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INDEPENDENT STUDY
This independent study has been developed to enhance 

the nurse’s knowledge of MRSA.
1.18 contact hours will be awarded for successful 

completion of this independent study. 
The author and planning committee members have 

declared no conflict of interest. Disclaimer: Information 
in this study is intended for educational purposes only. It 
is not intended to provide legal and/or medical advice or 
to be a comprehensive compendium of evidence-based 
practice. For specific implementation information, please 
contact an appropriate professional, organization, legal 
source, or facility policy. 

The Ohio Nurses Association (OBN-001-91) is 
accredited as a provider of continuing nursing education by 
the American Nurses Credentialing Center’s Commission 
on Accreditation. 

Expires 6/2016. Copyright © 2009, 2011, 2014 Ohio 
Nurses Association

OBJECTIVES
1. Identify potential causes for development of antibiotic 

resistance.
2. Describe associated signs and symptoms of common 

MRSA infections.
3. List at risk situations for acquiring MRSA and measures 

to prevent transmission of MRSA infections.
4. Describe treatment measures used when MRSA is the 

causative agent for skin and soft tissue infections.
5. Identify interventions, including key teaching points, 

to prevent the spread of MRSA when caring for patients 
with skin and soft tissue infections.

STUDY
An Unlikely Candidate

John, a seemingly healthy 14 year old awakens after 
surgical debridement of a spider bite - like wound on his 
knee. An antibiotic is infusing through his IV. John is an 
unlikely candidate for this type of infection as he had no 
previous history of infection or immunocompromise. This 
young teenager was active in wrestling and came from an 
upper middle class family. His immunizations were up to 
date and he received annual physicals from his pediatrician 
and was determined to be healthy. The problem began 
after redness developed at the site of a scrape he received 
while wrestling. He showered, washed it with soap and 
water, applied triple antibiotic cream, and put a bandage 
on the wound. The redness worsened by the next day. 
After an appointment with the pediatrician, he was started 
on Keflex orally. In the next two days, the wound became 
golf ball size, more inflamed, warm to touch, and began 

draining purulent fluid. He was sent to an infection control 
specialist immediately. His mother was startled to find out 
methicillin resistant Staphylococcus aureus was the organism 
cultured from his wound. 

This story continues to become more frequent. 
Although not obvious, the patient did have risk as he 
participated in wrestling which is a contact sport. A 
seemingly normal activity for a child has become a risk 
for these virulent infections. All too frequently, healthy 
individuals are acquiring severe infections that require 
specialized antibiotic treatment and sometimes surgical 
debridement. These antibiotic resistant infections can 
progress rapidly and do not respond to usual treatment. 
Routine antibiotics are no longer effective for some of these 
resistant organisms.

“Staph infection” is not a new topic to any healthcare 
provider. Staphylococcus aureus, or “staph,” as it is commonly 
referred to, is one of the most common bacteria to inhabit 
humans and the environment. It is found on the skin and 
in the nose of many healthy individuals. It can be passed 
on to others by skin to skin contact or contact with an 
inanimate object where the bacteria can reside. This 
organism can survive for days on inanimate objects and 
longer on the human body. This organism can also be 
found on ordinary animals including cats and dogs. Staph 
typically does not cause infection unless it enters through 
an open area on the skin, other membrane or enters a 
normally sterile area such as the respiratory tract, urinary 
tract or bloodstream. 

Staphylococcus aureus has been associated with 
nosocomial infections for many years and has historically 
been treatable with penicillin type antibiotics. The 
Staphylococcus aureus bacteria, that was once an easily 
treatable organism has developed into one that is 
oftentimes virulent and resistant to antibiotics.

Antibiotic Resistance
While the Centers for Disease Control has reported 

an overall decline in antibiotic resistant strains of 
Staphylococcus aureus (CDC, 2013), these infections continue 
to persist in both the community and within health care 
facilities. In addition other organisms are emerging as 
resistant to standard antibiotic treatments and to newer 
antibacterial agents. The term “antibiotic resistant” is 
used when a pathological organism changes in a manner 
that causes a reduction in the effectiveness of a particular 
medication toward destruction of that organism. Bacteria 
are highly adaptable organisms that have the ability to 
alter their genetic make up to resist the action of particular 
antibiotics. Bacteria are organisms that divide rapidly. 
During the division, the genetic makeup of some cells 
encounter errors when duplicating the genetic code. While 
often this mutation is harmful to the organism, there are 
times that it produces a cell that has new reproductive 

benefits. The new cell is able to survive when its neighbors 
are typically destroyed. These genetic mutations produce 
bacteria with altered sites that normally bind to antibiotics 
causing the effectiveness of the drug to be reduced or 
eliminated. The result is an organism that is more difficult 
to destroy. In addition, the mutated cell can pass on the 
new antibiotic resistant trait to its offspring. An important 
point is that the random mutation in the organism causes 
the resistance, not the antibiotic itself. Many nosocomial, or 
infections acquired in the healthcare setting, are resistant 
to common antibiotics. There are many reasons for this 
phenomenon that will be discussed further.

Methicillin resistant Staphylococcus aureus (MRSA) 
first emerged in the 1960’s (Boyce, 1992). At that time, 
scientists developed modified penicillin antimicrobials that 
effectively treated the new organisms. With time, however, 
these organisms have further mutated and effective 
treatments have become limited. There are many factors 
related to healthcare delivery that have been cited to cause 
antibiotic resistance. These include:
•	 Administering	antibiotics	for	viral	infections
•	 Unnecessary	or	overprescribing	of	antibiotic	treatment
•	 Use	of	the	incorrect	antibiotic	for	the	organism	causing	

the infection
•	 Using	 broad	 spectrum	 antibiotics	 when	 first-line	

medications would work
•	 Spreading	 of	 organisms	 by	 carriers	 who	 remain	

symptom free and are usually not aware that they are 
infected

•	 Increased	 use	 of	 antibiotics	 in	 farming	 and	 the	
production of milk and meat

In addition to the actions of healthcare workers, patients 
can also contribute to the development of antibiotic 
resistance in the following ways:
•	 Taking	antibiotics	to	prevent	illness
•	 Not	 taking	 antibiotics	 as	 prescribed	 including	 skipping	

doses and not completing the course of treatment
•	 Requesting	antibiotics	when	experiencing	a	cold	or	 the	

flu caused by a virus
•	 Taking	antibiotics	that	were	prescribed	for	someone	else	

 
There are many antibiotic resistant organisms 

present today. Some of the more common organisms 
include staphylococcus aureus, clostridium difficile, candida 
and enterococci. Resistance to drugs has been emerging 
rather quickly and has escalated morbidity, mortality 
and healthcare costs. Multi-drug resistant organisms are 
a considerable risk for both the public and health care 
providers. They are becoming increasingly more difficult to 
treat and contain. Strategies to prevent infection, identify 
source of infection and implement appropriate treatment 
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In order to better understand what radon is and how 
radon can cause lung cancer, you first need to understand 
what an atom is and what the numbers on the periodic table 
represents. Elements on the periodic table are made up 
of atoms. Atoms consist of a dense nucleus which contains 
neutrons and protons surrounded by electrons. Each element 
has an atomic number which represents the number of 
protons and neutrons for that element. Radon has an atomic 
number of 86 which means radon has 86 protons and 86 
electrons. 

NEW: Each element 
has an atomic number 
which represents the 
number of protons for 
that element. Radon has 
an atomic number of 86 
which means radon has 
86 protons.

Radon gas is 
produced when 
uranium undergoes 
decay. Decay or loss of 
energy is the process 
by which an unstable 
atom loses energy by 
emitting particles and 

transforming into a different element with a 
different atomic number. The particles that 
are emitted are either alpha particles, beta 
particles or gamma rays. The emission of 
these particles produces radiation. The decay 
of radon produces alpha particles. 

Alpha particles consist of two protons 
and two neutrons. Alpha particles are heavy 
but very energetic. They only travel short 
distances but will have many interactions. 
Alpha particles can be stopped by a sheet a 
paper. Even though alpha particles do not 
travel very far, they are considered to be the 
most dangerous when they enter the body. 

Free Independent 
Studies

All independent studies published 
in the Ohio Nurse are FREE to ONA 
members for three months and 
can also be completed online at  
www.CE4Nurses.org/ohionurse. 

Non-members can also complete the 
studies published in this issue online for 
$12 per study or by mailing in the tests 
provided for $15 per study. See page 3 
for more details. 

Interested in joining ONA? See page 
3 for membership information and five 
reasons for joining the only professional 
organization in Ohio for registered 
nurses.

The official publication of the Ohio Nurses 
Foundation, 4000 East Main St., Columbus, OH 
43213-2983, (614) 237-5414.

Web site: www.ohnurses.org

Articles appearing in the Ohio Nurse are presented for 
informational purposes only and are not intended 
as legal or medical advice and should not be used in 
lieu of such advice. For specific legal advice, readers 
should contact their legal counsel.
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and the Arthur L. Davis Publishing Agency, Inc. shall 
not be held liable for any consequences resulting from 
purchase or use of an advertiser’s product. Articles 
appearing in this publication express the opinions of 
the authors; they do not necessarily reflect views of 
the staff, board, or membership of ONF.

OHIO NURSEOhio Nurses Foundation 
Contributes to Nursing 

Advancement
The Ohio Nurses Foundation (ONF) is a non-profit 

501 (c) (3) organization dedicated to providing funding 
to advance nursing as a learned profession through 
education, research, and scholarship. In  order to make 
this mission a reality, ONF works in close collaboration 
with the Ohio Nurses Association to raise funds for 
educational scholarships, research grants, and leadership 
recognition which promotes the profession.  

ONF is governed by an 8 member Board of Trustees 
appointed by the Ohio Nurses Association Board of 
Directors. The Foundation Board meets several times 
a year to oversee revenue & fiscal operations, promote 
fund raising, select scholarship and award recipients and 
sponsors the Cornelius Congress which recognizes leaders 
in ONA. The primary ONF fundraising event is the Nurses 
Choice Awards Luncheon held every spring at which time 
the scholarships and awards are presented to recipients, 
a silent auction is held and nursing is celebrated. Since 
establishment of ONF in 2002 more than $100,000 in 
the form of scholarships and research grants have been 
awarded. 

All  nurses in Ohio also benefit very directly from the 
work of ONF by being the recipient of the Ohio Nurse, 
a free publication sent quarterly to every RN & LPN in 
the state of Ohio. Ohio Nurse is the official publication of 
the Ohio Nurses Foundation. Each issue contains both 
informative articles about relevant issues in nursing and 
three (3) independent studies which can be completed on-
line or by mail. The independent studies are free of charge 
for ONA members and at minimal cost ($12-$15) for non-
members.

The work of Ohio Nurses Foundation not only 
enhances the profession of nursing but significantly 
contributes to the health and welfare of all of Ohio’s 
residents. Your tax-deductable contributions to ONF 
are greatly appreciated  and will allow the Foundation 
to further extend its work of providing educational 
scholarships,  research grants and awards to enhance 
nursing and healthcare in Ohio.

Contribution can be sent to Ohio Nurses Foundation, 
4000 East Main Street. Columbus, Ohio 43213 or via 
Paypal at ohionursesfoundation.org.

Thank you for your support.

Davina J. Gosnell, RN, PhD FAAN
Chair, Ohio Nurses Foundation

February 18, 2015
Nurses Day at the State House

Ohio State House
 

April 17, 2015
10th Annual Nursing Professional Development 

Educators Conference
OCLC Conference Center in 

Columbus, Ohio
 

June 2-3, 2015
Retired Nurses Summer CE Event

Ohio Nurses Association in 
Columbus, Ohio

MARK YOUR 
CALENDAR

Update 9/25/14
Based on a reader’s input (after publication of this article), 

it was decided to revise the information below.
Question #13 has been affected by this change 

When grading the post-test, Question #13 will not be 
considered in the calculation 

of your final score.

