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Guide to the text 
As you read this text you will find a number of features in  

every chapter to enhance your study of nursing and help you  
understand how the theory is applied in the real world.

CHAPTER OPENING FEATURES

Learning outcomes give you a clear 
sense of what topics each chapter 
will cover and what you should be 
able to do after reading the chapter.

The Clinical Skills box identifies  
relevant clinical skills covered in the 
Clinical Psychomotor Skills textbook, 
sold separately.

564

CHAPTER 31
PHYSICAL ASSESSMENT

LEARNING OUTCOMES
1 Discuss the purposes of assessing a person throughout their health care.
2 Describe the preparation of the person required for performing a physical examination.
3 Discuss the adaptation of skills to physically assess a person who is morbidly obese.
4 Explain the techniques used in conducting a physical examination.
5 Describe common invasive and non-invasive diagnostic procedures and laboratory studies and discuss the 

relevant care of the person before, during and after diagnostic testing, including teaching guidelines.
6 Describe the physical examination and the significance of assessment findings obtained from a physical 

examination of each of the following areas: head and neck, thorax and lungs, heart and vascular system, 
breasts and axillae, abdomen, musculoskeletal, neurological, reproductive, rectum and anus.

7 Outline the care of the person following their physical examination.
8 Discuss the documentation of data obtained from a physical examination.

CLINICAL SKILLS
The following procedures are to be found in CPS7:

■■ 15 Mental status assessment
■■ 16 Focused cardiovascular health history and 

physical assessment 
■■ 18 Focused respiratory health history and physical 

assessment

■■ 19 Focused neurological health history and physical 
assessment

■■ 21 Focused gastrointestinal health history and 
abdominal physical assessment

■■ 24 Focused musculoskeletal health history and 
physical assessment and range of motion exercises

BK-CLA-DELAUNE_2E-180413-Chp31.indd   564 15/03/19   8:25 PM

FEATURES WITHIN CHAPTERS

Learn about the importance of evidence and clinical research in nursing with the Evidence-Based Practice 
boxes which link research to nursing practice.

Identify important client health and safety issues and 
the appropriate response to critical situations with the 
Safety First boxes.

Consider approaches to respectful care for clients 
from diverse backgrounds with the Respecting our 
Differences boxes.
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Strait Islander children overrepresented at eight times 
the rate of non-Aboriginal and Torres Strait Islander 
children (Papalia et al., 2017; Sampson & Read, 2017). 
This number most likely does not reflect the total 
number of children abused because underreporting 
is common. Young children are more vulnerable to 
abuse than are older ones.

Many factors are related to child abuse and neglect. 
These factors include stress, financial problems, inadequate 
parenting skills, parental substance abuse, parental 
impulsivity, social isolation, and parents themselves being 
abused as children. Child abuse results in physical pain 
and emotional damage that may last a lifetime.

Older adult abuse
The mistreatment of older adults takes many forms, 
including physical, psychological and sexual abuse 
and financial exploitation. In most cases, the 
perpetrator is a family member, usually an adult child 
or spouse. Factors associated with the abuse of older 
adults include increasing age, low-income status, 
functional impairment and impaired cognitive ability. 
Older adults who have chronic illnesses are also at 
increased risk. Social isolation is a serious problem 
that affects many elderly people, especially those 
with chronic illnesses (Cairns & Vreugdenhil, 2014; 
Joosten, Dow, & Blakey, 2016). Lack of transportation, 
lack of employment and strained relationships with 
caregivers may lead to inadequate care, including 
maltreatment. See Chapter 19 for more discussion of 
the maltreatment of older people.

Spouse and partner abuse
The majority of assaults by partners are directed at 
women. Women are also at greater risk than men 

for being killed during intimate partner violence 
(Cale et al., 2016; Powers & Kaukinen, 2012; 
Spangaro et al., 2016). Some of the risk factors for 
intimate partner abuse include young age, low 
income status, pregnancy, mental health problems, 
substance abuse by victims or perpetrators, 
separated or divorced status, history of childhood 
sexual or physical abuse, and being from either 
an Aboriginal and Torres Strait Islander, Māori or 
a culturally and linguistically diverse (CALD) 
background.

Nursing response to family violence
The best treatment for family violence is prevention; 
see Table 16-3. Prevention is based on assessment and 
education; therefore, all nurses across every practice 
setting and specialty must be vigilant for signs of 
violence. Nurses should be especially vigilant for signs 
of abuse. In Australia, nurses are mandated to report if 
they believe there are reasonable grounds to suspect a 
child is experiencing or is at risk of experiencing harm 
(Child Family Community Australia, 2017; Mathews 
et al., 2017; Mathews & Walsh, 2014). In New Zealand, 
nurses are required to report incidences of children 
experiencing or at risk of harm according to their 
employing agency’s child protection policies (Jackson, 
2013; Oranga Tamariki Ministry for Vunerable 
Children, 2015). When abuse is suspected, you 
should document your findings and report them in 
accordance with the policies and procedures outlined 
by your workplace setting. Your documentation 
should include verbatim (subjective) statements 
gathered from the victim as well as photographs and 
description of their injuries. Telephone numbers of 
local shelters and crisis lines can also be given to the 

EVIDENCE-BASED PRACTICE  

Title of study
Patterns of intimate partner violence victimization among 
Australia and New Zealand female university students: An 
initial examination of child maltreatment and self-reported 
depressive symptoms across profiles

Authors
J. Cale, S. Tzoumakis, B. Leclerc and J. Breckenridge

Abstract
The aim of this study was to examine the relationship 
between child abuse, depression, and patterns of intimate 
partner violence victimisation among female university 
students in Australia and New Zealand. Data were based 
on the Australia/New Zealand portion of the International 
Dating Violence Study (2001–2005) (n = 293). Using 
Latent Class Analysis, Low-, Moderate-, and High-level 

Intimate Partner Violence profiles were identified that 
differed according to the variety, degree, and severity of 
Intimate Partner Violence. Furthermore, the combination 
of child maltreatment and self-reported depressive 
symptoms differed across profiles. The results highlighted 
differential pathways from child maltreatment to specific 
Intimate Partner Violence victimisation patterns. These 
findings provide further evidence for the importance of 
early intervention strategies to prevent Intimate Partner 
Violence, and specifically for children who experience 
abuse and neglect to help prevent subsequent victimisation 
experiences in intimate relationship contexts.

CALE, J., TZOuMAKIS, S., LECLERC, B. & BRECKENRIdGE, J. (2016). PATTERNS OF INTIMATE PARTNER VIOLENCE 

VICTIMIZATION AMONG AuSTRALIA ANd NEW ZEALANd FEMALE uNIVERSITy STudENTS: AN INITIAL EXAMINATION 

OF CHILd MALTREATMENT ANd SELF-REPORTEd dEPRESSIVE SyMPTOMS ACROSS PROFILES. AUSTRALIAN & NEW 

ZEALAND JOURNAL OF CRIMINOLOGY, dOI.ORG/10.1177/0004865816666615
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Current medications
All medications currently taken, both prescription and 
over-the-counter, are recorded by name, frequency 
and dosage. Remind the person that this information 
includes medications such as birth control pills, 
laxatives and non-prescription pain relief medications. 
Ask if any herbal preparations are used, what they 
are and what they are taken for. Use of alternative or 
complementary treatment methods is often not shared 
by health care consumers. Ask specifically about 
complementary treatment methods (such as vitamin 
therapy, reiki, acupuncture, chiropractic, osteopathy). 
Ask about frequency of use and effectiveness.

Patterns related to caffeine and alcohol intake and 
use of tobacco or recreational drugs is also explored. 
Ask about the use of illicit drugs as well. Some 
people fear rejection or ridicule when divulging such 
information to health care providers. You must use a 
sensitive, non-judgemental approach when assessing 
the person’s use of all healing practices.

Developmental level
Knowledge of developmental level is essential for 
considering appropriate norms of behaviour and for 
appraising the achievement of relevant developmental 
tasks. Any recognised theory of growth and 
development can be applied in order to determine 
whether a person is functioning within the parameters 
expected for their age group. For example, if you 
use Erikson’s stages of psychosocial development, 
evaluation of an adult attaining the developmental 
task of generativity versus stagnation can be validated 
by a statement such as ‘prefers to spend time with his 

arm’ is the person’s actual report of the event that 
precipitated the need for health care. The person’s 
perspective is important because it explains what is 
significant about the event from their point of view. It 
is also important to determine the time of the onset of 
symptoms as well as a complete symptom analysis.

A person’s perception of health status
Perception of health status refers to the person’s 
opinions of their general health. It may be useful to 
ask them to rate their health on a scale of 1 to 10 (with 
10 being ideal and 1 being poor), together with their 
rationales for the rating scores. For example, you may 
record a statement such as the following to represent 
the person’s perception of health: ‘Rates health a 7 on 
a scale of 1 (poor) to 10 (ideal) because he must take 
medication regularly in order to maintain mobility, 
but the medication sometimes upsets his stomach’.

Previous illnesses, hospitalisations and surgeries
The history and timing of any previous experiences 
with illness, surgery or hospitalisation are helpful 
in order to assess recurrent conditions. It is also 
helpful to anticipate responses to illness, since 
prior experiences often have an impact on current 
responses.

Personal and family medical history
Determine any family history of acute and chronic 
illnesses that tend to be familial. Health history forms 
will frequently include checklists of various illnesses 
that can be used as the basis of the questions about 
this aspect. Tell the person that family history refers 
to blood relatives. It is also helpful to indicate who 
the relative is in relation to the person (e.g., mother, 
father, sister, grandparent).

Immunisations and exposure to communicable 
disease
Note any history of childhood or other 
communicable diseases. In addition, a record 
of current immunisations is obtained. This is 
particularly important with children; however, 
records of immunisations for tetanus, influenza and 
hepatitis B can also be important for adults. If the 
person has travelled out of the country recently, the 
timeframe should be indicated in order to determine 
incubation periods for relevant diseases. Ask about 
potential exposure to communicable diseases, such as 
tuberculosis, measles.

