or
symptoms of the same. Underreporting of
EM is a serious concern because older adults
may have disease symptoms or age-related
changes that imitate or conceal mistreatment
symptoms, making the assessment process
complex. Few clinicians have been trained in
EM assessment and intervention, which has
also led to underreporting. With an unprece-
dented number of individuals living beyond
the age of 65 years and even beyond the age
of 85 years, nurses must be sensitive to the
possibility of EM.

Theories for EM causality have been
posited. The dependency theory refers to

the amount of care an elder person requires
and is related to stressed caregiver research,
which describes overwhelmed caregivers
who lose their control or stop providing rea-
sonable care. Conversely, there are data that
reflect the caregiver’s dependency on the
elder (for shelter, money, etc.), which puts
the elder at risk. Transgenerational violence
theory refers to children who learn violent
behavior as normal and then become violent
and abusive as they grow older. This might
be viewed from a learning theory perspec-
tive, although some have looked at it as a ret-
ribution act; an adult child may strike back
at a parent or a caregiver who was once abu-
sive. The psychopathology of the abuser the-
ory refers to any nonnormal caregiver, such
as substance abusers (alcohol, drugs), psy-
chiatrically impaired individuals, or men-
tally retarded caregivers. The number of
mentally retarded elders older than 65 years
has grown substantially over the past decade,
creating situations where mentally retarded
or disabled offspring become caregivers for
very elderly parents (NRC, 2003).

Early studies looked at the prevalence of
EM from a variety of perspectives: acute care,
community nursing care, and nursing home
setting. Differences in operational definitions
and methodological approaches and the lack
of national prevalence studies have made it
difficult to understand the conditions under
which EM is likely to occur. Although EM
education and training has improved, there
is still a great need for more systematic nurs-
ing assessment, care planning, and follow-up
with the older adult. The need for researchers
who can contribute to this area of inquiry is
great.

There is no Denver Developmental
screen for older adults that enables clinician
to understand what an 80-year-old looks like
and what conditions are likely to represent
EM. The signs and symptoms of EM might
includeunexplained bruises, fractures, burns,
poor hydration, reports of hitting or any other
violent behavior against the older adult, sex-
ually transmitted disease in institutionalized



older adults, unexplained loss of money or
goods, evidence of fearfulness around a
caregiver, or subjective report of abuse. It is
especially difficult to evaluate the demented
older adult for EM; a careful and thorough
interdisciplinary team approach is required.
The American Medical Association’s (1992)
Diagnostic and Treatment Guidelines on Elder
Abuse and Neglect, although more than
15 years old, provides excellent guidelines
for the assessment of EM, along with flow-
charts for assessing and intervening in cases.
A summary of approaches for screening and
assessment of EM suggests a comprehen-
sive and highly methodical approach using
accepted screening instruments (Fulmer,
2008). Special attention must be given to an
older adult who has diminished or absent
decision-making capacity. Dementia has
been documented as a risk factor for EM and
should automatically trigger EM assessment.
Cognitive status can only be determined
by rigorous clinical testing and use of vali-
dated instruments. Some have suggested a
two-step process to assess capacity for elders
suspected of self-neglect. The steps include
cognitive evaluation to determine the elders’
decision-making ability using a traditional
medical examination along with standard-
ized tests such as the Executive Interview,
the Financial Capacity Instrument, the Mini-
Mental State Examination, and the Geriatric
Depression Scale, followed by an assessment
of the elders’ executive ability to live inde-
pendently in the community through review
of reports by nurse practitioners, social ser-
vice professionals, occupational therapists,
and physical therapists (Naik, Lai, Kunik, &
Dyer, 2008).

Overzealous protection of a competent
elder is a form of ageism that infantilizes the
older individual and takes away their auton-
omy. Each state has EM reporting laws or
requirements that professionals should be
familiar with. Interdisciplinary care teams
are especially important in the EM assess-
ment process. Each team member is able to
use their own expertise to the benefit of older
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adults. A key practice implication for EM is
the inclusion of family violence questions in
every history with attention to and documen-
tation of any signs and symptoms of EM.

Terry Fulmer
Sarah Pernikoff

ELECTRONIC NETWORK

In general, a network is composed of a min-
imum of two connected points. For exam-
ple, one person talking with another, face
to face, can constitute a network. Telephone
networks connect at least two people using
transceivers, wire, switches, and computers.
Television networks connect large numbers
of people. An electronic network is consid-
ered to be the connection, or linking, of two
or more computers to allow data and infor-
mation exchange. Electronic computer net-
works may be as small as two computers or
as large as the Internet, considered to be a
network of networks.

