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In the past few years nursing theory has made a dramatic shift from focusing on the
individual to focusing on the family. Nursing now considers the family as one of the
primary units of health care. The nursing literature is replete with such terms as “family
centered care” (Cunningham, 1978), “family nursing” (Friedman, 1986); “family-focused
care” (Janosik & Miller, 1979), “family conferences” (Wiley, 1978), and “family interview-
ing” (Wright & Leahey, 1984). These terms are also evident in many components of
undergraduate and graduate nursing curricula, especially in the area of community
health.

The involvement of families in nursing is interesting because it has come full circle.

Although family nursing has always been part of nursing, until recently it was not
labeled as such. Because nursing was first practiced in patients’ homes, it was natural to
involve family members in providing care. With the transition of nursing practice from
homes 1o hospitals dusing the 1930s and 1940s, the family was exciuded from involve-
ment. Nursing is once again, however, inviting families to pariicipaie in both home care
and hospital treatment. One example of this trend is the large number of fathers now
involved in all aspects of maternity care. Family nursing has come to mean nursing care
of the well and sick, and health counseling for all members of the family.
" Despite the statement that family-focused care is widely accepted within the
discipline of nursing, it should be noted that family therapy is less widely accepted
within nursing. Nursing educators have incorporated family therapy into their mental
health nursing programs only as one more treatment method, rather than as a different
orientation lo human problems.

Some possible explanations for this phenomenon can be offered. First, the majority
of nurses are highly committed to maintaining their professional identity within the
nursing profession, and therefore have been hesitant to enter into the mainstream of
family therapy. Nurses are keen to do “family work,” but do not want to be considered
family therapists. This difference in professional identity between nurses and family
therapists has been further accentuated in recent years by the recognition of family
therapy as a distinct profession. Second, there is a dearth of family therapy role models
within the nursing profession itself. There are few nurse educators/clinicians who
specialize in the practice of family therapy. Therefore, most nurses have to go outside of
their profession to receive family therapy training. Nursing students often rely on
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secondarily about the interactional aspects. For example, in working with a family with

cancer nurses must be knowledgeable about both cancer as an illness and its management

within the family system. Family therapists, on the other hand, are not expected to know

about such physical aspects as colostomies or medication side effects. 1t is thus a challenge

for nurses 10 try to integrate a family systems approach with their nursing education.

Education Levels

We recommend that the education of a nursing student in family therapy be provided
only at the graduate or postgraduate levels, while the training of a student in family
nursing may be provided at the undergraduate and/or graduate level (Wright & Leahey,

1984). N

CRADUATE AND POSTGRADUATE EDUCATION ‘ o
Graduate nursing master’s or doctoral programs and postdegree institutes specializing in

family therapy provide heavy emphasis on family assessment, models of family therapy,
and the necessary skills to practice family therapy. Extensive clinical supervision, prefer-
ably live, of students’ skill development (perceptual, conceptual, and executive) is pro-
vided by educators/clinicians. In North America, only a few graduate nursing programs
or postdegree institutes offer family therapy courses taught by nurse educators (e.g., the
Oregon Health Sciences University, Portland, Oregon; the University of Washington,
Seattle, Washington; and the Family Therapy Institute, Holy Cross Hospital, Calgary,
Alberta). Also rare is the supervision of nursing students in their clinical family therapy
practica by nurse educators/clinicians.
We will briefly describe two graduate nursing programs that do offer family therapy
courses and clinical supervision. These are examples of attempts lo incorporate family
therapy training into nursing programs. The first is the master’s program, Faculty of
Nursing, University of Calgary, Calgary, Alberta, Canada. The program is designed to
prepare clinical nusse specialists. Students entering the program who df:sfrc to specialize in
family therapy are able to focus on this arca of interest within their clinical practica. Two
clective courses are also offered: “Family Therapy Models: Structural, Strategic and Sys-
temic™; and “Families and liness.” The predominant assessment model used is the Calgary
Family Assessment Model (Wright & Leahey, 1984), while the predominant intervention
model is an integration of the systemic—strategic approach. Live supervision is provided by
two nurse educators/clinicians who themselves have specialized training in family therapy.
The graduate nursing students also have opportunities to observe their profasoq interview-
ing families. Families interviewed by the graduate students are seen at the Family Nursing
Unit at the University of Calgary (Wright, Watson, & Duhamel, 1985).
Another example of a graduale nursing program that offers family therapy courses
and clinical supervision is the master’s program at the University of Washington. This

progra n offers a course entitled “Theoretical Models of Family Analysis a.nd Interven-
herapy approach is presented in the clinical practica,

tion.” -The structural family t
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Curricutum

