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Chapter 20 Family Health
Beverly Cook Siegrist
Family is not an important thing, it’s everything.
Michael J. Fox

Objectives
Upon completion of this chapter, the reader will be able to do the following:
1. Give a definition of family.
2. Identify characteristics of the family that have implications for community health nursing
practice.
3. Describe strategies for moving from intervention at the individual level to intervention at the
family level.
4. Describe strategies for moving from intervention at the family level to intervention at the
aggregate level.
5. Discuss a model of care for families.
6. Apply the steps of the nursing process to individuals within the family, the family as a whole,
and the family’s aggregate.

Key Terms
cohabitation
ecological framework
ecomap
expressive functioning
external structure
family
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family interviewing
general systems theory
genogram
instrumental functioning
internal structure
nuclear family
sandwich generation
social network framework
transactional model
To understand American families, many sociologists suggest that one needs to only view television
and movies. Stereotypical television families have allowed American families to identify with
developmental landmarks and to understand changing family demographics and structure. ABCDisney television’s hit situation comedy Modern Family provides a quasi-realistic depiction of a
diverse extended family: Jay, a 60-ish family patriarch in a second marriage to a much younger
Colombian wife, has a new son and a 14-year-old stepson; Jay’s adult daughter and her husband are a
traditional nuclear family with three children; his adult son lives with his stay-at-home same-sex
partner, who is the primary caregiver for their adopted Vietnamese daughter. In reality, “modern
families” may be much more complex than the television families because of chronic health issues and
the changing societal forces that are affecting the family in ways never before imagined by health care
professionals.
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The cast of the television show Modern Family portray the Pritchett
family, a sterotypical extended American family.

(Used with permission from Disney/ABC Television Group, Burbank, California. © American
Broadcasting Companies, Inc.)
The dynamic forces impacting families are not new, but when combined result in new challenges to
families. For example, it is well documented that the increase in the number of aging Americans is
expected to present new challenges to families and society. Forty-seven percent of the U.S. population
85 years and older is composed of women living alone, below the poverty level ($15,072), whose
primary income is social security (U.S. Department of Health and Human Services [USDHHS], 2012).
When combined with the declining economy, the increasing population of aging, single women has
resulted in challenging living arrangements, draining economic resources, and growing numbers of
families without sufficient health care coverage. The result is a sandwich generation or sandwich
family structure, in which adults care for elderly parent(s) either in their homes or by providing
financial support (Parker and Patten, 2013, Zinn, Eitzen, and Wells, 2011). Added to this financial
burden is the number of adults also providing financial support to adult children. According to a report
from the Pew Research Foundation, “47% of adults in their 40s and 50s have a parent aged 65 or
older, are raising a young child, or financially supporting a grown child. And about one-in-seven
middle-aged adults (15%) is providing financial support to both an aging parent and a child” (Parker
and Patten, 2013) (Figure 20-1).
Globalization has also affected the family. In many areas manufacturing has replaced agriculture as

PRINTED BY: oluremilekun baruwa <adnyba@gmail.com>. Printing is for personal, private use only. No part of this book may be reproduced or transmitted
without publisher's prior permission. Violators will be prosecuted.

FIGURE 20-1 The sandwich generation.

(From Pew Research Center: Social and demographic trends: The sandwich generation, 2013.
Retrieved from <http://www.pewsocialtrends.org/2013/01/30/the-sandwich-generation/>).
The families described in the following Clinical Examples depict broad contemporary definitions of
family and are the kinds of families carried in caseloads by undergraduate community health nursing
students. Assessments made by students during home, office, and hospital visits with these families
triggered interventions that linked the families to resources provided by the community and, in turn,
led to questions about health needs of groups of families or larger aggregates living in the same
communities.

Clinical Example
Rebecca Martin is a 72-year-old widow of 10 years who lives in a rural town in Tennessee. She
resides in the home that she and her husband purchased before his death. Her primary source of
income is her deceased husband’s Social Security benefits, and she also receives a small income
from providing child care for infants at her church. Medicare benefits are her only source of
payment for health care. Her only child, a daughter from whom she has been estranged for many
years, recently died. The daughter was a never-married, single mother of an 8-year-old,
medically fragile child with asthma. As the only surviving relative, Rebecca has become the
custodial parent for her granddaughter.

Clinical Example
Joe Hudson is a 74-year-old alcoholic who is being treated at an outpatient department in a large
medical center. He lives in a hotel room in downtown Salt Lake City, Utah. He has one living
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close to the bed, which signals the desk clerk that something is amiss. The clerk then goes to
Mr. Hudson’s room and puts him back in bed. Mr. Hudson’s source of income is a check sent to
him the first day of each month by a minister who lives in a town 75 miles away. The desk clerk
cashes Mr. Hudson’s check and helps him pay his bill from the hotel, which provides
congregate dining facilities.
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Clinical Example
Lyn Nguyen is a refugee from Vietnam who moved with her family to San Francisco 3 months
ago. Mrs. Nguyen is a single parent; Mr. Chan died in an automobile accident shortly after
arriving in the United States. Mrs. Nguyen has two children, an 11-year-old son and a 5-yearold daughter. The family resides in a one-room efficiency apartment in the Tenderloin district in
downtown San Francisco.

Clinical Example
Jaime Gutierrez, a 72-year-old Mexican American man, lives with his 36-year-old son, Roberto;
his 34-year-old daughter-in-law, Patricia; and his three grandchildren, who are 14, 13, and 12
years of age. Mr. Gutierrez was in good health until he fell from a tree while helping his son
make roof repairs on the house in 1995. He suffered a concussion, right hemothorax, and
fracture of vertebrae T11 and T12. Confined to bed, he is receiving home health care. He
requires intermittent catheterization but feels uncomfortable when the nurse suggests that his
daughter-in-law is willing to carry out this procedure for him. Therefore Roberto quit work to
provide this personal care to his father. Consequently, the family of six lives on Mr. Gutierrez’s
retirement income, which consists of $239 from Social Security and $244 from a pension plan
per month. Roberto would like to improve his job skills while at home. He has finished the
fourth grade and has failed the Graduate Equivalency Degree (GED) examination twice. Patricia
also would like to return to school and pursue job training. Although agreeable to Patricia’s
interests, Roberto is hesitant to support active steps taken by Patricia to initiate her plan.
Working with families has never been more complex or rewarding than now. Nurses understand the
actual and potential impact that families have in changing the health status of individual family
members, communities, and society as a whole. Additionally, families have challenging health care
needs that are not usually addressed by the health care system. Instead, the health care system most
frequently addresses the individual. This holds true for nursing interventions within the health care
system. This chapter helps the nurse understand and address complex issues that impact family health
and suggests methods to improve family health.