Allergies
Note any medication (prescribed, over-the-counter, 
legal or not), food or environmental allergies in the 
health history. In addition to the name of the allergen, 
note the type of reaction to the substance (e.g., a 
person may report developing a rash or becoming 

short of breath – record this reaction). A person 
may report an ‘allergy’ to a medication because they 
developed nausea after ingesting it, which you will 
recognise as a side effect that would not necessarily 
preclude administration of the medication in the 
future. Sensitivity to a medication can also change 
over time. Severe reactions may occur even though 
the person has successfully taken the medication or 
experienced only mild reactions to the medication in 
the past.

SAFETY FIRST 

ASSESSMENT FOR ALLERGIES
It is essential that you explore possible allergies prior to 
administering any medications. Always ask if the person 
is allergic to the medication. Allergic reactions can be life-
threatening and can occur even with very low dosages 
of medications or if the medication has been safely taken 
previously.
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knowledge for evidence-based nursing practice. 
Qualitative research aims to understand how the 
participants derive meaning from their surroundings, 
and how their meaning influences their behaviour. 
That is, qualitative researchers aim to gather an 
in-depth understanding of human behaviour and the 
reasons that govern such behaviour. The qualitative 
method investigates the why and how of decision 
making, not just what, where and when.

RESPECTING OUR DIFFERENCES

Experience of dialysis for people with Greek 
backgrounds
A study by Tranter (2016) used a descriptive qualitative 
methodology to explore the factors that inform decisions of 
people from Greek backgrounds regarding dialysis and to 
identify the enablers and barriers to choosing home dialysis 
for this group. An audit of dialysis patients in the renal 
service revealed that 20 per cent of hospital-based patients 
were from a Greek background in comparison to 7 per cent 
in the home dialysis group. Cultural norms are seen to guide 
the decisions of people from Greek backgrounds in this 
older age group. Specific educational materials addressing 
home dialysis were developed and translated into Greek. 
These documents, coupled with a greater understanding 
of the findings related to Greek culture, were integrated by 
staff in the Renal Options Clinic. This focused education, 
taking into consideration cultural and social values, is 
required to support patients in their decision making and 
confidence to perform home therapies.

Increasingly used by nurse researchers is a 
mixed-method design which involves mixing two 
methodological approaches within the one study. The 
two approaches used are typically quantitative and 
qualitative, though they could be just one of these 
(Morse, 2017), with the mixing coming from data 
collection and analysis or the interpretation phases 
of the study. The main assumption underpinning 
mixed-methods research is that using quantitative and 
qualitative approaches in the same study results in 
complementary strengths. Furthermore, the limitations 
of one approach may be corrected or balanced by the 
other approach (Richardson-Tench et al., 2018).

There are multiple ways in which nurses establish 
the sources and the realm of knowledge concerning 
nursing, human responses, diagnoses and treatments. 
Gray, Grove & Sutherland (2017) describe how nursing 
has historically acquired knowledge:

■■ Traditions: basing practice on customs and past trends
■■ Authority: crediting another person as the source of 

information
■■ Borrowing: using knowledge from other disciplines 

to guide nursing practice

■■ Trial and error: using unknown outcomes in a 
situation of uncertainty

■■ Personal experience: gaining knowledge by being 
personally involved in an event, situation or 
circumstance

■■ Role modelling and mentorship: imitating the 
behaviours of an exemplar

■■ Intuition: being guided by a feeling or sense that 
cannot be logically explained

■■ Reasoning: processing and organising ideas in order 
to reach conclusions

■■ Research: validating and refining existing 
knowledge and generating new knowledge.
Carper (1978, 1992) describes four fundamental 

patterns of knowing:
■■ Empirical: using research to explain, describe and 

predict
■■ Ethical: extending knowledge of valuing, clarifying 

and advocating
■■ Personal: encountering and focusing on self and 

others
■■ Aesthetic: interpreting, engaging and envisioning 

clues to knowledge.
Research undertaken by Mantzoukas and Jasper 

(2008) identifies five discrete types of knowledge 
used by nurses in medical wards: personal practice, 
theoretical, procedural, ward culture and reflexive. 
The authors suggest that reflexive knowledge is the 
resulting knowledge base from which nurses appear to 
work, and it integrates all other sources of knowledge 
to enable them to respond to future unique situations 
on the basis of their previous experience (p. 324).

The research process is based on sequential, interrelated 
steps; see the accompanying ‘Nursing checklist’.

NURSING CHECKLIST

Steps in the research process
 • Formulating a research question or problem
 • Defining the purpose of the study
 • Reviewing relevant literature
 • Developing a conceptual framework (structure that 

links global concepts together to form a unified whole)
 • Developing research objectives, questions and 

hypotheses
 • Defining research variables
 • Selecting a research design (overall plan used to 

conduct the research)
 • Defining the population, sample and setting
 • Conducting a pilot study
 • Collecting data
 • Analysing data
 • Communicating research findings, their implications 

and the limitations of the study
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FEATURES WITHIN CHAPTERS

Learn key information and issues in nursing with  
the Nursing Highlights boxes.

Review and revise useful lists of important concepts  
in nursing, client teaching and the nursing process 
with the Nursing Checklist boxes.
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Analysis or
Systematic Review

Evidence

Recommendations

FIGURE 2-1 
Evidence reports identify the need for information, analysis of scientific 
data, level of evidence and recommendations for practice

Following the review and analysis of the systematic 
data, you must determine what the research 
demonstrates and decide the level of evidence in order 
to make recommendations to promote EBP.

A structured research summary statement 
succinctly describes what the evidence reports. The 
analysis of the scientific data describes a review of 
the various published and unpublished research, 
the details of the analysis, target populations that 
were studied, the type of clinical interventions that 
were investigated, and the strength of individual 
and collective study results (Benefield, 2002). The 
level of evidence ranks the strength and quality 
of the study results. Research findings should be 
evaluated within the context of actual or potential 
usefulness in practice; if the evidence deems it 
appropriate, the end product is a recommendation 
in the form of a practice-focused guideline or 
clinical intervention. EBP promotes quality care 
that has been demonstrated to be effective; see 
the accompanying ‘Nursing highlights’ box for an 
example of how you may utilise research findings to 
make recommendations to promote EBP. If practice 
guidelines do not exist for a specific problem, you 
need to search for relevant evidence in studies, 
integrate reviews and analyses, and assess the quality 
of the evidence.

Even if clinicians can acquire and appraise 
evidence, they may have difficulty in recalling it 
at the time it is required. This situation has led to 
the development of clinical practice guidelines or 
evidence-based protocols.

Clinical practice guidelines, which are 
normally based on systematic reviews, give specific 
recommendations for evidence-based decision 
making (Polit & Beck, 2017, p. 28). Clinical practice 
guidelines normally comprise a set of statements 
related to a specific condition or patient problem. 
They are prepared by a committee of experts who 
translate the evidence into formulas for practice. 

Clinicians then implement the guidelines rather than 
distilling the research findings and making decisions 
based on the evidence. The latter half of the 1990s 
saw the development of hundreds of sets of clinical 
guidelines.

Essentially, a clinical guideline will appear in hard 
copy as a sheet of paper in a procedures or clinical 
guidelines book or folder, or in electronic form on a 
database in a computer file. It is a helpful, practical 
and sequential guide for clinicians regarding how to 
go about a clinical procedure safely and effectively. For 
example, a clinical guideline may be about caring for 
a person with confusion, or undertaking the care of 
a person receiving chemotherapy. If clinicians accept 
well-prepared and well-researched clinical guidelines, 
the research-based information within them can find 
its way into practice.

One example of clinical guidelines developed 
from research are those by the Day Surgery Special 
Interest Group (Victoria) (DSSIG). The guidelines 
were developed from the results of three systematic 
reviews carried out by researchers at La Trobe 
University and the DSSIG (Pearson, Richardson & 
Cairns, 2004; Pearson et al., 2004a; Pearson et al., 
2004b).

NURSING HIGHLIGHTS

DETERMINING EVIDENCE-BASED NURSING PRACTICE
A nurse working on an intensive care unit notices that 
Clostridium difficile infection has become prevalent 
among surgical patients in the hospital and is interested 
in finding out if there is a reliable screening tool to assess 
the risk of infection so that preventative measures can be 
taken. 
1 Step 1. Review and critique research reports related 

to the use of screening tools for risk of infection in 
surgical patients.

2 Step 2. Based on the critique of the literature on the 
results of the use of screening tools in identifying 
at risk of surgical infections and associated 
recommendations for preventative measures, identify 
the level and strength of the evidence: good, fair or 
insufficient to support or reject a cause-and-effect 
interpretation of the association.

3 Step 3. Make specific recommendations regarding 
the use of recommended preventative measures to 
reduce the risk of surgical infections based on the 
critiqued research and the level and strength of the 
evidence found in the research.

AdAPTEd FROM POLiT, d.F. & bECK, C.T. (2017) NURSING RESEARCH GENERATING AND  

ASSESSING EVIDENCE FOR NURSING PRACTICE. (10TH Ed.), PHiLAdELPHiA, WOLTERs KLUWER.
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knowledge for evidence-based nursing practice. 
Qualitative research aims to understand how the 
participants derive meaning from their surroundings, 
and how their meaning influences their behaviour. 
That is, qualitative researchers aim to gather an 
in-depth understanding of human behaviour and the 
reasons that govern such behaviour. The qualitative 
method investigates the why and how of decision 
making, not just what, where and when.

RESPECTING OUR DIFFERENCES

Experience of dialysis for people with Greek 
backgrounds
A study by Tranter (2016) used a descriptive qualitative 
methodology to explore the factors that inform decisions of 
people from Greek backgrounds regarding dialysis and to 
identify the enablers and barriers to choosing home dialysis 
for this group. An audit of dialysis patients in the renal 
service revealed that 20 per cent of hospital-based patients 
were from a Greek background in comparison to 7 per cent 
in the home dialysis group. Cultural norms are seen to guide 
the decisions of people from Greek backgrounds in this 
older age group. Specific educational materials addressing 
home dialysis were developed and translated into Greek. 
These documents, coupled with a greater understanding 
of the findings related to Greek culture, were integrated by 
staff in the Renal Options Clinic. This focused education, 
taking into consideration cultural and social values, is 
required to support patients in their decision making and 
confidence to perform home therapies.