An examination of the curricula taught to students in family nursing, and to students
specializing in family therapy in nursing, reveals three trends that serve to limit the
extent to which family therapy can become an integral part of the nursing discipline.
The first trend is that family nursing and/or family therapy courses are seldom identified
as such. This trend is idiosyncratic to nursing. Within undergraduate curricula, family
nursing is often hidden or embedded in other courses. For example, a course called

“Clinical Nursing” can contain a significant amount of material concerning the family. -

Yet the title of the course does not reflect the family focus. Even at the graduate level,
courses dealing with family therapy are frequently identified by such general titles as
“Special Topics in Health Care.” This reflects, we believe, nurse educators’ ambivalence
about a systems perspective and their lack of articulation of the levels of expertise in
family work. However, as more nurse educators adopt a systemic perspective to health
problems, this articulation should be reflected in the nursing curricula, with family-
oriented courses more readily identifiable.

A second trend in nursing is the adoption of a wide variety of family assessment
models (Clark, 1978; Friedman, 1986; Grace & Camilleri, 1981; Horton, 1977; Wright &
Leahey, 1984). These models tend to be eclectic, and to incorporate a few family therapy
concepts along with many concepts from nursing and sociology. The following state-
ment from Janosik and Miller’s work (1979) perhaps best identifies the beliefs of the
nursing profession about the need for an eclectic framework. They slate that

focusing on one aspect of family life reveals that aspect but may ignore others of equal or
greater importance. To adopt a single framework is unnecessarily restrictive, because it
discounts the multiple aspects of family life and confines itself 1o a reductionistic point of
view. Every conceptual framework is advantageous in some sespects, but consigning all
observations into one theoretical framework results in emphasizing some details at the

expense of the others (p. 14).

This belief in eclecticism has enabled nursing to maintain an interest in family
theory, but has limited its ability to develop theoretical models integrating family
therapy and nursing. There are no specific models of family therapy associated with the
nursing discipline. Rather, nurses have generally selected specific concepts (e.g., pseudo-
mutuality, double-bind) from a wide variety of family therapy models. Rare mention is
made in the nursing literature of the newer family therapy approaches, such as the
strategic approach or the systemic (Milan) approach.

One book, Nurses and Families: A Guide to Family Assessment and Intervention by
Wright and Leahey (1984), does atlempt to integrate the most useful concepts from
nursing and family therapy. The authors have presented a systematic family assessment
model and have offered guidelines for intervention. The assessment model is the Calgary
Family Assessment Model (CFAM), which is a multidimensional framework consisting
of three major categories (structural, developmental, and functional). The model is based
on a systems/cybernetics/communication theory foundation. Although the model has
been primarily adapted from the family assessment framework developed by Dr. Karl
Tomm and colleagues at the Family Therapy Program, Faculty of Medicine, University
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Executive skills are required 1o carry out therapeutic interventions in an interview.
Students skilled in family nursing will be able to assess and intervene with normative
events in families with the use of direct interventions. Students taking family therapy
training in nursing will be able to assess and intervene in both normative and paranor-
mative family events using an identifiable intervention model. Their interventions may
be straightforward, or may be more complex and indirect {e.g., use of rituals or refram-
ing). Both family nurses and nurses who have specialized in family therapy will conclude
treatment with a therapeulic termination. Nurses skilled in family nursing would most
often refer families if further treatment was indicated.

Since nurses more than other health professionals have frequent contact with
families, particularly in hospital and community settings, they need to possess strong
interpersonal skills to be effective. Family therapy offers many skills that are useful in
relating to families. Examples are engagement skills, taking a “ofie-down position” when
dealing with symmetrical families, and maintaining neutrality. Regardless of the level of
expertise, all nurses need skills that are unique to work with familics.

Supervision Methods

The predominant focus of supervision in nursing is on the development of skills
(psychomotor and interpersonal), and not on the personal development of the nurse. The
methods used to supervise family nursing and family therapy training in nursing appear
to be going through a clearly identifiable, evolutionary process. There is an increasing
emphasis on direct observation of the nurse’s work. In the past, verbal and written process
recordirgs were used heavily. We believe this method of supervision is the least effective
method for aiding the development of therapeutic competence (Wright & Leahey, 1984).

The next evolutionary step, audiolape recording, was important in correcting the
distortions of traditional verbal and/or written content. However, the major disadvantage
of this type of supervision is that it omits extremely valuable data concerning nonverbal
behavior. It is unfortunate that most students engaged in: family nursing receive, at best,
supervision only on their audiotaped interviews.