Understanding Family Nursing
Family nursing is not a new concept and has been taught in schools of nursing since Nightingale’s
“district nursing” concept (Cook, 1913) and Lillian Wald’s (1904) principles on how to nurse
families in the home. The National League for Nursing (NLN) has emphasized the importance of
family nursing in standard curriculum guides for schools of nursing since 1917 (Beard, 1999, NLN,
1937). Early NLN publications directed nurses in “household science” and later required that 10 to
15 hours of study should be directed toward understanding the “modern family,” in which the nurse
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affecting individual clients; as small to large groups of interacting people; as a single unit of care
with definable boundaries; or as a unit of care within a specific environment of a community or
society. Current family theorists recognize the diversity of American families. Kaakimen, GedalyDuff, & Hanson (2009) define family as “two or more individuals who depend on one another for
emotional, physical, and economical support. The members of the family are self-defined”. Wright
and Leahey (2012) state, “the family is who they say they are” (p. 70). Current advocacy groups find
these definitions even too narrow. The Human Rights Campaign (2014) urges that health
professions acknowledge all types of families, including gay, lesbian, and even grandparents as
heads of family, by using this definition:
“Family” means any person(s) who plays a significant role in an individual’s life. This may include
a person(s) not legally related to the individual. Members of “family” include spouses, domestic
partners, and both different-sex and same-sex significant others. “family” includes a minor
patient’s parents, regardless of the gender of either parent … without limitation as encompassing
legal parents, foster parents, same-sex parent, step-parents, those serving in loco parentis, and
other persons operating in caretaker roles. (Human Rights Campaign, 2014, Inclusive definition of
family)
These recommendations can be seen in the revised definitions related to who are family members
and immediate relatives in the modification to U.S. Office of Personnel Management, Guidelines for
family Medical Leave Act (75 FR 33491), by which family is to include: spouse and parents of
spouse, sons and daughters and spouses, brothers and sisters and spouses, grandparents and
grandchildren and spouses, domestic partners and parents of, and any individual related by blood or
affinity whose close association with the employee is equivalent of a family relationship.
These later definitions are perhaps more useful to the nurse and allow the focus on the needs of the
family. family nursing care may be focused on the individual family member, within the context of
the family, or the family unit. Regardless of the identified client, the nurse establishes a relationship
with each family member within the unit and seeks to understand the influence of the unit on the
individual and society.
The family is composed of many subsystems and, in turn, is tied to many formal and informal
systems outside it. The family is embedded in social systems that have an influence on health (e.g.,
education, employment, and housing). Many disciplines are interested in the study of families;
interdisciplinary perspectives and strategies are necessary to understand the influence of the family
on health and the influence of the broader social system on the family. Traditionally, nursing and
even community health nursing has relied heavily, if not solely, on theoretical frameworks for
intervention with families from the disciplines of psychology or social psychology, which target
individuals (Cody, 2000, Duvall, 1977, Erikson, 1963, Maslow, 1970). This chapter addresses how
community health nurses work with families within communities to bring about healthy conditions
for families at the family, social, and policy levels. It focuses on the following five areas:
1. The changing family
2. Approaches to meeting the health needs of families
3. family theory approach to meeting the health needs of families
4. Extending family health intervention to larger aggregates and social action
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The Changing Family
Definition of Family
Many definitions of family exist, such as the traditional definition from U.S. Census Bureau
(2005): “a family consists of two or more people, one of whom is the householder, related by
birth, marriage, or adoption and residing in the same housing unit.” The nurse’s definition of
family is influenced by personal involvement with his or her own family and clinical experiences.
Definitions of family vary by professional discipline and type of family described. For example,
psychologists may define family in terms of personal development and intrapersonal dynamics;
the sociologist has used a classic definition of family in terms of a “social unit interacting with the
larger society.” Other professionals have classically defined family in terms of kinship, marriage,
and choice: “a family is characterized by people together because of birth, marriage, adoption, or
choice” (Allen, Fine, and Demo, 2000, p. 7). Friedman, Bowden, and Jones (2003) incorporate the
idea of many nontraditional definitions: “a family is two or more persons who are joined together
by bonds of sharing and emotional closeness and who identify themselves as being part of the
family” (p. 10). Again, this definition supports the idea of letting the family define their
composition and relationships (Wright and Leahey, 2012). The National Institute of Mental Health
(2005) defines family simply as a “network of mutual commitment” (p. 2).
In the past, the dominant American definition focused on the intact nuclear family. African
American families focus on a wide network of kin and community. The “nuclear” family does not
exist for Italian families. To them, family means a strong, tightly knit three- or four-generational
group that includes godparents and old friends. Some families of early- (e.g., first- or second-)
generation Chinese Americans go beyond this and include in their definition of family
multigenerational family members and ancestors (Li et al, 2009).
The community health nurse (CHN) interacts with communities made up of many types of
families. When faced with great diversity in the community, the community health nurse must
formulate a personal definition of family and must be aware of the changing definition of family
held by other disciplines, professionals, and family groups. The CHN who interacts with Mr.
Hudson, the alcoholic described in the Clinical Example who lives in a hotel, must have a broad
conceptualization of the family. Both the surveillance activity by the hotel manager and the
financial support from the minister could be accounted for in the definition of McDaniel and
colleagues: “we define family as any group of people related either biologically, emotionally, or
legally. That is, the group of people that the patient defines as significant for his or her wellbeing” (2005, p. 2).
Regardless of the definition of family accepted, what is evident is the importance of the family
unit to society. The family fulfills two important purposes. The first is to meet the needs of
society, and the second is to meet the needs of individual family members (Friedman et al, 2003).
The family meets the needs of society through procreation and socialization of family members.
“The basic unit (family) so strongly influences the development of an individual that it may
determine the success or failure of that person’s life” (Friedman et al, 2003, p. 4). The family is
the “buffer” between individuals and society. The family meets individual needs through
provision of basic needs (food, shelter, clothing, affection). The family supports spouses or
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Characteristics of the Changing Family
The characteristics of the U.S. family continue to change. Historically the typical family, the
nuclear family, has been defined as “the family of marriage, parenthood, or procreation; it is
composed of a husband, wife, and their immediate children—natural, adopted or both” (Friedman
et al, 2003, p. 10). The stereotypical view of this family as father, mother, and non-adult children
currently represents 66% of U.S. families (Pew Research Center, 2010). A Pew Research Center
Social and Demographic Trends report also describes the return of the multigenerational family
household, which is probably due to the economy. Nearly 16.1% of the total U.S. population in
2012 lived in families composed of at least two adult generations or a grandparent and one other
adult (Pew Research Center, 2010). In the last decade, recognition of various types of kinship
families has resulted in available data that describe common types of families found in the United
States. Table 20-1 presents significant family information.
The rate of cohabitation, which is defined as “a living arrangement in which an unmarried couple
live together in a long-term relationship that resembles a marriage,” has also increased over time
(U.S. Census Bureau, 2008, 2011). The U.S. Census Bureau (2010) reported a 15% increase in the
number of cohabitating families with significant changes in the family structure. The household
more likely included at least an adult parent of one of the individuals and it was more likely that
one half of the couple was unemployed. This was a significant change from 2007 findings, in
which both individuals were employed in more than half of the couples. It is hypothesized that
this change is due to the economy (Pew Research Center, 2010). The nurse should be aware of the
potential need for additional family support and intervention with such families.
Single parenting has also increased over time. The birth rate among teenagers continues to raise
concern. During

TABLE 20-1 A COMPARISON OF FAMILIES BY TYPE IN THE UNITED
STATES, 2003, 2007, AND 2011
FAMILY TYPE

2003

2007

2011

Married-couple households

50,130,111 (68%)

49,932,000 (69%)

48,328,000
(66%)

Father-only households

4,425,000 (6%)

5,076,000 (7%)

5,508,000 (7%)

Mother-only households

21,138,000 (31%)

22,282,000 (32%)

19,325,000 (26%)

Children in care of grandparents

3,194,000 (4%)

3,457,000 (5%)

2,871,000 (4%)

Children living with cohabiting
domestic partners

4,186,000 (6%)

4,343,000 (6%)

5,512,000 (7%)

Children living with neither parent 4,126,000 (6%)

4,343,000 (6%)

3,456,000 (5%)

Children living in married-couple
immigrant-family households

10,935,000

12,774,000

12,933,000

Children living in single-parent
immigrant-family households

2,944,000

3,680,000

4,417,000

US born children living in singleparent immigrant families

17,967,000

18,602,000

20,301,000
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the years 1980 to 2006, the birth rate for unmarried women 15 to 17 years of age increased from
21 to 41.9 per 1000 in the United States, before dropping back to 29.4 in 2012 (Centers for
Disease Control and Prevention [CDC], 2012). The Annie E. Casey Foundation (2013) reports
that the incidence of teen parenting continues to rise in all ethnic groups. Single parenting is
associated with greater risks because of reduced social, emotional, and financial resources, which
affect the general well-being of children and families. In 2012, 34% of all U.S. children lived in
single-parent homes. Single parenting is a key indicator of risk for well-being in children (Annie
E. Casey Foundation, 2013).
The proportion of children younger than 18 years who are living with their grandparents has
decreased slightly, by 1%, since 2007 (Annie E. Casey Foundation, 2013). In 2007, grandparentheaded families accounted for 5% of all families. The American Academy of Child & Adolescent
Psychiatry (2009) suggests that parenting by grandparents may be “due to serious societal issues
and problems including increasing numbers of single parent families, the high rate of divorce,
teenage pregnancies, AIDS, incarcerations of parents, substance abuse by parents, death or
disability of parents, parental abuse and neglect” (p. 3). The gay or lesbian family is made up of a
cohabiting couple of the same sex who have a sexual relationship. The 2010 U.S. Census reports
594,000 same-sex

TABLE 20-2 PERCENTAGE (%) OF U.S. FAMILIES THAT ARE SINGLEPARENT FAMILIES BY ETHNIC GROUP, 2007 AND 2011
2007

2011

Non-Hispanic white

23

25

Black or African American

65

67

American Indian

49

53

Asian and Pacific Islander

17

17

Hispanic or Latino

37

42

Data from Annie E. Casey Foundation: Kids Count data center, 2009. Available from <http://
datacenter.kidscount.org>.

TABLE 20-3 TEEN BIRTH RATE (PER 1000) AGES 15 TO 17 YEARS BY
ETHNIC GROUP, 2010
Non-Hispanic white

23

Black or African American

51

American Indian

39

Asian or Pacific Islander

11

Hispanic or Latino

56

Total

34

Data from Annie E. Casey Foundation: Kids Count data center, 2010. Available from
<datacenter.kidscount.org>.

couple households, 84% of which include children. Table 20-2 shows statistics for single-parent
families by ethnic group, and Table 20-3 shows teen birth rates by ethnic group. Both of these
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Approaches to Meeting the Health Needs of Families
Community health nursing has long viewed the family as an important unit of health care, with
awareness that the individual can be best understood within the social context of the family.
Observing and inquiring about family interaction enables the nurse in the community to assess the
influence of family members on one another. However, direct intervention at the family rather than
the individual client level is a new frontier for many nursing students, most of whom have
experience in acute care settings before the community setting. A family model, largely a
community health nursing or psychiatric–mental health intervention model, also includes the areas
of birthing and parent-child interventions, adult day care, chronic illness, and home care. Nursing
assessment and intervention must not stop with the immediate social context of the family; it must
also consider the broader social context of the community and society. Friedman and colleagues
(2003, pp. 5-6) suggest reasons why it is important for nurses to work with families:
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The family is a critical resource: The importance of the family in providing care for its
members has already been established. In this caregiver role, the family can also improve
individual members’ health through health promotion and wellness activities.
In a family unit any dysfunction (illness, injury, separation) that affects one or more family
members will affect the members and unit as a whole: Also referred to as the “ripple effect,”
changes in one member cause changes in the entire family unit. The nurse must assess each
individual and the family unit.
Case finding is another reason to work with families: As the nurse assesses an individual and
family, he or she may identify a health problem that necessitates identifying risks for the
entire family.
Improving nursing care: The nurse can provide better and more holistic care by understanding
the family and its members.

Moving from Individual to Family
The rationale of Friedman and colleagues (2003) for the importance of moving to family nursing
is still relevant. Community health and home care nurses have traditionally focused on the family
as the unit of service. With health care system changes throughout the United States, many CHNs
continue to focus their practices on individuals residing in the home. As a result of the current era
of cost containment, constraints on the CHN and on nurses working within hospitals and in other
settings will increase. For example, reimbursement, which is almost entirely calculated for
services rendered to the individual, is a major constraint against moving toward planning care for
the family as a unit. However, current methods of reimbursing hospitals depend on keeping
patients at home, so all nurses must consider the importance of not only the entire health care team
but also the patient’s family unit in meeting health and rehabilitation goals. Moving from
individual to family nursing becomes more important than ever. Various creative approaches to
meeting the health needs of families are needed, also reflecting interventions appropriate to the
needs of the population as a whole.
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Family Interviewing
Approaches to the care of families are needed and must be creative, flexible, and transferable
from one setting to another. Community health nurses are generalists who bring previous
preparation in communication concepts and interviewing to the family arena. Wright and
Leahey (2012) proposed the realm of family interviewing rather than family therapy as an
appropriate model. In this model, the community health nurse uses general systems and
communication concepts to conceptualize the health needs of families and a family assessment
model to assess families’ responses to “normative” events such as birth and retirement or to
“paranormative” events such as chronic illness and divorce. Intervention is straightforward, as
in helping parents educate prepubescent teenage family members about sex by providing
appropriate educational materials, or consists of making a referral to another health professional
if the level of intervention is beyond the preparation of the nurse. For the purposes of this text,
the model is extended to include intervention at the level of the larger aggregate. For example,
the index of suspicion based on the health needs of a particular family would prompt the
community health nurse to assess the need for similar information and the resources for
intervention with other families in the community, schools, churches, or other institutions.
Family interviewing requires thinking “interactionally,” not only in terms of the family system
but also in terms of larger social systems.
Wright and Leahey (2005, 2012) identify the following critical components of the family
interview: manners, therapeutic conservation and questions, family genogram (and ecomap
when indicated), and commendations. family theorists and practitioners suggest that with
experience, the nurse can accomplish the family interview in 15 minutes (Bell, 2012, Martinez,
D’Artoism, Rennick, 2007, Wright and Leahey, 2012).

