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Nurses will be able to use nursing process and critical 
thinking to remain in adherence with Ohio law and 
rules. The author and planning committee members have 
declared no conflict of interest. There is no commercial 
support for this independent study.

Disclaimer: This content is designed for educational 
purposes only, based on law and rule in effect on 2/1/11. 
This information is not designed for legal advice; please 
consult an appropriate attorney or organizational authority 
for legal questions. Please consult the Ohio Board of 
Nursing website, www.nursing.ohio.gov periodically for 
updates, and read the Board’s quarterly publication, 
Momentum, for additional information.

1.16 contact hours of Law and Rules (Category A) will 
be awarded for successful completion of this independent 
study. 

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. 

Copyright © 2011, Ohio Nurses Association. Expires 
8/2013.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Define nursing process steps for RNs and LPNs as 

identified in nursing rules.
2. Describe application of nursing process and critical 

thinking in the clinical environment.

Introduction
The Ohio Board of Nursing operates under Chapter 

4723 of the Ohio Revised Code (4723 ORC), which provides 
the law regulating the practice of nursing in Ohio. The 
law specifies the scope of practice for both registered and 
licensed practical nurses. Rules (chapter 4723 of the Ohio 
Administrative Code or 4723 OAC) provide more structure 
for how the nurse is expected to carry out components of 
the law, including scope of practice. This study describes 
how the licensed nurse is expected to use nursing process 
and critical thinking to remain in adherence with law and 
rule. 

Terminology
As used in law and rule (4723 ORC and 4723 OAC), the 

term “registered nurse” (RN) applies to a person who has 
completed the educational program for a registered nurse, 
has satisfactorily completed the licensure examination 

Need a Nurse? 
The Ohio Nurses Association’s online employment 

resource, the ONA Career Center (www.OhioRNCareers.
com), can help you streamline your hiring process by 
providing targeted access to the best nursing professionals 
in your field.

The Mass-Market Approach–When it comes to 
recruiting the most nursing professionals, using the mega 
job boards may not be the best way to find what you’re 
looking for. Sure, you’ll see hundreds more resumes on a 
Monster or Career Builder, and you’ll get plenty of folks 
to apply to a listing there. But chances are only a small 
percentage of these applicants will be viable candidates. 
And going through all those resumes to find the 2 or 3 that 
may actually be worth interviewing can be time-consuming 
and frustrating process.

ONA’s Targeted Approach–The ONA Career Center is 
a resource targeted specifically to your niche talent pool: 
nursing professionals. So although you will find fewer total 
applicants, those who do apply will be much more likely 
to match your requirements. And based on web tracking 
statistics, for every job seeker that posts a resume on ONA’s Career 
Center, there are many more who will be viewing your job listing in 
a given time period. 

Competitive Pricing–Monster and others like it charge 
close to $400 for the most basic job posting, which includes 
only one search parameter. The more job categories you 
select for your listing, the higher the price goes. ONA’s 
Career Center is much more competitively priced, with 
discounts available for ONA members. And you can list 
your position under as many categories as you like for the 
same price. 

National Healthcare Career Network (NHCN)–
Registered employers have immediate access to the NHCN, 
a growing network of over 200 top healthcare associations 
and professional organizations, including the American 
Hospital Association, the American Academy of Pediatrics 
and the Association of American Medical Colleges. ONA’s 
alliance with NHCN increases your reach to a large 
number of industry-specific resumes, giving you a one-stop-
shop to find targeted and quality candidates in your niche.

Resume Search–Our growing resume database 
shows that the ONA Career Center is fast becoming THE 
destination for Ohio nursing professionals. And as an 
employer, you get access to that database at no additional 
charge whenever you post a job. The mega job boards 
charge upwards of $500 extra to search resumes of typically 
less qualified candidates.

Need a Nurse? continued on page 2

Nursing Process and Critical Thinking:
Ohio Board of Nursing Law and Rules

for the registered nurse, and is licensed in Ohio either by 
examination or by endorsement. Advanced practice nurses, 
while having an advanced scope of practice specified in 
law, are first and foremost registered nurses, so all laws 
and rules related to the registered nurse apply to advanced 
practice nurses.

As used in law and rule (4723 ORC and 4723 OAC) 
the term “licensed practical nurse” (LPN) applies to a 
person who has completed the educational program for a 
practical nurse, has satisfactorily completed the licensure 
examination for the practical nurse, and is licensed in 
Ohio either by examination or by endorsement. Note that 
some states use the title LVN (licensed vocational nurse). 
This is an equivalent licensure; just different terminology.

As used in law and rule (4723 ORC and 4723 OAC), the 
term “licensed nurse” applies to both registered and licensed 
practical nurses. Terminology used in this study will mirror 
that of law and rule.

Nursing law and rule refer to “client” rather than patient, 
though the concept is that the nurse provides care for a 
person needing that care, regardless of what that person is 
called in various practice settings. It is that context that the 
term “client” will be used in this study.

Scope of Practice
The scope of practice for both registered and licensed 

practical nurses is delineated in law (4723.01 ORC). Scope 
of practice provides the authority under which the RN and 
LPN provide care for clients in this state. Only by clearly 
understanding the defined scope of practice can the 
nurse have a framework for implementation of the nursing 
process and critical thinking skills.

The scope of practice for the registered nurse is 
encompassed in the following definition (4723.01 (B) 
ORC):

“Practice of nursing as a registered nurse” means 
providing to individuals and groups nursing care requiring 
specialized knowledge, judgment, and skill derived from 
the principles of biological, physical, behavioral, social, and 
nursing sciences. Such nursing care includes:

•	 Identifying	patterns	of	human	responses	to	actual	
or potential health problems amenable to a nursing 
regimen;

•	 Executing	a	nursing	regimen	through	the	selection,	
performance, management, and evaluation of 
nursing actions;

•	 Assessing	health	status	for	the	purpose	of	providing	
nursing care;

•	 Providing	health	counseling	and	health	teaching;

Nursing Process and Critical Thinking continued on page 4
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Other Benefits
Easy online job management–You can enter job 

descriptions, check the status of postings, renew or 
discontinue postings, and even make payments online.

Job activity tracking–Your online account will include 
reports that show you the number of individuals that have 
viewed your job, applied online, and even how many times 
your job was sent out in a “ job agent” or “emailed to a 
friend.” You’ll see at a glance how effective your ad is.

Auto notification–Set the criteria for your ideal job 
candidate and our system will email you when new resumes 
are a match. No more time wasted visiting the site every day 
to see new candidates.

Company awareness–The ONA Career Center can be 
a great venue for promoting your company. Along with 
each job posting, you can include information about your 
company, your corporate logo, a Google Map to your 
location and a link to your web site.
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the Arthur L. Davis Publishing Agency, Inc. reserve 
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Acceptance of advertising does not imply endorsement 
or approval by the Ohio Nurses Foundation of 
products advertised, the advertisers, or the claims 
made. Rejection of an advertisement does not imply 
a product offered for advertising is without merit, 
or that the manufacturer lacks integrity, or that this 
Foundation disapproves of the product or its use. ONF 
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 NURSE

Get your copy of Legal Regulations and 
Professional Standards for Ohio Nurses

The third edition of Legal Regulations & Professional 
Standards for Ohio Nurses is available for purchase from 
the Ohio Nurses Association. Much has changed in the 
health care environment since the initial publication of 
this resource ten years ago and this new, updated edition 
will enable students and registered nurses alike to become 
more familiar with the law, rule, and professional standards 
that define nursing practice. 