The goal of networks is information
exchange and may or may not be bidirec-
tional. Person-to-person conversations, even
if using some sort of intermediary like the
telephone or computer, are usually bidirec-
tional. Television and some computer net-
work applications may be unidirectional;
however, bidirectional computer networks
are the most common. Examples include local
area networks, which may serve a depart-
ment, larger networks called wide area net-
works, and the Internet. Intranets, which are
the internal deployment of Internet technol-
ogies, are commonly found in business and
other environments requiring information
exchange among a department or other lim-
ited amount of people.

Electronic networks continue to be excit-
ing tools for nursing, continuing to increase
in importance for information acquisition
and dispersion. Electronic networks, such as
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the Internet and the World Wide Web, pro-
vide a means of communicating as well as
facilitating collaborative research, promot-
ing education regardless of geographic limi-
tations, allowing access and acquisition of
needed resources, and providing a medium
for social engagement. Electronic networks
continue to impact areas integral to nurs-
ing, such as lifetime electronic health record,
nursing research, increased interdisciplin-
ary collaborative research, online education
for patients and nurses, nursing knowledge
acquisition and information exchange, and
patient care.

Although the essence of nursing has been
a network, that is, the nurse—patient relation-
ship, there is limited nursing research on
electronic networks. Early work by Brennan,
Moore, and Smyth (1991) and Ripich, Moore,
and Brennan (1992) investigated the use of
electronic net works to facilitate nursing sup-
port of home care clients and their caregiv-
ers. They concluded that a computer network
is an excellent tool to facilitate support and
information exchange among caregivers and
between nurses and caregivers for patients
with AIDS and Alzheimer’s disease. This
type of support mechanism has grown to
other areas of health care requiring nursing
intervention such as patients’ seeking health
information (Dickerson et al., 2004).

There are anecdotal reports and case
studies to support nurses’ use of electronic
networks. Sparks (1993) has been instrumen-
tal in her advocacy and promotion of elec-
tronic networks and resource availability
for nurses (e.g., the Educational Technology
Network, which promoted the exchange of
information and ideas for nurses, nurse edu-
cators, and nursing students and was the
first international electronic network man-
aged by a nurse). Other early work included
Barnsteiner’s (1993) and Graves'’s (1993) work
with nursing resource availability (Online
Journal of Nursing Knowledge Synthesis
and the Virginia Henderson STTI Electronic
Library, respectively) and DuBois and
Rizzolo’s (1994) work in the American Journal

of Nursing’s network. More up-to-date exam-
ples, with limited research, include the use
of social media (Twitter, Facebook, and other
similar Web 2.0 examples) providing a more
“immediate” digital connection for nurses
and patients.

As information technology increases in
use and health care requires increased effi-
ciency, nurses will rely more and more on
information technology as one tool for pro-
viding the best possible patient care. Local
electronic networks, such as clinical infor-
mation systems, will include other larger
networks so nurses will have the best infor-
mation resources to assist nursing care.
Research concerning the effects of electronic
networking (using Web 2.0 tools) on nurses
and other health care professionals as well
as on patients and their families continues
to be needed. Electronic networking should
be examined as an independent variable
through the inclusion of electronic networks
in all stages of the research process. This
research will promote the advancement of
health and patient care by providing the sci-
entific foundation for the appropriate appli-
cation of digital networking technologies.

W. Scott Erdley
Susan M. Sparks

EMERGENCY NURSING

As a specialty within the nursing profes-
sion, emergency nursing encompasses care
of individuals across the life span, seek-
ing help for perceived or actual physical or
emotional alterations of health that require
emergent or nonemergent interventions
(Emergency Nurses Association [ENA],
n.d.-e). Emergency nurses have a special-
ized field of practice and unique knowledge
and skills in emergency care that interface
with patients during critical moments. This
unique set of knowledge and skills ensures



the public that emergency nurses are compe-
tent caregivers who are accountable for the
care they deliver, responsible, and able to
communicate and act with autonomy while
at the same time able to work in a collabora-
tive relationship with others (ENA, n.d.-e). It
is through emergency nursing research that
emergency nurses are able to be responsive
to changes in health care in order to deliver
state of the art care to this very important
group of patients and their families.

Because emergency patients often come
to the emergency department (ED) with con-
ditions that pose a threat to life and limb or
have a significant risk of morbidity or mor-
tality, competent emergency nursing prac-
tice is a unique combination of rapid triage
and assessment of life-threatening problems,
simultaneous prioritization of care, and
effective and efficient implementation of the
appropriate interventions (ENA, n.d.-e). With
the increasingly complex diagnostic and
management strategies available, emphasis
on resource-efficient patient care requires
research strategies that maximize quality
care while also controlling resources.