Introduction
The U.S. Surgeon General issued a health advisory in 

January, 2005 stating that exposure to elevated levels of 
indoor radon causes lung cancer and recommended that 
every home in the United States be tested. The World 
Health Organization (WHO) published, “WHO Handbook 
on Indoor Radon” in 2009 which also states that exposure 
to elevated levels of indoor radon causes lung cancer and 
recommends that homes be tested. The American Cancer 
Society and the American Lung Association both list 
exposure to elevated levels of radon as a risk factor for lung 
cancer. So, what is radon and how does it cause lung cancer?

What is Radon?
Radon is a radioactive gas. It is one of the six noble gases 

on the periodic table of elements. It is colorless, odorless and 
tasteless and is classified as a human carcinogen.

Published by:
Arthur L. Davis 

Publishing Agency, Inc.

www.ohnurses.org

Radon: A Public Health Risk
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Join the 
Ohio Nurses 
Association 

The Ohio Nurses Association does a lot for the nursing 
profession as a whole, but what does ONA do for its 
members? 

FREE AND DISCOUNTED PRODUCTS AND 
SERVICES Members take advantage of a wide array of 
discounts on products and services, including professional 
liability insurance, continuing education, and special 
tuition rates to partner RN-to-BSN programs.

WORKPLACE ADVOCACY ONA provides members 
access to a wide range of resources to help them make a 
real difference in the workplace, regardless of work setting. 
ONA provides members with resources to create healthy 
and safe work environments in all health care settings 
by providing tools to help nurses navigate workplace 
challenges, optimize patient outcomes and maximize 
career benefits.

EDUCATION Whether you’ve just begun your nursing 
career or are seeking to enhance or maintain your current 
practice, ONA offers numerous resources to guide you. 
For example, the Ohio Nurses Foundation awards several 
scholarships annually with preference to ONA members. 
Members also save up to $120 on certification through 
ANCC, and can earn contact hours for free through 
the independent studies in the Ohio Nurse or online 
at a discounted rate, among many other educational 
opportunities.

NURSING PRACTICE ONA staff includes experts 
in nursing practice and policy that serve our members by 
interpreting the complexities of the Nurse Practice Act and 
addressing practice issues with a focus of ethical, legal and 
professional standards on a case-by-case basis.

LEGISLATIVE ADVOCACY ONA gives members a 
direct link to the legislators that make decisions that affect 
nursing practice. Members can become Legislative Liaisons 
for their district, join the Health Policy Council and 
participate in the legislative process in many other ways 
through their ONA membership.

These are just a few of the benefits nurses receive as 
ONA members. Dues range from $33–$50 a month and we 
offer reduced dues rates to new graduates, unemployed 
and retired nurses. Go to www.ohnurses.org > Join/
Renew to start taking advantage of what ONA has to offer.

Go to 
www.ohnurses.org

to join today!

To help Ohio’s nurses meet their obligation to stay 
current in their practice, three independent studies are 
published in this issue of the Ohio Nurse.

To Complete Online
•	 Go	to	www.CE4Nurses.org/ohionurse and follow the 

instructions. 

Post-test
The post-test will be scored immediately. If a score 

of 70 percent or better is achieved, you will be emailed 
a certificate and test results. If a score of 70 percent is 
not achieved, you may take the test a second time. We 
recommend that the independent study be reviewed prior 
to taking the second post-test. If a score of 70 percent 
is achieved on the second post-test, a certificate will be 
e-mailed to you.

Instructions to Complete By Mail
1. Please read the independent study carefully.
2. Complete the post-test and evaluation form for each study.

Independent Study Instructions
3. Fill out the registration form indicating which studies 

you have completed, and return originals or copies of the 
registration form, post test, evaluation and payment (if 
applicable) to: 

 Ohio Nurses Association, 4000 East Main Street, 
Columbus, OH 43213

References
References will be sent upon request.

Questions
Contact Sandy Swearingen (614-448-1030, sswearingen@

ohnurses.org), or Zandra Ohri, MA, MS, RN, Director, 
Continuing Education (614-448-1027, zohri@ohnurses.org).

Disclaimer: The information in the studies published in 
this issue is intended for educational purposes only. It is not 
intended to provide legal and/or medical advice.

The Ohio Nurses Association (OBN-001-91) is accredited 
as a provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission on 
Accreditation.

Registration Form:

Select the studies you are taking:

__ Staphylococcus: The Resistant Kind

__ The Powers That Be: Understanding Powers of Attorney, Conservators, Guardianships and More

See page 7 about this issue’s third independent study.

Name: _________________________________________________________________________________________________

Address: ________________________________________________________________________________________________
 Street City State Zip

Day phone number: _____________________  Email Address: __________________________________________________

RN or LPN? RN LPN ONA Member:  YES NO ONA Member # (if applicable): _________________

ONA MEMBERS:
Each study in this edition of the Ohio Nurse is free to members of ONA if postmarked by 2/28/15. Please send post-
test and this completed form to: Ohio Nurses Association, 4000 East Main Street, Columbus, OH 43213. Studies can 
also be completed for free by going to www.CE4Nurses.org/ohionurse.

NON-ONA MEMBERS:
Each study in this edition of the Ohio Nurse is $15.00 for non-ONA Members. The studies can also be completed 
online at www.CE4Nurses.org/ohionurse for $12. Please send check payable to the Ohio Nurses Association along 
with post-test and this completed form to: Ohio Nurses Association, 4000 East Main Street, Columbus, OH 43213. 
Credit cards will not be accepted.

ADDITIONAL INDEPENDENT STUDIES
Additional independent studies can be purchased for $15.00 plus shipping/handling for both ONA members and 
non-members. ($12.00 if taken online). A list is available online at www.CE4Nurses.org

ONA OFFICE USE ONLY
Date received: _______________________ Amount: ____________________________  Check No.:  __________________
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YOUR  Future.
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CERTIFICATE PROGRAM
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DOCTORAL PROGRAMS
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promptly continue to be at the heart of healthcare 
delivery to halt the expansion of this problem. Standard 
precautions are the hallmark for the health care provider 
in preventing the spread of these organisms in the health 
care setting.

Methicillin Resistant Staphylococcus aureus Defined
According to the Center for Disease Control and 

Prevention (CDC, 2013), MRSA is currently resistant 
to beta–lactam antibiotics including penicillins (e.g., 
penicillin, amoxicillin), penicillins specifically directed 
at staphylococcal infections (e.g., methicillin, oxacillin), 
and cephalosporins (e.g., cephalexin). A variety of MRSA 
strains exist based on genotyping; however, in general 
MRSA can be identified as hospital or healthcare acquired 
(HA-MRSA), community acquired (CA-MRSA) or invasive.

Health care associated MRSA (HA-MRSA) is defined 
as infection that is identified more than 48 hours after 
admission or occurring after discharge from a healthcare 
facility or hospitalization. It can also be termed healthcare 
acquired. Healthcare associated risk factors include recent 
hospitalization, surgery, dialysis, residence in a long 
term care facility or presence of a permanent indwelling 
catheter or percutaneous medical device at the time of 
culture. Difficulty exists with identification of the origin 
of the organism due to the fact that colonization without 
active infection can exist for months to years prior to 
hospitalization. The proportion of healthcare-associated 
staphylococcal infections due to MRSA has experienced 
a decline from 2005 to 2011 noted in the results from 
the Active Bacterial Core Surveillance Program. The 
results show that the “incidence of health care associated 
community onset and hospital onset invasive MRSA 
infections have declined by 27.7% and 54.2% respectively” 
(Lowy, F. 2013). The decline is thought to be contributed 
to the increase in education about MRSA and the infection 
control efforts at the hospital level. While the decline is 
encouraging, efforts for prevention of these antibiotic 
resistant organisms need to continue. Current strategies to 
combat HA-MRSA include handwashing, proper cleaning 
of the environment, and proper use of antibiotics.

Community-associated MRSA (CA-MRSA) refers to an 
infection acquired in the community. The individual does 
not have the identified MRSA risk factors such as recent 
hospitalization (within the past year), surgery, residence 
in a long term care facility, receipt of dialysis or presence 
of implanted medical devices. CA-MRSA most frequently 
presents as soft tissue infections such as pimples or boils. 
Soft tissue infections caused by this organism are most 
often misdiagnosed as spider bites. Purulent skin and soft 
tissue infections can often be misdiagnosed as spider bites 
when they may instead be caused by Staphylococcus aureus. 
The person who is diagnosed with CA-MRSA is typically 
otherwise healthy. 

The term invasive MRSA is used when the disease 
causes serious and sometimes fatal infections. In 2011, a 
little more than 80,000 cases of invasive MRSA infections 
occurred nationwide (compared to 2005 incidence of 
approximately 111,000 cases) (Dantes, R. et al, 2013). 
Invasive MRSA can be healthcare or community associated 
and includes infections of the blood, bone or respiratory 
tract (pneumonia). While these are not the most common 

Staphylococcus continued from page 1 MRSA infections, they continue to be the most severe and 
widely publicized.

Education for Community Acquired MRSA
The nurse’s role in battling MRSA includes education 

of patients and the community at large. Education should 
be focused on prevention and early identification. One 
key to prevention is increasing public awareness of the at 
risk environments where MRSA may be residing. There 
are many individuals in the community who may have the 
MRSA bacteria, but not be aware of it. While 20% of people 
are colonized in the nose with staph, it has been reported 
that another 30% of the community is “intermittently 
colonized” (Abad, C., et al, 2013). Colonization is primarily 
found in the nares or nose (Hansra, N., & Shinkai, K., 
2011). One in 3 people carry the bacteria in their nose with 
no outward signs of infection and 2 in 100 carry MRSA 
(CDC, 2013).

Settings that have a tendency for crowding and the 
potential for skin to skin contact will increase the chance 
for transmission of MRSA. According to the CDC, there are 
some settings that transmission occurs more readily, such 
as: schools, dormitories, military barracks, households, 
correctional facilities, and daycare centers. Other 
locations that have the potential for increasing the risk 
of transmitting the infection include the gym and locker 
rooms. Nurses can be instrumental in reaching these at risk 
populations within the community to promote prevention 
and early identification of these types of infection.

Education needs to emphasize that MRSA is not just 
an infection affecting the adult and elderly population. 
Because transmission of this infection is primarily skin 
to skin or inanimate object to skin contact with the 
entrance site being a break in the normal barrier, MRSA 
transmission oftentimes occurs items have been shared and 
not properly sanitized. This includes gym mats and athletic 
equipment utilized by school age children. Individuals, no 
matter the age, have a great potential of acquiring MRSA 
when he or she utilizes the gym, locker room, shares 
sports equipment such as football pads, balls, or mats. 
Children tend to be less vigilant than adults when it comes 
to maintaining good personal hygiene. Some general 
guidelines that can be used to prevent staphylococcal 
infections include:
•	 Keep	ALL	wounds	or	 open	 areas	 covered	with	 a	 clean,	

dry bandage.
•	 Wash	 hands	 regularly	 with	 soap	 and	 water	 or	 alcohol-

based hand gel. Always use soap and water when visible 
soil is present.

•	 Bathe	 regularly	 using	 soap	 and	 water.	 Bathe	 after	
activities that may involve close skin to skin contact with 
others or equipment that may be contaminated.

•	 Do	 not	 share	 items	 that	 may	 be	 contaminated:	 towels,	
razors, and deodorant, bar soap, clothing, bedding, 
sleeping bags, and athletic equipment.

