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PREFACE 

Curriculum design is a legitimate concern for nurse educators. Nursing 
content has successfully moved away from medical data toward a base 
of nursing theory, process, and research. The extent and depth of knowl­
edge in nursing as well as in the related disciplines of biological science, 
behavioral science, and health science is growing. There is also an in­
creasing concern among educators, particularly at the undergraduate 
level, about liberal education as a base for professional studies. With all 
of these concerns the design of a curriculum becomes critical. It is through 
curriculum design that a faculty determines what content will be taught, 
how it will be taught, and why it wil l be taught. Design also suggests 
appropriate teaching strategies and evaluation methods. 

The essential element of curriculum design is the organizing frame­
work. The framework takes its direction from the philosophy of the faculty. 
The faculty expresses its beliefs about nursing, the client or recipient of 
nursing care, society, and health in the philosophy. Expressions about 
nursing education are also appropriate. 

From these belief statements the faculty has the responsibility of iden­
tifying the concepts it feels best il lustrate the way nursing should be 
taught. It is the interaction of major concepts and subconcepts in a log­
ical and consistent pattern or design that guides the faculty members in 
teaching, and thus, students in their learning. From this design flows the 
development of terminal objectives, level objectives, course objectives, 
and then design of individual courses. 

In the early phases of nursing education much of the content of cur­
ricula focused on the nursing role of assisting the physician. In the late 
1960s there was a move in the profession toward developing nursing 
theories, increasing nursing research, and an acknowledgement of the 
more independent role of nursing . These moves stimulated new nursing 
content and a new approach toward the teaching of nursing . During the 
1970s there was much activity in terms of curriculum development. An 
attempt toward conceptualization was made in the demand for a "con-
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ceptual framework" based in nursing theory. Many articles were written 
about theoretical frameworks, conceptual frameworks , vertical and hori­
zontal threads, curriculum strands, behavioral objectives and level ob­
jectives. These ideas have become accepted and integrated into the 
common knowledge of curriculum design. Virtually every text on curric­
ulum design includes these ideas. 

In the intervening years faculty members have worked with these "basics" 
and have developed many new curricula, revised old curricula, and have 
evaluated their existing curricula in order to keep content relevant. Re­
search in the area of curriculum and teaching has moved on toward 
appropriate teaching strategies, student evaluation, and competency 
identification. We felt that perhaps it was time again to look at the basics 
of curriculum design. A conference was held in March, 1986 in Saint 
Louis, Missouri under the Faculty Development Series for the National 
League for Nursing to do just that. This publication presents some of the 
papers from that conference. The overriding purpose of the conference 
and these papers was to bring the nurse educator up-to-date with the 
latest ideas about the basics of curriculum design. In re-examining these 
basics in the context of the changes that have occurred in nursing over 
the past fifteen years the speakers suggest a new context and some new 
language in utilizing these basic concepts. 

It is hoped that these papers stimulate your thoughts regarding the 
basics of curriculum design. They are not research papers, but rather 
the thoughts of experts in the field. They present new ideas, some of 
which may be controversial, all of which are interesting. 

Each of th_e . four pap~rs presented in this publication offer a unique, 
and yet supns1ngly consistent view of the world of curriculum design. Dr. 
Delores Gaut discusses the relationship of a strong faculty philosophy 
and its effect on the development of a curriculum that has a unique focus. 
She also indicates the effect a strong and unique philosophy can have 
on the structure of a school. She points out that when a strong philosophy 
is operationalized it affects every function of the institution . 

Dr. J. Mae Pepper's paper on the organizing framework clearly illus­
trates the importance of the framework in organizing content in a mean­
ingful and useful way. In her paper Dr. Pepper reviews some of the major 
conceptual models in nursing and suggests how faculty might utilize 
these models in curriculum design . 

Dr. Patricia Starck offers some new insights into curricular design . She 
suggests that in designing curricula faculty members need to look be­
yond their beliefs and content considerations. They need to consider the 
realities of the educational enterprise. In this era of reduced funding for 
nursing education and restricted federal and state funding for all areas 
of higher education, faculty members need to consider designs that are 
cost-effective as well as of high quality. 

In the paper that I authored I looked at the phenomenon of the inte-
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grated curriculum . lntergrated curricula were introduced as an approach, 
I believe, in assisting nursing faculty in moving away from a medical 
model based curriculum design toward a more nursing based curriculum 
model. In this paper I have reviewed the progress made by programs in 
developing integrated models. A new definition of integration is also of­
fered. I believe that integration , as a curriculum issue is no longer per­
tinent. What is pertinent is that curricula continue to focus on appropriate 
nursing models that are conceptual, meaningful , and realistic . 

Nursing as a profession has never looked brighter. New students will 
be attracted to the profession as they perceive the study of nursing as 
interesting , intellectually stimulating, pertinent to practice, theoretically 
sound, and grounded in nursing theory and research . In order to achieve 
this, faculty need to design curricula that fulfill these needs. Curriculum 
design should be a thought provoking, exciting , creative, and yet realistic 
endeavor for faculty . Curricula that are conceptual in nature accomplish 
this. 

Elisabeth A. Pennington, EdD, RN 
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1 The Philosophy and its Effect on 
Curriculum Development 
Delores A. Gaut, PhD, RN 

CURRICULUM DEFINED 

The meanings that one gives to curriculum will to a large measure 
determine the domain and the processes of curriculum and curricular 
development. The meaning of curriculum is always in relation to the na­
ture and purp se o e uca I0n in socIe ,. or example, in the seventeenth 

~ tury, personal and re igious Clev'elopment was the primary goal of 
education, and to that end, the curriculum was a course of study, or a 
written course. Curriculum revision meant revising the course outline, if 
there was one. 

In the early 1800s, secularization of education was the goal, and the 
curriculum was a systematic arrangement of courses designed for spe­
cific purposes. During the latter half of the 1800s, through the early 1930s, 
the goal was egalitarianism, and the curriculum became any systematic 
arrangement of materials of instruction extending over a considerable 
period of time and planned for a clearly differentiated group of students. 
Curriculum consisted of subject matter taught to students. Changing the 
curriculum meant revising the content, adding new subject matter. From 
the late 1930s to the present day, the major purpose of higher education 
has been service to society through research and development. 

The curriculum focused attention not only on the subject matter, but 
also on how best to facilitate the growth of students (human develop­
ment). This implies that certain changes in the behavior of the learners 
will occur, and the school selects those changes which are appropriate 
for teachers and students. The quality of the experience becomes par­
amount, and the total environment becomes a part of the experience. 
Curriculum in the broadest sense is the planned engagement of the learner. 

1 



2 Delores A. Gaut 

PHILOSOPHY DEFINED 

But where does a philosophy tit into all of this, you might ask, and 
especially a philosophy tor a nursing curriculum? Freda Scales (1985) 
commented that the philosophic basis of a curriculum is the creation and 
property of the faculty, even though it is seen as the school's philosophy. 

- A-philosophy is a way of viewing the world of nursing and nursing edu­
cation , and addresses both the nature of the discipline and the nature 
of teaching and learning . True to the nature of philosophy as a discipline, 
a curriculum philosophy reflects three modes of thinking : (1) abstract 
reasoning in relation to the whole, (2) the nature of morals and choices 
about values and ideals, and (3) the clarification of the relationships 
between concepts and theories, especially in values , ethics, and aes­
thetics. 

The purpose of a philosophical statement is to direct the entire curric­
ulum process to affect every learning experience in which there is an 
interaction between the students and the world of knowledge. Torres 
(1982) placed the philosophy within the first stage of curriculum devel-

, opment ~ the d!rective stage (so named because the outcomes of this 
\/process give guidance and authority to the entire curriculum). 

Bevis, however, discussed the philosophy as a component of the con-
v ceptual fram_ework, detailed enough to act as a checklist for curriculum 

implementation . According to Bevis (1978), the statement of values of 
the faculty and school must be (1) congruent with the philosophy of the 
sponsoring agency, (2) apparent in the rest of the conceptual framework, 
(3) representative of the consensus of the faculty, and (4) conclusive 
enough to provide a value system tor the structure of the concepts and 
theories as well as the system of teaching and learning of the curriculum. 

Tyler (1969) suggested that the educational and social philosophy to 
which the school is committed can serve as a screen tor selecting ed­
ucational objectives. For a statement of philosophy to serve most helpfully 
as a set of standards or as a screen tor objectives, it needs to be stated 
clearly, be consistent with the mission of the parent institution, and ad­
dress certain questions that provide a basic framework of reference from 
whic a · eore Ical framework, educational objectives, program design, 
and evaluation can be derived . 

A curriculum philosophy then might be defined as a set of beliefs and 
value statements about the practice and the teaching of nursing, devel­
oped by the faculty, which provides direction tor implementation of the 
curriculum (National League for Nursing, 1981 ). 

There are certain tasks involved in formulating a statement of philos­
ophy. Rather than listing those tasks I would like to present "a case study" 
that I have entitled, "The University of Colorado School of Nursing 's Leap 
of Faith Into the Future." 

Planning for a major curriculum change, the faculty began to address 
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essential questions that led to stating beliefs about (1) the nature of 
society and the place of professional nursing education, and nursing 
education within the society, (2) the major health needs and resources 
to meet those needs within the society in which the instructional program 
is to be evaluated, (3) the nature of nursing and other functions involved 
in providing nursing services, and (4) the type of individual (professional 
and personal) it is hoped will be graduated from the program. 

TRENDS IN PROFESSIONAL EDUCATION 

It is apparent from the number of reports published on the quality of 
education in the United States since 1982 that both educators and the 
lay public have become concerned with the relationship between liberal 
education and professional education . There is a growing trend to de­
mand that preprofessional students bring a richer background in arts 
and humanities to professional studies. 

The panel on general education of the physician (Association of Amer­
ican Medical Colleges, 1984) concluded that a broad and thorough bac­
calaureate education is an essential component of the general professional 
education of physicians. The panel proceeded to state that appreciation 
for the many dimensions of human experience, including values and 
attitudes essential for a caring profession, requires informed reflection 
upon literature, philosophy, and the arts. 

Nursing educators also have argued that the baccalaureate degree no 
longer is adequate to frame liberal arts, scientific, technological, and 
professional education in light of the expanding knowledge base of 
biomedical science, biotechnology, social- behavioral sciences, and hu­
man values and ethics. All of these factors are compounded by the rap­
idly changing, complex demands of nursing practice and the health care 
system. It is evident that nurses need more liberal education and knowl­
edge of history, philosophy (philosophy of science, ethics), and human­
ities if they are to function effectively in the modern world (Sakalys & 
Watson, 1985). 

Other studies of higher education and professional education have 
reported unanimous concern regarding (1) the excessively vocational 
and narrow nature of professional education, (2) the curricular and teach­
ing methods, and (3) the erosion of liberal education. Moreover, all re­
ports acknowledged the need for balancing generalized and special ized 
education and for additional education for professional preparation (Ad­
ler, 1982; Bennett, 1984; and Bok, 1984). The National Institute of Edu­
cation Report (1984) , for example, specifically stated that "students are 
not likely to accumulate in four years both the generalized and special 
knowledge necessary for first-rate performance as professionals ." 

