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ABSTRACT

This article represents the authors’ collaborative vision for 
a proposed structure for nursing knowledge. The authors created 
a vision by examining key elements of nursing epistemology and 
proposing a model based on the scholarly inquiry. The authors’ 
proposal is substantiated by current existing theoretical frame-
works, which were evaluated and modifi ed using deductive re-
asoning in supporting the creation of the proposed model. The 
authors provide three real life examples based on clinical expe-
rience to illustrate the connection of proposed concepts within 
the model to practice. In conclusion, the authors investigated the 
methods with which nurse theorists arrange recognized truths 
into a structure for nursing knowledge for research and practice.

KEYWORDS: model, structure, nursing knowledge, research, 
practice.

STRESZCZENIE

Artykuł przedstawia wariant modelu struktury wiedzy pielęgniar-
skiej. Autorzy opracowali wersję modelu w oparciu o analizę klu-
czowych elementów pielęgniarskiej epistemologii oraz na pod-
stawie naukowego wnioskowania dedukcyjnego. Schemat ten 
jest zbudowany na podstawie aktualnie istniejących podstaw teo-
retycznych, które były oceniane i modyfi kowane przez autorów 
podczas procesu interpretacji i syntezy. Artykuł zawiera również 
trzy kliniczne przykłady ilustrujące połączenie proponowanych 
koncepcji modelu z praktyką zawodową pielęgniarstwa. Podsu-
mowując, autorzy badali metody i teorie obecnych teoretyków 
pielęgniarstwa, które to koncepcje uwzględniają fakty i przed-
miotowość w kompleksowej aranżacji wiedzy pielęgniarskiej na 
podstawie badań naukowych, jak również aktualnej praktyki za-
wodowej.

SŁOWA KLUCZOWE: model, struktura, wiedza pielęgniarska, 
badania naukowe, praktyka zawodowa.

Introduction
Independent of educational preparation, but dependent 
on practical experiences, nursing knowledge is devel-
oped and nurtured on an individual level. It is through 
our practical experiences, which are founded in our re-
search, that we, as nurses, sovereign to our practice 
environment, advance and mold new knowledge. Our 
practice demands that we ask questions, and it is the 
answers to these questions that propels the discipline 
forward.  By questioning and hypothesizing, we formu-
late theories and concepts. It is here that one may ar-
gue, that nursing knowledge is structured through our 
practice, that research is conceived in our practice, and 
that practice would not exist without research. A gear 
mechanism representation supports us to recognize, 

that in order for nursing knowledge to exist, both prac-
tice and research work in unison. 

Creating Model of the Structure of Nursing 
Knowledge

During collaborative discussion, a model of the struc-
ture of nursing knowledge for research and practice 
was created to demonstrate how the authors believe 
the components of nursing knowledge should be ar-
ranged and how they are connected to each other. Our 
model depicts a gear mechanism, where the operation 
of the mechanism functions in unison with all compo-
nents. Gears were utilized to illustrate the dynamic, 
fl exible, evolving, and coordinated nature of knowledge 
development. The practice and knowledge gear is de-
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picted larger, since we believe this forms the founda-
tion of nursing. However, practice and knowledge are 
not more important than the other components. Prac-
tice cannot occur without knowledge, and knowledge 
cannot be verifi ed without testing it in practice [1-4]. 
The terms directional fl exibility, dynamic, and evolving 
underpin the model. Caring and competence are inte-
gral to the foundational philosophy of our model. We 
believe that nursing knowledge must include caring and 
competence [5], because nursing is both an art and 
a science. Within those spheres are found conscience 
and creativity [5,6], because true caring cannot occur 
without these elements. We note that both contribute to 
practice and knowledge because they support nursing 
intuition and guide our care. The authors emphasized 
the importance of four C’s – caring, competence, con-
science, and creativity as vital parts in development of 
the structure of nursing knowledge. 

When articulating ideas regarding nursing philoso-
phy, theory, and conceptual models, it is necessary to 
identify whether one adheres to the belief that there is 
little or no difference between the defi nitions of these 
terms, and therefore can be used interchangeably, or 
whether each has a distinct defi nition [3, 4]. Several 
nurse scientists recommend that these terms should 
be stratifi ed [3] or clarifi ed according to “substance” [4]. 
For our purposes, we believe that each has a distinct 
defi nition.  

Theoretical Framework
The framework for theoretical thinking created by Kim 
[7] consists of fi ve levels.  In the fi rst and highest level, 
she placed philosophy of science; the second is listed 
as the metaparadigm level; the third level contains nurs-
ing philosophy; the fourth is designated as the paradigm 
level; and the fi fth is the theory level [7]. In defi ning the 
fi ve levels, Kim states that the philosophy of science 
and nursing philosophy levels are intricately associated, 
in that nursing philosophy guides the formation of nurs-
ing theories, whereas philosophy of science dictates 
the methodology in the creation of nursing theory [7].  