•	 Wash	 clothes	 in	 hot	 water	 with	 detergent	 and	 dry	
thoroughly after sports or situations where close contact 
with skin or wounds can occur.

•	 If	 unable	 to	 cover	 a	 wound	 or	 drainage	 cannot	 be	
contained, do not participate in activities that involve 
skin to skin contact or contact with shared athletic 
equipment until the wound is healed.

•	 Clean	 surfaces	 of	 athletic	 equipment	 before	 and	 after	
use and on a regular basis with over the counter cleaner 
or disinfectant that identifies antibacterial activity 
against the organism.

•	 Use	a	barrier	between	your	body	and	athletic	equipment	
such as a towel or clothing.

Healthy children can be considered at high risk 
primarily when they engage in activities that include close 
contact with other children such as football or wrestling. 
Furthermore, athletes/children who have poor hygiene, 
have open cuts or abrasions, and utilize equipment, mats, 
and other inanimate objects that have not been properly 
sanitized will increase the risk for transmitting or acquiring 
MRSA. 

Early Identification of Skin and Soft Tissue Infections
The second important factor in preventing MRSA 

transmission is early identification. Early recognition of 
CA-MRSA soft tissue infections by the health care provider 
and/or community member will result in prompt initiation 
of appropriate treatment (CDC, 2013). The following 
are characteristics of a potential skin infection and the 
individual should be seen by the appropriate health care 
provider as soon as possible for evaluation:
•	 Skin	that	is	swollen,	red,	hot	and	tender
•	 White	head	or	center	(like	a	pimple)
•	 Presence	of	pus	and/or	drainage
•	 Looks	like	a	‘spider	bite’
•	 These	 signs	 and	 symptoms	 tend	 to	 persist	 or	 progress	

rapidly

The CDC (2013) encourages healthcare providers to 
consider MRSA as the differential diagnosis of all skin 
and soft tissue infections particularly for those that are 
purulent (fluctuant or palpable fluid –filled cavity, yellow 
or white center, central point or “head,” draining pus, or 
possible to aspirate pus with a needle or syringe). Common 
presenting skin and soft tissue infections include the 
following presentations:
•	 Cellulitis	–	Inflammation	of	the	skin	
•	 Impetigo	 –	 Bullous	 (blistered)	 lesions	 or	 abraded	 skin	

with honey-colored crust 
•	 Folliculitis	–	Infection	of	hair	follicle	(like	a	pimple)	
•	 Furunculosis	–	Deeper	infection	below	hair	line	
•	 Carbuncle	 –	 Multiple	 adjacent	 hair	 follicles	 and	

substructures are affected 
•	 Abscess	–	Pus-filled	mass	below	skin	structures	
•	 Infected	 laceration	 –	 Pre-existing	 cut	 that	 has	 become	

infected 

Often, MRSA infections remain confined to the skin 
and soft tissue; however, it can also penetrate other areas 
of the body including blood, joints, and heart valves. 
When this occurs, the infection can be life threatening. 
Education has typically been focused toward those 
in the health care environment; however, educating 
the communities is just as important to help prevent 
transmission of this potentially life threatening infection. 
The Center for Disease Control and Prevention provides a 
variety of resources specific to MRSA directed at both the 
health care provider and public.

Treatment of MRSA Skin and Soft Tissue Infections
Once MRSA is suspected, a specimen is usually sent for 

culture and sensitivity. In addition, an infection control 
specialist may be consulted based on the severity of the 
infection. Culture and sensitivity is a key diagnostic tool for 
determining adequate differential diagnosis of MRSA. It is 
important to obtain the culture prior to the administration 
of antimicrobial agents to accurately isolate and identify 
the organism. Proper laboratory testing may take days to 
accurately identify the infecting organism. Meanwhile, the 
healthcare provider may order a broad spectrum antibiotic 
until the culture and sensitivity results are confirmed. 

Once the exact organism is identified, therapy will 
be changed to an antibiotic that is most effective against 
that pathogen as identified by the sensitivity results. The 
selection of an antibiotic that will be effective against the 
particular organism present is an important role of the 
healthcare provider. Prescribing ineffective antibiotics 
leads to delayed healing and resolution of the infection and 
can lead to further drug resistance. 

When MRSA is identified as the causative agent in a 
skin or soft tissue infection, incision and drainage often 
constitutes the initial primary therapy. Small wounds or 
abscesses may respond to this intervention along with 
warm compresses to facilitate removal of the infected 
drainage. When this initial treatment is ineffective, empiric 
antimicrobial coverage may be used in addition to surgical 
intervention especially when the following severe signs and 
symptoms are present: presence of systemic symptoms, 
severe local symptoms, immune suppression, extremes of 

Staphylococcus continued on page 5
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Staphylococcus continued from page 4

patient age, infections in a difficult to treat area, lack of response to incision and drainage 
alone (CDC, 2013). Serious infections will most often be treated on an inpatient basis with 
intravenous antibiotics which have been shown to be more effective and work more rapidly 
than oral therapy.

A number of medication protocols are identified as effective against MRSA at this 
time. Commonly used antibiotics include: clindamycin, tetracyclines (e.g., doxycycline, 
minocycline), trimethoprim-sulfamethoxazole, rifampin, linezolid. Selection of antibiotic 
is dependent on the results of the culture and sensitivity results, considerations and 
precautions of each drug, and associated patient factors. It is up to the discretion of the 
health care provider as to which antibiotic is most appropriate for individual patients. 
Upon discharge, oral antibiotics are often prescribed for a period of time. Patients 
must be counseled to take the antibiotic exactly as prescribed and to take the complete 
course even if symptoms improve or even disappear. It is not uncommon for patients to 
halt antibiotic therapy once they feel better or the symptoms subside. Careful counseling 
is needed to ensure understanding of the ordered antibiotic regimen, especially the 
importance of completing the entire course of the prescribed antibiotic!

When a patient is admitted with skin or soft tissue infection from MRSA, contact 
precautions should be in place to prevent transmission to other patients (see Table 
1). This includes placing the patient in a private room or having a roommate infected 
with the same organism. Gown and gloves should be worn when providing care that 
could expose the health care provider to the organism. Removing the gown and gloves 
before exiting the room and meticulous handwashing before and after glove removal is 
imperative. These contact precautions will typically remain in place until cultures are 
negative. An additional recommendation when caring for patients infected with MRSA 
include cleaning surfaces and exam rooms with a commercial disinfecting solution or 
1:100 solution of diluted bleach (1 tablespoon bleach in 1 quart of water). Other approved 
solution can be found on the United States Environmental Protection Agency (EPA) 
website (http://epa.gov/oppad001/list_h_mrsa_vre.pdf).

It is important that standard precautions always be followed when providing care to any 
patient, whether they have a MRSA infection or not, and compliance with each specific 
facility’s policies be maintained. Standard precautions will help prevent the spread 
of organisms when infection is not diagnosed. General standard precautions include: 
hand hygiene; use of gloves, gown, mask, eye protection, or face shield, depending on 
the anticipated exposure; and safe injection practices. Also, equipment or items in the 
patient environment likely to have been contaminated with infectious body fluids must 
be handled in a manner to prevent transmission of infectious agents (e.g., wear gloves for 
direct contact, contain heavily soiled equipment, properly clean and disinfect or sterilize 
reusable equipment before use on another patient) (CDC, 2013).

Table 1
Transmission Based Precautions: Contact, 
Droplet, Airborne

Contact Precautions 
Contact Precautions are intended to prevent transmission of infectious agents, 

including epidemiologically important microorganisms, which are transmitted by 
direct or indirect contact with the patient or the patient’s environment. A single-
patient room is preferred for patients who require Contact Precautions. When a 
single-patient room is not available, consultation with infection control is necessary 
to assess the various risks associated with other patient placement options (e.g., 
cohorting, keeping the patient with an existing roommate). HCP caring for patients 
on Contact Precautions should wear a gown and gloves for all interactions that may 
involve contact with the patient or potentially contaminated areas in the patient’s 
environment. Donning gown and gloves upon room entry and discarding before 
exiting the patient room is done to contain pathogens, especially those that have 
been implicated in transmission through environmental contamination (e.g., VRE, C. 
difficile, noroviruses and other intestinal tract agents; RSV (Retrieved: May 6, 2014 
from http://www.cdc.gov/hicpac/mdro/mdro_4.html#16)

Source: Center for Disease Control and Prevention, 2013

Education is imperative for patients with MRSA infections to prevent the spread to 
others in the household or those that may have close contact. Teaching transmission 
based principles regarding skin to skin or inanimate object to skin is key. Furthermore, 
education on the importance of containing drainage from open wounds is imperative in 
preventing further infection transmission to others. Some general guidelines for patients 
with active MRSA soft tissue infections to prevent transmission include:
•	 Showering	on	a	regular	basis	and	maintaining	good	personal	hygiene.
•	 Meticulous	handwashing	for	those	in	the	household	or	in	close	contact	especially	after	

contact with articles soiled with drainage or after contact with the infected area.
•	 Keeping	 the	 infected	 wound	 covered	 and	 contained.	 If	 you	 are	 unable	 to	 keep	 the	

wound covered and contained, do not participate in sports activities or have close 
contact with others until the wound has completely healed.

•	 Changing	 the	 bandage	 when	 it	 becomes	 soiled.	 Contain	 or	 bag	 the	 soiled	 bandage	
when disposing of it.

•	 Avoidance	 of	 sharing	 personal	 items	 such	 as	 razors,	 towels,	 deodorant,	 or	 any	 other	
personal objects.

•	 Laundering	or	washing	clothing	that	has	come	in	contact	with	the	infected	area	in	hot	
water and bleach, if possible, and then drying them thoroughly.

•	 Avoiding	direct	or	close	contact	with	the	infected	area.
•	 Keeping	areas	(such	as	showers	and	bathrooms)	clean	with	a	commercial	disinfectant	

or 1:100 bleach solution.
•	 Avoidance	of	popping	or	opening	the	wound	unless	by	a	licensed	health	care	provider.

Decolonization 
As previously discussed, carriers of Staphylococcus aureus, including the resistant kind, 

may not have any symptoms but can transmit the organism to others or become infected 
themselves through open wounds or during times of immunocompromise. Carriers of 
organisms that show no outward signs of infection are said to be “colonized.” This can be 
confirmed by obtaining cultures. Staphylococcus aureus, while found on many surfaces of 
the body, is most often colonized in the nares, armpits, or groin area of a carrier. Some 
other areas that can be sites of colonization include the throat and the gastrointestinal 
tract. Persons who are identified as carrying MRSA in multiple sites (confirmed by 
culture) on their body have been shown to be more at risk for developing an active 
infection and are more likely to transmit the organism to others. 

Healthcare organizations are implementing programs of routine screening of both 
healthcare workers and certain patient populations to identify MRSA carriers, with a goal 
to eradicate the organism from healthcare facilities. 

Eradication of MRSA is typically achieved by the use of systemic antibiotics.Antibiotic 
treatment, if indicated, should be guided by the susceptibility profile of the organism. 
Obtaining specimens for culture and susceptibility testing is useful to guide therapy, 
particularly for those with more severe infections and those who fail to respond 

adequately to initial management (CDC, 2013). Problems associated with eradication 
using systemic antibiotics include drug-resistance and complications from the therapy 
itself. The use of topical, rather than systemic, antibiotics and germicides, such as 
chlorhexidine baths, can also be used in an eradication program with less development 
of adverse problems associated with systemic treatment. Eradication, or elimination, of 
MRSA is not guaranteed. Some studies have shown that recolonization can occur as early 
as 2 to 12 months after treatment. 