Increasingly used by nurse researchers is a 
mixed-method design which involves mixing two 
methodological approaches within the one study. The 
two approaches used are typically quantitative and 
qualitative, though they could be just one of these 
(Morse, 2017), with the mixing coming from data 
collection and analysis or the interpretation phases 
of the study. The main assumption underpinning 
mixed-methods research is that using quantitative and 
qualitative approaches in the same study results in 
complementary strengths. Furthermore, the limitations 
of one approach may be corrected or balanced by the 
other approach (Richardson-Tench et al., 2018).

There are multiple ways in which nurses establish 
the sources and the realm of knowledge concerning 
nursing, human responses, diagnoses and treatments. 
Gray, Grove & Sutherland (2017) describe how nursing 
has historically acquired knowledge:

■■ Traditions: basing practice on customs and past trends
■■ Authority: crediting another person as the source of 

information
■■ Borrowing: using knowledge from other disciplines 

to guide nursing practice

■■ Trial and error: using unknown outcomes in a 
situation of uncertainty

■■ Personal experience: gaining knowledge by being 
personally involved in an event, situation or 
circumstance

■■ Role modelling and mentorship: imitating the 
behaviours of an exemplar

■■ Intuition: being guided by a feeling or sense that 
cannot be logically explained

■■ Reasoning: processing and organising ideas in order 
to reach conclusions

■■ Research: validating and refining existing 
knowledge and generating new knowledge.
Carper (1978, 1992) describes four fundamental 

patterns of knowing:
■■ Empirical: using research to explain, describe and 

predict
■■ Ethical: extending knowledge of valuing, clarifying 

and advocating
■■ Personal: encountering and focusing on self and 

others
■■ Aesthetic: interpreting, engaging and envisioning 

clues to knowledge.
Research undertaken by Mantzoukas and Jasper 

(2008) identifies five discrete types of knowledge 
used by nurses in medical wards: personal practice, 
theoretical, procedural, ward culture and reflexive. 
The authors suggest that reflexive knowledge is the 
resulting knowledge base from which nurses appear to 
work, and it integrates all other sources of knowledge 
to enable them to respond to future unique situations 
on the basis of their previous experience (p. 324).

The research process is based on sequential, interrelated 
steps; see the accompanying ‘Nursing checklist’.

NURSING CHECKLIST

Steps in the research process
 • Formulating a research question or problem
 • Defining the purpose of the study
 • Reviewing relevant literature
 • Developing a conceptual framework (structure that 

links global concepts together to form a unified whole)
 • Developing research objectives, questions and 

hypotheses
 • Defining research variables
 • Selecting a research design (overall plan used to 

conduct the research)
 • Defining the population, sample and setting
 • Conducting a pilot study
 • Collecting data
 • Analysing data
 • Communicating research findings, their implications 

and the limitations of the study
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Case Scenario

Assessment Data

Problem identification
Prioritised as 1, 2, etc.
Expected Outcome

Interventions and
Rationales
Evaluation

Mr Short is a 48-year-old man who was involved in a
motor vehicle accident. Three days after

abdominal surgery he develops fever, tenderness
around incision, and purulent drainage from the

wound. The physician opens the incision and
orders normal saline irrigation and dressing

changes three times a day.

Within 1 week Mr Short’s
wound will be free of infection

as evidenced by:
Absence of fever

Absence of redness, exudates
Normal WCC count

Within 1–2 weeks, Mr Shot’s
wound will exhibit signs of healing

as evidenced by:
Presence of granulation tissue

Wound being closed and
without drainage

Assess and document the wound for
presence of redness, pain, exudate

with every dressing change.
Exudate indicates infection.

Assess VS q4h.
VS reflect Mr Short's overall condition.

Irrigate the wound and change the
dressing tid utilising sterile technique.
Promotes clean environment, which

encourages wound healing.

Successful
implementation
of nursing care

is indicated by...
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Ensure good handwashing before and
after all dressing changes.
Limits exposure of incision

to pathogens.

Assess WCC count.
WBC counts show progression of infection.

1

2

1

2

3
Mr Short should be free

of infection, with no
evidence of fever,

redness, or exudates.
WCC and VS should be

within normal range
within 1 week.

The wound should exhibit
beefy, red granulation
tissue, and the wound

edges should be
contracting 1 week after

admission.

ASSESSMENT DATA
Temperature 38°C

Pulse 110
Respirations 20

BP 130/70
Incision – red, tender to touch,

yellow purulent drainage
Labs – WCC elevated

Problem identification 1:
Impaired Skin Integrity

related to presence 
of contaminants.

Assessment data
clues indicate

The expected
outcome is ...

1

CONCEPT MAP 
The person with impaired skin integrity
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Eyes
Eyes are continually cleansed by the production of 
tears and the movement of eyelids over the eyes. 
Eyelids should be washed daily with a warm washcloth 
from the inner to outer canthus. Eyelashes function to 
prevent foreign material from entering the eyes and 
conjunctival sacs. Eyelashes and eyebrows should be 
washed as necessary.

An artificial eye (prosthetic) may require daily 
cleaning. The eye must be removed from the 
eye socket and washed. Some artificial eyes are 
permanently implanted. People who are unconscious 
for a time have special eye care needs since they lack a 
blink reflex. These people require frequent instillations 
of lubricants or eyedrops to prevent corneal abrasions. 
The accompanying ‘Nursing checklist’ describes eye 
care for the comatose person.

See CPS7, Clinical Skill 78: Caring for a person who is 
unconscious

Contact lenses
The nursing history should indicate whether the 
person wears contact lenses, and the routine care 
and level of assistance is recorded on the care plan. 

Anyone who can insert, remove and manage the care 
of their lenses will require minimal assistance from 
the nurse. If the person is unable to assist with lens 
care and also has corrective eyeglasses, suggest that 
he or she wear the eyeglasses during hospitalisation. 
There are two types of contact lenses: hard and soft. 
Each type requires different cleaning and care. During 
emergency situations, the nurse removes the lenses 
and places them in the appropriate solution.

NURSING CHECKLIST

EYE CARE FOR THE COMATOSE PERSON
• Cleanse eyelids, eyelashes and eyebrows with warm 

washcloth at least every four hours. Clean from inner 
to outer canthus.

• If eyes remain open and blink reflex is absent, liquid 
tear solutions should be applied to prevent corneal 
drying and ulcerations.

• Eyes can be closed and covered with polyethylene 
moisture covers (e.g., cling wrap) or a protective shield 
to protect against corneal abrasion. The eye patch or a 
protective shield should be removed at least every four 
hours to assess eyes and provide eye care.

PERSON AT RISK FOR INJURY
Case presentation
Mr Simon, aged 75, is admitted to the hospital with coronary 
heart disease (CHD). He has a family history of CHD. He 
smokes two packs of cigarettes a day, has diabetes mellitus, 
and is obese.

Assessment
• Weight gain of 3 kg in past month
• Blood cholesterol 320 mg/dL
• High-density lipoproteins (HDL) 28 mg/dL
• Blood pressure 186/116 mmHg
• Diminished visual acuity
• Decreased bladder tone
• Weakness and syncope
• Glasgow Coma Scale (GCS) score of 12
Problem identification: Risk for injury related to sensory 
dysfunction, weakness, and altered level of consciousness.
Goal: Mr Simon will not be injured during the hospitalisation.
Intervention: Assess for risk of falls and use fall-prevention 
strategies.

Expected outcome
Mr Simon will be protected from injury during the 
hospitalisation.

Interventions/rationales
1 Initiate the fall prevention protocol. This identifies and 

reduces risk for injury.
2 Reassess Mr Simon’s injury status every four hours. This 

identifies changes and highlights the need to modify plan 
of care.

3 Place Mr Simon in a room as close as possible to the nurses’ 
station. This facilitates faster response time to his needs.

4 Place fall alert signs on Mr Simon’s door and the head of 
his bed. The signs alert other health care workers to the 
risk status.

5 Turn on the bed alarm. This helps monitor Mr Simon’s 
status and facilitates a prompt response if he tries to get 
out of bed unassisted.

6 Monitor Mr Simon and the environment every two hours, 
and whenever a caregiver passes by his room. This 
provides information on status, progress and needs; it also 
encourages a team approach to his care.

7 Instruct all caregivers to respond promptly to the call light. 
This ensures rapid response to Mr Simon’s needs.

8 Teach Mr Simon how to use the call light; reinforce the 
teaching each time before leaving him alone. This ensures 
that Mr Simon has the means and knowledge to call for 
assistance if necessary.

EVALUATION
Fall prevention protocol implemented. Mr Simon discharged on third day of hospitalisation free from injury.

NURSING CARE PLAN
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Eyes
Eyes are continually cleansed by the production of 
tears and the movement of eyelids over the eyes. 
Eyelids should be washed daily with a warm washcloth 
from the inner to outer canthus. Eyelashes function to 
prevent foreign material from entering the eyes and 
conjunctival sacs. Eyelashes and eyebrows should be 
washed as necessary.

An artificial eye (prosthetic) may require daily 
cleaning. The eye must be removed from the 
eye socket and washed. Some artificial eyes are 
permanently implanted. People who are unconscious 
for a time have special eye care needs since they lack a 
blink reflex. These people require frequent instillations 
of lubricants or eyedrops to prevent corneal abrasions. 
The accompanying ‘Nursing checklist’ describes eye 
care for the comatose person.

See CPS7, Clinical Skill 78: Caring for a person who is 
unconscious

Contact lenses
The nursing history should indicate whether the 
person wears contact lenses, and the routine care 
and level of assistance is recorded on the care plan. 

Anyone who can insert, remove and manage the care 
of their lenses will require minimal assistance from 
the nurse. If the person is unable to assist with lens 
care and also has corrective eyeglasses, suggest that 
he or she wear the eyeglasses during hospitalisation. 
There are two types of contact lenses: hard and soft. 
Each type requires different cleaning and care. During 
emergency situations, the nurse removes the lenses 
and places them in the appropriate solution.

NURSING CHECKLIST

EYE CARE FOR THE COMATOSE PERSON
• Cleanse eyelids, eyelashes and eyebrows with warm 

washcloth at least every four hours. Clean from inner 
to outer canthus.

• If eyes remain open and blink reflex is absent, liquid 
tear solutions should be applied to prevent corneal 
drying and ulcerations.