Reed [8] succinctly defi ned philosophy of science 
and practice as the foundational beliefs of a discipline 
and its approach in conducting science. She explains 
that nursing philosophy represents the epistemology 
and ontology that is distinct to nursing, as well as the 
methodological framework that is used in the conduc-
tion of nursing research and practice [8].

According to Fawcett [9] theories, conceptual 
models, and metaparadigms differ in their level of ab-
straction. She views the metaparadigm at the top of 
a hierarchy, describing them as encompassing the phe-
nomena of interest to nursing [9]. Next in her hierarchy 

are conceptual models, which she defi nes as broad be-
liefs about “…individuals, groups, situations, and events 
of interest” to the discipline. On the lowest tier of her 
hierarchy are theories, which provide particular ideas 
about phenomena [9]. Weaver and Olson [10] describe 
a paradigm as “beliefs and practices” that guide and 
provide structure for research within a discipline. They 
list among others, positivism and critical social theory 
as examples [10].

In our worldview nursing philosophies, theories, and 
conceptual models build upon one another, and are 
also dynamic and evolving. As new nursing knowledge 
is generated in the form of theories and conceptual 
models, nursing philosophy may undergo expansion. 
Likewise, nursing philosophy will infl uence the genera-
tion of new nursing knowledge. This view is supported 
by several nurse scientists [3, 4, 11]. 

Therefore, our model is not hierarchical, but rather 
one composed of active and interacting components. 
Hierarchical nursing knowledge models limit the gen-
eration of knowledge to at most two directions; up or 
down, or up and down only. Alternatively, some 

models are depicted in a circular or spiral pattern. 
Circular and spiral models also limit the generation of 
knowledge to at most two directions. Hierarchical and 
circular or spiral models also do not demonstrate how 
ideas and knowledge are interconnected.

The metaparadigm provides the four basic concepts 
of nursing [12]. The nursing metaparadigm connects 
with the central mechanism as a conceptualization that 
should be brought into every aspect of theory design 
and knowledge generation, and as a practice element 
since it is integral to all areas of nursing practice. Para-
digms create general and abstract concepts that ap-
ply to practice [8]. Nursing knowledge is formed from 
various sources, such as experience; introspection and 
insight; empirical evidence; and knowledge from other 
disciplines, and unifi ed into cohesiveness with imagina-
tion and creativity [2, 3, 4, 11]. The nurse scholar uses 
the characteristics of conscience, competence, cre-
ativity, and caring to identify problems and to develop 
solutions to those problems. Furthermore, we view the 
structure of nursing knowledge to be based upon prac-
tice and practice to be based upon nursing knowledge, 
as has been exemplifi ed by many nurse scientists [1–4]. 
All sources of knowledge are examined for their appli-
cation to nursing and at times are modifi ed or expanded 
upon in order to address nursing phenomena [1–4]. 

Model Description

The mechanism by which knowledge is generated 
in our model demonstrates how all these sources of 
knowledge interact. As the gears in the mechanism in-
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teract and move with one another, each infl uences one 
another in the creation of new knowledge. This mecha-
nism moves both forward and backward; at times faster 
or slower. The gears are not limited in the speed at which 
they can move, which explains how ideas and knowl-
edge are generated at a faster pace at some times than 
at other times. In this process of movement forward and 
backward, at times faster or slower, ideas and knowledge 
move upward and downward, forward and backward, 
faster and slower, generating a fl ow of new ideas out into 
the surrounding realm of existing nursing knowledge.

Examples from Practice
To illustrate the connection of the proposed concepts, 
three examples will be provided within each author’s 
specialty. Examples provided are real life experience 
applications of the proposed model. The fi rst example 
is provided by a labor and delivery nurse. The second 
example is provided by a critical care nurse, and the 
third one by an emergency room nurse.

Labor and Delivery
An example of how practice can infl uence nursing 
knowledge is evident when a practicing nurse recog-
nizes a problem with care delivery and decides to inves-
tigate how that problem can be rectifi ed. She has noted 
that laboring mothers who wish to deliver naturally de-
sire to have additional non-pharmacological options for 
managing labor, but her unit does not provide any. She 
does a literature review and chooses to examine the use 
of aromatherapy during labor. She learns how different 
essential oils are used to control anxiety, nausea, and 
pain, and proposes implementing their use on her unit. 
A pilot program is introduced, and is met with great en-
thusiasm by midwives and their patients. A follow-up 
survey demonstrates that both midwives and their pa-
tients found the aromatherapy helpful, so the program 
is expanded in the unit. The nurse then writes an article 
about the process, which motivates other labor and de-
livery nurses to try its use on their units. 