Not all patients come to the ED for life-
threatening conditions. It is often through
the ED that patients access the tertiary health
care system. Therefore, emergency nurses
are often the first health care practitioners
who foster entry into the health care system
for the general population.

Patients often come to the ED because it is
the only access they have for health care and
require primary care services during their
ED visit (Delgado et al., 2010). Emergency
nurses are required to have knowledge about
the care and treatment of patients seeking
primary care and health promotion services.
They need to be aware of social and com-
munity services and must have the ability to
collaborate effectively with prehospital and
in-hospital care providers.

Emergency nurses provide care to per-
sons of all ages, across all levels of the health/
illness trajectory, and work in an environ-
ment that is complex and unpredictable
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(ENA, n.d--e). For this reason, the research
agenda for emergency nurses is robust.

Data from the 2007 National Hospital
Ambulatory Medical Care Survey show
that in 2007 there were 116.8 million visits
to hospital EDs or 39.4 visits per 100 persons
(Niska, Bhuiya, & Xu, 2010). In that same
study, 12.5% of ED patients were admitted to
the hospital and approximately 39 million of
the visits were injury related. In a study of
workforce in emergency care, Counselman
et al. (2009) found that EDs” annual volumes
have increased by 49% since 1997, with a
mean ED volume of 32,281 in 2007. The aver-
age reported ED length of stay is 158 min-
utes from registration to discharge and 208
minutes from registration to admission. As a
result of this surge of ED visits, many EDs
across the nation do not have the capacity to
serve the volume of patients that come for
treatment. EDs spent an average of 49 hours
per month diverting ambulances to other
EDs in 2007. Boarding or holding patients for
extended length of time waiting for a hospi-
tal bed to open is common practice, with an
average of 318 hours of patient boarding per
month (Counselman et al., 2009).

The 2008 National Sample Survey of
Registered Nurses conducted by the U.S.
Department of Health and Services (Health
Resources and Services Administration,
2010) found that approximately 218,339 reg-
istered nurses were employed in an emer-
gency setting in 2008, a significant increase
from approximately 117,514 in 2004 (Health
Resources and Services Administration,
2006). Emergency nurses enter ED practice
with a broad range of educational prepara-
tion. A study by Counselman et al. (2009)
found that many emergency nurses (46%)
have an associate degree as their highest
level of education, 28% have a BSN, and 3%
have a graduate degree (MSN or higher).

The advanced professional nursing roles
in the ED include nurse administrators, clini-
cal nurse specialists, and nurse practitioners.
The educational preparation for advanced
practice nurses requires graduate education
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and certification. The ENA (2009) has delin-
eated scope and standards of care for emer-
gency nurses and includes a document on
advanced practice nurses in emergency care.

Emergency nurses are accountable for the
care they provide to patients. This account-
ability requires certification. Emergency
nurses can receive certification in emergency
nursing (Certified Emergency Nurse), flight
nursing (Certified Flight Registered Nurse),
pediatric emergency nursing (Certified
Pediatric Emergency Nurse), or critical care
ground transport nursing (Certified Trans-
port Registered Nurse) offered by the Board
of Certification for Emergency Nursing
(n.d) in collaboration with other entities.
Currently, more than 23,000 nurses are certi-
fied by Board of Certification for Emergency
Nursing (n.d.).

Established in 1970, the ENA is the pri-
mary organization for emergency nurses in
the United States. The mission of ENA is to
advocate for patient safety and excellence
in emergency nursing practice (ENA, n.d.-b)
with approximately 37,000 members. ENA
offers education programs and courses to
meet the needs of emergency nurses around
the world. These programs include review
courses for certification as an emergency
nurse, the Certified Emergency Nurse. Other
review courses offered by the ENA include
Trauma Nursing Core Course, Emergency
Nursing Pediatric Course, Course in
Advanced Trauma Nursing, and Geriatric
Emergency Nursing Education. Additional
example programs/courses include triage,
orientation, educator references for profes-
sional and patient education, age-specific
program, family-focused programs, conduct-
ing research and grant writing, and courses
that cross the life span for injury prevention
(ENA, n.d.-a).

To expand research efforts in emer-
gency nursing, ENA took the lead by initi-
ating an Institute for Emergency Nursing
Research Committee and in 2009 transi-
tioned this committee to an Institute for
Emergency Nursing Research. The mission

of the institute is to conduct and facilitate
research to support evidence-based practices
for emergency nursing and emergency care
(ENA, n.d.-c). The specific goals include the
following: (1) to develop a culture of research
to advance emergency nursing and emer-
gency care by promoting knowledge genera-
tion, knowledge application, and knowledge
transfer; (2) to facilitate the development of
researchers in emergency nursing through
education, mentoring, networking, and col-
laborative research opportunities; (3) to set
research priorities for the discipline of emer-
gency nursing; (4) to enhance collaboration
among researchers within ENA and counter-
parts in the public and private sectors; and
(5) to facilitate the generation of evidence-
based emergency nursing resources (ENA,
n.d.-c).