Decolonization can be used as one strategy to prevent recurring infections particularly 
in the hospital and health care settings. While universal decolonization has shown to be 
more effective in reducing hospital acquired blood stream infection in intensive care 
units patients, targeted decolonization is still used in many facilities (Huang,S.S. et al, 
2013). Some states have legislation in place that addresses active surveillance strategies 
to identify patients who may benefit from decolonization. Nosocomial infection rates 
have been shown to be lowered with preoperative decolonization using nasal mupirocin 
and chlorhexidine baths in orthopedic patients(Rao, N., et al, 2008) and other surgical 
patients (Bode,L., 2010). Decolonization, however, is not guaranteed and recolonization 
frequently occurs months after treatment, as previously mentioned. Infection control 
specialists may recommend its use in specific situations of repeated infection. Some 
agents that may be used when decolonizing include nasal muciprocin (Bactroban) or 
chlorhexidine (Hibiclenz) or hexachlorophine (Phisohex) body washes for a specified 
period of time, usually around 7 to 14 days. Other members of the infected person’s 
household may also be advised to carry out decolonization measures in situations where 
infection risk is high. 

The practice of routine screening for MRSA and decolonization of infected health 
care providers is currently under close review. It is practiced in some healthcare settings 
including neonatal units and intensive care units. One concern of decolonization is the 
issue of developing additional, increased drug resistance as a result of the decolonization 
practices. Questionable development of resistance to nasal muciprocin, chlorehexidine 
and other germicides is also a matter to consider. 

Summary
In conclusion, MRSA and other antibiotic resistant organisms have become more 

prevalent in recent years. These infections are not limited to a specific age population, 
as identified in the presenting case study of the adolescent boy infected with MRSA. As 
nurses, it is imperative that we are active in educating the patients we care for and our 
communities, in general, regarding the prevention and early identification of these types 
of infections. Education should not only include how to identify the infection and to seek 
early treatment, but also how to prevent the emergence of antibiotic resistant strains of 
bacteria by taking antibiotics responsibly and as prescribed. For health care providers, 
including nurses with prescriptive authority, prudent prescribing of antibiotics is essential 
as well as careful monitoring of the treatment ordered. When caring for patients who have 
already been diagnosed with MRSA, appropriate barrier precautions and prudent contact 
precautions must be maintained to prevent the transmission of the organism to other 
patients. Accurate explanation and education regarding eradication or decolonization 
regimens must be included in that treatment of MRSA carriers. MRSA can be life 
threatening if we are not responsible in the identification, management, prevention, and 
education of this infection that is the resistant kind.
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DIRECTIONS: Please complete the post-test and 
evaluation form. There is only one answer per question. 
The evaluation questions must be completed and 
returned with the post-test to receive a certificate.

Name: ____________________________________________

Date: ______________________ Final Score:  __________

Please circle one answer.

1. Which of the following have contributed to the 
development of antibiotic resistant organisms?
a. Frequent bacterial infections
b. Use of antibiotics for viral infections
c. Taking antibiotics as prescribed
d. Avoidance of antibiotic usage

2. Risk factors for acquiring MRSA include:
a. recent hospitalization
b. dialysis 
c. presence of an invasive medical device
d. all of the above

3. CA-MRSA usually presents as what type of infection?
a. pneumonia
b. urinary tract infection
c. skin or soft tissue infection
d. infection in the blood 

4. Most people in the United States are “colonized” with 
MRSA.
a. True
b. False

5. Which settings are associated with an increased risk 
of MRSA transmission?
a. restaurants
b. dormitories
c. swimming pools
d. grocery stores

6. Alcohol based hand gels are sufficient to prevent the 
spread of MRSA.
a. True
b. False

7. Which of the following measures are effective in 
preventing transmission of MRSA skin infections?
a. wiping athletic equipment only after use by 

infected persons
b. avoid sharing personal items
c. taking prophylactic antibiotics
d. rinsing with water after athletic activities

8. MRSA skin infections often have the appearance of a 
“spider bite.”
a. True
b. False

9. Presence of which of the following would prompt 
consideration of MRSA soft tissue infection?
a. fever
b. bleeding
c. recessed center of the wound
d. white head or center

Staphylococcus: The Resistant Kind
Post-Test and Evaluation

10. Differential diagnosis of MRSA is best determined by:
a. culture and sensitivity
b. appearance of the site
c. presence of drainage
d. patient history

11. What precautions are most appropriate when a patient 
is hospitalized with soft tissue MRSA infection with 
drainage?
a. reverse isolation
b. respiratory isolation
c. contact isolation
d. strict isolation

12. Persons “colonized” with MRSA often have no outward 
signs and symptoms.
a. True
b. False

13. According to the information provided, which of the 
following statements regarding decolonization is true?
a. All healthcare providers should be tested for MRSA.
b. Decolonization is not recommended for those with 

active infection.
c. Healthcare workers should undergo decolonization 

after caring for patients with active MRSA infection.
d. Household members of patients with MRSA 

infection must follow decolonization protocols in 
the household.

14. Which of the following are used in current 
decolonization protocols?
a. Oral Bacitracin 
b. Intravenous Vancomycin
c. Chlorhexidine body wash
d. Oxacillin nasal swabs

15. Common sites for colonization of MRSA on the human 
body include:
a. nares
b. armpits
c. groin
d. all of the above

16. Which of the following sports places a student at risk 
for contracting MRSA?
a. golf
b. swimming
c. wrestling
d. tennis

17. One commonly used antibiotic for treatment of 
 MRSA is:

a. clindamycin
b. metronidazole
c. amoxicillin
d. azithromycin

18. You must place a hospitalized patient diagnosed with 
an active MRSA infection in a private room. 
a. True
b. False

19. How long can MRSA survive on an inanimate object?
a. 10 minutes
b. 10 hours
c. 2 days
d. 2 months

20. MRSA can affect which of the following populations?
a. teenagers
b. adults
c. elderly
d. all of the above

 

Evaluation

1. Were you able to achieve the  YES NO
 following objectives?

 a. Identify potential causes for 
  development of antibiotic
  resistance.  __  Yes  __ No

 b. Describe associated signs and
  symptoms of common
  MRSA infections.  __  Yes  __ No

 c. List at risk situations for 
  acquiring MRSA and measures 
  to prevent.   __  Yes  __ No

 d. Describe treatment measures 
  used when MRSA is the 
  causative agent for skin and 
  soft tissue infections.  __  Yes  __ No

 e. Identify interventions, including
  key teaching points, to prevent
  the spread of MRSA when caring 
  for patients with skin and soft 
  tissue infections.  __  Yes  __ No

2. Was this independent study an 
 effective method of learning? __  Yes  __ No

 If no, please comment:

3. How long did it take you to complete the study, the 
post-test, and the evaluation form?  ________________

4. What other topics would you like to see addressed in 
an independent study?

Education in Your Own Time and Place

877-874-4584
USI.edu/health/certificate-programs

PLUS: online degree programs RN-BSN, MSN, DNP
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ONA Biennial Convention
The Ohio Nurses Association is planning the 2015 Biennial Convention to be held 

from October 8 – October 11, 2015 at the Hilton Polaris in Columbus, Ohio. You are 
invited to submit abstracts for a CE poster session. 

For the CE poster session, topics that would relate to nurses in multiple settings will be 
considered. Topics to be considered include health and safety, nursing practice, research, 
education, management and professional development.

The poster session will be held on Friday, October 9, 2015 (starting at 4:30 p.m.).

Guidelines
1. Dimensions for each poster should not exceed 30” by 39” in order to fit on the easel.
2. Poster presenters must register and be available to present their poster during the 

poster session time.
3. ONA will supply one easel and one chair per person for each poster presentation. No 

tables are available.
4. No audio-visual equipment will be available. 
5. The fee for poster time is $0 for ONA members, one (1) chair per presenter and one 

(1) easel per poster.
6. The fee for poster time is $50.00 for non-ONA members includes one (1) chair per 

presenter and one (1) easel per poster. If you are attending the convention, you do not 
need to pay the $50.00 fee.

7. Please note that participants will be able to receive contact hours for participating in 
the review of the posters and discussions with the presenters.

Please submit one copy of a one page abstract with a cover letter that lists the name(s), 
credentials, address(es), phone number(s), fax number(s), and e-mail addresses of the 
poster presenter(s). Also submit one copy of the ONA Biographical Data Form for each 
person involved. If more than one person is listed, please indicate the primary contact 
person. A list of references that show content is based on best available and current 
evidence needs to be included also.

Request for Proposals must be postmarked by September 15, 2015 and sent to: 

Sandy Swearingen, Continuing Education
Ohio Nurses Association

4000 E. Main St., Columbus, Ohio 43213-2983
Phone: 614-448-1027; Fax: 614-237-6074; E-mail: zohri@ohnurses.org

CE Poster Session Presenters will be notified of acceptance no later than September 21, 2015. 

For questions or the Request for Proposal forms, please contact Sandy Swearingen, 
Continuing Education, Ohio Nurses Association, 4000 E. Main St., Columbus, Ohio 
43213-2983. (Phone: 614-448-1030; Fax: 614-237-6074; E-mail: sswearingen@ohnurses.org)

Call For Proposals
10th Annual Nursing Professional 

Development Educators Conference 
The Ohio Nurses Association is planning the 10th annual Nursing Professional 

Development Educators Conference to be held on April 17, 2015 at OCLC Conference 
Center in Columbus, Ohio. Nurses are invited to submit proposals for a poster session. 
The conference is designed for CE and Staff Development educators in any setting.

Posters need to be developed to assist educators in making CE and/or staff 
development more effective, operational and easier. If you have a program or project 
that you would like to present in poster format, please complete the Request for Proposal 
forms and submit by March 15, 2015.
1. Poster presenters must register and be available to present their poster during the 

poster session times.
2. ONA will supply one easel and one chair per person for each poster presentation. No 

tables are available.
3. Posters should not exceed 30” by 39” in order to fit on the easel.
4. No audio-visual equipment will be available. 
5. The fee for poster presenters is $50.00 for each presenter. This includes the lunch, 

easel, chair and handouts. If you are attending the conference, you do not need to pay 
the $50.00 fee.

6. Please note that participants will be able to receive contact hours for participating in 
the review of the posters and discussions with the presenters.

For questions or the Request for Proposal forms, please contact Sandy Swearingen, 
Continuing Education, Ohio Nurses Association, 4000 E. Main St., Columbus, Ohio 
43213-2983. (Phone: 614-448-1030; Fax: 614-237-6074; E-mail: sswearingen@ohnurses.org)

Now participants can watch on-demand webinars for contact hours. 
Visit www.ce4nurses.org for more information!

This month’s FREE (for ONA members, $12 non-members) independent study webinar:

Scope of Practice: Nursing in Ohio - Webinar

Presented by: Pam Dickerson, PhD, RN-BC, FAAN 

Prefer the written independent study? Contact Sandy Swearingen at sswearingen@ohnurses.org.

This webinar has been designed to give nurses information about the latest changes in 
Ohio Nursing law and rules in regards to the scope of practice.

1.08 contact hours of Law and Rules (Category A) will be awarded for successful 
completion of this webinar.

The speaker and planning committee members have declared no conflict of interest.  
Disclaimer: Information in this study is intended for educational purposes only. It is not 
intended to provide legal and/or medical advice or to be a comprehensive compendium 
of evidence-based practice. For specific implementation information, please contact an 
appropriate professional, organization, legal source, or facility policy. 

The Ohio Nurses Association (OBN-001-91) is accredited as a provider of continuing 
nursing education by the American Nurses Credentialing Center’s Commission on 
Accreditation.

Expires 7/2016. Copyright © 2014 Ohio Nurses Association

OBJECTIVE:
1. Identify the parameters of the scopes of practice for RNs, LPNs and Advanced 

Practice RNs in the state of Ohio. 