Although direct observation has been a common method used for the development
of the nurse’s psychomotor skills, live supervision of interactional skilis has not been
pursued as vigorously. The underuse of live supervision can be altributed, in part, to a
lack of one-way mirrors in many facilities. Educators, however, can use other methods of
direct observation. Supervisors can sit in on the actual interviews and participate
minimally, or preferably not at all. Live supervision provides guidance predominantly in

the development of executive skills (Wright, 1986).

Training Facilities

To the best of our knowledge, appropriate and well equipped facilities for training
nursing students in family nursing or for specialization in family therapy are rare in
North America. One excellent facility is the Family Nursing Unit (Wright, Watson, &
- Duhamel, 1985) at the Faculty of Nursing, University of Calgary. The iraining facilities
have been used predominantly by graduate students and, to a lesser degree, by under-
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FIGURE 17-1. The Family Nursing Unit, University of Calgary.
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drgling with life-ihreatening illnesses such as cancer, or chronic illnesses such as
multiple sclerosis. They are knowledgeable and sensitive about stresses involved in
dealing with specific types of chronic illness such as diabetes mellitus, which fluctuates
daily, and arthritis, which varies little from day to day. In contrast to family therapists,
who may lack knowledge about health problems, nurses automatically tend to include
these issues in their family assessment. For example, a family may present with a 5-year-
old diabetic boy who is imritable and unmanageable, especially before supper time.
Recognizing that hypoglycemia can manifest itself behaviorally as transient irritability,
anxiety, or confusion (McArthur, Tomm, & Leahey, 1976), a nurse would more naturally
assess this connection between the physiological and behavioral aspects of the presenting
problem. Adjustment of the ealing schedule or the insulin dosage are appropriate
interventions that could be suggested by a nurse to family members (Tomm, McArthur,
& Leahey, 1977). ~

A second contribution of nursing to the family therapy field is the potential for a
great influx of family interviewers. There are over 1.6 million practicing nurses in the
United States. More than most other professionals, nurses have unique opportunities to
work with families because of the number and variety of contexts in which nurses provide
health care, such as in hospitals, homes, and occupational health settings. As nurses
increase their conceptualization of the. family’s role in the formation and/or mainte-
nance of symptoms as well as the impact of illness on the family, more families will
receive the benefit of a systemic approach to health problems. One of the hoped-for
consequences of nurses adopting a new epistemology of health problems is that they will
be able to make more accurate and thorough family assessments. in so doing, they will
make better judgments as to whether or not family intervention is indicated or desitable
(Leahey & Slive, 1983). _

Is family therapy open to accepting the contribution of the nursing profession?
Particularly, is family therapy ready to address the interrelationship of biophysical and
interactional factors in family functioning? There does seem to be a burgeoning interest
in the family therapy field in helping familics with health problems. The relatively new
Family Systems Medicine journal is one sign of interest in this area.

Whether the family therapy field is ready to accept nurses becoming more in-
volved with families remains to be seen. Within most hospitals and health care settings
the issue of territoriality is alive and welll It is our expesience that other traditional
disciplines, namely social work, psychiatry, and psychology, have difficulty accepting
nurses doing family therapy. How a “family problem” and how a “health problem™ are
defined in a particular work setting can fuel the controversy, because the definitions
involve issues of identity and professionalism. If nurses (working with a patient who has
had a recent colostomy) invite the spouse to come for instruction on how to assist in
changing the colostomy bag, are the nurses treating the family or treating the health
problem?

If nursing and family therapy are to bridge camps, then the definition of whether a
problem is a nursing or a family issue is a question of semantics. Ideally, the best person
10 intervene in a situation is the one with the most ready access to the system level in
which 2 problem manifests itself. Nurses may have an advantage over other professionals
in sidestcpping territorial issues; by a simple reframing they van invite whole families to

— e ——— — —
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However, in order for a family therapy specialty to be appreciated and recognized
within the nursing profession, more nurses need to obtain training in family therapy both
at the inaster’s and doctoral level. Initially some nurses may obtain this training outside
the nursing discipline. For others it will, onc hopes, be obtained in nursing graduate
programs. As more nurses possess specialized training in family therapy, and thus are
able to teach and train other nurses, the family therapy specialty will become more
valued. We see a strong trend in this direction.

Notes

1. The Family Nursing Unit, directed by Dr. Lowraine M. Wright, offers families assistance when one or
more family members are experiencing difficulties with a physical and/os tional iliness.

2. The decision to use the name Family Nursing Unit for the lraining facility at the University of Calgary
was a very deliberate and conscious one to avoid potential tesritorial and engagement issues.
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