To provide a focus for ED nurse research-
ers, the institute developed research priorities
for the field of emergency nursing. Research
priorities include investigations that address
the generation, dissemination, and transla-
tion of research related to three broad areas:
(1) the clinical priorities identified by ENA—
crowding/boarding, psychiatric emergency
patient care, and workplace violence; (2) the
emergency nursing professional practice
issues—examples of research areas include
nurse orientation, continuing education, and
assurance of competence of emergency nurs-
ing practices as well as ED staffing patterns
and the impact of the staffing on patient
outcomes; and (3) the Joint Commission’s
National Patient Safety Goals—examples of
research areas include improving the accu-
racy of patient identification, the effective-
ness of communication among caregivers,
the safety of using medications, and the
recognition and response to changes in a
patient’s condition as well as reducing the
risk of health care-associated infections,
patient harm resulting from falls, influenza
and pneumococcal disease, and health care—
associated pressure ulcers (ENA, n.d.-c).

A review of research publications and
presentations including posters displayed



at the most recent annual conference of
ENA can give an overview of topics of inter-
est in emergency nursing research. Much
research is generated in response to practice
issues (Li, Juarez, & Gates, 2010; Schumacher,
Gleason, Holloman, & McLeod, 2010; Tanabe,
Gisondi, Barnard, Lucenti, & Cameron, 2009).
Additional research areas include compe-
tency delineation (Hoyt et al., 2010), pediatric
emergency care (Qazi, Altamimi, Tamim, &
Serrano, 2010), forensic nursing (MacLean,
Desy, Juarez, Perhats, & Gacki-Smith, 2006),
emergency education (Jackson, 2010), ED
technology, injury prevention (Désy, Howard,
Perhats, & Li, 2010), emergency management
and preparedness (Lenaghan, Smith, &
Gangahar, 2006), and geriatric emergencies
(Roethler, Adelman, & Parsons, 2011).

The ENA Foundation (n.d.) is the pri-
mary source of funding for emergency nurs-
ing research. The foundation offers research
grants and awards to advance the special-
ized practice of emergency nursing and/or
to facilitate collaborative research between
nurses and physicians. Partnering with
other entities, the foundation offers three
research programs: Emergency Medicine
Foundation/ENA Foundation Team Research
Grant, ENA Foundation/Sigma Theta Tau
International Research Grant, and ENA
Foundation Industry-Supported Research
Grant. Examples of recently funded research
grants include using electronic medical rec-
ord reminders to improve triage protocol
compliance: “Understanding Why Emergency
Department Healthcare Providers Do Not
Screen for Family Violence,” “The relation-
ship of leadership style and horizontal vio-
lence in emergency department staff nurse
retention,” and “Stress and Resilience in
Emergency Nurses Following Trauma Care”
(ENA Foundation, n.d.).

Research findings in emergency nurs-
ing are published primarily in the Journal
of Emergency Nursing (JEN), the Journal
of Trauma Nursing (JTN), the Advanced
Emergency Nursing Journal, and the Accident
and Emergency Nursing. Published since 1975,
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JEN is the official journal of ENA (n.d.-d). It is
a peer-reviewed, bimonthly journal offering
original research and clinical articles on the
clinical, professional, political, administra-
tive, and educational aspects of emergency
nursing. On the basis of an examination of all
issues from 2005 to October 2010, JEN pub-
lished a total of 90 original research articles.
There is a steady increase in the number of
original research articles published in this
journal each year.

JTN is the official journal of the Society
of Trauma Nurses (n.d.). JTN’s mission is to
provide original, peer-reviewed articles and
information that reflect the practice of trauma
nursing in the areas of clinical practice, edu-
cation, health policy and administration, and
research. JTN is intended for nursing profes-
sionals and all health care providers involved
in trauma care, from first responder through
rehabilitation.

The Advanced Emergency Nursing Journal
is the peer-reviewed journal for advanced
practice nurses. This journal is published
four times a year and focuses on research
that deals with evidence-based practice.

Accident and Emergency Nursing, the
official journal of the Emergency Nurses’
Association of Australia, is published quar-
terly (Elsevier, n.d.). It is a peer-reviewed
journal that caters to all levels of staff work-
ing in emergency settings throughout the
world. The journal aims at promoting excel-
lence through dissemination of high-quality
research findings, specialist knowledge,
and discussion of professional issues that
reflect the diversity of this field. In additional
to these three journals, original research
articles on emergency nursing can also be
found in other general medical and nursing
journals including cardiology and pediatrics
journals.

