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Introduction
Betty Neuman’s Systems Model is a nursing conceptual model that views a client as an open system
in continuous interaction with internal and external environments. The client may be an individual,
family, group, community, or social issue rather than only one hospitalized patient. Neuman first
presented the model in the early 1970s as a total-person approach to patient problems and continued
refining it through later editions and international nursing scholarship. The model organizes
assessment around stressors, system stability, lines of defense and resistance, prevention, and
reconstitution. Its enduring value lies in encouraging nurses to examine the whole pattern of a
person’s life rather than treating a diagnosis in isolation. The original essay identifies several central
terms but describes them as fixed physical barriers and claims the model is “massively successful”
without evaluating evidence or implementation. A stronger analysis explains how the concepts guide
clinical reasoning, where they remain abstract, and how the model can complement rather than
replace pathophysiology, clinical guidelines, patient preferences, and interdisciplinary care. (Neuman)

The Client System and Five Variables
The Neuman model describes the client system through five interacting variables: physiological,
psychological, sociocultural, developmental, and spiritual. The physiological variable includes bodily
structure and function; the psychological variable includes cognition and emotion; the sociocultural
variable includes relationships, roles, culture, and social conditions; the developmental variable
concerns life stage and transitions; and the spiritual variable concerns meaning, belief, and values.
These variables are not separate departments. A person with heart failure may experience
breathlessness, fear, loss of employment, changing family roles, and questions about purpose at the
same time. Nursing assessment should explore how these dimensions influence one another and
which concerns the client considers most urgent. The “basic structure” or central core includes
survival factors, strengths, and characteristics essential to the system. Neuman’s diagrams place
protective lines around this core, but the image is conceptual rather than anatomical. Nurses should
not treat the model as claiming that stress travels through literal rings. Its purpose is to organize
thinking about stability, vulnerability, protection, and response.

Flexible Line of Defense, Normal Line of Defense,
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and Resistance
The flexible line of defense is the system’s changing outer buffer against stressors. Adequate sleep,
nutrition, social support, knowledge, access to care, and effective coping may strengthen it, while
fatigue, illness, financial strain, or isolation may reduce protection. The normal line of defense
represents the client’s usual level of wellness and pattern of functioning over time. It is individualized;
one person’s stable baseline may include a chronic condition or disability that another person does
not have. The lines of resistance are internal resources activated after a stressor penetrates the usual
defense. Immune responses, learned coping, family assistance, and treatment can all be understood
as resistance factors. This language helps nurses ask what protects the client and what is already
under strain. It also carries a risk: describing wellness primarily as system stability may make
necessary change appear undesirable. A client leaving an abusive relationship or adapting to a new
disability may experience temporary disruption while moving toward greater safety and autonomy.
Stability should therefore be interpreted in relation to health, values, and environment rather than as
preservation of the previous condition at any cost.

Intrapersonal, Interpersonal, and Extrapersonal
Stressors
Neuman classifies stressors by their relationship to the client system. Intrapersonal stressors occur
within the client, such as pain, infection, fear, or conflicting beliefs. Interpersonal stressors arise
between people, such as family conflict, communication breakdown, or role expectations.
Extrapersonal stressors are forces outside the immediate interpersonal field, including housing,
transportation, policy, employment, finances, or access to services. The categories can overlap. A job
loss is extrapersonal, but it may create intrapersonal anxiety and interpersonal conflict. This overlap
explains why some readers find the distinctions insufficiently precise. The model is most useful when
the categories prompt a complete assessment rather than when nurses spend excessive effort forcing
every issue into one box. For example, a patient repeatedly missing dialysis should not be labeled
noncompliant before the nurse assesses fatigue, health literacy, family obligations, transport, work
schedules, cost, previous discrimination, and beliefs about treatment. Stressor analysis can reveal
that an apparently individual behavior is produced by several interacting systems.

Primary, Secondary, and Tertiary Prevention
Prevention as intervention is central to the model. Primary prevention occurs before the system
reacts to a known or suspected stressor and aims to strengthen the flexible line of defense. Examples
include vaccination, education, fall prevention, safe staffing, nutrition support, and planning for a
predictable transition. Secondary prevention begins after symptoms or system reaction appear. It
includes screening, diagnosis, treatment, monitoring, and efforts to strengthen resistance while
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limiting damage. Tertiary prevention supports reconstitution after acute treatment and seeks to
prevent recurrence or further instability through rehabilitation, follow-up, medication management,
home modification, caregiver support, and community services. These levels are useful but not
always sequential. A nurse may provide tertiary rehabilitation for one problem while delivering
primary prevention for another. Modern public health sometimes uses different definitions of
prevention, so clinicians should state which framework they are applying. The model’s emphasis on
prevention broadens nursing beyond responding to crisis, yet interventions must still be supported by
evidence and chosen with the client. A preventive action is not automatically beneficial if it creates
burden, ignores consent, or diverts resources from a more important need.