_J 



4 Delores A. Gaut 

THE UNIVERSITY OF COLORADO SCHOOL OF 
NURSING: A PHILOSOPHIC POSITION 

The University of Colorado School of Nursing has based its major phil­
osophic orientation and future curricular changes on the following rec­
ommendations made by the various study groups: 

1. Restoration of the centrality of the liberal arts in professional ed­
ucation. 

2. Emphasis on intellectual skills such as analysis, problem-solving , 
and critical thinking. 

3. Emphasis on mastery of basic principles rather than specific facts. 

4. Emphasis on fundamental attitudes and values . 

5. Increased emphasis on lifelong learning. 

6. Decreased specialization at the undergraduate level. 

7. Increased emphasis on broad and rigorous baccalaureate edu­
cation prior to professional education . 

Nursing is a profession in transition . For the last two decades, the 
profession has been engaged in a profound revision of its philosophy, 
ethics, theories, and science. A refocusing of nursing's historical orien­
tation is occuring , partly as a result of the American Nurses' Association 
Social Policy Statement published in 1980. This policy statement defined 
nursing as "the diagnosis and treatment of human responses to actual 
or potential health problems." This definition permits nursing to create a 
new view of its subject matter, its science, and its method that is mean­
ingful and true to the tradition of caring . 

Given nursing education's current status and the needs of the future , 
nurse leaders and major schools of nursing have the responsibility to 
take a philosophical position regarding professional education and thereby 
fashion appropriate curricula for the year 2000. Accordingly, the school 
of nursing faculty at the University of Colorado Health Sciences Center 
has revised its mission statement and taken the position that the preferred 
future direction be the offering of the ND (nurse doctorate) degree as 
the first professional level offering in nursing . Such a shift is consistent 
with the historical role and mission of the university and the academic 
health sciences center where programs are already predominantly at 
postbaccalaureate or graduate levels. "The revised mission statement is 
reflective of state, regional and national needs and trend data that identify 
a continuing , and growing need for advanced nurse clinicians , admin­
istrators, and scholars to meet the rapidly changing complex health and 
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illness care needs of society" (University of Colorado Health Sciences 
Center School of Nursing, 1985). 

The faculty's rationale can be summarized as follows: 

The faculty believe that nursing is a rapidly growing human science which 
focuses on the human care aspects of health care delivery at both the in­
dividual and system levels across the life span. Such a bel ief acknowledges 
that the separate paths of sciences and humanities are converging in light 
of resurgent interest in the human caring dimensions of health and illness 
and increasing recognition that complex problems in health and illness are 
inherently multidimensional in nature. Further, the faculty believe that the 
primary university nursing program in the state should prepare health profes­
sionals with knowledge deriving from an integration of knowledge from many 
disciplines. (Sakalys & Watson, 1985) 

OPERATIONALIZING THE PHILOSOPHIC POSITION 

In keeping with its philosophic position, the school of nursing faculty 
engaged in an extensive academic planning process. The first step was 
revision of its mission statement, calling for the restructuring of the first 
professional degree from a BS degree in nursing to an ND (nursing doc­
torate) degree. This degree is a first-level postbaccalaureate, clinical 
practice doctorate, analogous to postbaccalaureate degrees offered by 
other professional disciplines such as law (JD), pharmacy (PharmD), 
medicine (MD), and dentistry (DDS). You might ask, how do you know 
the decision to move to the ND program is wise? It is an act of faith , but 
not bl ind faith . In 1978, and again in 1985, Rozella M. Schlotfeldt made 
a strong case for the ND program and called on major public universities 
to respond to the rigorous, scientific, and humanistic programs required 
for the future of professional nursing . Dr. Schotfeldt's challenge to nursing 
included this directive: 

Nursing should become and be recognized as an autonomous health profes­
sion; nursing has a distinctive social mission which provides a unique and 
essential service that has a profound impact on the we11-being of individuals, 
groups, and societies .. .We anticipate that in the near future, universities 
contributions to the preparation of scholarly, professional health practitioners 
will be exclusively at the doctoral level. 

The second step in this curriculum process was the revision of the 
organizational structure. The school of nursing faculty is organized as a 
matrix structure around the human care nursing system framework. The 
matrix organization allows for decentralized , free information flow which 
emphasizes both horizonal and vertical communication . The faculty is 
grouped into four discrete but interacting divisions, each with a division 
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head who acts as the overall academic professional leader for the faculty 
unit. 

All four faculty divisions are organized to carry out all three missions 
of the school and the university (i .e., teaching, research, community ser­
vice). Three associate deans are charged to work with each division and 
division head to provide assistance, support, and leadership for the fac­
ulty in carrying out the three missions. 

Each division has responsibility and involvement with all three aca­
demic programs (i.e ., undergraduate, master's and PhD) , as well as non­
degree programs. The program directors work with the division heads 
and associate deans to provide assistance, support, leadership, and 
overall supervision and coordination for the respective program and its 
curriculum. 

The total working structure is designed to further the curricula, theory, 
research, and practice of human caring in nursing . Hence, the two major 
matrices are divided into a horizontal unit of analysis matrix (i.e., individ­
ual/family nursing and aggregate-organization nursing systems) and a 
vertical life span matrix (i.e ., parent-child nursing and adult-gerontolog­
ical nursing systems), all under the broad framework of human care nurs­
ing systems. The information flow and communication is within and between 
matrices on both the horizontal and vertical levels. 

The horizontal matrix of the health sciences center nursing system 
framework consists of curricular, research, and practice directions de­
signed to include philosophy, ethics, arts, and humanities as extant the­
ory and knowledge related to understanding human behavior in health 
and illness at individual-family system levels. The other focus on the 
horizontal matrix extends the unit of analysis to the human aggregate 
and organizational system level. It consists of curricular, research , and 
practice directions designed to include behavioral and social sciences 
as they relate to delivery of human care with a community of persons 
and administration of nursing and health care in the broader health care 
system. These two horizontal divisions intersect with the vertical (life span) 
divisions and encompass major programs of study in the baccalaureate, 
master's, and PhD programs . 

The vertical life span structure in the human care nursing system matrix 
is organized into two discrete but overlapping divisions entitled Parent­
Child Nursing and Adult/Gerontological nursing systems. These two ver­
tical divisions intersect with the horizontal divisions, and encompass ma­
jor programs of study in the baccalaureate and master's programs. 

Doctoral students matriculate into one of the two horizontal divisions, 
but can focus their human care nursing theory and research studies by 
unit of analysis to a designated population across the life span . Doctoral 
students may take course work and focus their research study with target 
populations associated with the life span divisions. The horizontal divi­
sions house the Community Health and Nursing administration programs 
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HUMAN CARE NURSING SYSTEMS MATRIX MODEL 
LIFE SPAN 
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Figure 1. University of Colorado School of Nursing organizational model 
for divisions and academic programs. 

and the Psychiatric Mental-Health Nursing sequence (under revision) at 
the master's level , and are responsible for curricular content and clinical 
programs at the undergraduate level related to community health and 
psychiatric mental health nursing . 

Likewise, selected community service initiatives may be primarily as­
sociated with one division, but interact with others, each division head 
will coordinate the different program components across divisions and 
under the overall leadership of the appropriate associate deans. Having 
completed these major steps, the University of Colorado Health Sciences 
Center School of Nursing faculty is embarking upon an orderly process 
of societal support and input for program development. 

One such project is the establishment of a Center tor Human Caring . 
The goals of the center include the following : 

1. Become a regional and national site where scholars from numer­
ous disciplines conduct and disseminate reseafCl9 contributing 
to coherent human care theory. Efforts are directed toward ex­
ploring the epistemic nature of caring and aesthetic, humanistic, 
and scientific practice modalities. 

-- J 
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2. Develop and support human care research applications. 

3. Develop national, regional, local, public, and professional forums 
that increase public consciousness about issues related to care. 

4. Support health care providers and health care recipients in their 
quest for selfhood and personal life fulfillment potentially derived 
from events and conditions of il lness and health-healing. 

5. Incorporate a human caring philosophy into the University of Col­
orado School of Nursing and Health Sciences Center curricula, 
administration and health care delivery and to develop educa­
tional research programs and practice settings based on human 
care values and health-heal ing principles and practices. 

The primary objective of the Center for Human Caring will be the system­
atic inquiry into the theoretical and clinical concepts associated with 
human caring, health and illness. 

CONCLUSION 

For the past two years the University of Colorado School of Nursing 
has been a leading advocate of integrating humanities content into 
professional education. The school has sponsored, for example, a period 
artists ' exhibit ("The Healing Series"), a humanities speaker series, a 
literature and nursing course , a conference regarding humanities per­
spectives on human suffering , a music, art , and movement speaker se­
ries, and a number of philosophy courses. These activities were supported 
by a variety of sources, including integ ral school of nursing funds, uni­
versity academic enrichment funds, and university grants . 

In these activities, the school has established collaborative relation­
ships with local and national figures , including professors of philosophy, 
literature, and religious studies as well as other health professionals com­
mitted to bringing the humanities into professional education. The school 's 
faculty cu rrently includes five nurses with doctoral level preparation in 
philosophy, one philosophy professor, and a professor of interdisciplinary 
humanities studies. 

The school of nursing faculty have revi sed the PhD in nursing curric­
ulum to integrate humanitarian perspectives and humanities content. The 
new PhD curricu lum will be implemented in summer, 1986 and will in­
clude courses co-taught by nursing and philosophy faculty. This is a 
significant and innovative departure from existing practice in nursing cur­
ricula ; humanities and liberal arts will be a central focus for studying 
human health-illness experiences and caring. This curricular reform at 
the doctoral level is expected to strengthen the liberal arts components 
of both the master's and baccalaureate nursing programs. The result will 
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be a national model of nursing education which is dedicated to devel­
oping knowledgeable, humane, and ca ring health professionals, through 
the combined study of liberal and professional education . 

. the basic requirement for profess ional education is a liberal education, 
an education that has nothing - and everything - to do with a professional 
education. The liberal arts are the art s of communication and the arts of 
using the mind . They are indispensable to further learning , and they should 
help the student to pursue a lifelong self-education that is liberal and liber­
ating. (Lutz & Schlotfeldt , 1985) 

In closing , I leave you with an invitation to engage in philosophizing. 
While philosophy is a love of wisdom, it also is an activ ity. It is less 
important to know the subject of philosophy, than it is to actively engage 
in philosophical inquiry. 

There are three dimensions of philosophic thinking that will assist you 
in developing a philosophy. 

1. Comprehensiveness of outlook. Strive to see life steadily and see 
it as a whole . 

2. Penetration . Dig to the roots of questions or problems to discover 
fundamental difficulties. Get beyond the usual slogans, the cliches, 
the stereotypes. 