• Eyes can be closed and covered with polyethylene 
moisture covers (e.g., cling wrap) or a protective shield 
to protect against corneal abrasion. The eye patch or a 
protective shield should be removed at least every four 
hours to assess eyes and provide eye care.

PERSON AT RISK FOR INJURY
Case presentation
Mr Simon, aged 75, is admitted to the hospital with coronary 
heart disease (CHD). He has a family history of CHD. He 
smokes two packs of cigarettes a day, has diabetes mellitus, 
and is obese.

Assessment
• Weight gain of 3 kg in past month
• Blood cholesterol 320 mg/dL
• High-density lipoproteins (HDL) 28 mg/dL
• Blood pressure 186/116 mmHg
• Diminished visual acuity
• Decreased bladder tone
• Weakness and syncope
• Glasgow Coma Scale (GCS) score of 12
Problem identification: Risk for injury related to sensory 
dysfunction, weakness, and altered level of consciousness.
Goal: Mr Simon will not be injured during the hospitalisation.
Intervention: Assess for risk of falls and use fall-prevention 
strategies.

Expected outcome
Mr Simon will be protected from injury during the 
hospitalisation.

Interventions/rationales
1 Initiate the fall prevention protocol. This identifies and 

reduces risk for injury.
2 Reassess Mr Simon’s injury status every four hours. This 

identifies changes and highlights the need to modify plan 
of care.

3 Place Mr Simon in a room as close as possible to the nurses’ 
station. This facilitates faster response time to his needs.

4 Place fall alert signs on Mr Simon’s door and the head of 
his bed. The signs alert other health care workers to the 
risk status.

5 Turn on the bed alarm. This helps monitor Mr Simon’s 
status and facilitates a prompt response if he tries to get 
out of bed unassisted.

6 Monitor Mr Simon and the environment every two hours, 
and whenever a caregiver passes by his room. This 
provides information on status, progress and needs; it also 
encourages a team approach to his care.

7 Instruct all caregivers to respond promptly to the call light. 
This ensures rapid response to Mr Simon’s needs.

8 Teach Mr Simon how to use the call light; reinforce the 
teaching each time before leaving him alone. This ensures 
that Mr Simon has the means and knowledge to call for 
assistance if necessary.

EVALUATION
Fall prevention protocol implemented. Mr Simon discharged on third day of hospitalisation free from injury.

NURSING CARE PLAN
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SUMMARY

■■ Nursing is an art and a science in which people are assisted 
in learning to care for themselves whenever possible and 
cared for when they are unable to meet their own needs. 
The professionalisation of nursing has been influenced by 
key issues such as: the status of women, the development 
of the biomedical model, employment opportunities, class 
structures and religion. New Zealand was the first nation to 
register nurses.

■■ As the nursing profession continues to evolve and respond 
to the challenges within the health care system, nurses will 
remain responsive to societal needs.

■■ Concepts are abstract vehicles of thought and are the 
building blocks of theory, while propositions are relational 
statements that link concepts together. Theories are an 
organised, coherent and systematic articulation of a set of 
statements related to significant questions. Nursing uses 
theories from other disciplines in conjunction with nursing 
theory to enhance knowledge, understanding and practice.

■■ The complexity of theoretical frameworks are categorised 
as grand-theory, middle-range theory, and micro-range 
theory. Grand theories, or conceptual models, focus on 
phenomenon of concern to the discipline. Middle-range 
theories provide a bridge from grand theories to effectively 
describe and explain specific nursing phenomenon. Micro-
range theories view phenomena in the everyday practice of 
nurse–patient interactions.

■■ The work of early nursing theories focused on the traditional 
tasks of nursing. Challenged to create synergy between the 
art and science of nursing, nursing theories have developed. 
Nursing theorists such as Peplau, Henderson, Orlanda, 
Rogers and Orem, to name a few, have created philosophies, 
frameworks, models and theories to achieve this synergy. 
Contemporary nursing philosophy embraces caring and 
nurturance with increasing prominence in recent nursing 
theories.

REVIEW QUESTIONS

1 Since the formalisation of nursing, notably with Florence 
Nightingale, sociopolitical influences on the role of nursing 
have included (select all that apply):
a the cost of living for sick people.
b the role of women in society.
c technological advances improving health outcomes.
d access to clean water, hygiene and employment.
e registration and professionalisation of nurses.

2 In the 19th century, the Anglican High Church nuns:
a began training nurses at St Thomas’ Hospital.
b introduced university-based nursing education.
c set up their training school at the Sydney Hospital.
d were the dominant model of nursing reform in England.
e developed the first nursing theories.

3 Which was the first country to enact legislation to register 
nurses?
a Australia
b New Zealand
c Britain
d United States
e Germany

4 Nursing education within Australia and New Zealand 
included (select all those that apply):
a home visit nurses.
b the apprenticeship model.
c unlicensed workers.
d tertiary education.
e diploma education.

5 Nursing’s metaparadigm includes:
a concepts, theory, health and environment.
b health, person, environment and nursing.

c providers, standards, models and patients.
d the person, environment, health and nursing.
e theory, health, environment, person.

6 A micro-range theory:
a is composed of concepts representing global and 

complex phenomena.
b is the most concrete and narrow of theories that 

establishes nursing care guidelines.
c describes, explains and predicts complex situations 

and directs interventions.
d provides an overall framework for structuring broad, 

abstract ideas.
e answers questions about nursing phenomena without 

covering the full range of concern to the discipline.
7 An organised, coherent set of concepts and their 

relationship to each other that is proposed to explain a given 
phenomenon best defines which of the following options?
a A concept
b A proposition
c A theory
d A discipline
e A paradigm

8 Why are nursing theories important to the profession? 
(Select all that apply.)
a To guide nursing practice
b To promote problem identification
c To guide nursing research
d To develop a language for nurses
e To define professional nursing practice
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SPOTLIGHT ON CRITICAL THINKING

It has been argued that nursing history has been presented 
from a feminist perspective.
1 How could this have impacted the role of men in the 

nursing and midwifery profession?
2 Explain how this could imply that ‘caring’ is a female 

trait?
3 Explain why you think nursing history, until recently, has 

excluded groups of nurses from its history.
Nursing history is reflecting a more comprehensive under-
standing of nursing practice and nursing participants. It is 
now a more complex area of study.
4 Why do you think, from a historical perspective, that it is 

important to represent the nursing profession within the 
context of society as a whole?

Nursing theories sit within two main paradigms: totality 
paradigm or simultaneity paradigm.
5 Identify which paradigm of nursing aligns with your 

personal beliefs and values.

6 Many nurses state ‘they want to help people’ as a 
reason for entering the nursing profession. Explain how 
nurses might ‘help’ people who are unwell using one 
nursing theorist from the following:
■ Grand nursing theory 
■ Middle-range theory
■ Micro-range theory 

Consider the theories discussed in this chapter.
7 State why a particular theory might appeal to you. What 

influenced your decision?
8 It is suggested that you both incorporate an 

acknowledgement of cultural diversity and maintain 
cultural safety in your nursing practice.
a Explain what each term means.
b How can you apply this in your everyday interactions 

with patients?
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SUMMARY

■■ Nursing is an art and a science in which people are assisted 
in learning to care for themselves whenever possible and 
cared for when they are unable to meet their own needs. 
The professionalisation of nursing has been influenced by 
key issues such as: the status of women, the development 
of the biomedical model, employment opportunities, class 
structures and religion. New Zealand was the first nation to 
register nurses.

■■ As the nursing profession continues to evolve and respond 
to the challenges within the health care system, nurses will 
remain responsive to societal needs.

■■ Concepts are abstract vehicles of thought and are the 
building blocks of theory, while propositions are relational 
statements that link concepts together. Theories are an 
organised, coherent and systematic articulation of a set of 
statements related to significant questions. Nursing uses 
theories from other disciplines in conjunction with nursing 
theory to enhance knowledge, understanding and practice.

■■ The complexity of theoretical frameworks are categorised 
as grand-theory, middle-range theory, and micro-range 
theory. Grand theories, or conceptual models, focus on 
phenomenon of concern to the discipline. Middle-range 
theories provide a bridge from grand theories to effectively 
describe and explain specific nursing phenomenon. Micro-
range theories view phenomena in the everyday practice of 
nurse–patient interactions.

■■ The work of early nursing theories focused on the traditional 
tasks of nursing. Challenged to create synergy between the 
art and science of nursing, nursing theories have developed. 
Nursing theorists such as Peplau, Henderson, Orlanda, 
Rogers and Orem, to name a few, have created philosophies, 
frameworks, models and theories to achieve this synergy. 
Contemporary nursing philosophy embraces caring and 
nurturance with increasing prominence in recent nursing 
theories.

REVIEW QUESTIONS

1 Since the formalisation of nursing, notably with Florence 
Nightingale, sociopolitical influences on the role of nursing 
have included (select all that apply):
a the cost of living for sick people.
b the role of women in society.
c technological advances improving health outcomes.
d access to clean water, hygiene and employment.
e registration and professionalisation of nurses.

2 In the 19th century, the Anglican High Church nuns:
a began training nurses at St Thomas’ Hospital.
b introduced university-based nursing education.
c set up their training school at the Sydney Hospital.
d were the dominant model of nursing reform in England.
e developed the first nursing theories.

3 Which was the first country to enact legislation to register 
nurses?
a Australia
b New Zealand
c Britain
d United States
e Germany

4 Nursing education within Australia and New Zealand 
included (select all those that apply):
a home visit nurses.
b the apprenticeship model.
c unlicensed workers.
d tertiary education.
e diploma education.

5 Nursing’s metaparadigm includes:
a concepts, theory, health and environment.
b health, person, environment and nursing.

c providers, standards, models and patients.
d the person, environment, health and nursing.
e theory, health, environment, person.