Journals focusing on ED nursing have
become increasingly involved in partnering
with nurse researchers to help disseminate
research for the utilization of this special-
ized knowledge by health care providers at
the bedside. Emergency nurses also work
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collaboratively with others to establish evi-
dence-based emergency nursing resources
for practice. Emergency nursing research
will continue increase and provide the basis
for emergency nursing practice.

Emergency nurses take the lead in
treating life-threatening and potential or
perceived life-threatening conditions that
face millions of patients across the nation.
They are also prepared to deliver primary
care and health promotion services as well
as treating urgent care conditions. In addi-
tion, emergency nurses treat patients across
the life span from the neonate to the frail
elderly. Emergency nursing is a complex
profession that encompasses a research tra-
jectory that is versatile, rapidly changing,
and rigorous. Research in emergency nurs-
ing is growing and expanding in an effort
to respond to the dynamic practice of ED
nurses.

Suling Li
Vicki Keough

EMPATHY

Empathy is a dimension of nursing that is
central to caring competence, and it is often
seen as an essential condition of nursing
care. Empathy is often designated as the art
of nursing. Empathy in nursing is the ability
of nurses to penetrate the covert thoughts
and feelings of the client, to accurately inter-
pret the client’s thoughts and feelings as if
they were their own, and to verbally and
nonverbally convey that interpretation back
to the client in forming a positive nurse—
client relationship. Empathy, appropriately
expressed in the form of sincerity, genuine
positive regard, and sensitive understand-
ing of the client’s private world, has healing
potential. Empathic nursing care has been
shown to improve physiological and psy-
chological outcomes for clients. Empathy

seems to create an interpersonal quality that
enables individuals to release defensiveness
and enhance health (Burhans & Alligood,
2010; Hope-Stone & Mills, 2001; Mercer &
Reynolds, 2002).

Carl Rogers (1957) believed that empa-
thy is the ability to “sense the client’s pri-
vate world as if it were your own” (p. 4) and
the ability to perceive the internal frame of
reference of another with such exactness as
to be one with the other person’s frame of
reference (Rogers, 1961). Carper (1978) cor-
related empathy with aesthetic knowing in
her description of fundamental patterns of
knowing in nursing.

From a historical perspective, the roots
of morality are found in empathy. Being
able to empathize with potential victims
encourages people to act and help others.
Empathy underlies many facets of moral
judgment and action. An instance when
empathy leads to moral action is when a
bystander is moved to intervene on behalf
of a victim; the more empathy a bystander
feels for the victim, the more likely it is that
the bystander will intervene (Goldman,
1998). The level of empathy felt toward
another will shape one’s moral judgments
and empathic attitudes. Putting oneself in
another’s place leads people to follow cer-
tain moral principles.

Developmentally, there is a natural pro-
gression of empathy from infancy onward.
At 1 year, children feel distress and will start
to cry when they see another child cry. After
1 year, the child will try to sooth another
child that is crying. The most advanced level
of empathy emerges in late childhood when
children begin to feel empathy for the plight
of an entire group, such as the poor or the
oppressed. During adolescence, empathic
understanding can reinforce moral convic-
tions developed earlier in life that center on
a desire to alleviate misfortune and injustice
(Goldman, 1998).

Many recent studies have explored the
biological basis of empathy. Greimel et al.
(2010) explored developmental changes in



the neural mechanisms underlying empa-
thy. Schulte-Ruther, Markowitsch, Fink, and
Piefke (2007) significantly correlated neu-
ral activity with empathic abilities. Vollm
et al. (2006) conducted a study confirming
that Theory of Mind and empathy stim-
uli are associated with neuronal networks.
Hurlemann et al. (2010) provided the first
demonstration that oxytocin can “facilitate
amygdala-dependant, socially reinforced
learning and emotional empathy in men”
(p- 4999).

Early nursing research conducted in
the area of empathy indicated that empathy
development programs had little to no effect
on enhancing empathy. However, later stud-
ies have indicated that empathy can be sig-
nificantly improved and successfully taught
and that nurse educators can enhance basic
empathy among nursing students.