3. Flexibility in thinking. Creativity in thinking ca ll s for a nonjudge­
mental position and believing al l thing s are possible It is being 
fl exible enough to not ask, "What is it?" But rather, "What could 
it be?" 

Take time to think about how you think, and join in a philosoph ica l 
orientation as we address the essential question s that wi ll move the 
profess ion and discipline of nursing into the twenty-first century. 
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2 THE ESSENTIAL INGREDIENT IN 
CURRICULUM DESIGN: THE 
ORGANIZING FRAMEWORK 
J. Mae Pepper, PhD, RN 

INTRODUCTION 

The organizing framework is the "essential" element of curriculum de­
velopment; however, I believe the organizing framework is not relevant 
at all if it has not been preceded by: 

1. A serious consideration and articulation of a belief system - the 
philosophy - in which we address the questions of: what is log-
ical (our belief about knowledge)? what is being (the meaning of 
ourselves and those persons we serve)? what is the nature of the 
world in which we and those we serve live? what is life? living? 
and finally, what is right?, particularly significant today because 
of scarce resources (Leddy & Pepper, 1985, pp.21 - 29) . Fawcett 
(White, 1983, p. 30) has emphasized that frameworks are not 
philosophies, rather frameworks are derived from philosoghies. L­
As reported by Fawcett (1983) , McKay te lls us that frameworks 
" represent the translation of values into the identification and de­
scription of re levant concepts" (White, 1983, p. 30). 

2. A clear statement of what we intend to offer in response to the 
needs of the public we serve (both our client/patient public and 
our student public) . Commonly referred to as our purpose(s). 

3. A beginning specification of what behaviors are expected of the 
student at the end of a professional nursing program. 
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12 J. Mae Pepper 

THE ORGANIZATIONAL FRAMEWORK­
A MASTER PLAN 

I like to think of the organizational framework of the curriculum as the 
...__model that is structured from the major characteristics that provide the 

curriculum personality. As I have heard my academic leader, the provost, 
say, clearly the soul of the curriculum is people - people who have a 
clear sense of purpose, a shared vision . Excellent educational systems 
demonstrate the capacity for both teachers and students to share a com­
mon vision that enables teachers and students to learn, to react, and to 
act. The content and process of that teaching/learning experience has 
to be turned into a reality. To turn a curriculum into reality, we as teachers 
must have a master plan. I want to emphasize early that the m~ 
must include the essential elements of content and pJ:O.C.8S.§.. Both the 
content of nursing and the process of teaching/learning have conceptual 
bases. 

Accreditation Criteria 

You will note that we are calling th is master plan an "org_ariizi_Q9 frame­
work. " Some have referred to it in the past as a conceptual framework. 
As a matter of fact, the National League for Nursing (NLN) has been 
given credit for creating widespread interest in conceptual frameworks . 
Formerly, a criterion tor accreditation was that the curriculum be based 
on a conceptual framework. The term "conceptual" was apparently lim­
iting and confusing for us in its earlier associations with accreditation . 
You now know that the language of the criteria does not include con­
ceptual framework, rather the NLN criteria use language that mandates 
an organizational framework . Those criteria are: 

1. No. 21 "The curriculum is logically organized and internally consis­
tent"; what is stated in the belief/value system (philosophy) matches con­
gruently with the purpose and terminal objectives of the program. It also 
means that the structure, sequence, and content of the courses must 
reflect the content elements identified from the philosophy and are united 
in such a way as to give sequence to the learning activities (Torres & 
Stanton , 1982, p.40). 

2. No. 23 "The curriculum content focuses on the discipline of nurs­
ing .. . . " Tome this means that our organizing frameworks need to reflect 
either singularly or eclectically n11rsiog models that have been proposed 
and evaluated over the last 25 years . In the process of developing a 
nursing model, one certainly may use other concepts that are relevant 
to the nursing concepts as guides. Such concepts might be "stress," 
"needs," "systems, " "communication," "development," and so forth . These 
are concepts that our discipline shares with other disciplines. I appre­
ciate the difficulty that organizing around a nursing model causes for 
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many of us. We were taught by educators who learned about nursing 
before nursing developed its own models - while we were still depen­
dent on medicine, borrowing from its knowledge base and practicing as 
physicians' assistants. However, I like to think of this rapid and ever 
developing theoretical framework for nursing as an opportunity. I believe 
as Rene Dubas has stated, "In human affairs, the logical future , deter­
mined by past and present conditions, is less important than the willed 
future, which is largely brought about by deliberate choices" (Keller, 
1983, p.72). We have the opportunity to answer as the Cheshire Cat did 
in "Alice in Wonderland ." When Alice asked, "Would you please tell me J 
which way I ought to go from here?", the Cheshire Cat answered , "That 
depends on where you want to get to. " Further, I remind you what Will 
Rogers once said, "Even if you 're on the right track, you 'll get run over 
if you just sit there" (Keller, 1983, p. 27) . 

However, I believe we're doing rather well in nursing education. I be­
lieve that you are serious about developing a curriculum with integrity 
and that you understand that the model (organizing framework), if it is 
agreed on by all , helps us teach together as a team. I believe you un­
derstand that teachers who operate out of a model offering clear gui­
deposts are able to effectively aid student learning through util izing a 
broad repertoire of teaching strategies (deTornyay, 1971 ). Let me share 
some comments of some of our colleagues in secondary education from 
an article entitled "Haphazard Curriculum Development" (Zenger & Zen­
ger, 1985). Zenger and Zenger serve as consultants in curriculum de­
velopment. They comment in the article about how frequently they hear 
that curriculum committees don 't know what to do. They reported, and I 
quote, "The most shocking comment, the one which will never be for­
gotten , was by a school superintendent. He and his tour principles came 
to the campus tor a conference and his first words were, 'We don't know 
what we are doing , and we don't know how to find out. ' The superin­
tendent did not mean that teachers in this system did not know what they 
were teaching ; but instead , that teachers had no idea what was being 
taught anyplace in the curriculum except in their own classes. We find 
this to be the rule and not the exception in most of the school sys­
tems .... " (Zenger and Zenger, 1985, p. 43) . How are we doing in our 
curricula? I think it's obvious that an organizing framework agreed on 
and developed by all can help us. 

ELEMENTS OF CURRICULUM DESIGN AFFECTING THE 
CONCEPTUAL FRAMEWORK 

What are the elements of curriculum design that must be addressed 
to produce a logical and worlZaole organizational framework? Torres and 
Stanton (1982) outline the following five elements. 
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1. Practice Model 

We need to study and select the nursing models that we can own 
wholeheartedly. Perhaps one of the most fun things a faculty can do is 
to study what's out there . It can make us feel good about our own profes­
sional development. 

2. Philosophical Propositions as Guidelines 

We must systematically go through our belief statements and identify 
the essential content and process necessary to act on those beliefs . I 
suggest that a faculty member or the entire faculty compares the lists -
goes through and highlights key words (concepts) for each. If this step 
is done we should be able to evolve a tidy list of central concepts or 
theories that need to be discussed throughout the curriculum. After the 
"list" is determined, we then have to ask ourselves two questions: (1) is 
this content or process that is underpinned by a concept or theory sig­
nificant throughout the educational experience of the nurse? (2) Does it 
represent a phenomenon in which the content must and can be taught 
thoroughly first and then appl ied in various contexts throughout (that has 
been commonly referred to as a horizontal strand) or does it represent 
a phenomenon that is best taught in sequential steps in which the context 
of its application might change also (that has been commonly called a 
vertical strand)? Now we like to call these concepts "pervasive" and 
"progressive," respectively. We also call them what they are- concepts , 
not "strands." We should be able to see in our philosophies some beliefs 
about the four key concepts that are common to all nursing models (these 
elements provide concepts and subconcepts that help us organize our 
curricula) : 

Man - Human Being - Person. In the context of a nursing model , 
person means client/patient and nurse - both of whom might have or­
ganizing elements (e.g., the nurse as a learner) . 

Environment - Society. Environment is the term that some people 
feel is more comprehensive. 

Nursing. Which generally includes purpose, functions (or roles), and 
process. 

Health. I'd like to comment about this concept since health is our 
business. I believe we should look carefully at what we say we believe 
about health. Difficult to define precisely, health has been defined as a 
"value judgement, a subjective state, a relative concept, a spectrum, a 
cycle, a process, and an abstraction that cannot be measured objec­
tively" (Leddy & Pepper reporting Seigel, pp. 282-283) . Permit me to 
review the four models of health presented by Smith (1981 , p.47) , who 
says that these four models "can be viewed as forming a scale - a 
progressive expansion of the idea of health ." As described in previous 
writing (Leddy & Pepper, 1985), the four models include: 
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• The clinical model (the narrowest view) . People are seen as phys­
iological systems with interrelated functions . Health is identified 
as the absence of signs or symptoms of disease or disability as 
identified by medical science. Thus, health might be defined as 
"a state of not being sick" (Ardell , 1979, p. 18) or "a relatively 
passive state of freedom from illness . .. a condition of relative 
homeostasis" (Dunn, 1977, p. 9) . Much of our present health care 
delivery system is set up to deal with disease and illness after 
they occur, based upon this model of health - the "clinical" 
model. In this model , health is viewed as being on the opposite 
end of the continuum from disease and dysfunction . Sometimes, 
this creates a dilemma for our master plan . 

• The role-performance model. Adds social and psychological 
standards to the concept of health. According to this model , health 
is "the ability of individuals to fulfill their roles in society with the 
maximum (e.g ., best, highest) expected performance" (Leddy & 
Pepper, p . 155). Not performing expected roles in society is ac­
ceptable only if the society has legitimized that behavior by iden­
tifying the person as "sick." In the role-performance model of 
health, "the opposite end of the continuum from health is sick­
ness" (Leddy & Pepper, p. 155). 

• The adaptive model. Incorporating both the clinical and role-­
performance models, the adaptive model adds the concepts of 
growth and change to its description of health. "Health is per­
ceived as a condition in which the individual can engage in ef­
fective interaction with the physical and social environment" (Leddy 
& Pepper, p. 155). Growth occurs as an outcome of the inter­
action between internal and external environments. In the adap­
tive model of health, the opposite end of the continuum from 
health is illness. 

• The eudaimonistic model. According to Smith, the most compre­
hensive model of health . " In this model , health is a condition of 
actualization or realization of the potential of the individual" (Leddy 
& Pepper, p. 155). Dubas (1978, p .74) , in support of this view of 
health, states that "Health transcends biological fitness . It is pri­
marily a measure of each person's ability to do what he wants to 
do and become what he wants to become." In this model , health 
is equated with high level wellness and occurs at the opposite 
end of the continuum from disabling illness (Smith , 1981 ). 

I'll try to come back to these four elements of all models later _as we 
discuss some other potential organizers that must be addressed 1n cur­
riculum development. 
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3. Pre- and Corequisite Knowledge Required 

We must design patterns for both liberal/support courses and the 
professional courses. 