6 A micro-range theory:
a is composed of concepts representing global and 

complex phenomena.
b is the most concrete and narrow of theories that 

establishes nursing care guidelines.
c describes, explains and predicts complex situations 

and directs interventions.
d provides an overall framework for structuring broad, 

abstract ideas.
e answers questions about nursing phenomena without 

covering the full range of concern to the discipline.
7 An organised, coherent set of concepts and their 

relationship to each other that is proposed to explain a given 
phenomenon best defines which of the following options?
a A concept
b A proposition
c A theory
d A discipline
e A paradigm

8 Why are nursing theories important to the profession? 
(Select all that apply.)
a To guide nursing practice
b To promote problem identification
c To guide nursing research
d To develop a language for nurses
e To define professional nursing practice
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PREFACE

We are very excited to share this second edition of 
Australian and New Zealand Fundamentals of Nursing 
with you! We hope this text will encourage you to 
develop an inquiring stance based on the joy of 
discovery and a love of learning.

Nursing is facing new challenges in delivering 
quality care to vulnerable peoples in a variety of 
settings. These settings are rapidly expanding and 
challenge all nurses to think creatively in applying 
best practices based on current research. This edition 
presents the most current advances in nursing 
care, nursing education and research relative to the 
demands of delivering care across a continuum of 
settings. Multiple theories of nursing are embraced, 
and nursing’s elements of theory metaparadigm – 
human beings, environment, health and nursing – 
are threaded throughout this text. The organisation 
of units and chapters is sequential; however, every 
effort has been made to allow for the varying needs 
of diverse curricula and students. Each chapter may 
be used independently of the others according to the 
specific curriculum design.

This comprehensive edition addresses fundamental 
concepts to help prepare novice graduate nurses to 
apply an understanding of human behaviour to issues 
encountered in clinical settings. Physiological and 
psychosocial responses of both an individual and their 
nurse are addressed in a holistic manner. Integrative 
modalities are presented in an environment 
that encourages the individual to participate in 
determining their own care.

Skills and procedures have been relegated to 
another text: J. Tollefson and E. Hillman’s Clinical 
Psychomotor Skills: Assessment Tools for Nursing 
Students (seventh edition), published by Cengage 
in 2018. This was done to decrease the size of 
this textbook and permit more discussion of the 
individual skills. Using contemporary clinical 
information based on sound theoretical concepts, 
and scientific evidence, the skills in the latest edition 
of Tollefson and Hillman both supplement and 
complement the material in this text. Therapeutic 
nursing interventions reflect the current Registered 
Nurse Standards of Practice (2016) and emphasise 
safety, communication skills, clinical reasoning 
and interdisciplinary collaboration in delivering 
nursing care. You will be referred to the appropriate 
procedure within the text.

CONCEPTUAL APPROACH
This edition presents in-depth material in a clear, 
concise manner using language that is easy to read, 
by linking related concepts. Nursing knowledge 
is formulated on the basic concepts of scientific 
and discipline-specific theory, health and health 
promotion, the environment, holism, health care 
teaching, spirituality, research and evidence-based 
practice, and the continuum of care. Emphasis is 
placed on cultural diversity, care of the older adult, 
and ethical and legal principles.

The nursing process provides a consistent approach 
for presenting information. Assessment tools specific 
to selected topics are presented to assist you with 
pertinent data collection. Critical thinking and 
reflective reasoning skills are integrated throughout 
the text. The safe and appropriate use of technology 
has been incorporated throughout the text to reflect 
contemporary nursing practice.

The conceptual approach used as an organisational 
framework for this Australian and New Zealand 
edition falls into four categories:
1 Individuals are viewed as holistic beings with 

multiple needs and strengths, and the abilities 
to meet those needs. Holism implies that 
individuals are treated as whole entities rather 
than fragmented parts or problems. Each person 
is a complex entity who is influenced by cultural 
values, including spiritual beliefs and practices. 
Every person has the right to be treated with 
dignity and respect regardless of race, ethnicity, 
age, religion, socioeconomic status or health 
status. Traditional terms for people who are being 
treated for their health care such as ‘patient’ or 
‘client’ are avoided as these terms do not reflect the 
conceptual value of the individual.

2 Environment is a complex interrelationship of 
internal and external variables. Internal variables 
include one’s self-concept, self-efficacy, cognitive 
development and psychological traits. The external 
environment affects an individual’s health 
status by facilitating or hindering the person’s 
achievement of needs.

3 Health is viewed as a dynamic force that occurs 
on a continuum ranging from wellness to 
death. An individual’s actions and choices effect 
changes in their health status. Individuals who 
are experiencing illness have strengths that may 
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improve their health status. On the other hand, 
individuals who are experiencing a high degree of 
health generally have areas that can be improved.

4 Nursing is an active, interpersonal, professional 
practice that seeks to improve the health status 
of individuals. Nursing’s focus is person-centred 
and communicates a caring intent. Caring and 
compassion are demonstrated through nursing 
interventions. Nursing is a professional practice 
based on scientific knowledge and is delivered in 
an artful manner.
Other important conceptual threads used to 

direct the development of this book include the 
following:

 ■ Health promotion encourages individuals to 
engage in behaviours and lifestyles that facilitate 
wellness.

 ■ Standards of practice are discussed, with 
information from national and specialty 
organisations (both from Australia and New 
Zealand) incorporated into each chapter as 
appropriate.

 ■ Critical thinking is an essential skill for 
blending science with the art of nursing.

 ■ Evidence-based practice derived from scientific 
research is emphasised across chapters.

 ■ Cultural diversity is defined as individual 
differences among people resulting from racial, 
ethnic, religious and cultural variables.

 ■ Continuum of care is viewed as a process for 
providing health care services in order to ensure 
consistent care across practice settings.

 ■ Community, as both an aggregate focus for 
health care and as the setting for the delivery of 
care, is evidenced in Chapter 16 and is threaded 
throughout the text.

 ■ Holism recognises the body–mind connection 
and views the person as a whole rather than as 
fragmented parts.

 ■ Spirituality encompasses the relationship with 
oneself, a sense of connection with others, and a 
relationship with a higher power or divine source. 
It is discussed in depth in Chapter 27.

 ■ Caring, a universal value that directs nursing 
practice, is incorporated throughout the text, and 
is described in depth in Chapter 13.

 ■ Alternative and complementary modalities 
are treatment approaches that can be used in 
conjunction with conventional medical therapies. 
Chapter 34 is dedicated to this integrative approach, 
and related information featuring integrative 
concepts is included throughout the text.

ORGANISATION
This textbook provides you with a bridge that presents theory 
to support clinical practice. The intent of the authors is to 
help you become a proficient critical thinker who is able 
to use the nursing process with diverse individuals in a 
variety of settings. Research-based knowledge that reflects 
contemporary practice is presented in a reader-friendly, 
practical manner.

Features that challenge you to use critical-thinking skills 
are incorporated into each chapter, and critical-thinking 
questions appear at the end of each chapter. Critical 
information is highlighted throughout the text in a format that 
is easily accessed and understood. Similar concepts have 
been grouped together to encourage you to learn through 
association; this method of presentation also prevents the 
duplication of content.

Australian and New Zealand Fundamentals of Nursing 
presents 43 chapters organised in six units:
 • Unit 1: Nursing’s perspectives: past, present and future 

provides a comprehensive discussion of nursing’s 
evolution as a profession and its contributions to health 
care based on standards of practice. The theoretical 
frameworks for guiding professional practice and the 
significance of incorporating research into nursing practice 
are emphasised. Chapters are reflective of the parallel 
evolution of nursing and nursing education. Examples 

are provided showing the incorporation of theory into the 
nursing process. The concept of evidence-based practice 
is emphasised along with research utilisation. Quality is 
discussed from the perspective of health care delivery and 
the continuum of care.

 • Unit 2: Nursing process: the standard of care discusses 
recognised competencies and standards of care 
established by Australian and New Zealand nursing 
registration bodies, the Australian Nursing and Midwifery 
Federation, and nursing specialty organisations. Each stage 
of the nursing process is discussed, with an emphasis on 
critical thinking.

 • Unit 3: Professional accountability describes the 
nurse’s responsibilities to the individual in their care, the 
community and the profession. Nursing leadership is 
discussed in Chapter 10. Chapter 11 combines legal and 
ethical aspects of nursing practice to reflect the interfacing 
of these concepts. An in-depth discussion of informatics 
appears in Chapter 12, which focuses on documentation.

 • Unit 4: Promoting health was created to integrate 
information on health promotion, consumer demand 
and facilitating empowerment for the person seeking 
health care. Chapter 13 provides nursing theoretical 
perspectives on caring. Chapter 15 emphasises the 
nurse’s role in empowering the person seeking health 
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care to assume more personal accountability for their 
own health-related behaviours. Chapter 16 addresses the 
health needs of families and communities.

 • Unit 5: Responding to basic psychosocial needs stresses 
the importance of the holistic nature of nursing. Spirituality 
is spotlighted in order to emphasise its impact on 
individuals’ health.

 • Unit 6: Responding to basic physiological needs discusses 
aspects of nursing care that are common to every area of 
nursing practice. Concepts such as safety and infection 
control, medication administration, assessment of the 
person, their comfort, mobility, fluid and electrolyte balance, 
oxygenation, skin integrity, nutrition and elimination are all 
described within the nursing process framework.

NEW TO THE SECOND AUSTRALIAN 
AND NEW ZEALAND EDITION
All the material has been settled into an Australian 
and New Zealand context, using culturally appropriate 
and relevant examples, Australian and New Zealand 
government and non-government organisation 
information, research, legal and ethical material and 
laws, evidence-based practice information, and ratified 
nursing standards. All chapters have been extensively 
rewritten to reflect contemporary Australian and New 
Zealand nursing practice.

Contributions for specific chapters were sought 
from Australian and New Zealand nurses who are 
expert in their fields.

Some chapters were condensed, and some 
expanded. Specifically, the pre-existing chapters on 
nursing theory and nursing education were folded into 
Chapter 1, and the life cycle material is now presented 
over Chapters 17 and 18, giving more prominence to 
the topic of nursing children.

Additional chapters were written:
 ■ Chapter 20: Palliative care, presents material to 

help you understand and assist the person who is 
nearing the end of their life.

 ■ Chapter 21: Cultural diversity, although not 
new, has been extensively adapted to reflect the 
contemporary societies of Australia and New 
Zealand.

 ■ Chapter 22: Aboriginal and Torres Strait Islander 
health, addresses the problems and solutions that 
are specific to Indigenous Australians.