This resource is available as an Adobe© PDF available 
via email for $18.00. To order your copy, please visit www.
ohnurses.org > Practice > Legal Regulations Guide. Please 
allow seven to ten business days for email delivery.

Free Independent Studies

All independent studies published 
in the Ohio Nurse are FREE to ONA 
members for 3 months and can also be 
completed online at www.CE4Nurses.
org. 

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.

Everything You Ever Wanted 
to Know About Completing 

an Individual Activity CE 
Application

ONA Headquarters, Columbus
June 11, 2012 9:00 am–12:00 pm
September 12, 2012 9:00 am–12:00 pm

This session is an opportunity to get your 
questions answered about the CE criteria and rules 
as well as learn how to complete Individual Activity 
Application Forms. This is designed for people who 
are not involved in approved provider units.

No contact hours awarded.
FEE: $30.00

PERSONAL BEST.
ANCC Board-Certified.

I’m proud and in charge of my nursing career.  
And I trust ANCC certification to help me  
maintain and validate the professional skills  
I need to remain a confident and accomplished 
nurse for years to come.

 Find out how to be the best at  
www.nursecredentialing.org/Certification

American Nurses Credentialing Center. All Rights Reserved.
The American Nurses Credentialing Center (ANCC) is a subsidiary of the  
American Nurses Association (ANA).

© 2012
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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!

Registration Form:

Select the studies you are taking:

__ Nursing Process and Critical Thinking: Ohio Board of Nursing Law and Rules

__ Patient Protection and Affordable Care Act. What Every Nurse Needs to Know About Health Care Reform

__ “I’ve Fallen and I Can’t Get Up” Compassion Fatigue in Nurses and Non-Professional Caregivers

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 June 1, 2012. Please send 
post-test and this completed form to: Ohio Nurses Association, 4000 East Main Street, Columbus, OH 43213.

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 CE4Nurses.org 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.:  __________________

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.

Instructions to Complete Online
1. Go to www.CE4Nurses.org.
2. Click on each study you want to take and add it to your cart. 

(ONA members will see a price of $0.00 after they are logged 
in).

3. Complete the check-out process. You will receive a 
confirmation email with instructions on how to take the test.

4. Go to the CE4Nurses Exam Manager (www.ohnurses.
org/Survey) either from your confirmation email or the 
CE4Nurses site.

5. Log in and click on “View My New Studies.” Click on the study 
you want to take, and follow the instructions provided in 
CE4Nurses Exam Manager to complete the study.

6. Please read the independent study carefully.
7. Complete the post-test and evaluation form for each study. 

Post-test
The post-test will be scored immediately. If a score of 70 

percent or better is achieved, you will be able to print a certificate. 
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 
made available immediately for printing.

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

Independent Study Instructions

 

 

At Mercy,
every associate 
has a chance to 
make a difference, 
by delivering the 
best quality care 
in accordance with 
core values. The 
rewards are great: 
a clinically excellent 
environment 
and a chance to 
work alongside 
other dedicated 
associates.

Apply online or view 
more of our current 
job openings at 
MercyOnline.org.

Experienced 
Registered Nurses
CVICU * ER * MICU
Must have a minimum of 
2+ years’ work experience

Palliative Care 
Nurse Practitioner
New Life Hospice

Charge Nurse
Surgery

Educator
Radiation Therapy
PRN

  Learn more at 
MercyOnline.org

.

Mercy Regional Medical Center

Mercy Allen Hospital

Find the perfect nursing 
job where you can work 
smarter, not harder on

nursingALD.com
Registration is free, fast, confidential 
and easy! You will receive an e-mail 

when a new job posting matches 
your job search.
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•	 Administering	medications,	treatments,	and	
executing regimens authorized by an individual who 
is authorized to practice in this state and is acting 
within the course of the individual’s professional 
practice;

•	 Teaching,	administering,	supervising,	delegating,	
and evaluating nursing practice.

The scope of practice for the licensed practical nurse is 
stated as follows (4723.01(F) ORC):

“The practice of nursing as a licensed practical nurse” 
means providing to individuals and groups nursing care 
requiring the application of basic knowledge of the 
biological, physical, behavioral, social, and nursing sciences 
at the direction of a licensed physician, dentist, podiatrist, 
optometrist, chiropractor, or registered nurse. Such 
nursing care includes:

•	 Observation,	patient	teaching,	and	care	in	a	diversity	
of health care settings;

•	 Contributions	to	the	planning,	implementation,	and	
evaluation of nursing;

•	 Administration	of	medications	and	treatments	
authorized by an individual who is authorized to 
practice in this state and is acting within the course 
of the individual’s professional practice, except 
that administration of intravenous therapy shall be 
performed only in accordance with section 4723.17 
or 4723.171 of the Revised Code. Medications may 
be administered by a licensed practical nurse upon 
proof of completion of a course in medication 
administration approved by the board of nursing.

•	 Administration	to	an	adult	of	intravenous	therapy	
authorized by an individual who is authorized 
to practice in this state and is acting within the 
course of the individual’s professional practice, on 
the condition that the licensed practical nurse is 
authorized under section 4723.17 or 4723.171 of the 
Revised Code to perform intravenous therapy and 
performs intravenous therapy only in accordance 
with those sections;

•	 Delegation	of	nursing	tasks	as	directed	by	a	
registered nurse;

•	 Teaching	nursing	tasks	to	licensed	practical	nurses	
and individuals to whom the licensed practical nurse 
is authorized to delegate nursing tasks as directed by 
a registered nurse.

The scope of practice statements provide important 
information about what the nurse is expected to do 
in the context of providing nursing care. A significant 
consideration is that law and rules regulating nursing 
practice are not facility or specialty specific–they apply 
to all nurses in any environment in which nursing care is 
delivered. Therefore, strong use of nursing process and 
critical thinking skills in any setting will serve the purposes 
of protecting the license of the nurse and protecting the 
clients for whom he/she provides care.

Nursing Process
The steps of the nursing process are delineated in rule, 

specifically 4723-4-07 OAC for the registered nurse and 
4723-4-08 OAC for the licensed practical nurse (http://
codes.ohio.gov/oac/4723-4). Information about nursing 
process is part of the chapter which addresses standards of 
practice relative to registered nurse or licensed practical 
nurse. This chapter of rules provides information about 
practice standards which are deemed to be “minimally 
acceptable” standards of safe and effective nursing 
practice. Remembering that the purpose of the Ohio 
Board of Nursing is to “actively safeguard the health of 
the public through the effective regulation of nursing 
care” (www.nursing.ohio.gov), these minimum standards 
are essential components of public protection in regard 
to nursing practice. There is not a choice, therefore, as to 
whether or not these rules should be followed. In order to 
protect the public, these minimum standards must be met.

Nursing Process for the Registered Nurse
In implementing his/her scope of practice as delineated 

in law, the registered nurse follows the rules regarding 
use of nursing process. These rules are found in 4723-4-
07 OAC. The rule stipulates that the steps of the nursing 
process are cyclical in nature, not linear. In other words, 
it is not expected that the registered nurse will progress 
systematically through the five steps of the nursing process. 
As the client’s condition changes, the focus of the nurse 
will change–implementation of a plan of care may be 
revised as new assessment data shows that the client’s 
condition is getting better or worse.

The rule specifies that the registered nurse collaborates 
with the client, family, significant others, and other 
members of the health care team in applying the steps 
of the nursing process. In other words, the nurse does 
not make decisions in a vacuum, but participates actively 
as a member of the team of people providing care and 
support for the client. There is further stipulation that 
the registered nurse will use critical thinking and clinical 
judgment in applying the nursing process. Concepts of 
critical thinking and clinical judgment will be explored 
later in this study.