4. Designated Sequence of Learning 

We must use a theoretical rationale for placement of learning experi­
ences. 

5. Resources to Support Learning 

We must have a plan to provide necessary practice, laboratory, ma­
terial , and other educational resources . 

If one looks at all of the above mentioned elements of an organizing 
framework, it becomes clear that "organizers" are tools that allow us to 
comprehend something in its totality (Fawcett, in White, 1983) and serve 
as guides for designing and implementing programs. 

OTHER ORGANIZING STRATEGIES 

Let me now add that the content in terms of concepts is not the only 
possible organizing determinant for a curriculum. Bevis (1982) suggests 
that other organizing strategies might be used. Some she suggests are: 

1. Teaching strategy to be used. Moving from lecture to process to 
simulation and finally to validation by clinical application; or mov­
ing from expectation of responsibility of learner to acting from 
dependence to independence to interdependence. 

2. Sequence of content. One might consider notions like: simple to 
complex; growth and development as an organizing chronology; 
crisis eras; practice implications (such as primary, secondary, 
tertiary care goals) ; specialty areas in the delivery system (tra­
ditional medical model) ; systems; stages or types of stress, to 
name a few. 

3. Process of nursing or nursing functions or roles . Considering such 
things as communication, decision making , change, manipulation 
or motor skills, and so forth. 

4. Target systems problems. Such as self systems, group systems, 
family systems, health care delivery systems, communication sys­
tems, and so forth . 

Although there are many possible organizers tor a curriculum, it seems 
to me that we must be very conservative about the number of ways we 
try to organize. I think we have to agree on one of the major elements of 
all nursing conceptual models as being the primary organizer, then try 
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to sequence the other organizers logically within that primary frame. For 
example, in the baccalaureate curriculum for which I share responsibil ity, 
the major organizer is the client system - the human being(s) we serve. 
The sequential approach to the client is organized by size and complexity 
of the system, moving from the individual human system, to the family 
and small group system, and finally to the community system. Thus, the 
content and experience associated with the client system is developed 
progressively.* On the other hand, this curriculum uses the concept of 
professional role development as a pervasive* organizer. The nurse is 
prepared to act as an agent of change, an advocate, and a contributor 
to the profession with all the client systems. The knowledge about role 
is applied throughout the curriculum. 

ORGANIZERS SUGGESTED FROM POSSIBLE NURSING 
MODELS 

Let's look at some possible nursing models - interpersonal , behavioral 
systems, self-care, adaptation, health care systems, unitary man - life 
process-and try to look briefly at what might be used as primary or­
ganizers in each model. The major concepts of each model are identified 
and major terms are defined. Then one or two of many possible major 
organizers are suggested for each of the models. Certainly the models 
and the suggested major organizers presented here represent a selec­
tive process, not an exhaustive one. 

*The terms "progressive" and "pervasive" used in the context of curriculum organization 
replace the more familiar terms of vertical and horizontal concepts . Vertical and horizontal 
concepts are terms that are frequently misunderstood, and thus used inappropriately by 
many faculty. The terms progressive (for vertical) and pervasive (for horizontal) have been 
suggested by Dr. El isabeth Pennington, educational consultant, NLN. These terms are more 
descriptive and more adequately reflect how the concepts are utilized in curriculum design. 
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MARTHA ROGERS'S SCIENCE OF UNITARY MAN 

Table 1. Major concepts as defined in the Rogerian model. 

PERSON 

HEALTH 

ENVIRONMENT 

NURSING 

Unified and patterned energy field 

Increasing complexity and innovative­
ness of patterning 

Energy field continuously interacting with 
the energy field that is the person 

Repatterning of person and environment 
to achieve maximum health potential of 
the person 

(From Leddy & Pepper. (1985) Conceptual Bases of Professional Nursing. Phi ladelphia: 
J.B. Lippincott, p. 147.) 

Terms essential to understanding the model : 
Space-time continuum. A four-d imensional combination of both ele­

ments. 
Capacities of man. Abstraction, imagery, language, and thought, sen­

sation, and emotion . 
Major organizers might be the capacities of man in relation to patterns 

of health or nursing actions to repattern person (client) and environment. 
In Rogers's model and all of the following models, the other major con­
cepts would then be presented in relation to the major organizer. The 
selected major organizer may be developed pervasively or progressively 
in the curriculum. 
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HILDEGARD PEPLAU INTERPERSONAL RELATIONS 
MODEL 

Table 2. Major concepts as defined in the Peplau model. 

PERSON 

HEALTH 

ILLNESS 

ENVIRONMENT 

NURSING 

Self system striving toward equilibrium - in 
physiologic, psychologic , and social fluidity 

Meeting physiologic and personality needs so 
that capabilities can be met in a way 
Symptoms occurring when anxiety binds the 
energy 

Significant others with whom the person inter­
acts 

Therapeutic interpersonal process carried out 
throughout the relationship between the person 
and the nurse 

(From Leddy & Pepper. (1985) . Conceptual Bases of Professional Nursing , Philadelphia: 
J.B. Lippincott , p . 138.) 

Terms essential to understanding the model : 
Tension. State resulting from needs that leads to behavior to meet the 

needs and reduce discomfort. 
Therapeutic Relationship. Interpersonal communication between a client 

and a nurse to solve the health problems of the client. 
Major organizers in this model might be the therapeutic interpersonal 

process or the needs of the self system or health and illness in relation 
to the needs and anxiety of the client. 
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BETTY NEUMAN HEAL TH-CARE SYSTEMS MODEL 

Table 3. Major concepts as defined in the Neuman model. 

PERSON 

HEALTH 

ILLNESS 

ENVIRONMENT 

NURSING 

Open system seeking balance and har­
mony; a composite of physiologic , psycho­
logic , sociocultural, and developmental 
variables viewed as a whole 

Dynamic equilibrium of the normal line of 
defense 

State due to reaction of stressors with lines 
of resistance 

Internal and external stressors and resis­
tance factors 

Reduction of stressors through primary , 
secondary, or tertiary prevention 

(From Leddy & Pepper. (1985) Conceptual Bases of Professional Nursing . Philadelphia: 
J.B. Lippincott, p. 145.) 

Terms essential to understanding the model : 
Lines of defense. Ways in which an individual deals with stressors in 

order to maintain equilibrium of the system. 
Lines of resistance. Protection from stressors. 
Major organizers might be stressors or nursing actions: primary, sec­

ondary, and tertiary preventions. 
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SISTER CALLISTA ROY'S ADAPTATION MODEL 

Table 4. Major concepts as defined in Roy's model. 

PERSON 

HEALTH 

ILLNESS 

ENVIRONMENT 

NURSING 

Bio-psycho-social being forming a unified 
system that seeks equilibrium 

Adaptation resulting from successful cop­
ing with stressors 

Ineffective coping on a continuum from death 
toward adaptation 

External conditions and influences that af­
fect the development of the person 

Manipulation of stimuli to foster successful 
coping 

(From Leddy & Pepper. (1985) Conceptual Bases of Professional Nursing. Philadelphia: 
J .B. Lippincott, p. 144.) 

Terms essential to understanding the model: 
Stressors. Stimuli from the environment that require the person to adapt. 
Adaptive modes. Ways that the person adapts (e .g ., through physio-

logic needs, self-concept, role function, or interdependent relations) . 
Classes of stimuli. Focal (immediately confronting the person) , con­

textual (all other stimuli present), and residual (nonspecific stimuli such 
as beliefs or attitudes). 

Coping. Ways of responding to stressors. 
Major organizers might be the adaptive modes of the client or stressors 

in relation to nursing actions to foster coping . 
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DOROTHEA OREM SELF-CARE NURSING MODEL 

Table 5. Major concepts as defined in Orem's model. 

PERSON 

HEALTH 

ILLNESS 

ENVIRONMENT 
NURSING 

A unity - inseperable physical , psycho­
logic, interpersonal, and social aspects 

State of constancy of internal and external 
conditions that permit self-care needs to be 
met 

Deviation from normal structure or function 
resulting in self-care deficits 

Factors external to the person 
Actions to overcome or prevent the devel­
opment of self-care limitations or provide 
therapeutic self-care for an individual who 
is unable to do so 

(From Leddy & Pepper. (1985) Conceptual Bases of Professional Nursing . Philadelphia: 
J.B. Lippincott, p . 142.) 

Terms essential to understanding the model: 
Self-care. Activities that a person performs for himself (when able) that 

contribute to health . 
Self-care deficit. Lack of ability of the person to perform all the activ­

ities needed for healthy functioning . 
Self-care requisites. Needs that are universal or associated with de­

velopment of deviation from health . 
Self-care demands. Therapeutic actions to meet needs. 
Major organizers might be self-care requisites of the person or nursing 

actions in overcoming or preventing self-care deficits or providing ther­
apeutic self-care. 
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DOROTHY JOHNSON BEHAVIORAL SYSTEM MODEL 
FOR NURSING 

Table 6. Major concepts as defind in the Johnson model. 

PERSON 

HEALTH 
ILLNESS 

ENVIRONMENT 
NURSING 

A behavioral system attempting to maintain 
balance; interrelated subsystems form a 
behavioral system. 

System equilibrium 

Lack of balance between the subsystems 

Input from sources outside the person 
An external regulatory force to restore sys­
tem stability 

(From Leddy & Pepper. (1985) Conceptual Bases Of Professional Nursing. Philadelphia: 
J .B. Lippincott, p . 140.) 

Terms essential to understanding the model : 
Behavioral system. The person, composed of interaction among and 

between seven subsystems. 
List of subsystems. Affiliative , dependency, ingestive, eliminative, 

sexual, aggresive, achievement. 
Major organizers might be behavioral subsystems or nursing forces to 

restore system stability. 



24 J. Mae Pepper 

REFERENCES 
Ardell, D.B. (1979) . The nature and implications of high level wellness, 

or why 'normal health' is a rather sorry state of existence. Health 
Values , 3, 17-24. 

Bevis, E.O. (1982). Curriculum building in nursing - A process. (3rd 
ed.). St. Louis: C.V. Mosby. 

de Tornyay, R. (1971 ). Strategies for teaching nursing . New York: John 
Wiley and Sons. 

Dubas, R. (1978) . Health in creative adaptation. Human Nature , 74-82 . 
Dunn, H.L. (1977). What high level wellness means. Health Values, 1, 9-

16. 
Fawcett, J. (1983). Why a conceptual framework. In M.B. White (Ed .), 

Curriculum development from a nursing model - The crisis theory 
framework (pp.27-41 ). New York: Springer Publishing. 

Keller, G. (1983). Academic strategy - The management revolution in 
American higher education. Baltimore: The Johns Hopkins University 
Press. 

Leddy, S. & Pepper, J.M. (1985) . Conceptual bases of professional nurs­
ing . Philadelphia: J. B. Lippincott. 