 ■ Chapter 23: Rural and remote health, looks at the 
unique circumstances that face people who live in 
the regional, rural and remote areas of Australia.

 ■ Chapter 29: Mental health, presents some of 
the issues that beginning nurses can expect to 
encounter in their practice.

Additional features include the following:
 ■ At the end of every chapter, a set of ‘Review 

questions’ is presented. For this second edition, 
the rigour of the Review questions have been 
increased. The answers and rationales are located 
in the Instructor’s Manual.

 ■ ‘Spotlight on critical thinking’ at the end of the 
chapter focuses attention on issues relating to the 
caring, compassion, legal, ethical and professional 
components of nursing practice.

 ■ ‘Safety first’ identifies critical health and safety 
situations and highlights strategies for the 
appropriate nursing response and management.

 ■ ‘Evidence-based practice’ emphasises the 
importance of clinical research by linking theory 
to practice. We have added an additional Evidence-
based practice box to most chapters in this second 
edition.

 ■ ‘Respecting our differences’ challenges you to 
consider approaches to respectful and appropriate 
care for populations of people who may differ in a 
variety of ways, including culture, gender, age and 
developmental level.

 ■ ‘Nursing highlights’ provide key information on 
nursing practice.

 ■ ‘Nursing checklists’ are provided to assist you with 
the revision of information.

EXTENSIVE TEACHING/LEARNING 
PACKAGE
The complete supplements package was developed to 
achieve two goals:
1 to assist you in learning the essential skills and 

competencies needed to secure a career in nursing
2 to assist your instructors in planning and 

implementing their programs for the most efficient 
use of time and other resources.
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LANGUAGE AND TERMINOLOGY

ABORIGINAL AND TORRES STRAIT 
ISLANDER PEOPLES
This textbook has a full chapter on health issues 
pertaining to Aboriginal and Torres Strait Islander 
peoples, as well as integrated material throughout 
the book relating to issues, events, policies 
and groups. We have sought to use inclusive, 
appropriate and non-discriminatory terminology 
throughout, and for this purpose we have followed 
the published guidelines provided by NSW Health 
in Communicating Positively: A Guide to Appropriate 
Aboriginal Terminology.

CULTURAL SAFETY IN NEW ZEALAND
New Zealand has a bicultural society by legislation. 
This diversity creates a vibrant, rich background 
to daily living. Issues may arise when people of a 
different culture, ethnicity or religion interact and do 
not understand each other. These misunderstandings 
can result in insult, feelings of isolation and inequality 
of service. Culturally unsafe practices are those 
that ‘diminish, demean or disempower the cultural 
identity and well-being of an individual’ (NCNZ, 
2012, p. 9). This definition is supported by laws on 

antidiscrimination that are made at the national 
level in New Zealand. In Australia legislation exists 
at Commonwealth, state and territory levels, which 
make it an offence to discriminate against a person 
because of their race, ethnicity, culture or religion. 

NURSING DIAGNOSIS
Fry (1953) first used the term ‘nursing diagnosis’, 
but it was not until 1974, after the first meeting of 
the North American Nursing Diagnosis Association 
(NANDA), that nursing diagnosis was added as a 
separate and distinct step in the nursing process. 
Prior to this, nursing diagnosis had been included as 
a natural conclusion to the first step in the nursing 
process – assessment.

While the notion of nursing diagnosis is imperative 
for the Australian and New Zealand nursing context, 
the specific language used by NANDA and the term 
‘nursing diagnosis’ are not widely used in clinical 
practice. In the Australian and New Zealand setting, 
the term ‘nursing diagnosis’ is routinely replaced with 
‘problem identification’, the term we have chosen 
to use in this text. The exact language used to name 
the problem is not as important as ensuring that all 
problems are identified in a systematic way.
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CHAPTER 01
EVOLUTION OF NURSING EDUCATION 
AND THEORY

LEARNING OUTCOMES
1 Explore the evolution of nursing, identify the major historical events leading to current nursing education, 

and describe the impact of 19th- and 20th-century nursing leadership on current nursing practice in 
Australia and New Zealand.

2 Describe the trends in nursing education specifically relating to the issues of competency development and 
delivery of care.

3 Define the terms ‘theory’, ‘concept’ and ‘proposition’.
4 Describe the three scopes of theory: grand theories, middle-range theories and micro-range theories, and 

discuss knowledge development in nursing.
5 Identify and interpret major nursing theories in relation to practice.
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INTRODUCTION
This chapter will incorporate an historical overview of 
both the foundation of modern nursing and nursing 
education in the 19th, 20th and 21st centuries. It will 
also explore the development of nursing theory and 
how these theories support and define nursing practice 
in Australia and New Zealand today. Examining 
social forces that have influenced the development 
of the professional nurse and nursing education will 
provide foundation knowledge of how contemporary 
nurses have evolved. This will be followed by the 
stages of modern nursing education highlighting the 
acknowledged role of the forerunner of formalised 
nursing education – Florence Nightingale. It is 
important at this stage to mention how nurses have 
been regulated by law and to introduce the concept of 
Scope of Practice. Combining art and science to care 
for people and the wider community in a humane 
manner is based on scientific knowledge combining 
critical thinking skills with caring behaviours. As 
nurses, our profession is defined by our unique 
contribution to health care and this is based in 
nursing theory. An overview of the contribution of 
nursing theorists will be explored giving the reader an 
understanding of each theorist and their contribution 
to the profession. Your understanding of these 
concepts will lead to ongoing professional responses to 
a changing world.

EVOLUTION OF NURSING EDUCATION 
IN AUSTRALIA AND NEW ZEALAND
It is important to acknowledge that nursing has a 
long history with origins in religious orders and 
the military (Roux & Halstead, 2018). As a result, 
the framework of early nursing education reflects 
characteristics of each. The following discussion 
will provide a brief overview of nursing education 
in Britain followed by a focus on the Australian 
and New Zealand perspectives. The evolution of 
nursing education demonstrates that educational 
opportunities and approaches are continuing to 
develop and to be challenged. Understanding our past 
directs our perceptions of the present and assists us in 
planning for our profession’s future.

Nursing history has traditionally been presented 
using familiar stories of famous nurses, nursing 
leaders and events. It has been explored from a grand 
narrative perspective, describing the ‘big picture’ of 
nursing history and practice. However, expectations 
and interpretations of what a nurse is and does have 
altered based on the influence of sociopolitical factors. 
The delivery of nursing education in Australia began 
with the arrival of the Nightingale nurses in 1838. The 
basis of practice for these nurses was both religious 

and military. Areas of conflict such as the Crimean 
War and both World Wars have also served to shape 
the changes in education of nurses in Australia and 
New Zealand. It has helped to change the skills and 
knowledge of nurses from handmaidens for doctors 
to nurses with specific specialties. Although the role 
of the male nurse is very important in our history, 
aligning with the emancipation of women, nurses 
began to reflect and theorise about what nurses 
‘do’. This has led to increasing self-determination, 
expansion of their role, and the professionalisation 
of nursing. Finally, the shift from nursing schools 
to modern tertiary education has cemented the 
perception of nursing as its own pursuit. 

When reading this chapter, consider nursing 
from the historical viewpoint influenced by nursing 
theory and how you will contribute to this body of 
knowledge.

Theory and practice globally, nationally and 
locally have been shaped by political, social, cultural, 
economic and gender perspectives. These perspectives 
and influences explain how the modern landscape 
of nursing practice occurs and provides insight into 
future potential development by emerging nurse 
leaders. The dichotomy of art and science within 
nursing is explored, demonstrating the importance 
of both premises to the continuing development 
of nursing theory and practice. There are polarised 
viewpoints about the role of Florence Nightingale, 
yet the value of contributions cannot be ignored. Her 
influences both past and present will be discussed 
providing a basis for future nurse contributions in 
theory, practice and research. Adding to Nightingale’s 
contributions, early nurse leaders in Australia and 
New Zealand provide the narrative for ongoing 
development of the nursing education system. The 
role of nursing theorists in this context has led to 
a reputable profession valued internationally due 
to unique influences. The contributions of First 
Australians and male nurses are now being more 
fully explored. This approach places nursing within 
the wider context of the societies that it is practised 
within.

Geographic, sociopolitical will and economic 
structures added to nursing theory in Australia and 
New Zealand have developed an almost parallel 
practice. Contemporary nurses are a mix of how 
nursing began and the influences since that time 
up until the present day. The evolution of these 
influences and development of theories have resulted 
in nursing today in Australia and New Zealand. These 
theories suggest nursing individuals and communities 
as being a delicate balance between promoting a 
person’s independence and dependence. The approach 
focuses on illness, the person’s response to illness or 
disability, defines caring and supports the delivery of 
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TABLE 1-1  
Historical events influencing the evolution of nursing

DATE EVENT

800–600 BCE Health religions of India.

390–407 Early Christianity, deaconesses.

1095 Antonines establish the Brothers of st Anthony Hospital.

1100 Ambulatory clinics, spain (Muslims).

1522 Military nursing orders established.

1633 sisters of Charity founded.

1811 sydney Hospital opens.

1820 florence Nightingale born.

1826 foundation of the deaconesses of Kaiserworth.

1838 Irish sisters of Charity nurses arrive in sydney, New south Wales (NsW).

1840 Treaty of Waitangi signed by the British Crown and Māori chiefs.
Elizabeth fry establishes the Institution of Nursing sisters and a three-month nurse training course in England.

1854–56 Crimean War.

1859 Nightingale’s Notes on nursing published in England.

1860 first Nightingale school of Nursing, st Thomas’ Hospital, london.

1868 lucy osburn arrives in sydney to develop a Nightingale-based training school for nurses at the sydney Hospital.

1873 grace Neill begins training at st John’s Hospital in london.

1887 British Nurses Association (BNA) is founded.

1888 New Zealand and Australia are requested to form chapters of the BNA.
BNA begins publishing the journal The Nursing Record.

1890 A royal commission examines victoria’s Charitable Institutions (RCCI).

1896 Mereana Tangata becomes the first Māori hospital-trained nurse in New Zealand.

1899 NsW-based Australasian Trained Nurses Association (ATNA) is established.
International Council of Nurses (ICN) is founded.

1900 first issue of the American Journal of Nursing (AJN) is published.