For all steps of the nursing process, the rules state that 
the RN will complete the step in an “accurate and timely 
manner.” Accuracy is clear–accurate data that should 

be collected from all sources, including the client, the 
family, other members of the healthcare team, previous 
documentation, laboratory reports and results of testing, 
and any other resources appropriate to provide a clear 
picture of the client’s status. The term “timely” is less clear. 
What is a timely assessment? This term is not defined 
in rule. What is considered timely in any given situation 
depends on the judgment of the nurse. There may be 
situations where waiting an hour to assess a client is too 
long; there may be times when a once-a-shift assessment 
is adequate. Because this decision is based on the nurse’s 
judgment and critical thinking/analysis, the nurse 
should be able to provide support for his/her decision if 
needed. In other words, the nurse is accountable for the 
decision about how frequently assessments are needed for 
each individual client. It is important to note that some 
facilities or nursing units have policies regarding how 
often assessments should be completed. These policies 
may be based on best practice standards, guidelines 
from professional associations, requirements of funding 
sources, or other criteria. The board of nursing does 
not regulate facilities or other employers of nurses. 
Rather, requirements of the board of nursing are based 
on minimally safe standards to be applied by the nurse to 
protect the client. These rules must be followed, regardless 
of facility policy. Facility policy can be stricter than law or 
rule, but the nurse is, at a minimum, required to follow 
nursing law and rule.

As noted in rule, the steps of the nursing process 
for the RN include assessment, analysis and reporting, 
planning, implementation, and evaluation. Each step will 
be discussed individually here, though again it is important 
to remember that the steps of the process are implemented 
cyclically, not sequentially.

Assessment
Assessment means collection of data. This includes both 

subjective data (that which is told to the nurse by the client, 
family member, or another source) and objective data 
(that which the nurse sees, hears, or smells, or otherwise 
observes or accesses through accepted testing methods). 
For example, the wife’s report that her husband is weak and 
tired all the time is subjective data, while the husband’s 
current blood pressure reading and hemoglobin/
hematocrit levels are objective data.

Data may be collected from a variety of sources. 
Sometimes data are conflicting, and the nurse must seek 
clarification. The client being seen in an emergency room 
may state that he follows his diabetic eating plan, but his 
wife states that he rarely does so. Both of these pieces of 
data are valid from the perspective of the person sharing 
the information. The RN clarifies these two pieces of 
subjective data by asking the client questions such as 
“what is included in your eating plan?,” “what did you 
have for breakfast this morning?,” or “how do you decide 
what you’re going to order when you go to a restaurant?” 
Additional questions for both the client and his wife will be 
valuable in helping the nurse collect data that will be most 
relevant to the subsequent development of a plan for care.

The registered nurse may seek assistance from other 
members of the healthcare team in collecting assessment 
data. The rule specifies that “the registered nurse may 
direct or delegate the performance of data collection.” 
These terms refer to other parts of nursing law/rule that 
define direction and delegation. Brief explanations are 
provided here. There are other independent studies on 
CE4Nurses that specifically address the processes of 
direction and delegation.

Direction is defined in rule as “communicating a plan of 
care to a licensed practical nurse” (4723-4-01(B)(7) OAC). 
The LPN has a license and is accountable for his/her own 
practice under that license. However, the scope of practice 
for the LPN in law specifies that the LPN always practice 
upon receiving direction from a licensed physician, dentist, 
podiatrist, optometrist, or registered nurse. In other words, 
the LPN does not practice independently. 

Imagine the scenario where Mr. Jones is being admitted 
to a medical-surgical nursing unit. He is reportedly 
in stable condition, and is being admitted from home 
in preparation for hip replacement surgery. The RN 
knows that vital signs need to be obtained and general 
observations about Mr. Jones’ condition need to be 
determined. However, the RN is attending to a client 
who is actively dying, and she is not able to see Mr. Jones 
right now. The RN can appropriately provide direction 
regarding the assessment of Mr. Jones to the LPN. The 
LPN, upon receiving this direction, can take Mr. Jones’ 
vital signs, collect other subjective and objective data 
about his condition, document those findings, and share 
information with the RN. If the findings of the LPN’s data 
collection indicate that Mr. Jones needs more in-depth 
assessment right away, the LPN shares that information 
with the directing RN, who can then make a determination 
as to whether she should leave her current client to see Mr. 
Jones, find another RN to see Mr. Jones, or take any other 
action she deems appropriate.

Delegation is referred to in rule as “transfer of 
responsibility for the performance of a selected nursing 
task from a licensed nurse authorized to perform the 
task to an individual who does not otherwise have the 
authority to perform the task” (4723-13-01(C) OAC). The 
RN delegates to an unlicensed person, not another person 
with a license. This unlicensed person is referred to by 
different terms in different setting, but common terms are 
nurse aide, nursing assistant, patient care assistant, nursing 
technician, patient care technician, etc. All of these people 

are unlicensed, regardless of whether they are “state-
tested” or “certified.” Even though they have learned to 
perform various tasks associated with care of clients, they 
are not allowed to perform those tasks unless and until 
they receive delegation to do so from a person who (1) 
has the ability and authority to perform the task, and (2) 
has the authority to delegate the task. Note that the term 
here is “task”, not “care.” The unlicensed person has the 
ability to perform a task for which he/she has been deemed 
competent, but does not have the ability to provide nursing 
care. The ability to provide nursing care is limited to RNs 
and LPNs who have licenses and scopes of practice allowing 
them to do so.

In the above scenario where Mr. Jones is being admitted 
to the medical-surgical nursing unit, it could very well 
be that both the RN and the LPN are busy with other 
important activities. The RN could delegate the task of 
taking Mr. Jones’ vital signs to the nursing assistant. This 
is a task which is delegable, the RN knows how to do the 
task and has the authority to delegate, and she knows that 
the aide has been checked off on her ability to take vital 
signs. It would not, however, be appropriate for the RN to 
tell the nursing assistant to “take a look at Mr. Jones and let 
me know if there is anything I should be concerned about.” 
While the LPN may receive direction to collect further 
assessment data, the nursing assistant does not have the 
knowledge, skill, ability, or authority to do so. The best way 
for the RN to delegate this vital sign collection task to the 
nursing assistant would be to say, “Please go to room 407 
and take Mr. Jones’ temperature, respirations, pulse, and 
blood pressure. I’d appreciate your letting me know within 
15 minutes what those are.” This provides clear information 
to the nursing assistant regarding the client, the task, and 
the time frame. The nurse is not abdicating responsibility 
for assessment; she is wisely using available resources to 
help her collect the data necessary to form the basis for 
future steps in the nursing process.

The final step under assessment in the rules regarding 
nursing process is documentation of the collected data. 
There is no specification as to what data need to be 
documented, where the data need to be documented, or 
the time frame for the documentation. The RN is expected 
to use his/her judgment in making those decisions. 
Depending on the facility or unit and its procedures, 
documentation may be done in the client’s computerized 
medical record, on a paper chart, on a flow sheet, or on 
another tool. The point is that data from the assessment 
must be documented, accessible to other members of the 
health care team, and be retrievable as needed.

Analysis and Reporting
The second step of the nursing process for the RN is 

analysis and reporting. The RN is expected to identify, 
organize, and interpret relevant data; establish, accept, or 
modify a nursing diagnosis to be used as a basis for nursing 
interventions; and report collected data as necessary to 
other members of the health care team. It is important to 
note that this step in the nursing process is unique to the 
role of the registered nurse; the LPN nursing process steps 
do not include analysis.