Smith, J.A (1981, April). The idea of health: A philosophical inquiry. Ad­
vances in Nursing Science, 3, 43- 50. 

Torres, G. & Stanton, M. (1982) . Curriculum process in nursing . Engle­
wood Cliffs, New Jersey: Prentice-Hall. 

White, M.B. (Ed). (1983). Curriculum development from a nursing model 
- The crisis theory framework. New York: Springer. 

Zenger, W.F. & Zenger, S.K. (1985) . Haphazard curriculum design . Ed­
ucation, 6, 43-46. 



3 REALITY IN THE CURRICULUM 
Patricia L. Starck, DSN, RN 

Economic realities are forcing us to take a new look at how curricu lum 
generates revenues. In general, revenues come from several sources, 
inc luding tuition and fees; state appropri ations, which may be based on 
c red it hour production or some other productivity measure; gifts and 
endowments; and contracts and g rants. There are two precautions to 
keep in mind . 

1. Curriculum decisions must not be based solely on funding out­
comes; that is, funding formulas should not determine curriculum 
decisions. Although costs cannot be ignored, money should not 
determine values in professional ed ucat ion. 

2. The liberal arts and sc ience base of nursing is essential for 
professional education and must be preserved in spite of limited 
income-producing capacity. 

The components of a curriculum are determined by faculty phi losophy 
and the objectives of the program. However, the reality is that faculty 
members must understand the institution's funding mechanism and how 
c urricu lum affects operational income for the program. Faculty members 
should understand how the state's economy supports education , or in 
the case of an institution that is not state supported , the factors that 
influence the inc rease or decrease in income. 

Thi s level of sophistication by faculty members is needed if nursing is 
to flourish, not merely survive, in higher education . It is my contention 
that educators need to re-examine certain current curricu lar practices 
which may be counterproductive to the school's financia l viability . 

At the present time, the National League for Nursing is scrutiniz ing its 
nursing school accred itation c riteri a for possible rev ision . This may be 
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an opportune time to restructure expectations for excellence to account 
for the fiscal realities of today. 

There are at least three factors responsible for the current dilemma of 
financing nursing education. First, nursing is a rather new member of the 
higher education community, therefore, nursing faculty have a certain 
amount of naivete about finances. Other priorities, such as validating 
nursing's worth to scholars of other disciplines, have been all consuming. 
Insecurity or outright paranoia have created the need to substantiate 
nursing's contributions to academe. This posture has led nursing edu­
cators to negotiate for a fair share of the budget, but with the underlying 
patriarchal view that "they" controlled the money and should allocate it 
as needed. Rationale for nursing programs stemmed from the commu­
nity's need for nurses; the need for revenues for the college or university 
was not the basis of justification. 

Second, there has been a drastic change in nursing funding at the 
federal level within a relatively short period of time: monies from capitation 
taxes are gone; federal aid for students is quickly drying up; and money 
has been reduced for training projects and research . The Gramm-Rud­
mann-Hollins budget deficit reduction bill further threatens governmental 
support for nursing education. Nursing programs have experienced de­
clines in baccalaureate enrollment with a pronounced shift toward part­
time study. 

Third , college and university administrators, who were supportive of 
nursing when external funds were available for the "expensive program," 
are rapidly changing their position. The nursing program which was a 
financial asset has suddenly become a questionable liability. Administra­
tive reviews are resulting in recommendations on some campuses to 
abolish the nursing program. If "pass-through" monies in Medicare leg­
islation lose support, diploma programs may be faced with a similar 
change in support level from hospital administrators. Thus, for the first 
time in many years, nursing schools are closing and doing so in spite of 
sentimental outcries from the public or loyal alumni. 

CURRICULAR PRACTICES AND REVENUES 

Certain curricular practices may be incompatible with trends in the 
1980s and 1990s that influence revenues . There are at least five practices 
that need to be re-examined: 

1. Proportion of nursing courses in the curriculum. 

2. Student mix in basic classes. 

3. Placement of major. 

4. Structure of content. 
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5. Method of team teaching. 

Proportion of Nursing Courses in the Curriculum 

Traditionally, a baccalaureate curriculum has consisted of approxi­
mately one-half to one-third nursing courses with the remainder allocated 
to general education and the sciences as depicted in Figure 1. Thus, the 
majority of courses in the nursing curriculum are non-nursing and, there­
fore, do not generate revenues for the program. In effect, nursing schools 
have been trying to run a very expensive program on only one-third to 
one-half of the income brought in by their students. 

It is certainly important for nursing students to have courses outside 
the discipline of nursing, including the sciences and liberal arts . In some 
institutions, it is possible to receive funding credit through reimbursement 
arrangements; other departments credit nursing for courses nursing stu­
dents take. Nursing faculty could also generate revenues for courses 
open to all college majors, such as nutrition, health promotion, wellness, 
and so forth . 

Student Mix in Basic Classes 

For many years, faculty members and administrators have insisted that 
nursing students be a part of the general mix of college students in the 
classroom. This achievement was thought to guarantee that nursing stu-

Sciences 

General 
Education 

Nursing 

Figure 1. Categories of typical BSN curriculum. 
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dents did not receive a watered-down version of a college course. Our 
expressed fear was that nurses would be treated as second class stu­
dents who could not succeed in the real world of academia. That criterion 
was more important than grouping nursing students with like interests 
and backgrounds for more efficient teaching and learning strategies. 

Nursing has also gone through a phase which advocated that only 
nurses teach nurses about clinical care. No physician was allowed to 
enter the classroom for it would be an insult to the nursing faculty, im­
plying that none of them were qualified to teach that subject. Fortunately, 
today these positions are changing as collaboration among professionals 
is promoted . As clinically proficient nurses teach medical students, the 
students themselves are asking why the medical and nursing students 
do not have classes together. 

In a general academic institution, a typical biology class may be com­
posed of nursing students, physical education majors, and any number 
of other majors, since it may be considered a core course. It is thus 
impossible to bring in aspects relevant to clinical practice for all students. 

In the models presented in Table 1, a contrast is made between courses 
for a general student group and a nursing student group . In model A, all 
income is credited to the biology department for both tuition and state 
appropriations according to credit hour production. Model B includes the 
same core content but applies it to clinical nursing . Courses are taught 
by the same biology professors as in model A, only in model B, they are 
paid directly from the nursing budget through subcontracts. The nursing 
school generates and retains all revenues. Thus, the net increase in rev­
enues for the school of nursing from three courses would be $32 ,925, 
using a formula from one of the southern states. 

Placement of the Major 

NLN criteria specify that the majority of the nursing courses should be 
at the upper-division level. This practice results in poor return on invest­
ments for the nursing school. The freshman class of nursing majors is 
usually quite large compared to that same class in the senior year. The 
general academic departments reap the benefit of the high volume of 
freshman year nursing students , while the nursing school must be sat­
isfied with revenues from the diminished junior and senior year classes. 
Furthermore, professors in other courses are in a position to entice bright 
nursing students into other fields . Is there any major other than nursing 
which specifically discourages students from taking courses in their ma­
jor until their junior year? The process of professional socialization is more 
effective if structured over time; yet educators persist in waiting to start 
nursing courses until the first two formative years of college have been 
completed . One counterargument is that the junior year entry level is 
more convenient for transfer students, especially those from junior col­
leges. This logistical concern may be addressed by placing nursing elec-
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Table 1. Contrasting models of nursing curricula. 

MODEL A 
B10 248 ANATOMY & 

PHYSIOLOGY I 

B10 249 ANATOMY & 
PHYSIOLOGY 11 

810 372 MICROBIOLOGY 

ALL INCOME CREDITED TO 

MODEL B 
5 HRS NsG 247 CLINICAL 

ANATOMY 

& PHYSIOLOGY I 
5 HRS NsG 248 CLINICAL 

ANATOMY 

& PHYSIOLOGY 11 

5 HRS NSG 372 MICROBIOLOGY 

FOR THE HEAL TH 

SCIENCES 

INCOME GENERATED BY MODEL 8 
1. TUITION 

2 . STATE APPROPRIATION* 

LESS 

ONE FTE SALARY/ QUARTER 

FOR 

NSG 372** 

NET INCOME TO NURSING PER 

BIOLOGY DEPARTMENT. TERM 

5 HRS 

5 HRS 

5 HRS 

$ 9,000 
29 ,925 

$38,925 

-6,000 

$32 ,925 

• BASED O N 450 CREDIT HOURS ( 15 HRS. X 30 STUDENTS) PRODUCED AND DERIVED FROM A 

FORMULA OF APPROXIMATELY $66 .50 PER CREDIT HOUR. 

"' TAUGH T O N A CONTRACTUAL BASIS BY BIOLOGY PROFESSORS WI TH JOINT APPOINTMENTS TO 

NURSING. 

lives throughout the program span . They may be taken early in the program 
for generic students and later in the program for transfer students. 

If the facu lty believes that junior year entry concentrates the experi­
ences rather than spreads them over a longer period , the criterion should 
be changed to read , "The curricu lum should provide for concentrated 
experiences in the application of knowledge in the clinical setting ." 

Structure of Content 

Nursing is unlike other disciplines which have more or less standard 
cou rses, such as English 101. Each nursing program structures course 
content based on a unique framework. Not only does this approach cre­
ate prob lems for students who wish to transfer, but it also confuses reg­
istrars and other academic officials . The integrated or semi-integrated 
curricu lum also poses problems for many learners who would prefer to 



30 Patricia L. Starck 

have content presented simplistically and concretely so that integration 
can take place as a cognitive process in their own minds. Faculty 's at­
tempts to catalyze this process often leads to problems . For example, 
consider the following course description: 

Integration of knowledge which focuses on the role of the nurse in supporting 
and promoting physiological and psychological adaptation of adults to in­
terferences with physical and mental health. Application of the nursing process 
primarily in secondary settings. 

Faculty members have designed the course to assist students to grasp 
the interrelatedness of mental health problems in patients undergoing 
treatment for medical-surgical conditions. In actual practice, two instruc­
tors divide the student group, taking one group to a psychiatric fac ility 
for one-half the academic term, then rotating that group to the medical­
surgical facility the second half of the term and vice versa. Each instructor 
is thus exposed to both groups of students. Each instructor grades two 
sets of required papers each term for all students. Thus, not only must 
students make accommodations to the integrated approach to content, 
the faculty member does twice as much work without getting credit. If 
the integrated course were structured into two primary units and one 
seminar, such as Nursing Care in Acute Physiological Problems; Nursing 
Care in Chronic Mental Illness ; and Nursing Seminar in Physical and 
Mental Interaction during Illness ; the result would be clarity for the student 
and increased faculty productivity reports . 

Furthermore, there may be legal problems with an integrated curricu­
lum. For example, students who fail a course may declare that they have 
passed the psychology section and therefore only need to repeat part 
of the course. 