1901 The Nurses’ Registration Act 1901 is passed in New Zealand.
Ellen dougherty, in New Zealand, becomes the first registered nurse in the world.
victorian Trained Nurses Association is established.

1908 Public health nursing commences in Melbourne and sydney.

1909 The University of Minnesota commences the first three-year nursing diploma course.

1910 Akeneti Hei is the first Māori to become a registered nurse.

1911 Queensland becomes the first state in Australia to register general and psychiatric nurses and midwives.

1919 The Nursing Act is passed in Britain.

1939 New Zealand’s Nurses’ Registration Act 1901 is amended to allow men to train and register as nurses.

1940 New Zealand assumes state responsibility for public general and psychiatric hospitals.

1943 The Australian hospital ship Centaur sinks off the Queensland coast.

1945 Psychiatric nurse qualification is acknowledged and administered by the Nurses and Midwifery Board in New Zealand.

1956 faith Thomas is one of the first Aboriginal and Torres strait Islander peoples to complete her nursing training in south Australia.

1970 Community health movement begins in Australia.

1971 The Carpenter report recommends the transfer of nursing education to the tertiary education sector in New Zealand.
Nursing Council of New Zealand is established.
sally goold, fred Hollows and dulcie flower establish the Aboriginal Medical service.

care across the life span. This aspect of nursing also 
includes assisting a person with a terminal illness to 
maintain comfort and dignity in the final stage of 
life. Table 1-1 highlights some of the key moments 

in the development of nursing practice and nursing 
education, identifying early aspects of nursing 
development while concentrating on New Zealand 
and Australian nursing educational history.
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DATE EVENT

1973 Postgraduate nursing education commences at victoria and Massey universities in New Zealand.

1974 The amended Nurses’ Registration Act 1974 (Tasmania) allows men for the first time to train, register and practise as midwives.

1976 John Chapman is the first male to qualify as a midwife in Tasmania.

1978 The Alma Ata Conference on Primary Health Care and Community development, supported by the World Health organization, is 
convened.

1983 Australia’s first diploma-level course is introduced by the College of Nursing.
NsW government announces it will transfer pre-registration nursing to the tertiary sector by 1985.
Medicare and universal health care is introduced by the Australian government.

1984 Hawke labor government announces that all Australian registered nursing education will be transferred to the tertiary sector by 
1992.

1989 last hospital training school closes in New Zealand.

1990 last intake of hospital-trained nurses in Australia.

1991 degree nursing programs replace diploma in Nursing in Australia.

1992 degree nursing programs replace diploma in Nursing in New Zealand.
Nursing Council of New Zealand introduces cultural safety as a curriculum requirement for all nursing students.

2004 Nurse practitioners receive practice rights in Australia and New Zealand.

2010 Establishment of the Australian Health Practitioner Regulation Agency, which implements a national registration and accreditation 
system for health professionals, including nurses and midwives.
Pharmaceutical Benefits scheme, prescribing rights for Nurse practitioners. 

2011 Royal College of Nursing, Australia and the College of Nursing unite to form the Australian College of Nursing.

2016 Medication prescribing rights for designated specialist registered nurses in New Zealand.

It is important to acknowledge at this point that 
nursing and midwifery have a shared history and are 
not entirely separate entities. While this discussion 
will centre on nursing, some aspects of midwifery will 
be included because of their close association.

The introduction of nursing training and 
the development of nursing care are frequently 
attributed to Florence Nightingale, who remains a 
much-celebrated individual in nursing circles. The 
following section highlights her contribution to 
nursing practice and education. It also identifies 
some of the inconsistencies in her practice. While 
Nightingale’s practices were innovative at the time, 
scientific and practice advances have outdated some of 
her ideas in relation to patient care.

Florence Nightingale (1820–1910)
Florence Nightingale was born on 12 May 1820 in 
Florence, Italy into an affluent British family. The 
way she conducted herself during her life consistently 
reflected the ideas of her time – the Victorian era. 
This was a period of economic, political and social 
expansion for Britain which contributed to the growth 
of the British Empire. Britain continued to colonise 
regions of the world, allowing the Empire to expand 
production and manufacturing at home. It was the 
time of the Industrial Revolution (Roux & Halstead, 
2018).

In 1844, Nightingale began studying and then 
developed her nursing practice on the European 
continent with French and German religious orders. 

She was subsequently appointed the superintendent 
of an English hospital for ailing governesses, which 
gave her an opportunity to practise and develop her 
form of nursing care. Nightingale maintained that 
control of the environment was essential for the 
restoration of health, and her care regimen included 
fresh air and cleanliness. She advocated rest and a 
quiet environment for patients. 

In 1853, the Crimean War began. Newspapers 
reported that resources were scarce and that soldiers 
were living and dying in squalid conditions. Political 
pressure required action, and Nightingale was asked 
to lead a team of 34 nurses to Turkey to oversee a 
military hospital at Scutari (Fee & Garofalo, 2010). 
This crucial time epitomises the popularised notion of 
Nightingale.

To understand Nightingale’s nursing theory and 
the practices that led her to Turkey, it is essential to 
contextualise the woman within the time that she 
lived. One of the results of the Industrial Revolution 
in Britain was rapid urbanisation characterised 
by poor housing and sanitation, and the 
overpopulation of rapidly expanding city suburbs. 
These were filthy, diseased communities (Finkelman 
& Kenner, 2014). In 19th-century Britain there 
were two general theories relating to the spread 
of infections and disease. The theory of miasma, 
which originated in the Middle Ages, argued that 
the vapours released from rotting organic materials 
were poisonous and the offending smell was the 
cause of disease. The germ theory, which originated 
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in the 18th century, was a newer development 
in understanding disease. It was gaining some 
momentum but did not become the accepted theory 
until the start of the 20th century. Considering the 
stench and poor sanitation that permeated suburban 
Britain in the 19th century, it is understandable that 
health reformers believed that cleanliness and fresh 
air was the key to good health.

FIGURE 1-1  
Florence Nightingale in the Crimea

The Nightingale principle of fresh air and light 
continued to dictate nursing care into the 20th 
century. The image of the Ipswich ward presented 
in Figure 1-2a shows how people were kept in open 
wards with high ceilings and large windows that 
provided natural light and fresh air. The image of 
the Nhill Hospital in Figure 1-2b demonstrates how 
people were encouraged to spend time outdoors. Note 
that one person has a camp stretcher to rest on and 
another has a chair with the capacity to support and 
elevate their leg.

FIGURE 1-2a  
Male medical ward, Ipswich Central Hospital, Queensland, 1927
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FIGURE 1-2b  
Nurses with patients in the grounds of Nhill Hospital, Victoria, 1928

Nightingale supported the theory of miasma over the 
germ theory (Fee & Garofalo, 2010), remaining committed 
to the principles of fresh air and a clean environment 
while arguing against the new concepts of bacteria and 
viruses. As such, her achievements while in the Crimea 
remain contentious and a topic of historical debate. 
The standard accepted narrative is that she increased 
the survival rates of injured soldiers in her care (Fee & 
Garofalo, 2010). But this has been questioned in recent 
decades. It has been argued that infection and death 
rates at Nightingale’s hospital actually rose following 
her arrival (McDonald, 2013). This occurred in what 
was not a very clean environment because the hospital 
was built over an open sewer, which was not unusual 
for 19th-century hospitals. Due to her understanding of 
infection control, Nightingale did not correlate sanitation 
and illness, and conditions only improved after the War 
Office sent the Sanitation Commission to investigate 
the high death rates and subsequently ordered that the 
sewers be flushed. Following this, the death rates dropped 
dramatically (Fee & Garofalo, 2010).

Regardless, on her return home Nightingale 
was celebrated. She was awarded prize money 
which she invested to develop nursing training 
at St Thomas’ Hospital. Her model required strict 
discipline. It supported the notion that nursing was 
a vocation for women and that nurses should be 
unquestioningly obedient to senior staff and doctors. 
It was in Nightingale’s time that nursing became 
increasingly identified as a female role offering 
middle-class women a respectable occupation 
and the opportunity of economic independence 
(McDonald, 2013).

Nightingale was a prolific writer who published 
a series of nursing texts and wrote letters to various 
individuals in search of data to understand health 
care needs, record statistics and to continue to reform 
practice across the Empire (Shellam, 2012). She also 
used a variety of techniques to advocate for improved 
health care, including political, administrative, 
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educational and statistical methods. She became 
an iconic figure in her own lifetime and remains a 
celebrated member of the nursing community today – 
we celebrate International Nurses Day each year on 
the anniversary of Nightingale’s birthdate. Her nursing 
theory will be revisited later in this chapter.

The sisterhoods
Florence Nightingale’s biographers have often 
presented her as the sole reformer of modern 
nursing – indeed, as its founder – but this is far from 
the truth. There are a number of other reformers who 
contributed to the education and training of nurses 
in Nightingale’s time. While it is the experience 
of Britain, Australia and New Zealand that will be 
discussed here, it should be acknowledged that 
nursing reform occurred in various parts of the 
Western world during the same period.

In the early 19th century, hospitals were not places 
where individuals chose to go. Along with asylums, 
they were places of last resort, places where the poor, 
homeless and destitute went for assistance, for shelter 
and to die. The majority of individuals paid private 
nurses to care for them in their home when they 
were ill or in need of midwifery services. All classes of 
society sought the assistance of private nurses. They 
were autonomous practitioners and often competed 
with the medical profession for work (Finkelman 
& Kenner, 2014). Nursing was not regulated at this 
time. It was not until the late 19th century that 
the certificated, uniformed woman based in a clean 
hospital environment began to be the dominant 
image of a nurse. It is notable that men were excluded 
from this version of nursing.

In the 19th century, diverse approaches to nursing 
practice and training existed. The Nightingale system 
of nursing training was but one of many. Some 
religious orders offered limited training which was 
usually only available to members of the order. In 
London, Anglican High Church nuns, known as 
sisterhoods, were the dominant model of nursing 
reform. These orders acted as social service agencies 
for their communities, providing care for those 
who could not support themselves. The church 

and sisterhoods worked for specific hospitals and 
developed training methods to support a medical 
practice that was beginning to make advances in 
disease management and surgery (Helmstadter & 
Godden, 2011). The Anglican nuns had a vocational 
drive to care for the acutely sick, disabled and 
vulnerable in their communities. The nuns expanded 
their training beyond their order and trained lay 
nurses. Both Australia and New Zealand benefited 
from this model of nursing training. Benefits 
included larger numbers of nursing students for 
the workforce and the alignment with other health 
professionals. 