NEW! 
The Ohio Nurses Association and CE4Nurses.org 
announces new webinar independent studies.

Origami Owl Fundraiser – 
Perfect for Holiday Gifts!
If you’re looking for great jewelry 
that also gifts back to a great cause, 
consider Origami Owl! This jewelry 
company has teamed up with the 
Ohio Nurses Foundation to provide 
nurses with great pieces (including 
fabulous lanyards!) while also help-
ing to fund nursing scholarships and 
grants.  A portion of all items pur-
chased through the link below will be 
donated to the Foundation, meaning 
this year you can purchase memora-
ble gifts while also supporting a great 
cause.  Now that is holiday spirit!

http://teamjewels.origamiowl.com/parties/ohionf522507/collections.ashx
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Developed by Barbara G. Walton, MS, RN

INDEPENDENT STUDY
This independent study has been developed for 

nurses to better understand various legal issues and 
documents when dealing with patients and family members  
2.0 contact hours will be awarded for successful completion 
of this independent study. 

The author and planning committee members have 
declared no conflict of interest. Disclaimer: Information in 
this study is intended for educational purposes only. It is not 
intended to provide legal and/or medical advice or to be a 
comprehensive compendium of evidence-based practice. 
For specific implementation information, please contact 
an appropriate professional, organization, legal source, or 
facility policy. 

The Ohio Nurses Association (OBN-001-91) is accredited 
as a provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission on 
Accreditation. 

Expires 6/2016. Copyright © 2010, 2012, 2014, Ohio 
Nurses Association

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Recognize the differences between financial and 

medical power of attorney, conservatorship and 
guardianship.

2. Identify types of child custody.
3. Define the nurse’s role when encountering power of 

attorney, conservatorship or guardianship arrangements.
4. List the steps a nurse should take when an adult 

relinquishes an infant.

STUDY
Legal Entities Commonly Used for Adults

While legal entities such as power of attorney, 
conservators, guardians and the like are not generally in 
the repertoire of nurses, we do encounter these entities 
every day in practice. And we may have use for these entities 
in our own personal lives. The purpose of this independent 
study is to acquaint the nurse with a variety of legal entities. 
It is further hoped this module will instruct as to how these 
entities are used. We will discuss the implications for the 
nurse in responding to each of these legal entities. By no 
means is this module designed to replace legal counsel. The 
reader should also consult his or her own legal department 
at one’s place of employment or an independent attorney. 
These entities are being discussed in general terms, and 
the reader should be aware there might be some differences 
or nuances that pertain to state law. Many different life 
circumstances exist; therefore there exists a variety of 
legal entities to suit each situation. We will begin with a 
discussion of the entities generally used for and by adults. 
In the second portion of the module we will focus on 
custody issues that affect children.

Financial Power of Attorney: Sometimes this is also 
referred to as being a General Power of Attorney. There 
are three different power of attorney entities. One is a 
financial power of attorney, another is a medical power of 
attorney and the third is a limited power of attorney. We 
will discuss the medical power of attorney in more detail 
in the next section. However it is important to note: these 
are different legal entities, which grant very different powers to the 
advocate. A Limited Power of Attorney is sometimes called 
a “special” power of attorney. Limited Power of Attorney 
authorizes an advocate to act on the individual’s behalf only 
for specific purposes and for possibly a limited time period. 
For example, an individual may need a Limited Power of 
Attorney to sell a home and automobile. Or perhaps the 
individual is going to be out of the country for a period 
of time and will need a Limited Power of Attorney to 
handle financial issues while abroad. Once those tasks are 
completed, the Limited Power of Attorney is done.

The advocate may also be referred to as the Attorney-
in-fact. In other words, this is the individual or individuals 
that will be able to act on behalf of the person. It is common 
for individuals to name two or more Attorneys-in-fact. 
This is done in the event that if one Attorney-in-fact is 
not available; another Attorney-in-fact can step in and do 
what needs to be done. In some instances one Attorney-
in-fact is assigned to handle all financial and legal matters 
while another is assigned to handle household matters. 
It is important to review the financial power of attorney 
document to identify who is/are the Attorney(s)-in-fact 
and whether these individuals may function separately (or 
independently), jointly or jointly and separately (independently) 
and identify what roles they have been assigned. If the 
identified Attorneys-in-fact may function separately 
(independently), you may deal with just that one person. 
However, if the document stipulates the Attorneys-in-fact 
are to function jointly, you must deal with all Attorneys-in-
fact. If the document stipulates the Attorneys-in-fact may 
function jointly and/or separately (independently), then 
you can deal with either/or individual. 

The Powers That Be:
Understanding Powers of Attorney, Conservators, Guardianships and More

A key element of power of attorney is that the person 
granting the powers to the Attorney-in-fact is mentally 
competent, or has an understanding of the powers being 
granted. A person who is not mentally competent may not 
use a Power of Attorney and we will discuss other options 
for those individuals later in this module. A person who has 
a brain injury, but still has an understanding of what powers 
he or she is granting to the Attorney-in-fact, may still utilize 
a financial Power of Attorney document. 

Sometimes a power of attorney is referred to as being 
a durable power of attorney. Durable power of attorney 
may apply to a financial and/or medical power of attorney. 
A durable power of attorney allows the Attorney-in-fact 
to act as soon as the individual signs the document, not 
necessarily when the individual becomes incapacitated. 
In this way, the Attorney-in-fact could act independently 
behind the individual’s back. In some instances, it may 
be advantageous to have an Attorney-in-fact be able to 
function independently. If for example someone makes 
poor decisions regarding finances, the Attorney-in-fact 
may be able to intercede on the individual’s behalf. If the 
durable power of attorney contains language stating the 
Attorney-in-fact is to act if/when the individual becomes 
incapacitated, the individual may function on their own 
behalf until such time without the Attorney-in-fact acting 
independently. This is often called a Springing Power of 
Attorney. In other words, the powers spring into action 
when the individual becomes incapacitated. So, if the 
individual is in a coma, the Attorney -in-fact may assume 
the designated powers as long as it is a durable power of 
attorney granting powers due to incapacitation. 

If the power of attorney is not designated as durable, the 
Attorney-in-fact can only exercise a power the individual 
is also capable of exercising. Thus if the individual is in a 
coma and is not able to act, the Attorney -in-fact (again in 
a non-durable power of attorney) also cannot act on the 
individual’s behalf. For this reason, a non-durable Power 
of Attorney is not used very often. It’s when the individual 
is incapacitated he or she needs to rely on the Attorney-in-
fact. 

Power of Attorney documents are effective until revoked 
or changed in the future. All Powers of Attorney end 
upon the death of the individual. Upon the death of the 
individual, powers are transferred to the person’s executor 
of a trust or will. The executor of a trust or will might not 
necessarily be the same person who was the Power of 
Attorney. In some cases, the individual may choose to make 
his or her Attorney-in-fact the same person as his or her 
executor.

The Financial Power of Attorney grants the Attorney-
in-fact power to handle financial matters for the individual. 
Common financial matters include the following:
•	 Managing assets: This means managing the individual’s 

money, collecting rent, managing real estate, managing 
business affairs for the individual, acting as a proxy or 
managing stocks, bonds or other investments, for the 
individual. The Attorney-in-fact may file suit, if necessary 
to recover money or goods on behalf of the individual. 
The Attorney-in-fact may also defend all actions taken 
against the individual.

•	 Real property powers: This deals with managing any 
tangible assets the individual may have, such as real 
estate. The Attorney-in-fact may purchase, sell, rent 
property, renew leases, and may enter the property all on 
behalf of the individual. 

•	 Contract powers: The Attorney -in-fact has the power 
to enter into and execute contracts such as loans, 
mortgages, and/or leases on behalf of the individual. 
There may be other items besides those mentioned here. 

•	 Banking powers: The Attorney-in-fact may undertake all 
banking matters such as opening, managing and closing 
accounts. The Attorney-in-fact may write checks to pay 
bills as necessary.

•	 Tax Returns: The Attorney-in-fact is responsible to 
prepare and file tax reports on behalf of the individual. 
The Attorney-in-fact may contract with a commercial tax 
preparation firm for this purpose.

•	 Insurance, Annuities, Pension and Benefit Plans: The 
Attorney-in-fact can redeem, cancel, and manage 
insurance policies, annuity contracts, retirement and 
pension plans and programs, such as IRA’s, 401K, SEP 
plans, and employee and/or retiree benefit programs.

•	 Government Benefits: The Attorney-in-fact may apply for 
and execute any government benefits such as Social 
Security, Veteran Affairs, and/or Railroad Retirement. 

•	 Extraordinary Powers: These are additional powers 
granted to the Attorney-in-fact and include such items 
as making gifts, forgive debts, create, amend, revoke 
trusts, and/or transfer assets to trust. Arrangements 
for children and/or pets are generally outlined in this 
section. 

Restrictions on the Attorney-in-fact’s powers: The 
individual may list items he or she does not want the 
Attorney-in-fact to perform. Some common restrictions 
might include the Attorney-in-fact may not execute (sign) 

a will, a codicil (an amendment to a pre-existing will), 
substitute any will, or change a beneficiary on any life 
insurance policies that the individual holds. 

Liability and Accountability of Attorney-in-fact: When 
one asks someone to become an Attorney-in-fact, one is 
asking a lot of that person. It is a tremendous amount of 
work, depending on the complexity of the individual’s 
financial affairs. Because the Attorney-in-fact may not 
necessarily be a family member and because the Attorney-
in-fact is handling all the finances, it is imperative the 
Attorney-in-fact keep accurate records and an accounting 
of finances. In some instances the Attorney-in-fact may be 
required to provide a quarterly accounting of all finances 
to the individual, while in other instances the accounting 
may occur only upon the request of the individual. The 
Attorney-in-fact is expected not to undertake any criminal 
actions during the course of managing the individual’s 
affairs. The Attorney-in-fact is also not generally held liable 
for any decision regarding investments, provided these 
decisions were made in good faith. 

A Medical or Healthcare Power of Attorney allows the 
individual to appoint an Attorney-in-fact to make health 
care decisions for the person in the event he or she is no 
longer able to do so. In other words, when the person no 
longer has the capability to give, withdraw or withhold 
informed consent regarding his or her own healthcare, 
the Healthcare Attorney-in-fact may assume that role. The 
Medical or Healthcare Power of Attorney is not a living 
will or advanced directive document, but may contain 
some of the same information regarding the individual’s 
wishes for treatment. We will discuss those documents in 
the next section of this module. Sometimes the Healthcare 
Power of Attorney is referred as being a “healthcare proxy” 
or a Durable Power of Attorney for Healthcare. Just as we 
discussed with the Financial Power of Attorney, there may 
be more than one Attorney-in-fact named in the Healthcare 
Power of Attorney. The Medical Attorney-in-fact may also be 
referred to as the healthcare surrogate or patient advocate. 

Attorneys are kind of similar to pharmaceutical 
companies; they have many names for the same entity, 
which can create confusion! Again it is imperative for 
the nurse to identify the Attorney(s)-in-fact and whether 
these individuals are to function jointly and/or separately. 
While living wills and advanced directives generally apply 
to someone who is terminally ill, the Medical Power of 
Attorney may be used whenever the individual is not able 
to make medical decisions. For example, a younger healthy 
individual becomes involved in a serious auto accident and 
has a very poor prognosis for survival; a Medical Attorney-
in-fact can step in and take action. 