Method of Team Teaching 

The underlying assumption in using team teaching must be that stu­
dents get a more comprehensive course than they would with a single 
instructor. Why are nursing faculty reluctant to teach a course by them­
selves? Is it that nurses do not trust each other without a permanent peer 
reviewer? Is it that each faculty member's expertise is so narrow that he 
or she cannot teach a course in its entirety? No other discipline chooses 
to use th is method . Imagine taking English 101 with four instructors, writ­
ing a term paper for each of them, and listening to a succession of 
lectures by each professor. The arithmetic in calculating credit hour pro­
duction and faculty workload in team teaching is unnecessarily compli­
cated and confusing to university officials. Why not have the same outcome 
criteria for each section with an individual faculty member teaching a 
certain number of students? This approach would increase faculty ac­
countability . 
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INNOVATION IN THE CURRICULUM 
With a new approach to curriculum which takes into account the fund­

ing mechanism and how courses generate revenues, a school can in­
crease its budget significantly. In a system where credit hour production 
generates funding for courses within a discipline, it becomes important 
to number, name, and describe courses that are unique to nursing. Fur­
thermore, courses that are prerequisite to nursing such as Anatomy and 
Physiology could be taught as nursing courses such as Clinical Anatomy 
and Physiology by the same biology professor. In the first case, all the 
revenues go to the biology department; in the latter case, the revenues 
go to the nursing department which pays the biology professor for teach­
ing the course. 

Other examples of courses that could be restructured to enhance nurs­
ing's fiscal soundness are Reading and Comprehending Scientific Lit­
erature; Physiological Chemistry; and Composition of Professional Papers . 

The information presented in Table 2 describes an innovative bacca­
laureate curriculum. There are 34 hours of liberal arts and the humanities, 
including five hours of free electives. All of the other 160 course hours 
are in nursing . Sample courses have been provided . Financial projec­
tions contrasting a traditional and an innovative model of this curriculum 
are made in Table 3, using a formula system from one of the southern 
states. 

Academic institutions supported by another state are funded on the 
basis of credit hour production according to a predetermined formula. 
The formula rates for faculty salaries are established by a rigorous process 
which includes a formula advisory committee. Each discipline has a sep­
arate rate for the base period of the academic year. These rates are 
presented in Table 4. Nursing is a part of the health seNices category. 

In Table 4, at the baccalaureate nursing level , the formula for the health 
services category is higher than the formula in other discipline cate­
gories. Furthermore, there is a considerable increase for nursing at the 
master's level and an even more striking increase at the doctoral level. 
Therefore, it is very important to teach content at the appropriate level. 

Departmental Operating Expense is another formula in the state system 
cited here. Data in Table 5 illustrate the differences among health seN­
ices and other programs as well as the differences among the three levels 
of nursing education. The state educational coordinating agency cate­
gorizes each course within a program and codes the subject matter for 
funding purposes. Imagine the surprise of learning that the most highly 
paid nursing professor teaches the course that generates the lowest 
revenue in the curriculum! That was exactly the case for the master's 
level cou(se, Advanced Statistics . The description read : 

This course provides the opportunity for the student to study and apply 
inferential statistics as well as to apply these statistical methods using com­
puterized statistical procedures. 
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Table 2. Innovative BSN degree curricL,lum. 

INNOVATIVE BSN CURRICULUM BY CREDIT HOURS 
NON-NURSING COURSES 

Liberal Arts & Humanities 
Free Elective 

NURSING COURSES 

Nursing Arts 
Nursing Science 
Clinical Nursing 
Physical Education 
Free Elective 

T OTAL 

• Majority of revenues go to support nursing discipline. 

SAMPLE COURSES BY DISCIPLINE 

Liberal Arts & Humanities 
Mus 101 Music Appreciation 

Nursing Arts 
Nsg 301 Intro to Prof Nsg 

NURSING SCIENCE 

*Nsg 101 Reading & Comprehending Scientific Lit 
*Nsg 111 Algebraic & Arithmetic Calculations 
*Nsg 141 Physiological Chem I 

Clinical Nursing 
Nsg 303 Health Promotion 
Nsg 308 Nsg tor Psychosocial Distu rbances 
Nsg 405 Health Issues 

Physical Education 
Nsg 107 Physical Fitness tor Seit Care 

29 
5 

34 

11 
80 
63 

3 
3 

160 
34 

194 

* Course numbers for innovati ve nursing courses correspond to cou rse numbers from 
other disciplines in the traditional curriculum (e.g ., Nsg 101 replaces Eng 101 ). Such 
cou rses are taught on a contractual basis by other discip lines. 
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Table 3. Financial projections of nursing curricula. 

FINANCIAL PROJECTION CONTRASTING TRADITIONAL AND IN­
NOVATIVE CURRICULA 
Enrollment 

Freshmen 
Sophomores 
Juniors 
Seniors 

TRADITIONAL CURRICULUM 

83 hrs. Nursing 
111 hrs. Gen. Ed ./Sci 

FORMULA 

100 
80 
70 
65 

INNOVATIVE CURRICULUM 

160 hrs. Nursing 
34 hrs. Gen . Ed ./Sci 

Semester Credit Hours Produced (.667 of quarter hours) x Weighting 
Factor (2 .74) x Base Fund ($36.38) + Allocation for Academic Sup­
port (9.2%) + Allocation for Library Support ($9.48 per weighted credit 
hour) - Tuition and Fees x (100% - proration) = Allocation to the 
School of Nursing 

REVENUES GENERATED 

FORMULA 

Base 
Academic Support 
Library Support 

Subtotal 
Less Tuition/Fee 

TRADITIONAL 

393,685 
36,219 
37,433 

467,337 
- 83,514 

383,823 
X .90 

345,441 

INNOVATIVE 

857,861 
78,923 
81,569 

1,018,353 
- 181,980 

836,373 
X .90 

752 ,736 

The course was categorized as a mathematics liberal arts course. De­
partmental operating expenses were at a funded level of $15.52 per 
semester credit hour, compared with the health services rate of $65.44 
and faculty salaries were at a funded level of $108.08 compared to the 
health sciences rate of $193.42 . 

A simple refinement in the description of the course to adequately 
describe what was really being taught remedied the situation . The title 
was upgraded to Advanced Statistics in Nursing. The revised course 
description was: 

This course provides students with the opportunity to study and apply se­
lected inferential and descriptive statistical procedures specific to nursing 
practice . Selected nursing data sets are used for learning computer ski ll s. 
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Table 4. Formula for faculty salaries per semester cred it hour. 

Recommended Formula for Faculty Salaries 
Public Senior Colleges and Universities 1985- 87 Biennium 

Fiscal Year 1987 
Rates Per Base Period Semester Credit Hour 

Undergraduate 

Upper-
Four-Year Level 

Program Institutions Institutions Masters 

Liberal Arts .. . $ 37.40 
Science . . . . . . . 40.02 
Fine Arts . . . . . . 72.38 
Teacher 

Education . . 37.45 
Teacher 

Education­
Practice 
Teaching .... . 

Agriculture ... . 
Engineering . . . 
Home 

83.20 
51 .98 
72.19 

Economics .. . 52.89 
Law ........... . 
Social Service 57.30 
Library 
Science . . . . . . 39.29 

Veterinary 
Medicine ... .. 

Vocational 

$65.08 
76.79 
99.15 

39.69 

83.20 

86.62 

65.90 

39.29 

$108.08 $ 
179.89 
166.58 

92.20 

150.09 
191.45 

128.54 

197.20 

117.16 

Training .. .. .. 36.85 36.85 
Physical 

Training . . . . . . 35.45 
Health 
Services . . . . . 113.66 

Pharmacy . . . . . 92. 73 
Business 
Administra-
tion ... . . ...... 43.61 

Optometry ..... 
Technology ... 64.63 

113.66 193.42 
197.47 

49.27 121.44 

83.39 . 188.93 

Special 
Profes­
sional 

98.50 

191 .03 

155.68 

Doctoral 

$368.24 
530.25 
533.91 

315.68 

466.43 
530.25 

347 .87 

368.24 

368.24 

641.45 

587.04 
533.91 

505.77 
530.25 
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Table 5. Formula for department operating expenses per semester cred it 
hour. 

Coordinating Board, Texas College and University System 
Recommended Formula for Departmental Operating Expense 
Public Senior Colleges and Universities 1985---87 Biennium 

Fiscal Year 1987 
Rates Per Base Period Semester Credit 

Hour 

Under- Special 
Program graduate Masters Professional Doctoral 

Liberal Arts ................ . .. $ 4.08 $15.52 $ $ 73.05 
Science . . ..... . .. .. . . . . . . .. . .. 17.57 58.43 236.64 
Fine Arts . . ...... . . . ... . .. . . .. . 17.57 58.43 236.64 
Teacher Education (Includes 

Practice Teaching) . .... ..... 7.32 14.61 58.43 
Agriculture ........... .. . ...... 13.21 58.43 236.64 
Engineering ... .... . . . . ... . . ... 26.28 58.43 236.64 
Home Economics ... . . . .... . . 10.24 29.23 58.43 
Law ... . ....... . ....... .. . . ..... 15.52 
Social Service . . .. . ........... 7.32 21 .89 58.43 
Library Science .. . .... . . . .. ... 8.80 14.61 73.05 
Veterinary Medicine .. . ... .. .. 99.67 248.49 
Vocational Training . . ... .. . .. . 11.67 
Physical Training . . .. ... ... . . . 7.32 
Health Services ...... .. . .. .. . . 16.36 65.44 264.88 
Pharmacy . . . .. . ... . .. . ........ 36.67 58.43 236.64 
Business Administration ... .. 7.32 29.23 58.43 
Optometry . . .. ........ . ....... . 73.65 236.64 
Technology .... ........ . . .... . 13.86 58.43 
Mi litary Science .. ......... . . .. 7.32 

NOTES: 1. If the formula produced amount is less than $743,500, the amount requested 
shall be 22% of Faculty Salaries or the formu la produced amount, whichever 
is greater. The maximum amount that may be requested using the percentage 
of Faculty Salaries is $743,500. 

2. If the appropriated rates per semester credit hour are different than the rec­
ommended rates shown above , the $743,500 in Note 1 should be adjusted 
proportionately. 

3. No institution shall receive less in fi scal year 1987 than was appropriated in 
fi scal year 1985. 
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In summary, faculty members who are in the process of developing 
and evaluating curriculum have the burden of protecting the income of 
the nursing program so that it enjoys the benefits of solvency. It is time 
for the nursing faculty to come of age and assume financial accountability 
tor the revenues generated. This practice is impossible without a com­
prehensive understanding of how the funding mechanisms work in each 
institution . Regardless of the methods and processes, nursing facult ies 
must accept responsibi lity tor their programs' financial viabi lity within the 
parent institution. Accordingly, it may be time tor the Council to recon­
sider the criterion number 7 tor baccalaureate and higher degree pro­
grams concerning allocation of resources. One proposed revision could 
read, "The nursing unit demonstrates fiscal viability within the institution's 
revenue generating system and demonstrates fiscal accountability in al­
locating its resources." 
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4 The Integrated Curriculum: 
A 15-Year Perspective 
Elisabeth A. Pennington EdD, RN 

One of the most impelling developments in the nursing curriculum has 
been the move toward integration . This move began in the late 1960s 
and gained prominence in the early and mid 1970s. It was supported by 
the definition of generalist practice for entry-level nurses and the National 
League for Nursing Council of Baccalaureate and Higher Degree Pro­
grams accreditation criteria. It seems appropriate now, in the mid 1980s, 
to reflect on the unfolding and evolution of integrated curricula. 