Manners
Manners are common social behaviors that set the tone for the interview and begin the
development of a therapeutic relationship. Wright and Leahey (2012) believe that erosion of
these social skills prevents the family nurse from collecting essential data. Many nurses argue
that too much formality establishes artificial barriers to communication; however, studies
have shown that the essentials of a therapeutic relationship begin with manners. The nurse
introduces himself or herself by name and title, always addresses the client (and family
members) by name and title (i.e., Mr., Mrs., or Ms., unless otherwise directed by client),
keeps appointments, explains the reason for the interview or visit, and brings a positive
attitude. Other behaviors (manners) that invite rapport include being honest with the client and
checking attitude (the nurse’s) before each client encounter.

Therapeutic Conversations
The second key element in the interview is the therapeutic conversation. This type of
conversation is focused and planned and engages the family. The nurse must listen and must
remember that even one sentence has the potential to heal or help a family member. The nurse
encourages questions, engages the family in the interview and assessment process, and
commends the family when strengths are identified. Every encounter, whether brief or
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Genogram and Ecomap
The genogram and ecomap constitute the third element and are described in detail later in this
chapter. These tools provide essential information on family structure and together are an
efficient way to gather information such as family composition, background, and basic health
status in a way that engages the family in the interview process.

Therapeutic Questions
Therapeutic questions are key questions that the nurse uses to facilitate the interview. The
questions are specific for the context or family situation but have the following basic themes
(Wright and Leahey, 2012): family expectations of the interview or home visit; challenges,
concerns, and problems encountered by the family at the time of the interview; and sharing of
information (e.g., who will relate the family history or information).

Commending Family or Individual Strengths
The fifth element of the family interview is commending the family or individual strengths.
Wright and Leahy (2012) suggest identifying at least two strength areas and, during each
family interview, sharing them with the family or individual. Sharing strengths reinforces
immediate and long-term positive relationships between the nurse and family. Interviews that
identify and build upon family strengths tend to progress to more open and trusting
relationships and often allow the family to reframe problems, thereby increasing problem
solving and healing (Wright and Leahey, 2012).

Issues in Family Interviewing
Creative family interviewing requires interviewing families in many types of settings. The
prediction of decreased hospitalization, supplemented by a wide variety of health care settings
ranging from acute to ambulatory to community centers, calls for flexible, transferable
approaches. Clinical settings for family interviewing are reviewed by Wright and Leahey
(2012) and include inpatient and outpatient ambulatory care and clinical settings in maternity,
pediatrics, medicine, surgery, critical care, and mental health. According to Wright and
Leahey, community health nurses have many opportunities besides the traditional home visit
to engage the family in a family interview. CHNs are employed in ambulatory care centers,
occupational health and school sites, housing complexes, day care programs, residential
treatment and substance abuse programs, and other official and nonofficial agencies. At each
of these sites, CHNs meet families and can assess and intervene at the family and community
levels.
Astedt-Kurki, Paavilainen, and Lehti (2001) studied methodological issues in interviewing
families. They recommend the following considerations when scheduling family interviews,
with the understanding that access and timing may direct who among the family members are
available to the nurse: Consider that when one family member is the informant, he or she
provides only that one point of view on the family member (i.e., identified patient) or family
unit. In some cases this may be preferable, such as if the CHN requires information about a
child from a mother. If information is needed about the family system, it is preferable to
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may be preferable to schedule an interview when all family members are present. Involving
children depends on the age of the children and the purpose of the interview. Are the children
of an age that the parents can be honest if needed, or will the children hide issues in front of
the parents? All of these situations must be considered (Astedt-Kurki et al, 2001).

The family interview assists the nurse in identifying family health risks since the family
experiences similar risk factors (i.e., physiological, behavioral, and environmental). Studies
have documented the familial predisposition to the three major diseases resulting in morbidity
and mortality in the United States: cardiac disease, cancer, and diabetes. family health
practices also influence lifestyle habits among family members. Recognizing the importance
of a family health history related to individual and public health, the U.S. Surgeon General
initiated the National family History Initiative in 2003 with a goal to educate individuals
about inherited predispositions to disease (McNeill et al, 2008). This website has proved to be
successful in engaging American families in learning about their family history and familial
and genetic health risk for family members. The project was renamed “My family Health
Portrait Tool” and has been redesigned to more user friendly for individuals (USDHHS,
2010). Another example would be a Hispanic-American family in which a family member has
diabetes; the nurse could implement a family health promotion plan based on the needs of the
individual within an at-risk family. The family plan for diabetes prevention is based on the
nurse’s understanding that the National Institutes of Health (NIH) reports that this group has
the highest rate of diabetes among a nonwhite ethnic group in the United States (NIH, 2009).
Involving family members in newborn assessments can aid the community health nurse in
determining the family’s adjustment to the newborn and parenthood. The nurse can do this in
the home, clinic, or other health care center. family members should be involved during the
first contact or visit, and, if they do not attend, a telephone call explaining the nurse’s interest
in them should take place (Wright and Leahey, 2012).
Children and parents in these families need a chance to express their concerns; the family
interview is important and may provide the nurse with necessary information needed to care
for these families.

Intervention in Cases of Chronic Illness
Perhaps as many as 90% of families are dealing with chronic illness in a family member
(Martire and Schulz, 2007). The CDC (2013) reports that one of every two Americans lives with
a chronic disease and that seven of every 10 U.S. deaths result from chronic illnesses. For the
family with a member who has a chronic illness, it is important to the individual and family’s
adjustment, as well as to the patient’s symptom management, that the family is prepared to be
emotionally and physically supportive. The CHN can intervene to assist the family coping with
related stressors. Also significant is the fact that a resource such as third-party reimbursement
forces most families to learn to manage the chronic problems with limited or infrequent
intervention from health professionals. The community health nurse working with families
coping with chronic illness in a child, adult, or older adult is aided by the family interview. As
Glaser and Strauss (1975) stated, chronic illness injects change into various areas of family life:
Sex and intimacy can be affected. Everyday mood and interpersonal relations can be affected.
Visiting friends and engaging in other leisure time activities can be affected. Conflicts can be
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Changes in family patterns, fears, emotional responses, and expectations of individual family
members can be assessed in the family interview. Special needs of the primary caretaker (i.e.,
often the spouse, daughter, or daughter-in-law) can be assessed. The community health nurse
making family visits to older adults and the terminally ill is able to assess intergenerational
conflict and stress and positively influence family interaction (Wright and Leahey, 2012).

Moving from Family to Community
The health of families can affect the health of society as a whole, in both positive and negative
ways. The health of a community is measured by the well-being of its people and families.
Circumstances such as low-birth-weight infants, lack of health insurance, homelessness, violence,
poverty, and low employment rates provide a description of families and nations. Community
health nurses provide family nursing to improve individual and family health; however, the
potential result may be improving the health of society. The care of entire populations is the major
focus, as stated by Freeman (1963) in her classic work, Public Health Nursing Practice:
The selection of those to be served … must rest on the comparative impact on community health
rather than solely on the needs of the individual or family being served…. The public health nurse
cannot elect to care for a small number of people intensely while ignoring the needs of many
others. She must be concerned with the population as a whole, with those in her caseload, with the
need of a particular family as compared to the needs of others in the community. (p. 35)
The challenge to the community health nurse is to provide care to communities and populations
and not to focus only on the levels of the individual and the family. The community health nurse,
who traditionally carries a caseload of families, extends his or her practice to the community. To
do so, an aggregate, community, and population focus must serve as a backdrop to the entire
practice.
For example, families must be viewed as components of communities. The community health
nurse must know the community. As stated in previous chapters, a thorough community
assessment is necessary to practice in the community. By way of review, the nurse must
remember that communities must be compared not only in terms of different health needs but also
in terms of different resources to effect interventions that influence policies and redistribute
resources to ensure that community and family health needs are met.
Community health nurses must then compare city data with county data and then county data,
state data, and national data. In addition, they may need to compare local census tract data and
areas of a city or county with other areas of the city or county.
For example, community health nursing students in San Antonio, Texas, who were planning home
visits to families of pregnant adolescents attending a special high school, compared local, state,
and national statistics on infant mortality rates as a part of a community assessment. They found
higher rates of infant mortality in San Antonio in census tracts on the south side of the city, in
which the population was predominantly Mexican American. They also found this population to
be younger, to have a higher rate of functional illiteracy among adults, to be less educated, to be
more likely to drop out of high school, to have higher fertility rates, to have higher birth rates
among adolescents, and to be more likely to be unemployed. They found that specific health needs
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interventions at the family and community levels. In addition to targeting good perinatal outcomes
for the individual teenage parent, nursing students planned to include assessments of functional
literacy at the individual and family levels and arranged for group sessions in clinic waiting rooms
that offered information about and referral of individuals and family members to alternative
resources to enable teenage parents to complete school, take classes in English as a second
language, and use resources for family planning and employment at the community level.
In addition to the cross-comparison of communities, the community health nurse also crosscompares the needs of the families within the communities and sets priorities. The nurse in the
community finds that specific health needs vary among families. The nurse must account for time
spent with families and choose those families on the basis of their needs in comparison with the
needs of others in the community.