Teherani, Hauer, and O’Sullivan (2008)
used standardized patient simulations to
assess learners’ empathic behaviors and dis-
covered methods to enhance learner deficits
in empathic responses. Vanlaere, Coucke,
and Gastmans (2010) conducted empathy
sessions in simulation laboratories with
the aim of generating empathy in care pro-
viders and student nurses. The participant
experiences lead to insight into their own
perceptions and promoted ethical reflection.
Simulation of empathy sessions “can elicit a
break from conformist thinking and treat-
ment, [initiate] a readjustment of one’s own
visions, and often [stimulate] an adjustment
of behavior” (p. 335). Webster (2010) used a
creative reflective teaching strategy in an
attempt to enhance empathy in nursing stu-
dents. Results of this study suggested that
creative reflective experience facilitated the
development of the nursing student—client
relationship and promoted empathy. Idczak
(2007) used hermeneutic phenomenology to
investigate how nursing students learn the
art and science of nursing. She concluded
that empathy development is improved over
time and that self-reflection and experience
enhanced empathic care.
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Mercer and Reynolds (2002) described a
variety ofassessmentand feedback techniques
used in the delivery of holistic consultations
and concluded that empathy improved cli-
ent outcomes. They also found that empathic
responses were improved in students by the
use of experiential teaching methods. Evans,
Wilt, Alligood, and O’Neil (1998) addressed
empathy as a multidimensional phenome-
non and stressed the importance of under-
standing two types of empathy: basic and
trained. They likened basic empathy to natu-
ral, raw, or ordinary feelings for others such
as the innate tendency of a child to cry when
recognizing distress in another human. They
likened trained empathy to increased empa-
thy as a result of knowledge and education.
They used the Layton Empathy Test and the
Hogan Empathy Scale to measure trained
and basic empathy in 106 nursing students
and found that trained empathy was not
sustained over time, causing the research-
ers to call into question attempts by nursing
faculties to teach empathy to students. They
emphasized the importance of obtaining a
measurement of students’ baseline empa-
thy as a way of monitoring changes in basic
empathy after exposure to various empathy
learning modalities. Evans et al. (1998) sug-
gested new approaches to facilitate students’
discovery of their basic empathy and empha-
sized that basic empathy can be identified,
reinforced, and refined to develop expertise
in the expression of empathy.

Oz (2001) conducted a quasi-experimen-
tal investigation of empathy with 260 nurses
who were randomly assigned to intervention
and control groups. They used Dokmen’s
Scale of Empathic Skills and the Empathic
Tendency Scale to measure empathic com-
munication skills and empathic tendency
levels. Their intervention consisted of educa-
tion about empathic communication. Results
indicated that nurses gained empathic com-
munication skills as a result of empathy
training

Wikstrom (2001) investigated the effect
of an intervention program on student nurses
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engagement in learning about empathy. The
investigator assigned subjects to intervention
and control groups. The intervention group
received empathy exercises involving the use
of a reproduction of Edvard Munch'’s paint-
ing, The Sick Girl, to stimulate discussion and
account making regarding interpretations of
empathy depicted in the painting. There was
a significant improvement in the intervention
group members’ levels of empathy as com-
pared with the matched control group. The
research findings supported the use of art
as a complementary strategy to theoretical
knowledge on empathy to stimulate nurses’
basic empathy.

Continued research into the biological
basis for empathy is certainly on the horizon.
Development of tools that more accurately
measure empathy is required. Simulation
laboratories in nursing education are a fitting
venue for continued investigation. Research
into the development of scenarios that have
been shown to enhance empathy is neces-
sary. Research focused on interventions that
facilitate emotional development and allow
students and caregivers to develop empathic
capability and self-awareness is needed.
More research is indicated in the areas of cli-
ents’ perception of empathy.

Over the past 40 years, empathy has
been conceptually and empirically advanced
in the nursing literature. Studies have raised
critical questions about the nature of empathy
and how empathy may or may not be teach-
able using various educational and experien-
tial strategies. Research findings suggest that
baseline measurements of empathy in nurses
and nursing students can be a starting point
for developing strategies to enhance empathic
response to clients. Nursing as a profession
needs more replication of studies to identify
basic empathy skills and to discern the dif-
ferential impact of empathy education versus
empathy education combined with experi-
ential exercises in empathic understanding
such as simulation, reflective insight, art,
film, music, and literature. With continued

research and growth in our understanding of
empathy, the art of nursing can be enhanced
and improved outcomes for clients will be
achieved.

Dianna Hutto Douglas

END-OF-LIFE PLANNING
AND CHOICES

The decision to choose or appoint another to
make health care and end-of-life (EOL) treat-
ment decisions for one in the event of tem-
porary or permanent loss of decision-making
capacity is less risky and requires less cogni-
tive capacity than the creation of a list of treat-
ments desired and not desired at some point
in the future. There is no “gold standard”
to assess decisional capacity; mental status
assessment tests cannot be the sole criterion.
Decision making is retained in early demen-
tia, especially insofar as appointing a trusted
other to make health care decisions for one’s
self (Kim & Karlawish, 2002). Using the tech-
nique of paraphrased recall and reflection,
Mezey, Tersei, Ramsey, Mitty, and Bobrowitz
(2002) developed a set of guidelines to deter-
mine if nursing home (NH) residents had the
capacity sufficient to create a Durable Power
of Attorney for Health Care (i.e, a Health
Care Proxy [HCP]). Analysis indicated that
many mild cognitively impaired residents
had this capacity. Mezey et al. suggest that
the guidelines are more predictive than the
Mini Mental State Examination in identi-
fying such residents and could be used for
determining decision-making capacity suffi-
cient to create an HCP.