Step one in the process is assessment, but assessment 
data is not helpful unless it is analyzed to determine the 
relevant pieces of data, how the pieces of data connect 
with one another, and what the data mean in relation 
to the individual client. Identification, organization, 
and interpretation of data help the RN determine the 
significance of the data, who needs information about the 
data, and how the plan of care will be developed based on 
that data. 

Nursing diagnoses are different from medical 
diagnoses. Nursing diagnosis, as defined in rule (4723-
4-01(B)(9) OAC), means “the identification of a client’s 
needs or problems which are amenable to nursing 
interventions.” There is no requirement in rule as to what 
format is used for stating a nursing diagnosis or where the 
nursing diagnosis is documented. A registered nurse who 
assesses an elderly client and realizes that he has dementia 
and is not aware that he is in a hospital might note a risk 
for fall related to confusion. This is a nursing diagnosis, 
from which a plan can be developed to prevent falls and 
their associated injuries. Note that this diagnosis, because 
it stipulates the reason for the risk, will lead to a plan of 
care that is specific to this client. Another client might 
be at risk for falls related to dizziness with his low blood 
pressure; another might have a fall risk related to recent 
administration of narcotic analgesia. In each case, the plan 
of care will be different because the cause of the risk is 
different. 

Reporting of health assessment data to other members 
of the healthcare team is the final part of the “analysis” 
section of the nursing process for RNs. Again, it is up to the 
discretion of the RN to determine what information should 
be shared, and with whom. A word of caution is important 
here–HIPAA specifically stipulates that healthcare 
providers have the responsibility of sharing information 
relevant to the provision of safe care. It is not the nurse’s 
job to withhold information or to arbitrarily decide what 
information to share and what to keep confidential. As 
long as the purpose of the sharing of information is to 
facilitate care of the patient, that sharing is consistent with 
both HIPAA regulations and Ohio Board of Nursing rules. 

Nursing Process and Critical Thinking continued from page 1

Nursing Process and Critical Thinking continued on page 6
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Planning
The rule (4723-4-07(A)(3) OAC) states that the 

registered nurse, will, in an accurate and timely manner, 
(a) develop, maintain, or modify the nursing component 
of the plan of care, including establishing desired client 
outcomes and interventions; and (b) communicate 
the nursing component of the plan of care and all 
modifications of the plan to members of the health care 
team. Think about the client described earlier who was 
identified as a fall risk related to confusion. The desired 
outcome for this gentleman is that he is free of injuries that 
might occur as a result of a fall, and interventions to get us 
to that outcome might include frequent reminders to help 
orient him, leaving a night light on to aid in orientation, 
arranging for a family member to stay with him during 
waking hours, and frequent toileting to avoid situations 
where he tries to get up quickly without assistance. This 
plan of care can be documented on a chart, a separate 
plan of care document, or any other mechanism deemed 
appropriate by the facility. Ease of access to information 
by all members of the healthcare team will provide 
consistency and continuity in the plan of care.

Implementation
Implementation is the fourth step of the OBN-described 

nursing process for the RN. Once again, the rule begins 
with a stipulation that the planned actions be implemented 
in an “accurate and timely manner.” There are a number of 
actions that could be included within the implementation 
phase of the process; the OBN rule says that these may 
include carrying out an order which has been received by 
an authorized prescriber and giving nursing care consistent 
with the assessment, analysis, and planning steps of the 
process which is within the education, knowledge, skills, 
and abilities of the registered nurse. In other words, 
even though a nursing action has been determined to be 
appropriate for a particular client, if you don’t know how to 
perform the action, you should not perform it. 

Your job in that case would be to either find another 
person who is able to perform the action or to seek 
appropriate education to enable you to perform the action 
correctly. Remember that the bottom line, from the Board 
of Nursing perspective, is that the client is safe.

Evaluation
The fifth and final step in the nursing process for 

the RN is evaluation. Rules for evaluation include the 
facts that the RN will, in an accurate and timely manner, 
evaluate and document the client’s response to nursing 
interventions and progress toward expected outcomes 
of the plan of care. Sometimes this documentation is 
completed via a checklist or flowchart, such as results 
of vital sign or intake and output findings; sometimes 
a checklist or narrative entry in a medical record is the 
preferred way to share information. Consider the facts to 
be shared, who needs access to the information, and the 
best location for others to get the required information. 
All of these factors should be congruent with facility 
policy regarding how, when, and where documentation is 
completed. It is important to remember that evaluation is a 
required part of the nursing process. If there is no evidence 
that an intervention has been determined to be successful, 
then one might wonder why it was necessary to perform 
the intervention in the first place. This part of the process 
“closes the loop” of the nursing process and provides 
further data for subsequent reassessments or alterations to 
the plan of care.

Nursing Process for the Licensed Practical Nurse
According to rule 4723-4-08 OAC, the LPN 

“contributes” to the nursing process. This is consistent 
with previous information in this study regarding the way 
the LPN implements his/her scope of practice under the 
direction of the RN, physician, or others designated in law 
and rule. The LPN does not function independently, but 
does provide a significant and valuable contribution to 
the work of the health care team in providing safe, quality 
care to clients. Similar to the rule statement for the RN, 
the LPN is expected to use the steps of the nursing process 
as part of a cyclical process rather than a linear one and is 
expected to collaborate with others in applying the process 
steps. Additionally, and also consistent with requirements 
for RNs, the LPN is expected to carry out all steps of the 
nursing process in an accurate and timely manner. The 
steps delineated in rule for the LPN are:

Assessment
The LPN contributes to the nursing assessment of 

a client by collecting and documenting subjective and 
objective data related to the client’s current health status 
and reporting that data as appropriate to other members 
of the healthcare team. This part of the nursing process 
is consistent with the scope of practice requirement in 
law that the LPN conducts “observations” of clients in a 
diversity of healthcare settings.

Planning
The LPN’s contribution to planning includes 

involvement with the person providing direction of the 
care for the client in developing, maintaining, and/or 
modifying the nursing component of the plan of care 
and communicating that plan and any associated changes 
with those needing the information. The LPN might 

discuss with the RN the data that the two have collected 
in the assessment phase of the process, and then together 
determine what plan should be put into place based on that 
assessment data.

Implementation
The LPN again contributes to the care of the client by 

administering authorized medications and treatments, 
giving direct basic nursing care under rules regarding 
direction, and assisting with care of the client. Note that 
the rule specifies that the LPN gives “direct basic nursing 
care” under direction. It is the RN’s responsibility to 
determine what aspects of care the LPN can and should 
participate in, based on that RN’s knowledge of both the 
capabilities of the LPN and the needs of the client. The 
implementation rule also specifies that the LPN can 
delegate performance of nursing tasks to unlicensed 
assistive personnel, under RN direction and consistent with 
the separate chapter of rules on delegation.

Evaluation
The evaluation component of the nursing process for 

the LPN indicates that the LPN is expected to contribute 
to observing the client’s response to nursing interventions, 
document those observations, communicate information to 
other members of the health care team, and contribute to 
revision of the nursing plan of care, as needed. It is clear 
throughout each phase of the nursing process that the LPN 
is considered to have an important role to play in providing 
safe client care.

Critical Thinking and Clinical Judgment
The nursing process rules for RNs begin with the 

requirement that the RN will use “critical thinking and 
clinical judgment” in its application. Critical thinking 
is defined in nursing literature but there is not a specific 
definition in OBN law/rules. 