_

HEALTHY PEOPLE 2020: Access to Health Care

In relation to improving family health, all of the leading health indicators listed as priority
in Healthy People 2020 can serve as a guide for family nursing interventions. Access to
quality health care affects every aspect of family nursing because it impacts prevention of
disease and disability, quality of life, preventable death, and overall life expectancy. The
objectives for measurement of this goal include the following:
• Increase the proportion of persons with health insurance.
• Increase the proportion of insured persons with coverage for clinical preventative
services.
• Increase the proportion of persons with a usual primary care provider.
• Increase the proportion of persons who have a specific ongoing care.
This chapter has discussed the disparities that exist among families and populations with
regard to health care access. The community nurse should use political skills, advocacy, and
education to influence policy that will result in increased access to health care. The nurse
can educate families about available resources and help communities develop resources to
improve health care access.
Data from U.S. Department of Health and Human Services: Healthy People 2020: Objectives.
Available from <http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?
topicid=1>.

Delegation of Scarce Resources
Although the community health nurse serves the community or population as a whole, fiscal
constraints hold the nurse accountable for the best delegation of scarce resources. Time spent on
home visits has traditionally allowed the community health nurse to assess the environmental,
social, and biological determinants of health status among the population and the resources
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for primary care, and the change in reimbursement mechanisms by the federal government and
some states” (p. 146). These observations still hold true. In 2009, more than 46 million
Americans, including 9 million children, lacked health insurance (Robert Wood Johnson
Foundation, 2009). In 2010 the number of uninsured rose to 49.9 million, or 16.3% of the U.S.
population; however, in 2011 there was a drop to 48.6 million (U.S. Census Bureau, 2013). This
drop is attributed to the increase in the number of young adults ages 19 to 26 who could for the
first time remain on their parents’ primary insurance following graduation from college. The
Children’s Health Insurance Program (CHIP) of 1997 has greatly increased access to health care
for many low-income children. When the CHIP program was initiated, there were 10 million
children in the United States, and 14% were uninsured; in 2008, 7.4 million children were
enrolled in state CHIP plans (Centers for Medicare and Medicaid Services, 2009). The majority
of these children lived in families with working, low-income parents. On February 4, 2009,
President Obama signed the Children’s Health Insurance Program Reauthorization Act
(CHIPRA), which renewed and expanded coverage of CHIP from 7 million children to 11
million children. The Affordable Care Act of 2010 keeps the CHIP program in place until 2019
(Medicaid.gov, n.d.).

Approaches to Family Health
Many schools of thought regarding the approaches to meeting family health needs exist among
community health, community mental health, and public health nursing professionals. Dreher (1982)
wrote that the traditional basis for community health nursing intervention has a focus that has long
endorsed psychological and social-psychological theories to explain variations in health and patterns
of health care, such as those set forth by Erikson (1963), Maslow (1970), and Duvall (1977). Dreher
(1982) stated that what is needed are “more encompassing theories which explain the relationship
between society and health [and] the policies which will be most effective in assuring health and
health care” (p. 508). To help bridge this gap, four frameworks for meeting family health needs are
presented here: family theory, systems framework, structural-functional conceptual framework, and
developmental theory.

Clinical Example
Ten-year-old Jean Wilkie was referred by her teacher to the school nurse. She was withdrawn,
had no school friends, and was dropping behind in her schoolwork. The school nurse talked to
Jean in her office. Jean said that she had no friends because the other girls stayed overnight
with one another “all the time” and that she did not want to bring her friends home because
her father “drank all the time.” The school nurse decided that Jean’s problems needed
assessment within the context of the family and arranged to visit the family at home. The
father refused to participate in the family interview, but Jean’s mother, her 13-year-old
brother Peter, and Jean expressed concerns that the father had changed jobs several times in
the past year, was frequently absent from work, and had been in two recent car accidents
while “drinking.” The school nurse was able to verify the family context as the basis of Jean’s
“problems,” continue her family assessment, and plan for intervention at the family level. In
addition, she was prompted to assess the community’s preventive efforts directed toward
drinking and the ability to provide ongoing care for families of alcoholics.
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1. Any “dysfunction” (e.g., separation, disease, or injury) that affects one or more family
members probably affects other family members and the family as a whole.
2. The wellness of the family is highly dependent on the role of the family in every aspect of
health care, from prevention to rehabilitation.
3. The level of wellness of the whole family can be raised through care that reduces lifestyle
and environmental risks by emphasizing “health promotion, ‘self-care,’ health education,
and family counseling” (p. 5).
4. Commonalities in risk factors and diseases shared by family members can lead to case
finding within the family.
5. A clear understanding of the functioning of the individual can be gained only when the
individual is assessed within the larger context of the family.
6. The family as a vital support system to the individual member needs to be incorporated into
treatment plans.
Nurses have relied heavily on the social and behavioral sciences for approaches to working with
families. These approaches include psychoanalytical, anthropological, systems or cybernetic,
structural-functional, developmental, and interactional frameworks (for reviews, see Friedman,
2003, and Wright and Leahey, 2012). The use of a framework for assessing a family helps the
nurse understand the health potential for the family. Three conceptual frameworks (systems,
structural-functional, and developmental), often used by nurses in providing health care to
families, are described here. These models help the nurse empower the family in the process of
family health promotion.

Systems Theory
The systems approach has been used in such diverse areas as education, computer science,
engineering, and communication. General systems theory (Minuchin, 2002, von Bertalanffy,
1968, 1972, 1974) has been applied to the study of families. General systems theory is a way to
explain how the family as a unit interacts with larger units outside the family and with smaller
units inside the family (Friedman, 2003). The family may be affected by any disrupting force
acting on a system outside the family (i.e., suprasystem) or on a system within the family (i.e.,
subsystem). Parke (2002) stated that there are three subsystems of the family that are most
important: parent-child subsystem, marital subsystem, and sibling-sibling subsystem. Dunst and
Trivette (2009) review 20 years of systems theory and its importance to early childhood
interventions, adding that systems theory provides direction for understanding how health care
providers can expand family capacity by changing parenting, and therefore changing child
behaviors. Table 20-4 presents definitions of the major terms used in the systems approach.
The past two decades have resulted in what many sociologists identify as imposing community
subsystems with actual or potential negative influence on the family system. These include
communities where violence has become the norm, dangers related to community-acquired
diseases both man-made and natural, disasters, biohazards, and so on. These subsystems have the
potential to complicate the care planned by the CHN and require interventions from several
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Characteristics of Healthy Families
Otto (1973) and Pratt (1976) characterized healthy families as “energized families” and
provided descriptions of healthy families to guide the assessment of strengths and coping.
DeFrain (1999)
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TABLE 20-4 MAJOR DEFINITIONS FROM SYSTEMS THEORY
TERM

DEFINITION

System

“A goal-directed unit made up of interdependent, interacting parts which endure
over a period of time” (Friedman, 1992, p. 115). A family system is not concrete. It is
made up of suprasystems and subsystems and must be viewed in a hierarchy of
systems. The system under study at any given time is called the focal, or target,
system. In this chapter, the family system is the focal system.

Suprasystem

The larger system of which the family is a part, such as the larger environment or the
community (e.g., churches, schools, clubs, businesses, neighborhood organizations,
and gangs).

Subsystem

Smaller unit within the family, such as the relationship between spouses, parent and
child, sibling and sibling, or extended family.

Hierarchy of
systems

The levels of units within the system and its environment, which, in their totality,
make up the universe. Higher-level units are composed of lower-level units (e.g., the
biosphere is made up of communities, which are made up of families). Families are
made up of family subsystems, and, in turn, family subsystems are made up of
individuals, who are made up of organs, which are made of cells, which are made of
atoms.

Boundary

An imaginary definitive line that forms a circle around each system and delineates the
system from its environment. Auger (1976) conceptualized the boundary of a system
as a “filter” that permits the constant exchange of elements, information, or energy
between the system and its environments. “The more porous the filter, the greater
the degree of interaction possible between the system and its environment” (p. 24).
Families with rigid boundaries may lack information necessary to and resources
pertinent to maintaining family health or wellness.

Open system

A system that interacts with its surrounding environment and gives outputs and
receives inputs necessary to survival. An exchange of energy occurs. All living systems
are open systems. However, if a boundary is too permeable, the system may be too
open to input of new ideas from the outside and may be unable to make decisions
on its own (Wright and Leahey, 1994).

Closed system

A system that theoretically does not interact with the environment. This is a selfsufficient system; no energy exchange occurs. Although no system has been found
that exists in a totally closed state, if a family’s boundaries are impermeable (i.e., less
open as a system), needed input or interaction cannot occur. An example is a refugee
family from Vietnam living in San Francisco; they may remain a closed family for
some time because of their differences in culture and language.

Input

Information, matter, or energy that the open system receives from its environment
that is necessary for survival.

Output

Information, matter, or energy dispensed into the environment as a result of
receiving and processing the input.

Flow and
transformation

The system’s use of input may occur in two forms. Some input may be used in its
original state, and some input may have to be transformed before it is used. Both
original and transformed input must be processed and flow through the system
before being released as output (Friedman, 1992).

Feedback

“The process by which a system monitors the internal and environmental responses
to its behavior (i.e., output) and accommodates or adjusts itself” (Friedman, 1992, p.
117). The system controls and modifies inputs and outputs by “receiving and
responding to the return of its own output” (Friedman, 1992, p. 117). Internally, the
system adjusts by making changes in its subsystems. Externally, the system adjusts by
making boundary changes.

Equilibrium

A state of balance or steady state that results from self-regulation or adaptation. As
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Energy

Energy is needed to meet a system’s demands. Open systems require more input
through porous boundaries to meet the high energy levels needed to maintain high
levels of activity.

and Montalvo (2004) helped to identify healthy families. These writers suggest the following
traits of a healthy family:
• Members interact with one another; they communicate and listen repeatedly in many
contexts.
• Healthy families can establish priorities. Members understand that family needs are
priority.
• Healthy families affirm, support, and respect each other.
• The members engage in flexible role relationships, share power, respond to change,
support the growth and autonomy of others, and engage in decision making that affects
them.
• The family teaches family and societal values and beliefs and shares a religious core.
• Healthy families foster responsibility and value service to others.
• Healthy families have a sense of play and humor and share leisure time.
• Healthy families have the ability to cope with stress and crisis and to grow as a result of
positive coping. They know when to seek help from professionals.

Structural-Functional Conceptual Framework
With the structural-functional conceptual framework approach to the family, the family is viewed
according to its structure, or the parts of the system, and according to its functions, or how the
family fulfills its roles.