Mary Weeden, who trained at London’s Charing 
Cross Hospital from 1878 to 1881, immigrated to 
Australia and was appointed matron of the Brisbane 
Hospital. She established the first comprehensive 
training program for the colony of Queensland. 
Grace Neill, who was largely responsible for 
campaigning for nursing registration in New 
Zealand, has often been attributed as training at 
Nightingale’s St Thomas’ Hospital, but she actually 
trained under the Anglican nuns at St John’s Hospital 
from 1873 to 1876 (Helmstadter & Godden, 2011). 
Similarly, it was an All Saints sister, Helen Bowden, 
who established the first training school in the 
United States.

For their time, the sisterhood hospitals took a 
unique approach to patient care, advocating for 
nurse–patient ratios to be established and for nurses 
to be self-directed, autonomous practitioners. But 
when the Anglican Church began to establish 
modern administrative practices in its hospitals, 
and because health care was funded by charitable 
organisations and by subscription, conflict arose 
between the sisterhood’s principles of practice and 
the economic reality of supporting its model of 
patient care and nursing training. It was determined 
to be too expensive to continue to fund. Due to 
such conflict and different health agendas, the 
Anglican nuns increasingly withdrew their services 
and training programs from London’s hospitals. 
This had two major outcomes. First, it allowed 
them to re-establish their practices in community-
based environments (Helmstadter & Godden, 2011). 
Second, it opened the way for the Nightingale model 
to become more widely adopted. By the end of the 
19th century, it had become the template for nursing 
training, creating a cheaper training program and 
more compliant nurses who infrequently challenged 
the decisions made by hospital administrators and 
medical officers.

Nursing registration
Professionalisation, training and education reform are 
common themes in nursing history. All three topics 

NURSING CHECKLIST

Nightingale’s basic principles of nursing education were:
 • placement of the program in an institution supported 

by public funds and associated with a medical school
 • affiliation with a teaching hospital but also 

independent of it
 • a nursing program directed and staffed by trained 

nurses
 • a residency to teach students discipline and character.
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encompass the increasing demands made by nursing 
leaders in the late 19th century and into the early 
20th century. Medicine had been regulated in Britain 
from the 1830s and was beginning to make advances 
in professional standing and political influence, 
and in improving health care outcomes for people. 
Utilising scientific advances, medical research was 
developing new surgical and medical treatments. To 
support the medical model of care, medicine required 
the support of nurses trained specifically for hospital 
work. It was in the late 19th century that medicine 
began to advocate for hospital care to be the linchpin 
of health care services. It was an efficient method of 
administering complex treatments (Helmstadter & 
Godden, 2011).

British nursing leaders had seen the advances 
made by medicine since it had become a formalised 
and regulated profession. They recognised the 
application and potential benefits for the nursing 
profession. Ethel Bedford Fenwick, matron of St 
Bartholomew’s Hospital, was the chief advocate for 
nursing registration in Britain. In 1887 she formed 
the British Nurses Association (BNA), which lobbied 
for such registration. The vision of the BNA was that 
registration would define nursing as a recognised 
profession, offering equal ranking with other 
professions and improving nurses’ social standing and 
rates of pay while disallowing non-trained nurses to 
continue to practise.

Fenwick’s specific goal was to make nursing a 
legally recognised profession where only hospital-
trained women could call themselves a nurse. 
She wanted nursing to become a self-regulated, 
self-determining profession where doctors were not 
able to credential or determine nursing practice. Yet 
due to the complexity of the issue and the lack of 
female influence in political and economic circles at 
this time, her ambitions for nursing were not realised. 
She had to compromise, due to her dependence on the 
support of the medical profession and its influence in 
holding key positions within the BNA (Helmstadter, 
2007). The presence of medicine within the structures 
of the BNA resulted in it determining the function, 
role and credentialling of nurses. Doctors wanted 
nursing training to support their interests, and nurses 
to just follow their orders. It would be over 50 years 
before nurses were able to determine their profession 
without the presence of medical officers on nursing 
boards.

Nursing was being confined to hospital-based 
training and service delivery, and in the process 
it became increasingly subordinate to medicine. 
The educational structure of hospital training 
encouraged this subordination, isolating nursing 
from the communities that it had traditionally 
served – something medicine did not allow. Doctors 

maintained private practices that were based in the 
community and increasingly determined who was 
admitted to a hospital and who remained in their 
home.

In 1888, the BNA asked New South Wales and 
New Zealand to form chapters of the organisation 
to encourage an expansion of its vision for nursing 
training and practice within the British Empire 
(Helmstadter, 2007). Fenwick’s world vision for 
advancing nursing was further apparent as she was the 
founder of the International Council of Nurses.

To achieve nursing registration, the unqualified 
and untrained private nurse had diminished areas 
of employment. However, the private nurse played 
a pivotal role in the community, attending births, 
caring for the sick and laying out of the dead. So 
there were a number of campaigns to discredit their 
work. Charles Dickens, the social commentator, social 
reformer and author, included an uncomplimentary 
depiction of the private nurse in The life and 
adventures of Martin Chuzzlewit (1844). Dickens 
characterised the private nurse as drunk, addicted to 
gin and snuff, immoral, and of low character. Those 
requesting reform, formalised training and regulation 
used the characterisation to their advantage. Only 
now are historians starting to explore the practices 
of the time and questioning the validity of the 
depiction of the private nurse by Dickens and the 
supporters of nursing regulation (Colins & Kippen, 
2003).

Not everyone supported registration and the 
professionalisation of nursing. Florence Nightingale 
was one vocal critic of the plan. She did not support a 
written examination because it did not test a nurse’s 
moral or personal character. It also excluded a large 
group of nurses, those from the working class, who at 
this time had marginal literacy and numeracy skills. 
Interestingly, New Zealand and Australian nurses 
would achieve registration prior to nurses in Great 
Britain.

An introductory history of nursing education 
in Australia and New Zealand
Australia and New Zealand had established societies 
prior to European settlement, and their traditional 
owners had instituted complex methods to care for 
and treat the sick and injured. The complexity of 
Aboriginal and Torres Strait Islander peoples’ or Māori 
health care and treatments are only now beginning 
to be understood and appreciated (Best, 2018). New 
Zealand established the Treaty of Waitangi (Kani 
Kingi, 2007), with the original residents of the land. 
In contrast, First Australians were not given any 
constitutional status (Lam, 2011). The impact of this 
is seen in the ongoing disparity of health outcomes 
between traditional owners and their descendants and 
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those not considered first nation persons. This history 
is important when considering nursing theorists such 
as Leininger (described later in this chapter) and the 
inclusion of first nation peoples permitted to enter 
nursing.

Upon European settlement in Australia, convicts 
and soldiers offered care to the sick, injured and 
infirm (Cushing, 1997). The disparate demographic 
in Australia of an overpopulation of men compared 
with women, which lasted into the early decades 
of the 20th century, was the consequence of the 
transportation of predominantly male convicts. As 
a result, Australia has a rich history, yet to be fully 
explored, of male nurses, or attendants as they were 
often known. In fact, the first trained nurses to 
reach Australia were five Irish Sisters of Charity, who 
arrived in Sydney in 1838. Their practice was based 
in the community and did not offer any nursing 
training.

It is important to acknowledge that men have 
always practised as nurses and there have only been 
very specific periods when they experienced social 
or legal exclusion from nursing. There are many 
traditional masculine working environments, such as 
religious orders, ships, armies and mines, where men 
have always been required to provide nursing care 
(O’Lynn & Tranbarger, 2007).

The Sydney Hospital was opened in 1811 and the 
majority of nurses were convict men and women. It 
was originally staffed by 23 male attendants and five 
female caregivers who were drawn from the reformed 
convict population. The hospital was managed by 
a board of directors who were elected annually by 
the subscribers. The administration was continually 
in conflict and mismanagement prevailed. The 
premises were in an awful state, with vermin, a lack 
of water and poor sanitation. The nurses were often 
reported as being drunk while on duty. So in 1867, 
Sir Henry Parkes, a prominent NSW politician, wrote 
to Florence Nightingale requesting the introduction 
of her model of nursing training to the Sydney 
Hospital (Godden, 2006). Consequently, Lucy 
Osburn (1836–1891), pictured in Figure 1-3, who 
trained at St Thomas’ Hospital, arrived in Sydney 
in 1868 with five other Nightingale-trained nurses. 
Formal nursing training had arrived in Australia and 
it immediately impacted on how nursing care was 
offered.

The Nightingale model was predominantly a 
female model, so when Osburn became the matron 
of the hospital, she advocated the training of female 
nurses at the exclusion of males. This put her in 
conflict with previous administrators. Osburn also 
dismissed the older female staff and all but one male 
wardsman (Godden, 2006).

FIGURE 1-3  
Lucy Osburn

New Zealand does not share a history of convict 
transportation with Australia. Instead, it was settled 
by the British when convict transportation was in 
decline. Until the 1860s, New Zealand had limited 
health services, primarily cottage hospitals in the 
settled regions. By the end of the 19th century the 
role and function of nurses had become more defined 
as in Australia and the British model of nursing was 
introduced. 

Historically, nursing care in New Zealand, 
as elsewhere, had been performed in various 
environments, including institutional care, with 
which it has a long association. Men and women 
have long worked together in institutions such 
as asylums and psychiatric hospitals. Asylum 
employees in the 19th century were given the title of 
attendant; although some women that worked in this 
environment were trained nurses. Asylum workers 
have often been represented as desperate individuals 
with no choice but to seek employment in such an 
institution. However, this is now being questioned. 
There were some attractive aspects of asylum work, 
such as it being an autonomous work environment 
with limited interference and supervision. It is often 
assumed that men were sought to work in asylums 
because of the need to restrain patients, but it has 
become evident that asylum administrators sought 
skilled employees who had carpentry skills and other 
trades, or who could teach music and literacy to assist 
in keeping patients busy and calm (Monk, 2009). 
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