The literature defines critical thinking in several 
different ways. In essence, the concept suggests that critical 
thinking is the guiding force for decision making and 
action around client care situations. Concepts essential 
to good critical thinking include self-direction, analysis, 
interpretation, questioning, creativity, open-mindedness, 
and reflection (Benner, Hughes, and Sutphen, 2008). 
A clinical judgment definition was added when 4723-
4 OAC rules were revised in 2008. This definition states 
that clinical judgment is “the application of the nurse’s 
knowledge and experience in making decisions about 
client care” (4723-4-01(B)(5) OAC). 

Use of critical thinking and clinical judgment implies 
that the nurse uses good judgment, applies previously-
learned knowledge to current situations, seeks guidance 
and support as needed, and references evidence-based 
practice standards rather than tradition as support for 
nursing actions. Other entire studies are devoted to the 
topic of critical thinking and clinical judgment. For the 
purpose of this study, however, it is important to note 
that all steps of the nursing process require application 
of critical thinking and clinical judgment skills. Here are 
some examples, followed by potential clinical scenarios. 
Remember that these are example only, and the prudent 
nurse and good critical thinker will reflect on other 
relevant situations involving use of critical thinking and 
clinical judgment skills to protect client safety and promote 
quality care.

•	 The	nurse	seeks	information	from	various	sources	as	
part of assessment

	 •	 These	may	include	people	from	other	health	care	
  disciplines such as medicine, pharmacy, social 
  work, respiratory therapy, and others.
	 •	 They	may	include	the	client,	his/her	family,	and	
  other significant resources, such as religious or 
  cultural informants.
	 •	 Additional	sources	of	data	may	be	written/
  computerized records–previous medical records 
  from admissions to this facility, transfer 
  information from a nursing home or home health 
  agency, or written data from internal sources such 
  as laboratory reports or provider consultations

•	 The nurse validates information with the client, the 
family, or other members of the healthcare team 
rather than making unilateral decisions.

	 •	 This	means	that	the	nurse	seeks	to	understand	
  information, rather than leaping to conclusions 
  based on “assumptions” about information. 
  Validating means asking for clarification, 
  requesting input from those who can provide 
  perspective, and considering different angles of a 
  situation.
	 •	 An	example	may	be	a	situation	where	a	prescriber	
  has written an order for a medication to be given 
  in a dose of 25 mg. The nurse does not regularly 
  give the medication, but does remember having 
  given it in the past in a dose of 2.5 mg. The nurse 
  who is not a strong critical thinker and is 
  operating on “auto pilot” may proceed with the 
  higher dose, thinking that the prescriber must 
  have known what he/she was doing when the 
  order was written. On the other hand, a good 
  critical thinker will be mindful and focused, 
  realizing that the prescribed dose is different than 
  usual. This nurse will contact the prescriber, with 
  a focus on providing safe care, to clarify the order 
  and seek additional information. Ohio Board of 
  Nursing rules specify the actions to be taken when 

  clarifying an order, but the decision to do so rests 
  with the critical thinking ability of the nurse.

•	 The	nurse	keeps	an	open	mind	and	seeks	to	
learn more about situations that he/she might 
be unfamiliar with, such as clients with different 
cultural or religious backgrounds

	 •	 Consider	the	nurse	who	has	a	patient	from	
  another country, or a patient who is Muslim, 
  Jewish, or Amish. What values and beliefs does 
  this person hold? Who is the primary decision-
  maker in the family? What does this culture or 
  religious group believe about pain? About death 
  and dying? About male nurses caring for female 
  patients? Seeking to understand the frame of 
  reference and value system of the client will help 
  the nurse in providing client-centric care.
	 •	 Think	about	a	client	who	wants	to	be	admitted	to	
  hospice, but requests to be a full code. Why would 
  a client and/or family make this decision? What 
  values support this perspective? How can the 
  client’s wishes be honored within the context of 
  the hospice care environment?

•	 The	nurse	acknowledges	when	he/she	does	not	have	
all the answers and needs assistance from someone 
else.

	 •	 A	client	is	admitted	to	a	medical-surgical	unit	
  with chronic obstructive pulmonary disease. He 
  has a co-morbidity of severe depression and is on 
  antidepressant medication. The nurse is 
  unfamiliar with the medication and treatment 
  plan specific to the depression, so he/she contacts 
  a colleague who works on the inpatient psychiatric 
  unit to assist in assessing the client and developing 
  a comprehensive plan of care.
	 •	 A	client	is	admitted	to	the	medical-surgical	unit	
  for hip replacement surgery tomorrow. He brings 
  with him the equipment he uses at home for 
  his sleep apnea. The nurse is unfamiliar with this 
  equipment, so takes the opportunity to learn from 
  the client and his family how it is set up and how it 
  works. The client is given the autonomy of using 
  the equipment per his usual standard, but knows 
  that the nurse and a respiratory therapist are 
  interested, willing to learn, and available to 
  provide assistance as needed.

•	 The	nurse	continually	assesses	the	client’s	situation,	
making modifications in the plan of care as needed, 
rather than at prescribed intervals or according to a 
linear progression of steps.

	 •	 Recognizing	that	the	nursing	process	is	cyclical	in	
  nature, the nurse is always alert to new assessment 
  data that will potentially alter the plan of care. 
  The critically thinking registered nurse will 
  carefully consider new data, analyze new facts in 
  relation to what is already known and what is 
  not yet known, will consider “what if” scenarios to 
  project possible outcomes, and will modify the 
  plan of care as needed, based on best-available 
  evidence.
	 •	 The	registered	nurse	carefully	considers	
  assignment of personnel, directing provision of 
  care by the licensed practical nurse or 
  performance of tasks by unlicensed assistive 
  personnel, to meet the needs of the client. 
  Changes in assignment are made as needed, based 
  on nursing assessment of changing client needs, 
  rather than “static” factors such as number of 
  hours worked or “equal” workloads of staff.

•	 The	nurse	recognizes	situations	where	clients	are	
at risk and seeks appropriate assistance from other 
nurses or other members of the healthcare team

	 •	 A	nurse	recognizes	that	a	client’s	condition	is	
  deteriorating and considers the implications 
  of calling the rapid response team for assistance. 
  One thought is that calling for assistance may 
  make the nurse look “weak” and unable to handle 
  the situation. Another perspective is that the 
  nurse trusts his/her judgment in assessing the 
  client’s condition and realizing that failure to 
  intervene at this point may well lead to cardiac 
  and/or respiratory arrest and the need to have 
  a full code. Knowing that his/her judgments are 
  sound, and that help is available, plus knowing 
  that client outcomes from rapid response 
  interventions are significantly better than code 
  outcomes, the nurse makes the decision to request 
  assistance from the rapid response team. 
	 •	 The	nurse	regularly	assesses	fall	risk	of	clients	
  upon admission. Rather than making this a 
  “routine” to check the appropriate boxes in the 
  computerized documentation system, she includes 
  questions to assess the patient’s usual routine at 
  home, considering such factors as use of assistive 
  devices, use of medications that could contribute 
  to unsteady gait, blurred vision, or other situations 
  that could compromise safe mobility. Learning 
  that the client typically uses a walker at home 
  but has not brought it to the hospital, she contacts 
  physical therapy to procure proper equipment to 
  promote safety in the hospital.

Nursing Process and Critical Thinking continued from page 4

Nursing Process and Critical Thinking continued on page 7
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Sexual Assault Advisory 
Board of Ohio

During the month of April, we observe Sexual Assault 
Awareness Month, Child Abuse Prevention Awareness 
Month and National Crime Victims’ Rights Week. Last year, 
the Centers for Disease Control and Prevention released 
its National Intimate Partner and Sexual Violence Survey 
(NISVS). The results of the survey were staggering. Among 
other shocking findings, the NISV revealed that one in 
five women have been raped, and half of all women have 
experienced other types of sexual violence. 