Let’s say the individual stated in his Medical Power 
of Attorney that he does not want to be sustained on a 
ventilator or receive tube feedings. This gives guidance 
to the Medical Attorney-in-fact. Perhaps the individual is 
temporarily incapacitated with an illness, but is expected 
to recover, the Medical Attorney-in-fact can step in and 
make decisions until the individual recovers and is able to 
resume making his or her own decisions. Some individuals 
have strong feelings about medical treatment and wishes 
for their healthcare. It is often suggested the individual, 
not only have those discussions with his or her family, but 
with the Medical Attorney-in-fact, and list those wishes in 
the Medical Power of Attorney document. For example, if 
the individual is close to dying, he or she may want to utilize 
a hospice service. If the individual objects to a certain 
form of medical care due to religious or philosophical 
beliefs, adding that to the Medical Power of Attorney 
document serves to clarify and assist the Medical Attorney-
in-fact. In some states, should the individual enter into 
a persistent vegetative state, the Medical Power of Attorney 
applies. A persistent vegetative state is defined as “eyes 
open unawareness,” which means the person is not able to 
communicate or understand what is going on around him 
or her.

Typical powers in a Medical Power of Attorney for the 
Medical Attorney-in-fact include:
•	 A HIPAA release and Access to Medical and Personal Records: 

The Health Insurance Portability and Accountability 
Act of 1996, Public Law 104-191 restricts the disclosure 
of healthcare information. It is essential the Medical 
Power of Attorney contain a HIPAA release where 
the individual waives his or her right to privacy. This 
release allows healthcare professionals to speak with and 
share information with the Medical Attorney-in-fact. 
Without the HIPAA release, the Medical Attorney-in-
fact would not have access to the individual’s healthcare 
information and essentially would not be able to 
function as the healthcare proxy for the individual.

•	 The Power to Establish Residency: This allows the Medical 
Attorney-in-fact to move the individual from his or her 
home, identify the proper placement for the individual 
such as a nursing home or assisted living facility, 
and allows the Medical Attorney-in-fact to enter into 
contracts for such placement.

The Powers That Be continued on page 9
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•	 Care Contracts: The Medical Attorney-in-fact has the 
power to enter into contracts in order to provide care for 
the individual. A Medical Attorney-in-fact may hire and 
compensate a home health aide for instance.

Living Wills & Advance Directives: These terms are 
often used interchangeably and are the same. A living will 
or advance directive outlines the individual’s wishes for 
healthcare when the individual is no longer able to speak 
for him or herself. Note: Living wills and Medical Power of 
Attorney documents are not the same legal document. They 
are two separate items, but are often combined together 
into one document. If the living will and Medical Power of 
Attorney are separate documents, it is possible there may 
be inconsistencies between the two documents. For this 
reason, most states have combined these documents into 
one. Having all healthcare powers granted to the Medical 
Power of Attorney and healthcare wishes outlined in one 
document proves to be much less confusing and more easily 
managed. In the past living wills and/or advanced directives 
were used with more elderly and/or terminal individuals. 
However, today these documents are becoming more widely 
used in any estate planning. 

The individual is usually in a terminal condition at this 
point. The living will expresses the individual’s desires 
regarding sustaining life and prolonging the process 
of dying. It is important to make the language in an 
advanced directive as clear as possible so as to avoid any 
confusion. For example, perhaps the individual has stated 
“no ventilator under any circumstances.” However, what if 
the individual requires a ventilator for only a short period 
of time in order to complete another type of treatment? 
Would that be all right? It is essential the individual have 
conversations with his or her family members, friends, and 
Medical Attorney-in-fact to clarify some of these situations. 
It is also essential to have conversations with one’s 
healthcare providers so they too have a clear understanding 
of one’s desires. The individual’s primary care provider may 
then assist and support the Medical Attorney-in-fact and 
provide education for the family when the time comes. It is 
also important to have conversations with one’s healthcare 
provider so he or she understands one’s desires and wishes. 

In the event the healthcare provider will not honor 
one’s wishes, it may be necessary to seek other healthcare 
providers. In some instances when the healthcare provider 
refuses to honor an advance directive, a lawsuit may be 
the only alternative to enforcing one’s directives. Besides 
discussing this document, be sure to give copies of one’s 
advance directives to family members, close friends, the 
Medical Attorney(s)-in-fact and all healthcare providers. 

Be sure to keep a list of persons who received copies of 
this document. Some people choose to list the persons who 
received a copy of the document directly on the back of the 
document. It makes it very convenient should one need to 
contact these individuals in the future. In the event it is 
modified in the future, new copies can be given to the same 
individuals. It should be noted that advanced directives 
or living wills have no effect on health or life insurance. A 
copy of this document should be taken to the hospital any 
time the individual is admitted. An advanced directive that 
allows for the non-initiation of or for the withdrawal of life 
support when the individual is incapacitated is not viewed as 
suicide; thus life insurance is not affected.

Consider this scenario. Patty became terminally ill with 
cancer and kidney failure and had developed a urinary tract 
infection. There was no treatment that would save her life 
or change the outcome of the cancer and kidney failure. 
It was not possible to treat the cancer with chemotherapy 
due to the kidney failure, thus death was imminent. Patty 
named her sister as her Medical Attorney-in-fact. In 
her advanced directives and Medical Power of Attorney 
combined document, Patty had outlined, if she was ever in a 
terminal state, she did not want to be placed on a ventilator, 
nor did she desire any tube feedings or resuscitative 
measures. She desired comfort measures only. She had 
had many conversations with her sister about her desires 
and thought her sister would act as her advocate when the 
time came. A physician approached the sister and explained 
that if he could just put Patty on a ventilator and initiate 
hemodialysis, he would treat her urinary tract infection 
with some antibiotics. 

The sister allowed Patty to be placed on a ventilator and 
undergo hemodialysis during the next few days of antibiotic 
therapy. While the antibiotic cleared the urinary tract 
infection, it did nothing to alter the course of the cancer 
or kidney failure. After completing the antibiotic, she still 
had cancer and kidney failure, plus suffered the pain and 
discomfort of being artificially ventilated, not to mention 
the hemodialysis. When all was done, Patty still died. 

If the sister had asked one question: “How will this 
antibiotic treatment change the outcome for Patty?” 
perhaps the sister would have made a different decision 
and adhered to Patty’s desires. This scenario illustrates how 
careful one must be in choosing one’s Medical Attorney-
in-fact and outlining one’s desires. Everyone should have 
conversations and ask “what if” type questions with their 
Medical Attorney-in-fact and family members. The clearer 
the instructions and desires can be made, the more apt they 
are to be achieved.

State Living Will Forms: All fifty states and the District 
of Columbia have living will forms that are often available 
free of charge at libraries, state government offices or on 
line. The forms offered by a particular state will contain the 
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The Powers That Be continued from page 8 language that the state recommends or requires. Anyone 
utilizing such forms should read them carefully and be 
sure they contain the desires of the individual. Some forms 
have spaces where additional information and desires can 
be added. Some states require the form be used as is and 
nothing is to be modified on the form. In those instances 
modifying the form may invalidate it. As long as the state 
allows for modifications, any modifications made by the 
individual should be honored by the Medical Attorney-in-
fact and healthcare providers. Some states require a copy of 
medical records be attached to the living will document. 

While medical conditions change and medical records 
can become quite voluminous, it is helpful to have copies 
of any discharge summaries and/or physician progress 
notes or physician letters. It is also a good idea to attach a 
list of all treating healthcare professionals to the living will 
form should the state require additional medical record 
documents. 

Doting the I’s and Crossing the T’s: Witnesses and 
Notarizing: Just like any other power of attorney, to become 
a valid document, these documents must be signed, dated, 
and witnessed. Witnesses are only witnessing the signature 
of the individual. Witnesses should not be related by 
blood or marriage or stand to benefit in any way from the 
individual’s death. Nor should any witnesses be responsible 
for any healthcare expenses for the individual. In some 
states, it is necessary to not only have a living will witnessed; 
the document must also be notarized. Many attorneys or 
their staff are notaries as well as many bank managers are 
notaries. If the individual has an account at a particular 
bank, the bank staff will notarize documents free of charge 
or for a minimal fee. Some states also require that these 
documents contain a statement that the individual is of 
“sound mind” and is freely making these decisions. 

For nurses, it is a good idea to know what is contained 
in the appropriate state forms. Should a form be presented 
one will then be familiar with it. In practice, situations 
arise when a patient inquires about such documents. The 
nurse can share this information with the patient as well as 
refer the patient to the facility’s legal or risk management 
department.

Considerations for Naming, Accepting and Terminating 
Advocates, or When There are No Advocates:  What 
if there is no Medical Power of Attorney, living will or 
advanced directives? In the absence of these documents, the 
decision making usually falls to the family members such as 
the spouse and/or adult children. Life support may still be 
withheld or discontinued if the family agrees it is best for 
the patient, even in the absence of a living will. 

In choosing an Attorney-in-fact or healthcare surrogate, 
it is imperative that the individual chooses a person(s) who 
is familiar with the individual’s beliefs and wishes. This 
person very often is a family member, but a family member 
may be too close to a situation and may not be the best 
choice. It is important to have discussions with the possible 
Attorney-in-fact to be assured this person will advocate as 
one desires.

Once named as an Attorney-in-fact that person has the 
responsibility to interpret the wishes of the individual in 
the document. In some states the Attorney-in-fact signs 
a document called an acceptance of patient advocate or 
power of attorney. Generally these acceptance documents 
briefly outline the powers and limitations of the Attorney-
in-fact and indicate that the Attorney-in-fact accepts these 
responsibilities. When the time comes to exercise his or 
her powers, the Attorney-in-fact may also be requested to 
sign an affidavit. The affidavit states that at the time of the 
exercise of power, the Attorney-in-fact has no knowledge 
of any revocation or termination of his or her powers. The 
affidavit serves to validate the Attorney-in-fact’s authority 
to act on behalf of the individual. For example, when the 
Attorney-in-fact begins to exercise powers regarding bank 
accounts, the bank may request the Attorney-in-fact sign an 
affidavit. 

The individual who is not incapacitated may choose 
to revoke or change a Power of Attorney or living will. This 
is generally done in writing, or may be achieved by the 
intentional destruction of the original document. It is 
generally advisable to send written notice of any revocations 
or changes to all individuals or entities such as banks that 
have received copies of the original documents. 

Unless otherwise changed or the document expires, as 
previously mentioned, Power of Attorney responsibilities 
terminate upon the death of the individual. Many states 
terminate the Attorney-in-fact’s powers when the Attorney-
in-fact has actual knowledge of the individual’s death. Bear 
in mind some Attorney-in-fact’s may live in another 
city or state; thus there may be a lag in time between the 
individual’s death and the notification to the Attorney-
in-fact. So say the Attorney-in-fact paid a bill after the 
individual’s death, but prior to his or her notification of the 
death, the payment would still be honored on behalf of the 
individual.

Now that we have discussed Financial and Medical Power 
of Attorney and advance directives, consider this true event. 
As you read this, see if you can spot the problems.

Jean is an elderly lady with a history of lung cancer, 
cervical cancer, multi-infarct dementia and depression. 
Prior to her developing dementia, she had her attorney 
draw up and assists her in executing a will, financial 
power of attorney, medical power of attorney and advance 
directives. Jean named Barb, who also happens to be a 
nurse, as her Financial Attorney-in-fact. She named Phyllis, 
her sister, as her Medical Attorney-in-fact, healthcare 
proxy and the executor of her will. As Jean aged and her 
dementia became evident, it was necessary to move her 

into an assisted living facility. As Financial Attorney-in-
fact, Barb signed the contract for the assisted living facility 
and handled all the bills. She further sold Jean’s home, car 
and household goods. Over the next few years, there were 
a number of times Jean had to be hospitalized. When Barb 
would go to the hospital to see Jean, the healthcare staff 
would routinely ask if Barb was the “power of attorney.” 