Nurses lack confidence in assisting peo-
ple make decisions about care preferences at
the EOL (Jezewski et al., 2005). Education of
health care professionals can make a differ-
ence in advance direction (AD) completion



rates (Gutheil & Heyman, 2005; Patel, Sinuff, &
Cook, 2004).

Myths about EOL care become barri-
ers to care at the EOL. Such myths include
beliefs that advance care planning (ACP)
is the same as permission for euthanasia
(Jeong, Higgins, & McMillan, 2007; Silviera,
DiPiero, Gerrity, & Feudtner, 2000), that life-
sustaining treatment (LST) at the EOL cannot
be withheld in the absence of evidence that
that would have been the patient’s wish, that
withdrawing or withholding artificial nutri-
tion and hydration (ANH) at the EOL from
a terminally ill or permanently unconscious
patient is illegal, and that terminal sedation
is illegal even in the presence of intractable
pain and suffering of a patient who is immi-
nently dying (Meisel, Snyder, & Quill, 2000;
Sabatino, n.d.).

The most important factors for patients
and families at the EOL in all care settings are
pain and symptom management, information
about choices, preparation for death, having
a sense of completion, and being treated as
a whole person that includes discussion
about treatment preferences (Hawkins, Ditto,
Danks, & Smucker, 2005; Heyland et al., 2006;
Steinhauser et al,, 2000). Many community-
dwelling older adults and their families are
unaware of EOL care options, unable to dif-
ferentiate between (physician) assisted sui-
cide and euthanasia, misunderstand the
“double effect” in pain management, and do
not understand treatment refusal or treat-
ment withdrawal (Silviera et al., 2000). Staff
and family in NHs and assisted living set-
tings differ regarding the kind and quality
of EOL care that is, or should be, provided in
these settings (Cartwright, 2002). Information
about ACP is not coming from physicians and
other health care professionals (or the media)
but rather from personal experience with
illness and death (Kahana, Dan, Kahana, &
Kercher, 2004, Lambert, McColl, Gilbert, &
Wong, 2005).

Factors that facilitate ACP by persons
with dementia include previous discussion
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of EOL treatment preferences with family or
significant other and knowing what friends
have gone through regarding EOL decision
making (Hirschman, Kapo, & Karlawish,
2008). Family members (i.e., surrogate decision
makers [SDMs]) of persons with moderate/
severe dementia, asked to make EOL treat-
ment decisions, are unclear about the goals
of EOL, the dying trajectory likely for their
loved one, and the lack information about
palliative care and comfort options (Forbes,
Bern-Klug, & Gessert, 2002). Their decisions
to withhold ANH are more influenced by
the interdisciplinary team, the resident’s pre-
sumed quality of life, the stage of illness, and
the comorbidities than by the AD instruc-
tions (Lopez, Amella, Strumpf, Teno, &
Mitchell, 2010; The, Pasman, Onwuteaka-
Philipsen, Ribbe, & van der Wal, 2002). Resi-
dents with advanced dementia are likely to
have a feeding tube (FT) inserted if they do
not have do not resuscitate (DNR) order, and/
or there is no nurse practitioner or physician
assistant on the NH staff (Mitchell, Teno, Roy,
Kabumoto, & Mor, 2003). In NHs with low use
of FTs—in comparison with high-use NHs—
hand feeding is highly valued, the NH has
a “home-like” environment that recognizes
the importance of food in daily life and an
ACP process that includes family participa-
tion and palliative care options (Lopez et al.,
2010). High-use NHs have insufficient assis-
tive staff at meal times and fear both aspira-
tion and noncompliance with regulations (in
regard to weight loss). Among hospitalized
NH residents, lowest FT use was associated
with White as compared with Black patients
and those with an AD, DNR order, and no
ANH orders (Teno et al., 2010).

Although the most common reason for
approving insertion of a FT was that it would
prolong life and prevent aspiration, only
40% of SDMs felt that it would improve the
patient’s quality of life (Mitchell, Berkowitz,
Lawson, & Lipsitz, 2000). Most SDMs felt
they understood the benefits of a FT but not
the risks (83.0% vs. 48.9%), and less than half
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felt that the patient would have wanted tube
feeding.