Applying the Model in Nursing Practice
In practice, the nurse can use the model to structure assessment and care planning. Consider an
older adult admitted after a fall. Physiological assessment includes injury, balance, medication effects,
vision, and hydration. Psychological assessment includes fear of falling and confidence. Sociocultural
assessment includes living arrangements, language, caregiver relationships, and community
participation. Developmental and spiritual assessment explores adjustment to aging, independence,
and meaning. Stressors may include dizziness, stairs, isolation, and an unaffordable home repair. The
nurse identifies the normal baseline, available strengths, and the client’s goals. Primary prevention
might include medication review and safer footwear for future risk; secondary prevention includes
treating the injury and evaluating the cause; tertiary prevention includes rehabilitation, home
modification, and follow-up. This holistic plan does not mean the nurse performs every service. It
clarifies referrals and supports collaboration with physicians, therapists, pharmacists, social workers,
family, and community agencies. Documentation should connect model terms with observable
findings and actions rather than repeat abstract labels. (George)

Strengths, Limitations, and Ethical Use
The model’s strengths include broad scope, adaptability across settings, emphasis on prevention, and
recognition that environment and social conditions affect health. It can support education, community
nursing, mental health, chronic-disease management, and disaster planning. The official Neuman
Systems Model resources describe continued application to individuals, families, groups, and
communities and emphasize the client as a dynamic system. Its limitations include abstract
terminology, overlap among concepts, and the possibility that diagrams create an illusion of precision.
The model does not specify disease-specific interventions, measurement tools, or the strength of
evidence for a treatment. It may also become cumbersome if every clinical note must reproduce the
full framework. Cultural and spiritual variables require humility. Nurses should ask clients how beliefs
and relationships affect care rather than using the categories to stereotype them. Ethical use respects
autonomy, privacy, and dignity and recognizes structural injustice. A client’s “resistance” should not
be judged without asking whether the proposed care is accessible, acceptable, and safe.
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Evaluation should ask whether use of the model changes practice or outcomes. A care plan can
appear comprehensive while failing to improve safety, symptom control, participation, or continuity.
Educators can teach students to compare assessments made with and without the framework,
identify omitted stressors, and justify intervention priorities. Researchers can operationalize selected
concepts through validated measures rather than assuming the complete diagram is one measurable
treatment. Organizations should also avoid requiring extensive model-specific documentation that
takes time away from patients without adding clinical value. The framework succeeds when it
sharpens attention and communication, not when terminology becomes an administrative ritual.
Client feedback is essential because only the person or community can explain whether the identified
baseline and proposed reconstitution represent a desirable life. This keeps the model accountable to
lived experience rather than professional assumptions.

The model can also guide care at family and community levels. In disaster planning, for example,
physiological needs include injury prevention and medication access, while sociocultural and
extrapersonal stressors include displacement, transport, communication, income loss, and trust in
institutions. Primary prevention may involve preparedness and accessible warnings; secondary
prevention may involve triage and crisis treatment; tertiary prevention may involve rehabilitation,
housing, and restoration of community services. Applying the model beyond an individual
demonstrates its breadth, but priorities should still be determined with affected people and
coordinated with evidence-based public-health and emergency-management standards.

Conclusion
Betty Neuman’s Systems Model offers a comprehensive way to understand how stressors interact
with a client’s strengths, baseline wellness, environment, and response. The flexible and normal lines
of defense, lines of resistance, five variables, and three levels of prevention provide a vocabulary for
organizing holistic nursing assessment. The model is most valuable when it helps nurses identify
neglected factors and coordinate evidence-based care across disciplines. It should not be treated as a
literal biological mechanism or as proof that one intervention will work. Its broad concepts require
translation into specific observations, patient-defined goals, clinical standards, and measurable
outcomes. Used critically, the model reminds practitioners that health is produced not only inside the
body but through relationships, resources, culture, development, meaning, and the systems
surrounding the client. (Neuman Systems Model, “History Model”; Neuman Systems Model, “Betty
Neuman”)
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