Structural
Wright and Leahey (2005, 2012) stated that three aspects of family structure can be examined
(internal structure, external structure, and context). Internal structure of the family refers to
the following five categories:
1. Family composition, the family members, and changes in family constellation
2. Gender
3. Rank order, or positions of family members by age and sex
4. Subsystem or labeling of the subgroups or dyads (e.g., spouse, parental, and interest)
through which the family carries out its functions
5. Boundary, or who participates in the family system and how he or she participates (e.g., a
single-parent mother who does not allow her 17-year-old son to have his girlfriend spend
the night in their home)
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2. Larger systems, such as work, health, and welfare
Context refers to the background or situation relevant to an event or personality in which the
family system is nested (Wright and Leahey, 2005, 2012). It comprises the following five
categories:
1. Ethnicity
2. Race
3. Social class
4. Religion
5. Environment

Clinical Example: Role Relationships
When Edna Smith, a 64-year-old client with severe arthritis, received a diagnosis of
diabetes, her longtime friend, Frank Gardens, a widower of several years, moved in with
her and assumed a caregiver role. The community health nurse assessed the dietary habits
of Mr. Gardens and Mrs. Smith and found that Mr. Gardens did the shopping and the
cooking because Mrs. Smith’s mobility was severely restricted by her arthritis. Mr.
Gardens did the cooking; therefore he purchased canned fruits and vegetables rather than
fresh or frozen. Mr. Gardens perceived cooking, which was a new role for him, as
demanding. After several visits, he disclosed to the nurse that his resistance to preparing
fresh or frozen fruits and vegetables came from “the time it takes to clean the darn things,
cook ‘em, store ‘em, and clean up the fridge when they go bad on ya.” He stated
unequivocally that it was stressful caring for Mrs. Smith and that he wanted to do it, but it
was “much easier” to just “open a can” and “heat it in a pan” than to take the time and
energy that preparation of fresh or frozen foods would require. The shift in roles that is
often required of couples when a chronic illness is diagnosed in one can have an influence
on the health of the family. Lubkin and Larsen (2013) provide additional reading about
how couples manage with chronic illness.

Functional
Wright and Leahey (2005, 2012) also dichotomized family functional assessment, or how
family members behave toward one another, into two categories, instrumental functioning and
expressive functioning. Instrumental functioning refers to routine activities of daily living
(e.g., elimination, sleeping, eating, giving insulin injections) (Box 20-1). This area takes on
important meaning for the family when one member of the family becomes ill or disabled, is
unable to carry out daily functions, and must rely on other members of the family for assistance.
For example, an older adult may need assistance getting into the bathtub, or a child may need to
have medications measured and administered.
The second type of family functional assessment is expressive functioning, or affective or
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2. Verbal communication focuses on the meaning of words. Do messages have clear
meanings rather than distorted meanings? Wright and Leahey (2005, 2012) gave the
example of masked criticism when a father states to his child, “Children who cry when
they get needles are babies.”
3. Nonverbal communication, which includes sounds, gestures, eye contact, touch, or
inaction. An example is a husband remaining silent and staring out the window while his
wife is talking to him.
4. Circular communication is commonly observed between dyads in families. A common
example is the blaming, nagging wife and the guilty, withdrawn husband.
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BOX 20-1 SUMMARY OF FAMILY FUNCTIONAL ASSESSMENT
I. Instrumental functioning (i.e., activities of daily living)
II. Expressive functioning
A. Emotional communication
B. Verbal communication
C. Nonverbal communication
D. Circular communication
E. Problem solving
F. Roles
G. Influence
H. Beliefs
I. Alliances and coalitions
Data from Wright LM, Leahey M: Nurses and families: a guide to family assessment
and intervention, ed 2, Philadelphia, 1994, FA Davis.
5. Problem solving refers to how the family solves problems. Who identifies problems?
Someone inside or outside the family? What kinds of problems are solved? What patterns
are used to solve and evaluate tried solutions?
6. Roles refers to established patterns of behavior for family members (Wright and Leahey,
2000, 2012). Roles may be developed, delegated, negotiated, and renegotiated within the
family. It takes other family members to keep a person in a particular role. Formal roles,
with which the larger community agrees, may come into conflict with roles set by family
members and influenced by religious, cultural, and other belief systems.
7. Influence refers to methods used to affect the behavior of another. Instrumental influence
is the use of reinforcement via objects or privileges (e.g., money or use of technology
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8. Beliefs refer to assumptions, ideas, and opinions that are held by family members and the
family as a whole. Beliefs shape the way families react to chronic or life-threatening
illness. For example, if a family of a person with colon cancer believes in alternative
treatments, then acupuncture may be a viable option.
9. Alliances and coalitions are important within the family. What dyads or triads appear to
occur repeatedly in the family? Who starts arguments between dyads? Who stops
arguments or fighting between dyads? Is there evidence of mother and father against
child? When does this change to parent and child against the other parent? The balance
and intensity of relationships between subsystems within the family are important.
Questions may be asked regarding the permeability of the boundary. Does it cross
generations?

Developmental Theory
Nurses are familiar with developmental states of individuals from prenatal through adult. Duvall a
noted sociologist, is the forerunner of a focus on family development (Duvall and Miller, 1985).
In her classic work, she identified stages that normal families traverse from marriage to death
(Box 20-2).

BOX 20-2 FAMILY LIFE CYCLE
1. Leaving home
2. Beginning family through marriage or commitment as a couple relationship
3. Parenting the first child
4. Living with adolescent(s)
5. Launching family (youngest child leaves home)
6. Middle-aged family (remaining marital dyad to retirement)
7. Aging family (from retirement to death of both spouses)
Adapted from Duvall EM, Miller BC: Marriage and family development, ed 6, New York,
1985, Harper and Row; and Carter B, McGoldrick M: The expanded family life cycle:
individual, family, and social perspectives, 2005, Pearson Allyn & Bacon.
To assess the family, the community health nurse must comprehend these phases and the struggles
that families experience while going through them. Wright and Leahey (2005, 2012) called
attention to the need to distinguish between “family development” and “family life cycle.” They
stated that the former is the individual, unique path that a family goes through, whereas the latter
is the typical path many families go through.
The developmental categories listed in Box 20-3 outline the six stages of the middle-class North
American family life cycle (Carter and McGoldrick, 1988, Wright and Leahey, 2005) and the
tasks necessary for the family’s resolution of each stage. Nurses may use the stages to delineate
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RESEARCH HIGHLIGHTS: Work Hours and Perceived Time Barriers to
Healthful Eating Among Young Adults
Young adults, though identified as underinsured and having limited access to primary care,
are also identified as a group knowledgeable about the benefits of healthy eating. This agegroup (20-31 years) has been confirmed in numerous national surveys as not regularly
engaging in healthy eating habits, especially eating fewer than the recommended daily
servings of fruits and vegetables and consuming a diet high in fast foods. Earlier studies
among college students identified the following barriers: cost, stress, lack of knowledge
related to food preparation, peer influence, and lack of time to balance busy lives.
A population study survey involved responses from 2287 individuals who were originally
among a population of 4776 high school junior and seniors participating in a program call
Project EAT-III (Eating and Activity in Teens and Young Adults), a program that looked at
dietary intake, weigh control, and weight control behaviors during 1998 and 1999. Ten
years later, the original participants were mailed letters asking them to participate in a new
questionnaire, to which 1030 men and 1257 women agreed. Information was collected on
time-related beliefs and behaviors about healthful eating, their fast food intake, fruit and
vegetable intake, work hours, and socio-demographics.
This group reported time-related beliefs such as being too rushed to eat breakfast, eating on
the run, and no time to eat healthy. They reported eating fast food weekly. Working at least
40 hours per week was associated with with an increase in time-related poor eating habits
for men but not for women. Recommendations included workplace programs—free fruit
and vegetables for break, flex time, and other interventions.
Data from Escoto KH, Laska MN, Larson N, et al: Work hours and perceived time barriers to
healthful eating among young adults, Am J Health Behav 36(3):786-789, 2012.
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BOX 20-3 STAGES AND TASKS OF MIDDLE-CLASS NORTH AMERICAN
FAMILY LIFE CYCLE
I. Launching: single young adult leaves home
A. Coming to terms with the family of origin
B. Development of intimate relationships with peers
C. Establishment of self: career and finances
II. Marriage: joining of families
A. Formation of identity as a couple
B. Inclusion of spouse in realignment of relationships with extended families
C. Parenthood: making decisions
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C. Accommodation of new parenting and grandparenting roles
IV. Families with adolescents
A. Development of increasing autonomy for adolescents
B. Midlife reexamination of marital and career issues
C. Initial shift toward concern for the older generation
V. Families as launching centers
A. Establishment of independent identities for parents and grown children
B. Renegotiation of marital relationship
C. Readjustment of relationships to include in-laws and grandchildren
D. Dealing with disabilities and death of older generation
VI. Aging families
A. Maintenance of couple and individual functioning while adapting to the aging
process
B. Support role of middle generation
C. Support and autonomy of older generation
D. Preparation for own death and dealing with the loss of spouse and/or siblings and
other peers
Data from Wright LM, Leahey M: Nurses and families: a guide to family assessment and
intervention, ed 2, Philadelphia, 1994, FA Davis.

Assessment Tools
There are many tools for the community health nurse to use in assessing the family (Butler, 2008,
Friedman et al, 2003, Wright and Leahey, 2005, 2012). Reviewed here are the genogram, family
health tree, and ecomap. The nurse can use these tools for family assessment with families in every
health care setting. They help increase the nurse’s awareness of the family within the community
and help guide the nurse and the family in the assessment and planning phases of care.

Genogram
The genogram is a tool that helps the nurse outline the family’s structure. It is a way to diagram
the family. Generally, three generations of family members are included in a family tree, with
symbols (Figure 20-2) denoting genealogy. Children are pictured from left to right, beginning
with the oldest child.
The community health nurse may use the genogram during an early family interview, starting with
a blank sheet of paper and drawing a circle or a square for the person initially interviewed. The
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across generations can be illustrated and specific personal characteristics can be noted in the
drawing. Mr. and Mrs. Garcia are non–English-speaking, a factor that will be of importance to the
nurse as he or she plans nursing interventions. At times, the usefulness of the genogram is limited
by how freely the family member relates significant information such as divorces and remarriages
and family health concerns. Other families may be sensitive to the sharing of such information,
particularly when it is shown to recur with each generation. For example, a family history of
alcohol or substance abuse or depression may be a sensitive issue. For other families, the
development of the genogram is an excellent opening to the discussion of family history or
hereditary health problems, or highlights the need for health education and promotion.