Curriculum integration means the combining or blending of items of 
content so that the parts (specialties) are connected in a meaningful way. 
The move toward integration in nursing curricula has its roots in the higher 
education reforms that began in the 1930s. For instance, in 1934 the 
Commission on the Social Sciences of the American Historical Associa­
tion suggested that the organization of content into isolated and separate 
areas was counterproductive to learning and recommended integration 
of common content. Whitehead, Beard, Dewey, and others encouraged 
the development of curricula that were oriented away from the teaching 
of pieces of information (the subject or speciality approach) and toward 
the more interactive, integrated approach to teaching . 

It is important to understand the stresses and pressures that led to the 
acceptance of curriculum integration by the nursing community, and to 
explore the forces that still support the concept. 

Prior to an integrated model for nursing curricula nursing educators 
used the medical model. Nursing knowledge, per se, was dependent on 
medical knowledge and therefore utilized medical specialties as the base 
for teaching nursing. The content was disease oriented and divided into 
the "big five" areas: medical, surgical, obstetrical, pediatric, and psy­
chiatric . Nursing curricula focused on pathophysiology, identification of 
signs and symptoms, support for diagnostic studies, and support for 
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medical or surgical treatment. Public health nursing, when taught, fo­
cused on epidemiology and home care activities. 

When the concept of integration was promoted in the early 1970s Torres 
(1974) defined it as "blending the nursing content in such a way that its 
parts (specialties) are no longer distinguishable." This definition is slightly 
different from the one previously stated . Torres assumed that melding 
the medical specialties would lead to an emphasis on nursing. There was 
no consensus on what the nursing content could or should be. There 
was, however, consensus that change was indicated. 

One force that led to integration was the often-noted "explosion" in 
knowledge, particularly in health care. Faculty members in each of the 
traditional specialties found that there was an increase in the amount of 
content to be taught, and an increase in the level of expertise necessary 
in the specialty practice. Each specialty became more sophisticated and 
subspecialized . It became increasingly difficult to present a baccalau­
reate student with both the traditional basics and the newer develop­
ments. This knowledge explosion led faculties to investigate methods of 
teaching inductive thinking processes as well as the deductive processes. 
Furthermore, it led faculties to explore a conceptual approach to the 
curriculum. 

A second force was the expanded development of nursing theory. 
Rogers, Orem, Roy, and others put forward their theories and concep­
tualization about nursing . It became critical to test these models in prac­
tice situations and thus introduce them into the educational process. 

The third, and probably the most compelling force toward integration, 
was the accreditation criterion requiring a conceptual framework for the 
curriculum plan (1974) . A conceptual framework serves as the rationale 
for the curriculum. It is a statement of the faculty's ideas about nursing, 
education, and how nursing is to be taught. In order to meet this criterion 
faculties were forced to examine the meaning of nursing, its common­
alities, and approaches to effectively transmit nursing knowledge. 

Although it was not specifically stated as such, I believe the purpose 
of the integrated approach to curriculum was to (1) identify independent 
nursing knowledge (different from medical knowledge) ; (2) conceptualize 
nursing in order to test and expand the development of nursing theory; 
and (3) separate generalist knowledge and practice from specialist 
knowledge and practice. 

In the intervening decade and a half a number of developments have 
lent credibility to the integrated approach . Integration is no longer a new 
or unusual idea. It has developed along with many associated ideas in 
nursing, and indeed it has fostered much of this development. A causal 
relationship is not being suggested; many of these developments fall into 
the "chicken or the egg" scenario. There are nine developments in nurs­
ing that are noteworthy and have advanced both nursing education and 
nursing practice. 
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ing that are noteworthy and have advanced both nursing education and 
nursing practice. 

1. Definition of baccalaureate graduates as generalists . Although 
discussed for some time, the statement was agreed upon by the 
National League for Nursing, Council of Baccalaureate and Higher 
Degree Programs (1979, p.1) membership and appears in the 
1979 characteristics . 

2. Acceptance of the nursing process. Widespread acceptance of 
the nursing process as the approach to provision of care evolved 
during this period (Yura & Walsh, 1973). Acceptance culminated 
in the adoption of this concept by the National Council of State 
Boards of Nursing and appears as a construct in the revised 
NCLEX examination for RN licensure. 

3. Teaching of health assessment. Health assessment, including 
physical assessment skills, was incorporated as a basic part of 
the nursing process. Health assessment is now taught in virtual ly 
every baccalaureate curriculum. Th is knowledge and skill has 
increased the independent nature of nursing practice. 

4. Increasing acknowledgement of health promotion (as opposed 
to illness care) as a necessary focus for generalist nursing prac­
tice . 

s. An increase in nursing research. The number of journals dedi­
cated to nursing research increased in the 1970s. The number 
of individuals in nursing who hold the doctorate tripled during this 
decade, as did the number of doctoral degree programs in nurs­
ing . Much of the research was grounded in nursing theory or a 
combination of nursing and other disciplines. 

6. The development of nursing diagnosis . Carpenito 's (1985) and 
others' work in developing nursing diagnosis has led to a national 
study group dedicated to the illustration and refinement of nursing 
diagnosis. Their usage is promoted in many nursing service sit­
uations and is at least discussed , if not totally utilized, in many 
nursing curricula. 

7. Utilization of conceptual models to define nursing and nursing 
care needs. Groups such as the Nursing Development Confer­
ence Group fostered concept development. Such concepts as 
self-care, adaptation, holism, and others have become common­
place. 

a. Reaffirmation of the need for liberal education as a base for 
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professional nursing practice. Despite the stresses of limited credits 
and increasing nursing content, faculties have worked with their 
colleagues in other disciplines to include core courses, a range 
of science, social sciences, and humanities courses, in nursing 
curricula. Groups such as the Association of American Colleges 
(1985) ("Integrity in the College Curriculum") and the National 
Institute of Education Study Group on Excellence (1984) have 
carefully investigated the need for liberal learning and how that 
need can articulate with professional studies. The current project 
undertaken by the American Association of Colleges of Nursing 
(AACN)-"Essentials of College and University Education for Nurs­
ing" (in draft)-addresses this issue in terms of the nurse as an 
educated person. 

9. Increasing the amount of health care delivery in "out of hospital" 
settings, and increasing the level of care in hospitals . While this 
has been a somewhat negative force on the clinical education of 
nursing students, the challenge of finding appropriate clinical ex­
periences for beginning students has forced some faculties to 
further conceptualize their curricula. 

We now have 15 years of experience with integrated models and are 
able to state some propositions about the integrated curriculum model: 

• There is a discipline called nursing . It is an applied discipline 
and has elements of both science and art . 

• The discipline of nursing, while utilizing knowledge from other 
disciplines, is separate and distinct from them . It is grounded in 
nursing theory. 

• Nursing education focuses on the interdependent and indepen­
dent practice modes. 

• The practice of nursing is an interactive, therapeutic process. 

• Generalizations about entry-level nursing practice can be iden­
tified . 

• Generalizations about nursing are expressed in relation to the 
recipient of care and the process of providing care. 

• Generalized nursing knowledge can be applied in any setting . 

• The philosophical statements of a faculty serve to identify the 
concepts to be used in developing a curriculum to prepare gen­
eralist practitioners. 
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• Specialty nursing education, occurring at the graduate level, can­
not be adequately taught with an integrated curriculum. 

• The higher the level of conceptualization the easier the integra­
tion and consequently, the learning of basic nursing knowledge 
and its application in all settings. 

From these propositions I have developed the following definition : 

An integrated curriculum is one in which concepts are identified and 
explained through theory and research in order to facilitate gener­
alized nursing knowledge and practice. 

Implicit in this definition is that the medical subspecialties as we have 
known them are not addressed . 

While we are beginning to understand the forces surrounding and sup­
porting the integrated curriculum, we still have little direct information 
about them. A review of integrated curricula, utilizing a qualitative re­
search framework has begun. The sample is drawn from NLN self-study 
reports on file for the Council of Baccalaureate and Higher Degree Pro­
grams. As with all qualitative research, this utilizes inductive theory and 
consists of first identifying and naming the phenomenae and, second, 
posing relationships . To date, a total of 30 baccalaureate curricula have 
been examined and the first attempt at naming the phenomenae is pre­
sented here. Delineation and identification of concepts, as well as explo­
ration of relationships, will continue. 

TYPES OF INTEGRATION 

This review of curricula results in observing a variety in the patterns 
(what I will name stages) of integration and variety in how much of the 
curriculum was integrated . The types of integration have been classified 
into three stages because they seem to be progressive. All are compared 
to a traditional medical model curriculum. To illustrate the differences at 
each stage, a sample of course titles has been used (see Figure 1 ).In 
all these examples, titles were used to illustrate the obvious. In order to 
classify any given curriculum, the conceptual base and organizing frame­
work will need to be fully examined . One should not make a judgment of 
the total curriculum based solely on course titles . 

Stage One Integration 

In Stage One Integration commonalities of nursing practice have be­
gun to be identified , but the medical specialties are still quite evident (in 
some cases it appeared that only title changes had occurred, utilizing 
new terminology) . We can infer that an attempt has been made to focus 
on nursing, not medical content. Generally the fundamentals course has 



Table 1. Models of curriculum integration as illustrated by course titles .* 

Medical Model 

Nursing Arts 
Medical/Surgical Nursing 
Obstetrical Nursing 
Pediatric Nursing 
Psychiatric Nursing 
Public Health Nursing 
Issues and Trends in 

Nursing 

Stage One Integration 

Fundamentals of Nursing 
Care of Adults 
Care of Women in 

Childbearing Years 
Care of Children 
Mental Illness 
Community Health Nursing 
Nursing Research 
Professional Issues 

in Nursing 

Stage Two Integration 

Introduction to 
Nursing Process 

Nursing Care of the 
Individual 

Nursing Care of the 
Childbearing Family 

Nursing Care of the 
Childrearing Family 

Nursing Care of 
Groups and 
Communities 

(Concurrent courses) 
The Nurse as 

Caregiver 
The Nurse as 

Collaborator 
The Nurse as 

Researcher 
The Nurse as Leader 
Professional Nursing 

Issues 

Stage Three Integration 

Care of the Client 
at Level One Adaptation 
(The healthy client) 

Care of Client at 
Level Two Adaptation 
(Client at risk) 

Care of Client at 
Level Three Adaptation 
(Chronic health problem) 

Care of Client at 
Level Four Adaptation 
(Acute Illness) 

Care of Client at Level 
Five Adaptation 
(Terminal Illness) 

In this curriculum a 
variety of models are 
used to illustrate sub­
concepts in a maxtrix 
design . 