Barb would routinely respond, yes she was. The nursing 
staff and physicians would then proceed to answer any and 
all of Barb’s questions about Jean’s health status and plans 
for treatment. Interestingly because Barb was similar in 
physical stature to Jean and was 30 years younger than Jean, 
often the healthcare staff assumed she was Jean’s daughter. 
They would freely give Barb information regarding Jean’s 
healthcare without asking who she was and how she was 
related to Jean. It wasn’t until a physician made a comment 
to Barb about being Jean’s daughter that Barb realized this 
assumption had been made. This assumption was made in 
spite of a social history revealing Jean to be childless and 
widowed.

Now after reading this brief scenario, list all the things 
that “went wrong” here. 
1. The healthcare staff only inquired about “power of 

attorney.” They did not differentiate financial versus 
medical. Remember that Phyllis is the Medical Attorney-
in-fact not Barb.

2. The healthcare staff never asked to see a copy of the 
document to verify the type of Power of Attorney or the 
assigned powers of the Attorney-in-fact.

3. The healthcare staff never verified whether the Attorney-
in-fact was to act jointly and/or separately with any other 
Attorney-in-fact.

4. Because of similar physical stature and age difference 
between Jean and Barb, the healthcare staff assumed 
Barb was Jean’s daughter. This of course was an incorrect 
assumption and contrary to Jean’s social history. 

5. The summation of this scenario is that information 
regarding Jean’s healthcare was shared with an 
individual who really did not have access to or power to 
act on that information.

Ultimately the situation worked out well, as Jean’s sister 
Phyllis was happy to have Barb have medical information 
as Phyllis had no healthcare background. Phyllis routinely 
stated to Barb that Barb knew what questions to ask and 
how to relate that information to Phyllis in a manner she 
understood. However, just because this situation worked 
out well, it just as easily could have become a nightmare. 
Not all families and friends work as effectively together as 
Barb and Phyllis did on behalf of Jean. Many times there are 
differences of opinions or power struggles between family 
members and/or friends. 

In another situation, had information been given to the 
wrong person, the real Attorney-in-fact could have been 
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undermined or not included in making a decision that only 
that Attorney-in-fact had the power to make. For the nurse, 
the moral of the story is to ask the correct question: “Do you 
have Medical Power of Attorney?” And ask to see a copy of 
the document. Be careful of making assumptions as to the 
relations between visitors and patients. Know who is visiting 
one’s patients and how those visitors are related to the 
patient, especially before giving any healthcare information.

Conservatorship: In certain circumstances a financial 
power of attorney may not be accepted by a financial 
institution or may not be appropriate for an individual. 
Remember with a financial power of attorney, the 
individual granting powers must have the capacity to 
understand that he or she is indeed granting powers to 
another individual. Let’s say an individual has sustained 
a traumatic brain injury that has severely impaired his 
cognitive abilities. This individual doesn’t even know what 
a bill is let alone how to manage payment. Because this 
individual is so severely compromised, a financial power 
of attorney is not appropriate. This individual would not 
understand he is delegating financial powers to another 
person let alone have the ability to execute the document. 
In this instance a conservator would be appointed. In 
the absence of having someone to trust to make financial 
decisions is another instance when a conservator may be 
appointed for an individual. Conservators are appointed by 
the probate court system. 

There is a hearing that establishes the individual is not 
able to manage his or her own financial affairs followed by 
the appointment of the conservator. If the individual has 
a family member or friend, the probate court may appoint 
that person as the conservator. In the absence of any family 
or friend, the probate court may choose to appoint a person 
who doesn’t even know the individual. This person is often 
referred to as being a public conservator. A conservatorship 
takes control completely out of the hands of the individual 
and places control in the hands of the probate court. 

Conservators are minimally required to file annual 
accounts with the probate court, thus providing oversight 
and supervision of the conservator by the probate court. 
Conservators may be required to report and/or file the 
following with the probate court:
•	 An	inventory	of	all	of	the	individual’s	personal	property
•	 An	accounting	of	all	financial	transactions
•	 An	accounting	of	all	bank	statements	and	investments
•	 A	 statement	 as	 to	 the	physical	 and	mental	 status	 of	 the	

individual
•	 Offers	 proof	 the	 individual	 is	 being	 cared	 for	

appropriately. This includes proof of the individual’s 
residential arrangements, sufficient healthcare and 
treatment is being provided and appropriate educational 
and training programs have been made available to the 
individual.

•	 Petitions	 the	 probate	 court	 for	 approval	 for	 certain	
financial transactions, i.e., purchasing a home. 

•	 Gives	proof	the	individual’s	funds	have	been	invested	so	
they can be used for the support of the individual

While a financial power of attorney is a more private 
arrangement and is substantially less expensive, a 
conservatorship is subject to the scrutiny of the probate 
court, which may be of benefit, but also more expensive. A 
conservatorship involves filing fees with the probate court, 
hearing fees, attorney fees, and fiduciary fees. Fiduciary 
means one who has undertaken a duty to act for the benefit 
of another person under a given set of circumstances. In 
other words, fiduciary fees means the conservator may be 
compensated for filling this role and is reimbursed for any 
expenses the conservator incurs. Public conservators are 
paid for their time as well as expenses. 

Revoking or terminating a conservatorship also is not 
as simple as revoking a financial power of attorney. With a 
conservatorship, the individual must prove to the probate 
court that he or she is able to manage his or her financial 
affairs again. If the individual is able to manage his or her 
financial affairs again, the conservatorship will be closed by 
the probate court. In some instances an individual may be 
able to make some financial decisions, but may not be able 
to make other decisions. 

For example, the individual may be able to go to a store 
and make minor purchases such as toiletries or groceries, 
but would not be capable of understanding the purchase of 
a home or an investment vehicle such as an annuity or stock 
certificate. In this type of instance, the probate court may 
appoint a conservator with limited powers to handle only 
those items the individual is incapable of handling. The 
easiest way to think of a conservatorship is to think of it as 
a court appointed financial power of attorney for someone 
who is incapacitated.

Guardianship: In certain circumstances a medical 
power of attorney may not be appropriate for an individual. 
Remember with a medical power of attorney, the individual 
granting powers must have the capacity to understand 
that he or she is indeed granting healthcare proxy powers 
to another individual. Let’s say an individual has severe 
psychiatric health problems to the extent he is not able 
to care for himself or understand any informed consent. 
Most of the time this person is catatonic and is clearly 
incapacitated. Who will make healthcare decisions for this 
person? 

When a medical power of attorney is not appropriate, a 
guardianship is necessary. Establishing a guardianship is 
similar to establishing a conservatorship. The individual’s 
incapacity is established at a hearing in probate court then a 
guardian is appointed by the probate court. Again, if there 
is a suitable family member or friend, that person is the first 
choice of the probate court for a guardian. 

In the absence of a family member or trusted friend, the 
probate court will appoint a public guardian. Just as we saw 
with a conservatorship, the guardianship is not as private 
as a medical power of attorney and it is more expensive. 
Again there are filing fees, attorney fees, hearing fees 
and fiduciary fees to be paid to the guardian. Minimally 
guardians must file an annual statement with the probate 
court regarding the physical and/or mental status of the 
individual. 

Just as we discussed with a conservatorship, if the 
individual is capable of making some healthcare 
decisions, the probate court will establish a limited 
guardianship. That way the individual can maintain as 
much independence as possible, but has assistance when 
and where needed. A guardianship is revoked when the 
individual can show he or she is capable of understanding 
informed consent and is able to resume making his or her 
own healthcare decisions again. To close the guardianship 
a court hearing is held, just as we discussed with a 
conservatorship. The easiest way to think of a guardianship 
is to think of it as a court appointed medical power of 
attorney for someone who is incapacitated.

Incapacity: We’ve used this term a number of times in 
this module, but what does it means in the eyes of a court? 
Just because we think someone has made irresponsible or 
foolish decisions doesn’t mean he or she should be declared 
incompetent. Incapacity is defined as the lack of ability or 
power to act. The person is incapable of physical and/or 
intellectual power. In opposition to incapacity is capacity. 
Capacity is defined as being of legal age and having the 
ability to understand the nature and effects of one’s actions. 
When a person of legal age does not have the ability to 
understand the nature and effects of his or her actions, he 
or she is deemed as being incapacitated.

Do Not Resuscitate Orders: Many of us have 
encountered situations where the medical condition is 
terminal. Cancers, end stage kidney disease, end stage 
heart failure, end stage pulmonary disease are just of few 
of the terminal conditions nurses see in practice. In these 
situations life saving interventions are not warranted and 
may only result in unwanted treatment neither the patient 
nor family desires. In this case, do not resuscitate orders 
may be written. The do not resuscitate (DNR) order tells 
healthcare professionals not to perform life saving measures 
as outlined in the order. Bear in mind laws vary from state 
to state in regard to DNR orders. For more information 
specific to one’s state, refer to your employer’s policies 
regarding DNR orders. The reader may also want to seek 
information from his or her employer’s risk management 
department or administration. 

On line searches of one’s state government websites 
are also generally very helpful in procuring information 
regarding the state’s DNR protocols and laws.

The following is some general information regarding do 
not resuscitate orders.
•	 Patients may request a DNR order. As long as the 

individual is of legal age and competent, an individual 

may request a DNR order for themselves. The DNR order 
or request may be made orally to a physician or can be 
made in writing in the form of a living will or advance 
directive prior to becoming ill.

•	 Medical Attorney-in-facts may request a DNR order. If the 
patient is too sick to request the DNR for himself, the 
healthcare proxy (who may be a family member) may do 
so on behalf of the patient. Even if the advance directive 
does not address a DNR order, the medical attorney-in-
fact may make this request of the physician. 

•	 Families may request a DNR order. If no advance 
decisions have been made and there is no medical power 
of attorney, the family may make the request for the 
DNR order. Generally a family request for a DNR order 
is honored if the patient is terminally ill or permanently 
unconscious or if a physician has determined that 
resuscitation would be futile. If the physician does not 
agree to the DNR order, but it is still the family’s wish, 
the physician should transfer the patient to the care of a 
physician who does agree to write a DNR order.

•	 Physicians may request a DNR order. If a physician deems 
resuscitation would be futile, the physician may request a 
DNR order. However, the physician is required to discuss 
this with the patient and/or family as long as there is 
time to do so. In the absence of family, healthcare proxy, 
advance directives, and the patient is unable to consent 
to the DNR order, a general policy is that two physicians 
must concur on the decision to not resuscitate the 
patient. Some states require two physicians to concur on 
a DNR order in this type of situation.

•	 Revoking or changing DNR orders can occur. DNR orders 
should be reviewed periodically, such as on patient 
rounds or patient care planning meetings. Are the 
orders still valid? Is this still what the patient desires 
and consistent with advance directives? Has the patient 
requested the order be discontinued? Has the family or 
healthcare proxy requested the order be discontinued? 
Have there been any changes in the patient’s 
healthcare status that would cause the DNR order to be 
discontinued? 

•	 What about other medical treatment and DNR orders? DNR 
orders generally only preclude resuscitation. DNR 
orders do not generally prohibit other aspects of care 
such as having blood cultures drawn, receiving blood 
transfusions, transferring a patient to an intensive care 
unit, or managing pain. However, if there are advance 
directives that indicate that the patient does not want 
certain forms of medical treatment, i.e. he or she 
desires comfort measures only, then additional medical 
treatment may be withdrawn. Thorough communication 
with the patient, family and healthcare attorney-in-fact 
can assist healthcare professionals in determining what 
forms of medical treatment should be continued. 

•	 Not sure about DNR order status? In the event one is 
questioning the validity or is in doubt about the status 
of a DNR order; healthcare personnel should attempt 
resuscitation. When in doubt, do CPR!