Family Health Tree
The family health tree is another tool that is helpful to the community health nurse. Based on the
genogram, the family health tree provides a mechanism for recording the family’s medical and
health histories (Butler, 2008, Friedman 2003, 1992; USDHHS, 2005, 2010). The nurse should
note the following information on the family health tree:
• Causes of death of deceased family members
• Genetically linked diseases, including heart disease, cancer, diabetes, hypertension, sickle
cell anemia, allergies, asthma, and mental retardation
• Environmental and occupational diseases
• Psychosocial problems, such as mental illness and obesity
• Infectious diseases
• Familial risk factors from health problems
• Risk factors associated with the family’s methods of illness prevention, such as having
periodic physical examinations, Papanicolaou smears, and immunizations
• Lifestyle-related risk factors (elicited by asking what family members do to “handle stress”
and “keep in shape”)
The family health tree can be used in planning positive familial influences on risk factors such as
diet, exercise, coping with stress, and the pressure to have a physical examination. The USDHHS
(2005), under the direction of U.S. Surgeon General Richard Carmona, launched the Family
History Initiative. Included in this initiative is an online interactive tool, My Family Health
Portrait, to help families learn about their risk for disease (www.hhs.gov/familyhistory). Included
are questions to ask family members about common diseases, questions that suggest health
promotion activities, and goals as established in Healthy People 2020. When completed, the
“family tree” can be printed. This tool could be incorporated into the family assessment and
utilized by the nurse to plan family interventions to improve health.
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FIGURE 20-2 Commonly used genogram symbols.

(Redrawn from Genopro Software: Symbols used in genograms, 2009. Available from
<www.genopro.com>.)

FIGURE 20-3 Sample genogram of the Garcia family (see Case Study).
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Ecomap
The ecomap (Figure 20-4) is another classic tool that is used to depict a family’s linkages to their
suprasystems (Hartman, 1979; Wright and Leahey 2000, 2005, 2012). As originally stated by
Hartman (1979):
The ecomap portrays an overview of the family in their situation; it depicts the important
nurturant or conflict-laden connections between the family and the world. It demonstrates the flow
of resources, or the lacks and deprivations. This mapping procedure highlights the nature of the
interfaces and points to

FIGURE 20-4 ecomap.

(Redrawn from Hartman A: Diagrammatic assessment of family relationships, Soc
Casework 59:496, 1978.)
conflicts to be mediated, bridges to be built, and resources to be sought and mobilized. (p. 467)
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Figure 20-5, the sample ecomap of the Garcia family suggests that few contacts occur between the
family and the suprasystems. The community health nursing student was able to use the ecomap to
discuss with the Garcia family the types of resources available in the community and the types of
relationships they wanted to establish with them.
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FIGURE 20-5 Sample ecomap of the Garcia family (see Case Study).

Family Health Assessment
Many agencies in the community have developed guidelines for assessment of the family that help
practitioners identify the health status of individual members of the family and aspects of family
composition, function, and process. Often included in family health assessment guidelines is
information about the environment, or community context, and information about the family. A
family health assessment form can be used as a guide to help the nurse with both collection of data
and organization of the data collected from families over time. (See _

Resource Tool 20A,

Health Assessment Form on the book’s Evolve site.)
The nurse can obtain information for the family health assessment through interviews with one or
more family members individually, or with interviews of subsystems within the family (e.g., dyads
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Family assessment tools are used with many health disciplines and are useful to assess a range of
dimensions of the family, such as marital satisfaction, parental coping abilities, and family
dysfunction.
The family health assessment addresses family characteristics, including structure and process and
family environment (i.e., residence, neighborhood, and community). Not all dimensions of the
family health assessment will be appropriate for every family; therefore the nurse should modify
content of the assessment guideline and adapt it as necessary to fit the individual family. The
guidelines are a means to record pertinent information about the family that will assist the nurse in
working with the family. The nurse should gather information in the assessment spontaneously over
several contacts with the family and various members and dyads within the family. It should also
include multiple forays into the community, neighborhood, and home in which the family resides.
Several contacts with the family will be required to complete the family health assessment.

Social and Structural Constraints
In addition to the tools just reviewed, an important aspect of family assessment and planning for
intervention is the need to make note of the social and structural constraints that prevent families
from receiving needed health care or achieving a state of health. These constraints explain why
some families differ in mortality rates, ability to achieve “integrity” rather than “despair,” or
ability to “self-actualize.” Social and structural constraints are usually based in social and
economic causes, which affect a wide range of conditions (e.g., literacy, education, and
employment) associated with major health indicators (i.e., mortality and morbidity rates). Families
frequently served by the community health nurse are disadvantaged in that they lack the financial
resources to purchase health care. However, constraints to obtaining needed health and social
services are well documented and may come from characteristics of health and social services
rather than individual family limitations. The nurse can note these constraints on the ecomap
because they influence each family’s ability to interact with a specific agency. For example, in
addition to noting the strength of the relationship between family and agency or institution, the
nurse should note those constraints that prevent use of the resource. Constraints include hours of
service, transportation, availability of interpreters, and criteria for receiving services (e.g., age,
sex, and income barriers). Specific examples are the different guidelines posed by each state for
Medicaid and by each community for home-delivered meals to the homebound.
Helping families understand constraints and linking them to accessible resources is necessary, but
intervention at the family level is not sufficient. The common basic human needs of families in a
community add up, and the community health nurse must tally structural constraints faced
repeatedly by families and compare them with those faced by families in other communities. The
nurse can then plan and implement interventions at the aggregate level. The following section is
an overview of how community health nurses can extend intervention at the family level to larger
aggregates and social action.

Extending Family Health Intervention to Larger Aggregates and Social
Action
Institutional Context of Family Therapists
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problem is to be addressed, such as in the school or a courtroom. The following three approaches
go beyond the family as a system to address the interaction between the family and the larger
social system:
• Ecological framework
• Network therapy
• Transactional model

Ecological Framework
The ecological framework is a blend of systems and developmental theory that focuses on the
interaction and interdependence of humans (families) as biological and social beings with the
environment. Using this framework the CHN would assess the family as a system within the
context of its environment. Bronfenbrenner (2005) identified four basic systems that make up
our ecological environment. The microsystem is our immediate environment that supports our
development–the family, school, church, etc. The environment interacts with “age, health, sex,
genetic predispositions.” The mesosystem recognizes the links between two or more
microsystems and the individual. The exosystem are those settings or institutions that may not
directly come in contact with an individual but still influence development in less direct ways,
such as government agencies, what is happening in the world, and the media. Lastly, there is the
chronosystem, or the future development. This takes into account the notion of time. What
happens to the individual and family over time depending upon events, and so on (Smith and
Harmon, 2011)?
This approach explains the results of health care specialization and fragmentation of care based
on Western concepts of time and space. It focuses on providing a more complex and flexible
structure. For example, Kogan and associates (2004) investigated parent–health care provider
discussions of family and community health risks during well-child examinations. Additionally,
they studied the gaps between the issues discussed by the practitioner and the information the
parent desired. On the basis of the results of the National Survey of Early Childhood Health,
health topics for discussion were identified, including family financial difficulties, the presence
of a support partner, parent’s emotional support, alcohol and/or drug use in the home, cigarette
smoking in the home, the parent’s physical health, and community violence. Cigarette smoking
was discussed nearly 80% of the time, and alcohol and drug use was discussed 45% of the time;
however, community violence was discussed less than 10% of the time, and financial needs
12%. The results indicate the need for better communication and education between health care
providers and clients.

Social Network Framework
The social network framework (Christakis and Fowler, 2011) is based on earlier network
therapy work involving all the connections and ties within a group. In network theory, an
identified family member feels marginalized and seeks to replace the family network with
others from the wider system to provide more support, hoping to enhance his or her role or
functioning in the family. The concept of social network in this instance is related to social
support. “Social network refers to a weblike structure comprising one’s relationships and social
support focuses on the nature of the interactions taking place within social
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are drawn from community mental health. In the social network framework, a group is defined
as a collection of individuals with a common attribute. A social network is composed of
connected groups. A network has structure (also called typology); contagion that flows across
connections (e.g., money, violence, fashion, organs, obesity, etc.); connection, who is connected
to whom (e.g., family, friends, colleagues); and homophily, or the tendency we have to be with
those who are similar to ourselves. To some extent individuals and families control the density
of our connectedness, our centrality to the group, and how we are viewed by others. This model
has been used to explain health-related issues, such as the spread of sexually transmitted
diseases, and the obesity epidemic in the United States. It has also been used to understand the
issue of hyperconnectivity and technology. Christakis and Fowler (2011) state that the average
Facebook user has only 110 friends, very close to the number in the “real world.”

Perhaps then, using the research on social marketing, the CHN needs to become familiar with
the use of social networks and other technology to ensure individuals and families have accurate
health information. The Pew Research Center’s Internet and American Life Project (2013) is
studying Americans use of the Internet to seek health information, find medical diagnoses, and
discuss medical treatments. The researchers have found that individuals with the following
demographics are more likely to seek medical answers online: women, younger, white, income
of $75,000 or more, and a college degree. Fifty-nine percent of Americans looked online for
health information in 2012 (Parker and Patten, 2013), and the majority began with a search
engine, such as Google, Bing, or Yahoo, instead of a website that a CHN might identify as a
reliable source such as the National Institutes of Health or the CDC. Nearly one half of this
group was seeking a diagnosis; these individuals are called “online diagnosers.” Thirty-eight
percent of this group believed that they could take care of the problem at home and did not seek
the advice of a health professional (Parker and Patten, 2013). This presents new issues for the
CHN, such as teaching families how to evaluate appropriate online sites.