Ethnic, religious, and racial groups
(considered homogeneously) differ with
regard to EOL care and LST preferences and
the context in, and process by which, such
decisions are made (Cox et al., 2006; Hopp
& Duffy, 2000; Kwak & Haley, 2005; Mezey,
Leitman, Mitty, Bottrell, & Ramsey, 2000).
Close-knit families of all ethnic groups feel
that ADs are destructive to family cohesive-
ness and find it unbelievable that there is
a law that creates a barrier to family deci-
sion making (Mitty, 2001). Cultures differ
as well with regard to truth telling and dis-
closure (Kagawa-Singer & Blackhall, 2001).
Asian and Hispanic/Latino patients prefer
family participation in decision making in
contrast to White and Black patients who
prefer patient-centered or patient-directed
decision making (Kwak & Haley, 2005). As
many have shown, White patients are more
informed about, interested in, and likely
to discuss treatment preference, execute a
living will (LW), refuse certain LSTs, and
appoint an HCP than Black or Hispanic/
Latino patients (Hopp & Duffy, 2000; Kwak
& Haley, 2005). White patients with higher
education and income levels are more likely
to complete an AD than Black and Hispanic/
Latino patients with less than a high school
education and low income levels (Mezey
et al, 2000). In comparison with Mexican
American and Euro-Americans, Black
patients are more likely to want LST to pro-
long life (Hopp & Duffy, 2000) and believe
that having an AD legalizes denial of access
to care (Perkins, Geppert, Gonzales, Cortez,
& Hazuda, 2002). Same-race peer mentors
had a positive effect on ACP among Black
but not White patients with regard to AD
completions (Perry et al., 2005).

Black more than White family members
report communication problems regarding
being informed and supported for what the
family says are the patient’s treatment wishes
or are stated in the patient’s AD (Welch, Teno,
& Mor, 2005). Overall, having an AD means

that families are informed about what to
expect and have good communication with
the physician, and patients have greater use
of hospice in comparison with patients with-
out an AD (Teno, Grunier, Schwartz, Nanda,
& Wetle, 2007).

Preferences for LSTs among older adults
are not consistent over time and appear to
be associated with transient factors, such as
current health status, rather than core val-
ues (Fried, O’Leary, Van Ness, & Fraenkel,
2007). As new health states emerge, what
was once intolerable and unacceptable (such
as mild chronic pain and transient weak-
ness) becomes tolerable and acceptable,
hence the instability of choices. Variability
was somewhat associated with treatment
burden or the risk of a (further) impaired
health status.

Hospitalized older adults (>60 years)
with LWs that indicated wishes for limited
care or comfort care were more likely to have
their preferences honored than hospitalized
older adults without an LW (Silviera, Kim, &
Langa, 2010). Patients with an HCP were less
likely to receive all care possible or die in the
hospital than were patients without a desig-
nated decision maker.

The physician orders for life-sustaining
treatments (POLST) is intended to surmount
thebarriers and problems associated with tra-
ditional EOL treatment orders and processes.
It not only reflects a patient’s preferences
about CPR but also includes medical orders
about hospitalization, antibiotics, ANH, com-
fort measures, and medical interventions (e.g.,
IV fluids, intubation). Known by a variety of
names, such as the physician orders for scope
of treatment (POST) or the medical orders
for life-sustaining treatments (MOLST), the
POLST is associated with reduced unwanted
hospitalization, improved documentation of
NH residents’ wishes, fewer traditional DNR
orders, and fewer full-code orders (Hickman
et al, 2010). Consistency over time has not
been reported.

Ethel L. Mitty



ENTERAL TUBE PLACEMENT

An enteral tube is broadly defined as any
tube passed through the nose or mouth into
the stomach or small intestine, or directly
into the stomach or jejunum for the pur-
pose of decompression, medication instilla-
tion, and/or feeding. Feeding by nasogastric
(NG), orogastric (OG), or nasointestinal (NI)
tubes is preferred when the gastrointestinal
(GI) system is functional and the need for
assisted feeding is expected to be short term
(usually 6 weeks or less). Thus, many prema-
ture infants are fed through these tubes until
their suck and swallow mechanisms mature
sufficiently so they are able to coordinate
sucking, swallowing, and breathing. Older
children and adults requiring enteral nutri-
tional support may also be fed through NG/
OG/NI tubes until a decision can be made
whether or not long-term enteral nutritional
support will be needed. For clients requir-
ing longer term support, a gastrostomy or
jejunostomy tube can be inserted surgically,
endoscopically, or using ultrasound guid-
ance into the stomach or jejunum. It is also
possible to insert a jejunal tube through a
gastrostomy tube allowing simultaneous
decompression of the stomach and feeding
into the jejunum. Because placement issu