Special Considerations for Children
In this next section we will address some legal entities 

as they apply to children. Again, this is not meant to 
replace the advice of an attorney, but will serve to give 
general information. Also bear in mind laws vary from 
state to state. Most states have online websites that can be 
searched for specific state protocols and laws. Think about 
what resources are available at one’s place of employment 
as well and make use of those resources such as the risk 
management or legal department.

Types of Custody: There are a number of types of child 
custody that we will discuss. However, first we need to 
address custody in general. Child custody not only involves 
physical custody of a child, but also includes parental 
rights, privileges, and duties involved in child rearing. 
Custody is most often thought of in connection with a 
divorce. However, custody may also be determined in cases 
of paternity, guardianships, juvenile delinquency problems 
and termination of parental rights. The “best interests of the 
child” is the golden rule applied to custody determinations. 
In other words, what custodial agreement will best meet 
the physical, psychological and emotional needs of the 
child? Prior to 1970, there was a presumption for maternal 
custody, as it was believed mothers provided the necessary 
nurturing a child required. In some instances though, the 
mother may not be the best option to meet the child’s needs 
and may actually be the source of problems for the child. 
Today custody is arranged with the “best interests of the 
child” in mind. Thus the father, an aunt or uncle or even a 
grandparent may be the best person to serve the interests of 
the child. 

Custody may be determined through a number of 
methods. The court may accept the custody plan developed 
in the parents’ separation of divorce agreement. Some 
states require custody be mediated. In a mediation process, 
both parents work with a professional mediator or referee 
to reach a common goal of serving the child’s best interests. 
Some states have specialized courts solely for handling 
custody disputes, while other states may require parents to 
participate in parent education courses. In some divorce 
situations, an attorney may be appointed as a guardian 
ad litem who serves as an advocate for the child. In some 
instances the guardian ad litem serves as a neutral fact finder 
who investigates the family situation and provides the judge 
with information. Upon that information the judge may 
make a custody ruling. 
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Types of custody include:
•	 Joint Custody has become the preferred custody arrangement in most states. The 

definition of joint custody is that both parents share in the legal responsibilities, 
physical care and custody of the child. Because each family is unique, joint custody 
agreements can vary greatly. Joint custody may be granted between a parent and 
grandparent, in the absence of the other parent. Paternal and maternal grandparents 
may share joint custody of a child. The ability for parties to cooperate with one another 
as well as physical limitations, expenses and the child’s preferences are taken into 
consideration in formulating a joint custody agreement.
•	 Sole or Full Custody is actually the traditional form of custody. One parent is 

designated as the custodial parent. This parent possesses the legal responsibilities, 
physical care and control of the child. The non-custodial parent, unless not 
beneficial for the child, has visitation rights. Prior to the 1980’s, mothers were 
traditionally awarded sole custody of children. The custodial parent is the ultimate 
authority regarding decisions regarding the child’s care. The custodial parent may 
solely decide things such as religious upbringing and changes in the child’s surname.

•	 Nonparental or Third Party Custody is when a competent adult, not a parent to a child 
is awarded custody. Aunts, uncles, grandparents, partners in a same sex relationship 
would all be considered third parties and may seek custody of a child. While efforts 
are made to keep children with their parents, some circumstances make it necessary 
to place a child with a third party. 

 Instances that include both parents being deceased, one parent is deceased and 
the surviving parent is deemed unfit, or the child has been living for an extended 
period of time with a third party may result in a nonparental custody arrangement. 
Many states follow the parental preference rule, believing in the fundamental right 
of a parent to have control of and care for his or her own child. Other states take 
a slightly different approach to the parental preference rule, stating that, unless 
unfit; custody is required to be awarded to a parent. A third party may challenge the 
parental preference rule, however it is the burden of the third party to show that the 
child’s best interests are not being met by the parent(s) granted custody. 

•	 Split Custody is the least common type of custody arrangement. Typically it may be 
used when there are a large number of children involved. The children may be 
split between the parents. Split custody is only used in exceptional situations, as it is 
believed children benefit from an upbringing with their siblings. Separating children 
may only create more traumas in addition to the trauma a divorce creates. Factors 
that may contribute to a split custody arrangement would include: the children’s and 
parent’s preferences, age disparities between children, children with special needs 
and who can best serve those needs; disciplinary issues and who best handles those 
problems, relationships of half blood siblings or step siblings, and how well a child 
will integrate into a particular household. 

Just as we saw in our discussion of powers of attorney, in caring for the pediatric 
population, it is important to have a clear, accurate social history of the child. Are the 
parents married? Are they divorced? If divorced, what is the custody arrangement? Are 
there issues with visitation? If in doubt, ask the parents to bring a copy of the custody 
agreement to clarify who can visit the child and who is to make healthcare decisions on 
the child’s behalf. If one is still unsure, seek the advice of one’s risk management or legal 
affairs departments.

Medication Disputes and Child Custody may come about due to a difference 
in opinions between parents. This may occur more frequently when parents are in 
disagreement about aspects of the divorce, custody or visitation issues. Or disagreements 
may occur just because the relationship ended in such a bitter manner. For example, one 
parent may feel attention deficit hyperactivity disorder (ADHD) is not a real diagnosis 
and requires no treatment and thus refuses to administer the prescribed medication to 
the child. On the other hand, the other parent feels medical treatment of this condition is 
warranted. How does one settle such an issue?

Generally whatever the current court order is takes precedence. If the parents have 
entered into a Marital Settlement Agreement or Joint Parenting Agreement, issues as to who may 
make medical and medication decisions for the child are usually spelled out. In some 
cases, one or both parents have the right to make medical and medication decisions for the 
child. However if there is no such document, or if parents continue to argue over medical 
treatment, a court order may be necessary to settle the dispute. The court may make one 
parent responsible for medical decisions or the court may order a treatment be rendered to 
the child. A change in the custody arrangement may be necessary and appropriate if one 
parent has been found to have abused or neglected a child, or is being investigated by a 
state agency for such allegations. 

Emergency Temporary Child Custody may be necessary if a child is in imminent 
danger of harm. Generally the parent seeking temporary custody will file a Petition for 
Temporary Restraining Order is filed without advance notice to the other parent. If the court 
grants the petition, the order restrains the actions and conduct of the offending parent 
for a limited period of time. At the end of that time, the parent who filed the petition will 
have to prove that there is just cause to continue with the restraining order and request 
the change in custody to become permanent. Prior to making any permanent changes, the 
offending parent will be given advance notice of any hearings and will have an opportunity 
to present witnesses or any other evidence to fight a permanent order. Other measures 
taken at this time would be to file a report with and request an investigation by the state’s 
child welfare agency. Not only can a parent file for temporary child custody but healthcare 
entities may also file. 

Usually with the involvement of the state’s child welfare agency or department of 
social services, healthcare entities may petition to have a child removed from a dangerous 
situation such as child abuse, sexual abuse, child abandonment or endangerment from 
a parent’s drug or alcohol abuse. Clearly in situations such as these one would need to 
involve the risk management and/or legal affairs departments.

If a situation is truly urgent, an attorney may request the judge hold a hearing as quickly 
as possible. The attorney will file an Emergency Motion. In the Emergency Motion document 
the attorney must show that an urgent situation exists and will ask for specific relief. Let’s 
say a parent is medicating a child with medications that are not prescribed by a licensed 
healthcare professional. An Emergency Motion may request the court to order the parent 
to cease administering the specific medications to the child. 

In the news media, once in a while one hears about a medical facility seeking to treat 
a child, may attempt to gain emergency temporary custody, or at least a court ruling 
granting that the treatment occur. This situation may involve parents who are neglectful 
or may occur when religious beliefs run contrary to medical practice. Perhaps the parents 
do not believe in blood transfusions and the child requires one in order to survive. The 
interpretation for these situations will vary greatly from state to state. How the particular 
state views the Parental Preference Rule will also influence how willing a court is to take 
medical decision making out of the hands of parents. Some courts may feel it necessary to 
intercede on behalf of the child thinking that if the child were of legal age, the child would 
choose to seek treatment of his or her medical condition. 
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A child may not hold to the same religious beliefs as his or her parents. Some courts 
strongly uphold the Parent Preference Rule as well as our basic freedom of religious beliefs 
and refuse to make any kind of ruling in these situations. These are very complicated 
situations that bring about many emotions and are difficult to navigate. 

Safe Haven Laws, also known as Baby Moses Law, protect parents from being arrested or 
sued for abandoning their infants. All states with the exception of Alaska and Washington 
D.C. have safe haven laws. Texas was the first state to adopt a safe haven law in 1999. These 
laws do vary from state to state but are only for the abandonment of infants. 

Ages of children that are accepted range from not more than 72 hours old to not 
more than one year old. The narrow range of accepted ages is to insure infants receive 
appropriate healthcare, food and shelter. Baby dumping is a very controversial subject. 
Certainly as a society we want to prevent the abandonment of children, but we recognize 
that some parents are desperate to be rid of unwanted children and may resort to harming 
the child. Safe haven laws allow parents to anonymously leave uninjured infants in designated 
places such as hospitals, police stations, fire stations, and EMS stations, without criminal 
consequences. 

Depending on the state, not only can a birth mother or birth father relinquish an 
infant, but legal guardians or any other adult having custody of the infant may relinquish 
a infant. If the infant has been abused or neglected, the relinquishing adult loses all 
guarantees of anonymity or immunity from prosecution. Again, depending on the state, a 
parent may change his or her mind and within a specific time period may regain custody of 
an infant. If one parent relinquishes an infant without the knowledge of the other parent, 
the non-relinquishing birth parent retains all parental rights. Let’s say a birth mother 
relinquishes an infant. Later the birth father discovers this has happened. The birth father 
would retain all parental rights to the infant.

What to do when an infant is relinquished. Mary X, a 15-year-old, brings her 48-hour-old 
infant son into the Emergency Room and states she is not able to care for the infant and 
wants “to give him up.” You are the nurse on duty. What do you do?
•	 Know	your	facility’s	policy	and	procedure	and	follow	it
•	 Ask	the	parent	about	the	 infant’s	medical	and	family	history,	 though	the	parent	 is	not	

required to provide any information
•	 Provide	the	parent	with	any	information	regarding	parental	rights	
•	 Ask	if	the	parent	is	seeking	any	medical	or	psychiatric	treatment	for	him	or	herself
•	 Contact	your	department	of	social	services	within	your	facility
•	 Contact	your	state’s	child	welfare	agency

Generally, once relinquished, the infant will be examined, cared for and treated if 
necessary. Once the infant is turned over to the state’s child welfare agency, the infant will 
be placed with either adoptive parents or foster parents. 

What happened in Nebraska in 2009? In 2009 Nebraska adopted a safe haven law that 
had no defined age limit of child. In four months time more than 30 children, most of 
them being troubled teenagers, were relinquished in Nebraska. None of the children were 
infants. And in most instances, parents crossed state lines to take advantage of Nebraska’s 
safe haven law. This snafu in the Nebraska law highlights a real lack in knowing how to 
deal with troubled teenagers who may need access to mental health resources. Another 
ramification in abandoning a teenager is that both the identities of the parents and the 
teenager are obvious and not easily hidden. After realizing this unintended consequence 
of the original safe haven law, Nebraska lawmakers revised the law to only include infants 
up to 30 days old. In dealing with troubled teenagers, parents must seek other avenues of 
assistance.

This concludes our module regarding legal entities. It is hoped this information is of 
benefit to the practicing nurse. This module serves as a primer, so be sure to know your 
employer’s policy and procedures as well as the resources available to you in the risk 
management and/or legal departments.
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