Transactional Model
In the transactional model, the term transaction refers to a system that focuses on family
processes. The family as an institution, along with other institutions (e.g., religious, educational,
recreational, or governmental), is culturally anchored (i.e., each holds a distinct set of beliefs
and values about the nature of the world and human existence). An awareness of culture (e.g.,
beliefs and values) as it is expressed in each system is important (i.e., as it is expressed in
mainstream U.S. values versus the value patterns of the family).
VanderValk and colleagues (2007) used a transactional model to explore the relationship
between parental marital distress and adolescent emotional adjustment. In a 6-year prospective
study of 531 parent-adolescent dyads, they found such a relationship, especially for late
adolescent and young adult girls and less so for males. The findings suggest that “girls’ greater
sensitivity to interpersonal problems may be reciprocal and that the parental marriage is still
associated with adjustment for girls in late adolescence and early adulthood” (p. 130).

Models of Care for Communities of Families
Models exist to guide the community health nurse in providing care to communities of families in
special need of services that improve access, equality between consumer and provider, and
sensitivity to human need. There is generally an increase in the number and type of models that
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The Kentucky Partnership for Farm Family Health and Safety
The Kentucky Partnership is a community coalition, originally funded by W. K. Kellogg
Foundation, involving farm families, universities, and various community-based organizations.
The coalition was originally established to improve the health of farm families in rural
Kentucky. Farming is identified as one of the most dangerous occupations in the United States,
and few resources have been developed to support the unique needs of farm families. The
Partnership identified farm women as the primary “health officers” for farm families. The farm
women were provided with opportunities to develop skills in leadership, conflict resolution, and
team-building. Nurse educators and nursing students provided health education and assisted the
farm women in developing a self-sustaining structure to support their efforts to improve family
health. Cardiopulmonary resuscitation and first aid classes, the development of unique
emergency medical subsystems, and other activities helped improve the health of the farm
families. The local members reported an increase in personal knowledge, self-esteem, and
personal satisfaction through the Partnership efforts. The Kentucky Partnership for Farm Family
Health and Safety continues to affect the health of farm families in south-central Kentucky. The
efforts are supported through the help of the South Central Kentucky Area Health Education
Center at Western Kentucky University. The coalition has been replicated in three states (Texas,
Louisiana, and Florida) and continues to connect universities and farm families in research
efforts. Outcome assessment research was conducted to evaluate the impact of the coalition
efforts on farm family health (Palermo and Ehlers, 2001, Siegrist and Jones, 2005). This
organization continues as a positive force improving the health of farm families.

The Health Access Nurturing Development Services Program
The Health Access Nurturing Development Services (HANDS) program is a voluntary home
visitation program targeting at-risk families that include first-time parents. Implemented through
interdisciplinary teams consisting of social workers, nurses, and parent resource persons, the
program serves first-time pregnant mothers and their families. HANDS was originally funded
through tobacco settlement monies allocated through the state legislature to the Kentucky
Cabinet for Health and Family Services. The program services are provided through district
health departments and currently are available throughout the Commonwealth of Kentucky.
Counseling, education, and support services are provided until the child reaches school age (4-5
years). On the basis of a systems approach, home visits are made for the purpose of screening,
assessment, referrals, care coordination, case management, and policy advocacy. The program
implements the “Growing Great Kids” curriculum, based on building family strengths through
parenting, child safety, and connecting families with many resources. Initially the Program
focused on teen and first-time mothers, but data collected have revealed that at-risk mothers
include individuals with previous children but poor support and parenting skills.
Programs such as HANDS require time in order to show outcomes. Ten years after the inception
of the program the Kentucky Cabinet for Health and Family Services documented the positive
impact of HANDS services, which can be seen in decreases in the number of preterm births,
emergency department uses, rates of child abuse and neglect, and infant mortality rates in
Kentucky as well as a cost savings to the Kentucky Medicaid program (Pew Center on the
States, 2012) (Table 20-5). Currently, services have been expanded in eight counties targeting
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These alternative health programs are strategies to change the structural barriers that prevent
low-income families’ access to care. Professional role functions changed as nurses, rather than
physicians, provided health care. Active self-care was promoted, and health and medical
knowledge was shared. Assistance by family and social networks was encouraged. Both of these
programs address aspects of the health needs of populations at risk, but they do not “address the
social determinants of disease.” Neither program addresses the health-damaging conditions that
poor people face, such as poor housing, malnutrition, and environmental hazards at the
workplace and in the community. Although these programs represent steps in the right direction,
changes in access to medical and health services are not enough. Social changes also are
necessary.

TABLE 20-5 HEALTH ACCESS NURTURING DEVELOPMENT SERVICES
(HANDS) PROGRAM: OUTCOMES AND POTENTIAL
RELATED MEDICAL COST SAVINGS
OUTCOME

ESTIMATED COST PER
CASE∗

HANDS IMPACT

ESTIMATED ANNUAL
COST SAVINGS

Preterm birth

$49,000

32% reduction

$16,900,000

Emergency department
use

$420

50% reduction

$5,700,000

Child abuse

$10,400

n/a

$685,940

Child neglect

$1,900

33% reduction

$90,900

Infant mortality

N/A

70% reduction

N/A

Source: Kentucky Cabinet and Family Services and Department for Public Health: Home visiting: a Healthy
return on investment—a presentation for the Prichard committee, 2011; table reprinted from The Pew Center
on the States: Home Visiting Issue Brief, Kentucky: joining HANDS for a comprehensive system of care, 2012,
page 8. Retrieved from <http://www.pewstates.org/uploadedFiles/PCS_Assets/2012/020_12_HOME
%20Kentucky%20Brief_web.pdf> © 2012 The Pew Charitable Trusts.

∗

The original calculations used estimated costs per case drawn from the Children’s
Safety Network. The estimated cost per case for child abuse and child neglect are
hospitalization costs only and do not consider costs associated with Child Protective
Services or other expenditures.

Applying the Nursing Process
Home Visit
The case study presents the application of the nursing process to a family on a home visit. The
example notes the use of the home visit to identify health needs of the family within the
community and programs planned to meet those needs, which ultimately will benefit a population
of families in the future.
The home visit is a crucial experience for the nursing student and family (Friedman et al, 2003).
Important factors that may influence the home visit include the family’s background experience
with the health care system, the agency in which the nursing student is working, the family’s
experience with previous nursing students who have visited the family, and the student’s
background. For example, nursing student characteristics may vary; students bring differing levels
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development of members of different ages within a family, disease processes, and access to the
health care system. Curricula within schools of nursing vary; therefore some students will also
bring preparation in all specialties—medical-surgical nursing, childbearing, parent-child nursing,
and psychiatric and mental health nursing—to the experience. Others may be taking basic clinical
courses, such as pediatrics and psychiatric–mental health nursing, concurrently with community
health. Thus the need for review of appropriate theory, health education, and standard assessment
tools for individuals and families will vary.

The nursing student’s knowledge of self, previous life experiences, and values also are important
in planning for home visits. Nursing students must recognize their strengths and weaknesses in
preparation for entering a new community and working with families. Additional preparation by
all nursing students is necessary before the first home visit, depending on the content of the
referral. The student should gather referral information, review assessment forms, and intervention
tools (e.g., screening materials, supplies) before going to the home. Flexibility is important in
working with families because the nursing student will not know the family’s priority needs until
the home visit.

Summary
This chapter highlights the community health nurse’s work with families and identifies the major
family-related health care needs that the health care system has not adequately addressed. The
nature of the family is changing and challenging traditional definitions and configurations.
Approaches to meeting the health needs of families must go beyond that of the traditional health
care system, which addresses the individual as the unit of care. Strategies are given in this chapter
for expanding notions of care from the individual to the family and from the family to the
community. To guide intervention with families, nurses have traditionally relied on common
theoretical frameworks from the disciplines of psychology and social psychology. These
frameworks often target individuals; frameworks are needed that go beyond the individual to the
family and community and that address social and policy changes needed to alter the social,
economic, and environmental conditions under which families must function. This chapter provides
tools for assessing the family and the family within the community and gives examples of the
extension of family health intervention to larger aggregates, which involves social action to
overcome constraints to accessing health services. Nonnursing and community health nursing
models of care provided for communities of families are presented and critiqued. The nursing
process is applied in a case study at individual, family, and community levels on a home visit.
Examples of interventions by the community health nurse at individual, family, and community
levels are presented.
Families remain the core of society, with diversity as the constant for families in the United States.
Family nursing must be understood and practiced by community health nurses. An understanding of
family theory provides a mechanism for assessing and intervening with families to improve their
level of wellness and increase the health of the community as a whole.

397

PRINTED BY: oluremilekun baruwa <adnyba@gmail.com>. Printing is for personal, private use only. No part of this book may be reproduced or transmitted
without publisher's prior permission. Violators will be prosecuted.

397
398

FAMILY HEALTH ASSESSMENT: THE GARCIA FAMILY
The school nurse, Jana, works with multiple city schools,
including this inner-city school, which has a low-income,
ethnically diverse population.

Jana assesses the community as she drives to the Garcias’ home,
noting the availability of resources such as the local groceria.
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Local churches are a community resource, offering socialization
and spiritual support for immigrant families such as the Garcia
family.

Jana arrives at the Garcias’ home. Maria answers the door and
invites Jana in.
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Jana completes the family assessment of the Garcia family with
the help of Maria as interpreter for Mrs. Garcia. Mrs. Garcia
listens intently as Jana asks questions about the family’s health
needs.

Jana reviews the plan of care and confirms the family’s
commitment to the plan of care they developed with her.
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CASE STUDY APPLICATION OF THE NURSING PROCESS
Jana Parks is a community health nurse employed by the District Health Department. She is a
school health nurse, providing services for six schools in a moderately sized community. After
receiving a referral from school officials related to a student’s absenteeism, Jana plans to assess
the student and family. (See the Photo Novella in this chapter 398 for photos that depict this
case study.)