Confirming the results of previous studies, the NISVS 
also found that young people are at the greatest risk of 
being victimized. An astounding one in six women are 
raped before the age of 25, while more than 40 percent of 
female victims were first raped before the age of 18. More 
than a quarter of male targets of rape were victimized 
before turning 11 years old.

As nurses, we are in a unique position to help survivors 
of sexual violence. Yes, we are often the first face of medical 
care that many victims see. But we also have an important 
role to play in the collection of forensic evidence, which 
helps to ensure justice for the survivors of these awful 
crimes.

Too often, health professionals lack the training to 
properly handle sexual assault cases. This can lead to 
sexual violence victims being shuffled between medical 
facilities, improperly treated or even denied a chance at 
justice because of faulty collection of forensic evidence.

With that in mind, we encourage nurses throughout the 
state of Ohio to consider Sexual Assault Nurse Examiner 
(SANE) training. For more information and opportunities 
to become SANE-certified, please visit the Ohio Chapter of 
the International Association of Forensic Nursing website 
(www.ohiafn.org). 

Author: Justin Spicer Policy/Communication Assistant 
Ohio Chapter of the American College of Emergency 
Physicians 

Contact Info: 614-792-6506 or jspicer@ohacep.org 
Submitted by: Barb Nash, MS,RNC,CNS–Past President 

ONA

•	 The	nurse	shares	information	freely	for	the	purpose	
of enhancing the team’s ability to provide safe, 
quality care

	 •	 The	nurse	works	collaboratively	as	a	member	
  of the healthcare team, recognizing that he has 
  a significant role to play in helping the client to 
  have a successful recovery from his major 
  trauma–a multivehicle accident on the freeway 
  in which a passenger in the patient’s car died. The 
  nurse is sensitive to the fact that the client’s needs 
  are more than medical treatment, and diligently 
  seeks assistance and support from social work, the 
  hospital chaplain, and the patient’s family to meet 
  his comprehensive care needs.
	 •	 The	nurse	recognizes	the	need	to	maintain	
  balance between appropriate sharing of 
  information and the need to safeguard the client’s 
  personal medical information. He is also aware 
  of situations, such as suspected elder abuse, where 
  mandatory reporting is required, and knows how 
  to adhere to such requirements.

•	 The	nurse	implements	a	plan	of	care	based	on	
unique factors relevant to an individual client rather 
than using a “cook-book” care plan.

	 •	 The	nurse	uses	evidence-based	practice	standards	
  to provide care based on the best available 
  evidence, recognizing that evidence-based 
  practice consists of more than research data. 
  Several relevant sources of evidence are 
  considered, including the past experience of the 
  nurse and the lived experiences of the client and 
  his family.
	 •	 The	nurse	is	aware	of	ways	to	access	information	
  and is savvy in using computer search engines, 
  hospital librarians, and other sources of 
  information to get current data to guide practice. 
  She knows not to rely on information that is dated 
  or comes from questionable sources.

•	 The	nurse	recognizes	and	values	the	opportunity	
to question other members of the healthcare team 
when unsure about a proposed plan of care or when 
concerned that the proposed plan of care may not be 
in the best interest of the client.

	 •	 The	nurse	sees	herself	as	a	key	player	in	the	
  health care of the patient, rather than a task-
  performer who carries out a prescriber’s “orders.” 
  Using standardized communication tools such 
  as SBAR (situation, background, assessment, 
  recommendation), the nurse assertively shares 
  information to assist the team in providing 
  comprehensive care.
	 •	 The	nurse	seeks	to	understand	scopes	of	practice	
  of other disciplines and values the collaboration 
  that can ensue, rather than engaging in “turf 
  wars” to protect artificial boundaries.

•	 The	nurse	is	familiar	with	standards	of	practice	for	
his/her practice area and implements appropriate 
standards to promote client safety and well being.

	 •	 While	law	and	rules	from	Ohio’s	and	other	states’	
  boards of nursing are written in general to apply 
  to practice in any setting, standards of practice 

  specific to various clinical areas are available 
  from professional associations. There are 
  standards, for example, for critical care 
  nursing, emergency department nursing, oncology 
  nursing, parish nursing, and nursing professional 
  development practice. The good critical thinker 
  will review these standards periodically and reflect 
  on his/her practice in relation to them.
	 •	 The	good	critical	thinker	knows	sources	of	
  information and is not afraid to ask questions. 
  He recognizes that questioning is a way to 
  clarify and verify information to aid in providing 
  quality care, rather than a process of challenging 
  another team member’s decision-making. Using 
  effective communication skills, the good critical 
  thinker clearly conveys the concept of respectful 
  collaboration in practice to his colleagues by his 
  verbal and non-verbal behaviors.

•	 The	nurse	uses	appropriate	sources	of	data	to	learn	
about clients, their needs, and their care

	 •	 Sources	of	personal	data	include	clients,	families,	
  significant others, and members of the healthcare 
  team.
	 •	 Sources	of	clinical	data	include	reputable	web	
  sites, evidence-based practice standards, research 
  findings, and up-to-date resource books/manuals.
	 •	 Sources	of	facility	specific	data	can	include	
  policy/procedure manuals, ethics guidelines and 
  committees, and administrative directives.
	 •	 The	critically-thinking	nurse	is	able	to	locate	the	
  appropriate data, or go to the right people to get 
  this data, in order to provide safe, timely client 
  care.

Numerous additional examples could be provided, but 
the bottom line is that providing nursing care is both an 
expectation and a privilege. Nurses are expected to use 
good thinking and judgment to plan, implement, and 
evaluate appropriate care, not just be “robots” performing 
jobs. It is the ability to use critical thinking and clinical 
judgment that makes the nurse so valuable!

Summary
Ohio Board of Nursing rules guide use of the nursing 

process by both registered and licensed practical nurse. For 
the RN, steps of the nursing process include assessment, 
analysis, planning, implementation, and evaluation. For 
the LPN, steps of the nursing process include contributing 
to assessment, planning, implementation, and evaluation. 
Critical thinking and clinical judgment are expected to be 
used to carry out the steps of the nursing process in a way 
that provides safe, appropriate care to clients.

Nursing Process and Critical Thinking continued from page 6
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New Programs
in Cincinnati, Ohio

Starting Fall 2012
Part-time Blended format

Master of Science in Nursing
• Education Track
• Administration Track

www.msj.edu/msn

Doctor of Nursing Practice
• Post MSN Advanced Practice Track
• Administration Track

www.msj.edu/dnp

The Schar College of Nursing and Health Sciences is 
located in Mansfield, Ohio, and students begin their 
academic experience as freshmen on the Ashland 
University campus in Ashland, Ohio.

A tenure track faculty position is available for a doctorally 
prepared individual who has certification as a Family Nurse 
Practitioner. Eligibility for RN licensure in the State of Ohio 
is required.

Please submit a letter of application, current vitae, and 
contact information for three references to Faye Grund, 
Interim Dean (fgrund@ashland.edu).

www.ashland.edu

 
 
 
 
 
 

Professional Opportunities Available:
For information contact:

The

Science + Spirit
of Medical Excellence.