• These sample course ti tles were used as il lustrations of the obvious. In torder to classify any given curriculum the conceptual base and organizing 
framework need to be fully examined. One should not make a judgment of the total cu rricu lum based solely on course titles. 
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identified common concepts such as safety, oxygenation , nutrition, and 
so forth . These concepts might continue to be taught in each of the 
clinical courses, indicating the specialty-based knowledge in each area. 
There is typically considerable repetition in this curriculum. For instance, 
nutrition needs of the adult, child, and pregnant woman, might be dis­
cussed in separate and succeeding courses; and in each lecture the 
professor will review basic nutrition concepts so that each lecture is in­
dependent. 

Stage Two Integration 

Stage Two Integration is, by far, the most common model , and occurs 
at a higher level. Here, the content related to the concepts of health and 
nursing (as defined by the faculty) is more interactive. These concepts 
progress through the curriculum and might be integrated either into the 
same course or in concurrent courses. There is notably a greater em­
phasis on the variety of client populations (individual, family, groups, 
community) so the focus is more on the recipient of care. Generally in 
this model the number of vertical (progressive) concepts is limited , but 
the horizontal (pervasive) concepts are numerous and include nursing 
process, communication , accountability, ethics, economics, and so forth . 
Clinical experiences are broader and many settings might be used to 
teach the same concept. 

Stage Three Integration 

Stage Three Integration is a much less common model , but clearly 
indicates the full conceptualization of nursing content. Two of the schools 
classified this way were careful to verify that their graduates did well on 
NCLEX examinations. Employers favored the graduates because they 
had excellent cl inical skills as well as the ability to think, solve problems, 
and deal with new situations. Once again, in th is model numerous per­
vasive concepts were identified as well as considerable progressive con­
cepts. The curriculum design more closely resembles a holistic approach 
to the discipline of nursing . In the illustrated example, the faculty identi­
fied stress and adaptation as the major concepts . Clinical models are 
used to illustrate subconcepts of client, age, setting , and so forth . It is a 
true matrix design with faculty teaching beyond their specialty area; they 
teach in many areas at the generalist level . 

HOW MUCH INTEGRATION? 

General Education 

Generally there was little integration in the general education courses. 
In some colleges courses such as "Cultural Influences in America" or 
"Utilization of Computers in -----" were found . Course descriptions often 
alluded to integrated concepts but they were not always clear. 
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HOW MUCH INTEGRATION? 

General Education 

Generally there was little integration in the general education courses. 
In some colleges courses such as "Cultural Influences in America" or 
"Utilization of Computers in -----" were found . Course descriptions often 
alluded to integrated concepts but they were not always clear. 

Some of the recent studies in higher education, such as that done by 
the National Institute on Education referred to earlier, are actively pro­
moting interdisciplinary or integrated courses. As increasing numbers of 
colleges are investigating core curricula we might see more integration 
at this level. 

Support Courses 

Virtually no integration was seen in the support course area. In the 
sciences one might see an occasional introductory course that integrates 
concepts from biology, chemistry, and physics. But this was far from 
common. Certainly anatomy, physiology, microbiology, and biophysics 
are distinct specialty areas that nursing draws from. One might consider 
a pathophysiology course to be integrated, and it serves as a good 
example of how learning can be enhanced when disciplines are com­
bined. A normal physiology and then an unrelated course in pathology 
would result in a less effective learning experience. 

The lack of integration in the psychological and social sciences is 
curious, given the interactive nature of these disciplines and the similar­
ities found in basic survey courses . The literature suggests that some 
colleges are experimenting with some integration in this area, but no 
examples were found in the review conducted . 

Nursing Courses 

In nursing courses the most common model seen was an integrated 
sequence of courses that progressively developed some concepts, in 
combination with some discrete courses. 

A few examples of what people refer to as "fu lly integrated," with no 
discrete courses, were found. However, in recent changes these schools 
report adding one or two discrete courses in the upper division. These 
fully integrated, one course per semester models are problematic; they 
generally result in 12-14-credit courses that play havoc with student 
grades. 

A program can achieve Stage Three Integration with smaller, more 
frequent, concurrent courses. It is not integration that causes these large 
courses but the faculty's inability or reluctance to separate the curriculum 
while maintaining a conceptual approach. Integration does not require 
an "all or nothing" approach . 
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Frequently encountered discrete courses included health assessment, 
nursing research, communication techniques, and nursing issues courses. 
In developing a discrete course the faculty should examine the extent to 
which the content to be taught supports the conceptual base of a cur­
riculum. For instance, nursing research might be viewed as essential 
learning that supports the utilization of the conceptual approach to nurs­
ing care. Thus it would qualify as a free-standing or discrete course. 
Elements of research could then be integrated in the subsequent, more 
advanced courses, since the majority of the discrete content had been 
presented . Other faculty members might view research as such an in­
teractive element that the content would be integrated in a progressive 
sequence related to nursing roles. The point here is that whether or not 
any content area is treated in a discrete or integrated approach is a 
decision that should be based on the utilization of the content vis-a-vis 
the conceptual framework and the design of the curriculum. 

CRITICISMS 

A number of criticisms about integrated curricula have been offered. 
These criticisms have aided in the clarification of the concept of integra­
tion-some in supportive ways and others in distracting ways. A brief 
response to each criticism follows . 

1. In an integrated curriculum "things fall through the cracks." 
Response: In any curriculum "things" can fall through the cracks. 
It is the role of a curriculum committee to monitor the curriculum, 
to review models, to be sure students have not only opportunities 
to apply the knowledge, but opportunities to transfer the knowl­
edge. This can be done through reading , clinical assignments, 
testing, seminar discussions, or postconference sessions. 

The question is, what are the "things?" In a nursing integrated 
curriculum model the "thing" is frequently identified as particular 
medical specialty content. The question the faculty needs to ask 
is , " Is it essential to generalist nursing practice?" If the answer is 
yes, then its relation to the major concepts or subconcepts and 
where and how the faculty can provide the appropriate learning 
experience need to be determined. 

In medical curricula models the "thing" that was lost was fre­
quently the nursing intervention and evaluation of care. 

2. In an integrated curriculum you end up with large 10 + credit 
courses. 
Response: This has been partly addressed already. In order to 
create smaller credit number courses the design needs to allow 
for a number of concurrent courses. Each course would address 
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a different conceptual focus with its related subconcepts. For 
instance, instead of "Care of the Client with Chronic Care Needs" 
= 12 credits, perhaps the faculty has identified chronic care 
(long-term care) as the major concept with nursing diagnosis and 
communication and family as subconcepts. Thus, the semester 
Ill courses could be developed as: 

"Care of the Individual with Long-Term Care Needs" = 6 cred its 
(Nursing Diagnosis Course) 
"Impai red Verbal and Audio Functioning in Clients with Long­
Term Care Needs" = 3 credits (Communication Related) 
"Care of the Family with a Member Requiring Long-Term Care" 
= 3 credits (Family Related) . 

There are many ways the courses could be designed, depending 
on the overall conceptual framework. 

3. Integration requires "team teaching." 
Response: There is nothing inherent in an integrated curricu lum 
that requires team teaching . It is frequent ly utilized to bring fac­
ulty's experti se into a course. It should be kept in mind that at 
the baccalaureate level we are preparing a generalist and faculty 
might be utilized more interchangeably. 

4. Students don't perform as well on NCLEX exams. 
Response: There are simply no data to support this . We have 
seen that baccalaureate students, as an aggregate, have scored 
slightly lower than diploma and assoc iate degree graduates on 
NCLEX exams. While many people speculate on why thi s might 
be so, no definitive findings have demonstrated even inferential 
reasons. We simply do not know why this occurs. 

5. Faculty are uncomfortable with integrated curricula. 
Response: Again, no data exist to support this statement. There 
are und1...:..Jbtedly some faculty members who are uncomfortable 
because they are not experienced in approaching nursing from 
a conceptual perspective. These faculty members should engage 
in activities that will help them gain this perspective. 

Another factor is probably the trui sm "we teach as we were 
taught" , most of us have not come through a conceptual model 
process (only 10- 15 years old) so it may still be strange and 
uncomfortable. I suspect what (at least) some of these faculty 
members are saying is that they fee l uncomfortable teaching "out 
of their spec ialty"-teaching generalized content. 

Many faculty do enjoy approaching nursing in a conceptual manner 
because it is intellectual ly stimulating and sound . 
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THE FUTURE OF THE INTEGRATED CURRICULUM 

Recalling the previously stated definition-"an integrated curriculum is 
one in which concepts are identified and explained through theory and 
research in order to facilitate generalized nursing knowledge and prac­
tice"-some imperatives come to mind. 

The strength of the integrated curriculum model lies in the ability to 
focus education on the recipient of nursing care (the client), and on 
nursing. The concepts that are therefore developed are the keystones of 
the curricu lum. I believe this should not change, that it is essential to the 
future development of nursing . 

It is imperative, however, that faculty members be prepared to teach 
(1) as conceptualists and (2) as generalists. This presents real problems 
for gr-dduate education. Graduate education does prepare the specialist, 
as it should , but it narrows the expertise of the individual. When that 
person then teaches at the undergraduate level he or she must return to 
the discipline or generalist level. That requires, in the faculty person, the 
ability to see the relationships of all specialties, the ability to clearly dif­
ferentiate the generalist behaviors and knowledges within a specialty, 
and the ability to teach beyond his or her specialty area. I believe, inci­
dentally, this focus back on the generalist (discipline of nursing) is one 
step in the resocialization of faculty toward interdisciplinary activities (1981 ). 
Graduate programs focused on the teaching role must attend to this 
concern . 

A further consideration is the continuation of the conceptual approach 
in nursing education for the graduate program. Let me be more explicit. 
In some schools the undergraduate curriculum is conceptual and client 
focused. The graduate program in the same school is organized by a 
disease orientation (e.g., medical-surgical nursing with subspecialties of 
oncology or diabetes; or psychiatric nursing). What has happened to the 
client focus? What has happened to the nursing concepts? Graduate 
education teaches concepts; it is time graduate faculties accept and 
organize curricula through these concepts . 

There are also imperatives for the student in an integrated curricu lum. 
As the co llege-age population changes, becomes older, includes more 
minorities, and demonstrates lower SAT scores, we need to evaluate the 
student's abil ity to think and learn conceptually and what teaching tech­
niques or support services could aid this process; one example is the 
content-mapping strategies developed by Colling (1984) at SUNY Bingh­
amton . 

As knowledge continues to increase and pressures on all fronts for 
faculty to develop rational and cost-effective educational programs for 
nursing continue, we might see a move back to an increase in discrete 
courses. What we as nurse educators must preserve is the progress we 
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have made in developing the conceptual base of nursing education and 
practice. 
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