Critical Care
At the beginning of her shift, a nurse was checking the 
schedule to determine her assignment. She noted that 
on that day her assigned patients were on two different 
sides of the hallway. Patient number one was recently 
admitted to the unit with a diagnosis of drug overdose. 
The patient was on a ventilator, sedated and restrained, 
as last night he self-extubated and had to be urgently 
intubated. Sedation was not effective because he had 
a high tolerance to any sedatives. Patient number two 
was an alert and oriented women admitted with ketoaci-
dosis on an hourly insulin drip. 

The nurse utilized her competence and applica-
tion of critical thinking skills to assess her patients. 
She was concerned that both patients required closed 
monitoring and that the distance between her patients 
could prohibit her from responding to an emergency in 
a timely and effective manner. As she was a caring 
nurse, she approached the charge nurse with her con-
cerns. However, her request to switch one of her pa-
tients was rejected because in this unit the same nurses 
were required to care for the same patients while work-
ing consecutive days. 

A few hours in to her shift while she was checking 
the blood glucose level for patient two and changing 
the insulin drip according to the protocol, she heard her 
charge nurse call for her. Upon entering the room of pa-
tient one she discovered that the patient self-extubated 
once again, that the vent alarm failed, and did not signal 
outside of the room as expected. Due to the failure of the 
alarm, the nursing response was delayed.  In addition to 
the technical issue with the dysfunctional vent alarm, the 
nurse was upset that she was not closer to the patient so 
that she could have monitored him more closely.

This incident prompted the nurse to reassess the 
scenario and to create a proposed solution to this avoid-
able event in the future. She examined the current liter-
ature that was addressing nursing assignments based 
on patient acuity. Then based upon her fi ndings, she 
utilized her creativity and proposed a new acuity-based 
assignment model to her immediate manager. The unit 
manager agreed to try this new model for several we-
eks, and then to seek feedback from the nursing staff. 
A short survey was created by the manager to monitor 
potential improvement of nursing care throughout the 
implemented strategy. Survey results generated after 
four weeks of trial revealed that nurses were overall sa-
tisfi ed with the new model for patient assignments and 
felt more confi dent while providing safe patient care. 
The new and creative way of managing the patient assi-
gnment was noted by upper management, and the unit 
was approved to run a pilot study. The results obtained 
from this pilot study are currently in the process of pu-
blication. This scenario demonstrates that both practice 
and research work in harmony.

Emergency Room 
A patient presents to the acute care setting with “fl u like 
symptoms.” Vital signs are within normal limits; skin col-
or is consistent with race; a positive history for intrave-
nous drug use is noted on the medical record. Through-
out the day, the patient’s cognition changes, although 
vital signs remain within normal limits. The competent, 
in-tune, nurse may query early septic shock based on 
the past medical history; identify risk for an inadequ-
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ate fever response; and advocate for advanced serum 
laboratory testing and prophylactic antibiotic coverage. 
In this instance, the patient is at risk for being inappro-
priately labelled or judged due to his past medical histo-
ry, which could potentially be thought of as behavioral 
or as having just abused drugs intravenously. Instead, 
by putting the pieces of the puzzle together, the expert 
nurse uses past experience, intuition and independent/
shared theory to advocate for this patient and establish 
an appropriate plan of care.

The situation was observed by the emergency room 
(ER) unit manager. Based on that observation, the man-
ager generated a research question: How do we support 
the expert nurse to role model behaviors consistent with 
practice, so that other, more novice nurses may also 
benefi t from this knowledge? The ER manager then con-
ducted a literature review to obtain the stated science 
on the above question. The manager found minimal data 
supporting the proposed hypothesis, so a decision was 
made by the management to support a research study 
that would explore the proposed hypothesis. 

Conclusion
As new knowledge is generated, new questions will 
emerge. Supporting new learning and further questions 
are found in a practice environment keen on support-
ing solid nursing research. A gear mechanism model, 
which supports both practice and research as being 
synonymous with one another, as well as being no more 
important than the other, is a key to understanding the 
foundation of nursing knowledge, as well as the future 
of nursing knowledge. Caring and competence, and 
conscience and creativity are integral to both nursing 
practice and the generation of nursing knowledge, be-
cause these characteristics support a discipline whose 
foundation is based upon art and science. Furthermore, 
we view the structure of nursing knowledge based upon 
practice and practice, as has been exemplifi ed by many 
nurse scientists [1–4].

Figure 1. Model of the Structure of Nursing Knowledge for Research and Practice

Source: author’s own analysis
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