 

Don Austin
dmaustin@health-partners.org
100 Medical Center Drive
Springfield, OH 45504
(937) 523-5363
Community-Mercy.org
to apply online

■	 Manager of Patient Care – Medical 
Cardiology

■	 Oncology Director
■	 Manager of Patient Care – OR
■	 Director of Clinical Services – Women’s 

and Children’s Service Line  
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Nursing Process and Critical Thinking:
Ohio Board of Nursing Law and Rules

Post Test and Evaluation 
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:  ___________

1. Information about application of nursing process is 
part of rules regarding:

 a. Delegation of nursing tasks
 b. Discipline and remediation of nurses
 c. Requirements for RN/LPN curriculum
 d. Standards of practice 

2. An advanced practice nurse must follow the laws and 
rules for registered nurses.

 a. False
 b. True 

3. An LPN is the same as an LVN.
 a. False
 b. True 

4. A person can call himself an LPN prior to passing the 
licensure examination.

 a. False
 b. True 

5. The Ohio Board of Nursing regulates facilities that 
employ nurses.

 a. False
 b. True 

6. An RN could appropriately delegate collection of vital 
signs for a stable client to a nursing assistant.

 a. False
 b. True 

7. Following rules regarding implementation of the 
nursing process is:

 a. Based on the employer’s policies and procedures
 b. Left to the discretion of the nurse
 c. Mandatory for all licensees 
 d. Optional for advanced practice nurses

8. The law regulating the practice of nursing in Ohio is:
 a. 4723 OAC
 b. 4723 ORC 

9. The registered nurse is expected to act ____ to 
implement the nursing process.

 a. As a member of the team 
 b. Independently  

10. The step of the nursing process that is present for the 
RN but not for the LPN is:

 a. Assessment
 b. Analysis 
 c. Implementation
 d. Evaluation

11. The decision about how frequently to assess a client is 
based on:

 a. Facility policy
 b. The client’s condition 
 c. The nurse’s other commitments
 d. The time specified in rule

12. Following the steps of the nursing process is:
 a. Cyclical
 b. Linear
 c. Inconsequential
 d. Sequential

13. The Ohio Board of Nursing operates under:
 a. Federal law
 b. Hospital accreditation guidelines
 c. State law 

14. Clinical judgment is defined in rule as:
 a. Application of the nursing process
 b. Making wise decisions about clients
 c. Use of a nurse’s knowledge and experience 
 d. Working as a member of the clinical team

15. As used in law and rule, the term “licensed nurse” 
applies to:

 a. Advanced practice nurses
 b. Both RNs and LPNs
 c. Nurses with active licenses and student nurses
 d. Only those nurses who took the licensure 
  examination in Ohio

16. Lab results are _____ data.
 a. Objective 
 b. Subjective 

17. Steps of the nursing process are found in:
 a. Law
 b. Rule 

18. A nursing diagnosis is the same as a medical 
diagnosis.

 a. False
 b. True 

19. Standards of practice in rule reflect those standards 
which are considered to be:

 a. Best practice guidelines
 b. Evidence-based practice standards
 c. Minimally acceptable to protect the public 
 d. Required by certification and accreditation 
  bodies

20. The LPN’s contribution to assessment is based on 
the law scope of practice statement that the LPN 
conducts:

 a. Analyses
 b. Evaluations
 c. Follow up
 d. Observations

21. Sharing of information for the purpose of providing 
health care is:

 a. Consistent with both HIPAA and the OBN 
 b. Consistent with HIPAA but not acceptable to the 
  OBN
 c. Inconsistent with HIPAA regulations but 
  acceptable to the OBN
 d. Inconsistent with OBN but acceptable under 
  HIPAA

22. There are ____ steps in the nursing process for the 
RN.

 a. Three
 b. Four 
 c. Five 
 d. Six

23. A nursing assistant practices under:
 a. Decision making authority
 b. Delegation 
 c. Direct orders from a physician
 d. Direction  

24. There are ____ steps in the nursing process for the 
LPN.

 a. Three
 b. Four 
 c. Five  
 d. Six

25. The rules specify that steps of the nursing process for 
both RNs and LPNs should be carried out:

 a. According to facility policy
 b. Clearly and consistently
 c. In an accurate and timely manner
 d. When the nurse has the opportunity 

26. The LPN practices under:
 a. Decision making authority
 b. Delegation  
 c. Direct orders from a physician
 d. Direction 

27. Who makes a decision about what implementation 
activities should be carried out by an LPN?

 a. The client
 b. The LPN
 c. The Board of Nursing
 d. The RN 

28. Scope of practice information is found in :
 a. Law 
 b. Rule

29. Scope of practice for the registered nurse includes 
application of:

 a. Basic knowledge
 b. Specialized knowledge 

30. The scope of practice for a registered nurse includes:
 a. Assessment of health status and evaluation of 
  nursing actions 
 b. Practicing under the direction of the physician
 c. Recognition of roles of other healthcare 
  providers
 d. Supporting the mission of the employer

31. A stipulation for LPN practice is that he/she practices 
through:

 a. Autonomous action
 b. Delegation
 c. Direction 
 d. Independent decision-making

32. An RN is expected to provide health teaching as part 
of the provision of nursing care:

 a. False
 b. True 

33. An LPN with appropriate authorization is permitted 
to perform IV therapy for:

 a. Adults 
 b. All age groups
 c. Any patient needing IV therapy
 d. Anyone except a neonate

34. Steps of the nursing process which require critical 
thinking include:

 a. All of them 
 b. Analysis and evaluation
 c. Assessment and analysis
 d. Implementation and evaluation

35. An example of a nurse using critical thinking is:
 a. Documenting assessment findings
 b. Following a facility policy
 c. Giving a medication according to a prescriber 
  order
 d. Recognizing when assistance is needed 

36. Laws and rules specific to the Ohio Board of Nursing 
regulate:

 a. Behaviors of clients receiving nursing care
 b. Employers of nurses
 c. Facilities in which nurses practice
 d. Nursing practice in any setting 

37. An example of use of good critical thinking skills is:
 a. Following a prescribed clinical pathway for each 
  client
 b. Seeking information about cultural influences 
  affecting the client’s care choices 
 c. Reading a text book
 d. Using a programmable IV pump

38. A nurse using good critical thinking will do what in 
relation to new lab values received for a client?

 a. Analyze them in relation to the client’s current 
  status, medications, and plan of care 
 b. Document receipt of the information from the 
  laboratory
 c. File them in the chart
 d. Report them to the physician within two hours
 
___________________________________________________

Evaluation

1.  Were the following objectives met? 

 a. Define nursing process steps  __ Yes __No
  for RNs and LPNs as identified 
  in nursing rules

 b. Describe application of nursing  __ Yes __No 
 process and critical thinking in

  the clinical environment.

2. Was this independent study an  __ Yes __No
 effective method of learning?

 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?
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OBJECTIVE: Describe what nurses need to know about 
the Patient Protection and Affordable Care Act.

“The nurse participates in the advancement of the profession 
through contributions to practice, education, administration, and 
knowledge development.” Provision Seven; Code of Ethics for 
Nurses. American Nurses Association.

Introduction
Documents setting out professional obligations and 

expectations for the nursing profession recognize that one 
of the profession’s essential features is its role in influencing 
public policy to promote social justice. (Nursing’s Social Policy 
Statement. American Nurses Association. 2010). The Code 
of Ethics for Nurses (that serves as both a general guide for 
all nurses and a social contract with the public) contains a 
provision that speaks implicitly to the responsibilities owed 
to the public in the policy making arena. Provision Seven 
recognizes nurses have a “responsive and collaborative role 
in health care policy for the overall advancement of the 
profession” (Drought: P 91)

The professional obligations envisioned by these 
documents took on new significance when the Obama 
Administration proposed far-reaching reforms to America’s 
health care delivery system. Efforts to enact what eventually 
became known as the Patient Protection and Affordable Care 
Act of 2010 (ACA) were rife with controversy and special 
interest group exaggerations and scare tactics. In the midst 
of these rancorous debates, the public weighed in through 
a Gallup Poll responding that nurses needed to have a more 
meaningful voice in designing elements of health care reform. 
Similarly, the Future of Nursing report issued by the Institute 
of Medicine in 2010 stated, “nurses should be full partners 
with physicians and other health professionals in redesigning 
health care in the United States” (p. S-3)

Not only is the public demanding more involvement by 
nurses, that involvement carries with it a certain unique 
obligation that grows out of the esteem in which nurses 
are held by the public. Nurses have been consistently and 
repeatedly rated as the most trusted professionals for 
honesty and ethics in polls conducted annually by the Gallup 
organization. To paraphrase a well-known commercial, “When 
nurses talk, people listen.” Because of this special relationship, 
nurses must be knowledgeable about the law itself and also 
cognizant of how their words will be perceived and perhaps 
influence public opinion. 