Assessment
Jana knows that the school is located in the inner city school where 75% of the children come
from families with a median family income at or below the federal poverty level. English is
the second language for approximately 25% of the students, and 5% are not fluent in spoken
or written English. Each year, more than 20% of the student body moves into or out of the
school district.
She reviews the school records for the student, Maria Garcia, and learns that this is the first
year of enrollment for the sixth grader and her second-grade brother, Miguel. Maria’s family
moved to the area 6 months ago from the Dominican Republic. School records note that the
girl is adequately fluent in spoken English but that the parents do not speak English. The
student’s father works part-time at a local furniture manufacturer. There has been a noticeable
decline in grades over the previous quarter, there have been no disciplinary actions, and
teacher comments are positive regarding the student’s classroom performance. The health
record indicates that she is up-to-date with required immunizations; no chronic illnesses are
noted on the school physical examination record. Jana notes that Maria’s brother does not
have the same school absence pattern.
Jana contacts the family and identifies her role as school health nurse. She explains the need
for a meeting with the student and family to discuss concerns about Maria’s school
attendance. A time is scheduled when both parents and the student are available. She confirms
the home address and directions.
Jana notes that the house is in need of paint and some windows have been replaced with
cardboard; however, the yard is free of clutter and there are containers of blooming plants on
the small porch. Maria Garcia opens the door, and Jana enters a small, dimly lit room. As the
student makes introductions, Mr. Garcia stands and greets Jana with a nod and handshake
while Mrs. Garcia remains recumbent on the sofa but raises her hand in greeting. Mrs.
Garcia’s appearance surprises Jana, as she appears much older than Mr. Garcia. Her skin is
pale, her eyes are sunken, and she appears frail, with a distended abdomen and generalized
muscle wasting.
Jana is aware that the exchange of social conversation is important in establishing a
relationship with Hispanic clients. She mentions the beautiful picture in the room and learns
that a family member painted it as a wedding gift for the Garcias. Jana learns that the family
has no other relatives in the community and moved to the city through the work of a refugee
assistance organization. In this interview, Jana plans to collect information related to
individual, family, and/or community functioning.
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conversation, although Jana senses that the parents may have limited understanding of spoken
English. To lessen anxiety, Jana begins the interview by saying, “I am here because the school
and I are concerned about Maria’s absences. I want to learn why Maria misses school and to
see if there are ways that the school can help.”
Through the interview process, Jana learns that Maria likes school and has made friends there.
She observes that Miguel stays close to Maria and frequently hides his face into her shoulder
when Jana speaks to him. She also notes that Mr. and Mrs. Garcia rarely look at each other,
and Mr. Garcia chooses a seat on the opposite side of the room. The family rents the home,
and the father has been able to supplement his part-time income by working as a day laborer
for a lawn service. The family was beginning to establish connections at a local church and
with neighbors when Mrs. Garcia was diagnosed with an abdominal tumor that has required
numerous operations over the past 3 months. She is still receiving home care visits for a
surgical wound that has not healed. Although Medicaid has covered most physician and
hospital expenses, the family has experienced out-of-pocket expenses for noncovered
medications. These problems have contributed to family financial stress. Mr. Garcia has to
drive his wife to medical appointments; as a result, he is in danger of losing his job. Maria
also attends these appointments to serve as the interpreter, resulting in her frequent school
absences.
In addition, Jana learns that Maria has assumed responsibility for the household cooking,
cleaning, and laundry since her mother’s illness. Mr. Garcia shops at a small neighborhood
groceria. Jana determines that with food stamps the family has adequate resources to purchase
food, although Maria admits that she is still learning to cook. The family eats the evening
meal together, frequently rice and beans. Maria and Miguel are eligible for subsidized
breakfast and lunch at school. Maria believes that it is her responsibility to help Miguel
complete his homework, get to bed on time, and attend school regularly. Mr. Garcia
disciplines both children. Jana asks questions regarding family health practices and learns that
they see a provider at the health department only when ill or for school requirements and do
not seek dental care. She observes a number of medication bottles on a table near the sofa.

Diagnosis
Individual
• Risk for excessive stress related to time-consuming activities, insufficient finances,
and insufficient recreation (Mr. Garcia and Maria)
• Risk for personal injury related to improperly stored medications (Miguel)
• Ineffective health promotion related to language and cultural differences and lack of
routine dental hygiene (Mr. and Mrs. Garcia, Maria, and Miguel)

Family
• Risk for poor parenting and family crisis related to change in Mrs. Garcia’s ability to
function, financial burden of treatments for ill family member, and disruption of
family routines, mother’s illness, and mother’s prolonged illness
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Planning
A plan of care is developed to meet the needs of the individuals, family, and community.
Planning involves mutual goal setting between the nurse and family; mutual setting of
objectives to meet goals; prioritizing, or setting short- and long-term goals with the family;
contracting, or establishing the division of labor between nurse and family that will meet the
objectives; and evaluation of the process and outcome.

Individual
Long-Term Goals
• Mr. Garcia will recognize appropriate roles and responsibilities for Maria. He will
identify and use resources to allow her to resume suitable educational, social, and
family duties.
• Mr. Garcia will identify and use community resources to assist with transportation
needs and medication costs.
• Jana noted a long-term need to discuss dental care.
• Mr. and Mrs. Garcia will improve their English comprehension and speaking skills.

Short-Term Goals
• Relieve Maria of interpreting at medical appointments by identifying alternate
interpretive resources.
• Store medications in a secure location.

Family
Long-Term Goal
• The family will be able to find and use appropriate services for physical and social
support.

Short-Term Goal
• The family will learn to appropriately express their feelings related to the mother’s
illness, social isolation, role strain, and/or fear.

Community
Long-Term Goal
• The community will establish programs to support immigrant family needs for
transportation, interpretation, and enculturation to the American medical system.

Short-Term Goal
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Intervention
• Jana recognizes that many interventions must be carried out at the individual, family,
and community levels.

Individual
• Education regarding safe medication storage.
• Referral to the Refugee Assistance Society or local churches for interpretive
assistance.

Family
Direct nursing interventions directed at family functioning include the following levels:
• Cognitive: New information is provided to the family that promotes problem solving
by the family. An example is referring the Garcias to the community free clinic for
medical and dental care.
• Affective: Families are encouraged to express their feelings, which may be blocking
their efforts at problem solving. An example would be Jana’s planned validation of
Mr. Garcia’s concerns regarding finances and the threat of losing employment.
• Behavioral: Tasks are negotiated to be carried out either during the family interview
or as homework between visits. An example is Mr. Garcia’s planned call to the
Refugee Assistance Society.

Community
Jana recognizes that her referral of Mr. Garcia to the Refugee Assistance Society to obtain
support through existing programs is also an intervention at the community level. She
engages in ongoing parafamily work to identify how the community can be mobilized to
provide physical, mental, and social support to immigrant families. Does anyone at the
community free clinic speak Spanish? Are interpreters available at health care facilities?
Where do most immigrant families receive health care and social support? Are classes on
English as a second language free of charge for Hispanic families? Are job skill training
programs available for Mr. Garcia? Questions such as these bring up many areas of
assessment that Jana will need to make with the Garcia family and the community in the
future.

Evaluation
Individual/Family
Jana helps the Garcias obtain a small lockable box in which to store medications. Mr.
Garcia establishes contact with a local church, which provides a volunteer interpreter and
driver for medical visits and twice-weekly delivery of meals. Mr. Garcia takes Maria and
Miguel to the free clinic, where dental sealants are applied to their molars. The social
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should not have to assume the role of mother for Miguel. However, he does not see any
other options at this time. She identifies that Mr. Garcia may be in need of ongoing support
and suggests that he talk with a counselor about his concerns. Mr. Garcia refuses to see a
counselor but agrees that he will talk to the pastor of his church. Maria and Miguel meet
with the school counselor as needed to discuss feelings related to their mother’s illness and
the resulting family strain.

Community
Jana identified that many community resources are available to immigrant families;
however, information about them is limited and not readily accessible. She contacts the
director of the Refugee Assistance Society, and together they initiate a community coalition
to address this issue.

Levels of Prevention
Society’s expectations of the family are in transition. Application of the levels of prevention
to families by the community nurse must take into account the changing family configuration;
the financial, emotional, and physical burdens often compounded in the single-parent family;
and the lack of resources, such as nonexistent or inadequate health insurance.

Primary Prevention
This chapter has established the importance of the family to individuals and society.
Primary prevention with families becomes an essential element of any comprehensive
family health plan. From the family perspective, health education must address actual and
potential challenges to health, such as immunizations of all family members, educating
about resources to support the family financially and emotionally, encouraging exercise and
activity, and empowering the family to build upon strengths. An example is using the family
genogram to teach the family about predisposition to diseases and helping the family
develop a health prevention plan.

Secondary Prevention
The focus of secondary prevention for the family includes ensuring that the family has
continued access to health care and resources for individual and family health problems.
The changing economy in the United States has “closed the door” to regular health
providers for some families. The challenge to the nurse is helping the family locate and
access continued care and teaching the family to move through the system of government
assistance, which may be new and unacceptable for the family. The nurse must be
politically active in lobbying legislators for continued resources to support families.

Tertiary Prevention
Tertiary prevention for family includes assuring that the needed resources are available to
support long-term care of each family member. An example of a community-based
organization established and funded solely by volunteers is the Kelly Autism Program
(KAP). KAP is “designed to provide services to adolescents and young adults diagnosed
along the Autism Spectrum Continuum, as well as their families, while serving as a training
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vocational training, and job support” (Western Kentucky University, 2014, p. 1, Vision). It
includes a comprehensive screening program and one-on-one support for young adults with
autism capable of living and studying on a university campus.

Developed by Mary Kovar, RN, MSN, and Barbara Minix, RN, MSN.

Learning Activities
1. Define the term family with a group of three colleagues. Compare definitions and list
similarities and differences. Develop a list of criteria for being a member of a family.
2. Complete a personal genogram. What are the high-risk factors in the family history? Current
risk factors? Categorize current risk factors into physical, interpersonal, and environmental.
Identify needed health education and determine who needs the education. Identify sources of
appropriate screening in the community for the identified risk factors.
3. Complete a personal ecomap. Is the family an “open” or “closed” family system? What
resources do families currently use for mental, physical, emotional, social, and community
health? What referrals are needed?
4. Identify family types or situations (e.g., families of different cultures, gay or lesbian families,
or never-married-mother families) that elicit “discomfort” in working situations. Identify
ways to overcome barriers in working with these types of families.

_

EVOLVE WEBSITE

http://evolve.elsevier.com/Nies
• NCLEX Review Questions
• Case Studies
• Glossary
• Resource Tool: 20A Family Health Assessment Form
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