The Code of Ethics for Nurses envisions a strong advocacy 
role for nurses both at the bedside and in health policy 
development arenas. The study will provide nurses some of the 
tools they need to be more effective advocates as the debate 
about health care reform continues. The purpose of this 
independent study is to help nurses meet their obligation to 
the public in the context of the ACA. It provides information 
about the contents of the law and how it will affect the health 
care system, consumers of health care services, and the nursing 
profession in the years ahead. 

It begins with an overview of the historical background 
surrounding health care reform and provides a general 

overview of some provisions of the ACA, particularly those 
most relevant to nurses. It then discusses implementation 
strategies including the evolving patient-centered medical 
homes, accountable care organizations, and nurse-managed 
health clinics. Finally, it looks at efforts to define essential 
health benefits in conjunction with the insurance coverage 
exchanges created by the ACA and the ongoing court battles 
over the individual mandate. 

Background Basics—The Historical Perspective
Is more care better care or does accountable care bring value?
Although the Affordable Care Act is law in the United 

States, the verdict is out as to whether it will actually be 
implemented in a way that will result in meaningful health 
care reform. Many argue that the Act did not go far enough 
while others believe it is the first step toward the dismantling 
of the most envied health care system in the world. Political 
considerations have long affected efforts to address the 
very real concerns consumers, providers, and payers have 
recognized with the current system of care delivery. Most agree 
that without some level of reform the fiscal solvency of business 
and government alike is threatened.

The ACA is not the first time law makers sought to change 
the way the United States delivers/pays for health care. 
President Franklin Roosevelt sought some measure of national 
health insurance in legislation that created the Social Security 
program. President Harry Truman proposed a national health 
care program through an insurance fund into which everyone 
would pay. More recently, President Bill Clinton (through 
the efforts of Hillary Clinton) attempted a major reform of 
the health care system that fell victim to the massive negative 
lobbying efforts of the private insurance industry.

The revitalized push for change in 2008 was motivated by 
a series of factors that brought heretofore opposing interest 
groups to the policy table. Simply put, the US health care 
delivery system was providing a product no one could afford 
to buy. Employers and business groups were alarmed at the 
rising costs of health care insurance, and insurance companies 
accepted the need for change and agreed to be part of the 
discussions. Despite having a general consensus that change 
was necessary, the design of that change was far from agreed 
upon.

Some advocated an incremental approach to health care 
reform. They prefer to encourage competition relying more 
on market forces rather than government to bring about 
reform and control costs. These entities believe employers 
should not be required to provide insurance and Medicaid 
should not be expanded. Finally, they believe it should be 
easier for insurance companies to sell their products across 
state lines. At the other ends of the spectrum are those who 
believe a single payer system—Medicare for all—is the only 
way to ensure health care needs are adequately met. The 
intensity surrounding this major policy shift is reflected in the 
number of special interest groups that committed resources 
to the political debates. “More than 1,750 companies, trade 
groups, and other organizations spent about $1.2 billion and 
hired about 4,525 lobbyists to influence health care reform 
in 2009. There were about eight lobbyists for each member of 
Congress.” (Edwards 155)

Ultimately, President Barack Obama signed the Affordable 
Care Act into law on March 23, 2010. The Congressional vote 
preceding the President’s action followed party lines with no 
Republican voting in favor of this major piece of legislation. 
(House vote: 220 for—207 opposed. Senate vote: 56 for—46 
opposed). Although the law is in effect the debate rages on. In 
fact, in January 2011 following the mid-term elections of 2010, 
the House of Representatives (with a newly elected Republican 
majority) in a symbolic move voted 245 to 189 to repeal the 
ACA. The measure continues to face judicial challenges that 
will be discussed in more detail later in this study.

Getting Down to Basics 
The ACA represents transformational change. It attempts 

to create health care reform that maintains America’s long-
standing reliance on private sector insurance coverage while 
expanding governmental programs such as Medicaid. The 
reform initiative centers around the patient and requires 
new roles and responsibilities for everyone. Consumers must 
manage their health, providers must manage costs, hospitals 
and specialists must reduce volume and improve value, 
purchasers must change benefit design packages, and health 
plans must change the payment system.

The reform initiative, with the patient in the middle, relies 
on four essential interconnected elements for its success. Those 
elements are better care coordination, better access to care, 
better alignment of incentives and better health information 
technology. Simply providing health insurance coverage does 
not ensure access to care. Providers must be readily available 
to provide the services that patients need, which will require 
both expanded hours and non-traditional venues. Care 
coordination will entail more interdisciplinary communication 
and wide-spread appreciation for the contributions made by 
all members of the health care team toward the patient’s well-
being. To better control costs, payment incentives must be re-
configured so as to reward best practices and best outcomes 
rather than volume in the most expensive environments. 
Finally, a robust health information system must be in place 
with the focus being on an integrated health record rather 
than on isolated medical records. 

The ACA does the following:

Phase 1 implementation

	 •	 Limits	spending	for	administrative	costs	by	
  insurance providers.
	 •	 Preventive	care	is	free.	Medicare	will	cover	an	
  annual wellness visit at no cost to the patient. 
  Flu shots, cancer screenings, and diabetes 
  testing are also free to the patient.
	 •	 Prohibits	insurers	from	denying	coverage	due	
  to a pre-existing condition.
	 •	 Young	people	can	stay	on	parents’	insurance	
  policy until age 26.
	 •	 No	life-time	limits	can	be	imposed.
	 •	 Medicare	Part	D—the	drug	coverage	gap	
  or “doughnut hole” is addressed. 50% discount 
  on brand name prescription drugs covered by 
  Medicare. Additional savings on brand-name 
  and generic drugs until the coverage gap is 
  closed in 2020.
	 •	 Creates	Center	for	Medicaid	&	Medicare	
	 	 Innovation	within	the	Center	for	Medicaid	&	
  Medicare Services (CMS) to test innovative 
  payment and service delivery models that 
	 	 reduce	the	rate	of	Medicaid	&	Medicare	growth	
  while preserving quality of care.
	 •	 Provides	small	businesses	tax	breaks	for	
  providing insurance coverage for their 
  employees.

Subsequent implementation

	 •	 Extends	insurance	to	over	30	million	people	by	
  expanding Medicaid and providing federal 
  subsidies to help lower -and middle-income 
  Americans buy coverage.
	 •	 Creates	insurance	exchanges	for	those	unable	
  to buy affordable individual coverage elsewhere.
	 •	 Creates	a	panel	of	experts	to	limit	government	
  reimbursement to only those treatments shown 
  to be effective.
	 •	 Creates	incentives	to	“bundle”	services	rather	
  than charging for individual services.
	 •	 Individual	insurance	coverage	mandate	
  becomes effective in 2014.

Nurse specific provisions
Many of the lesser-known provisions of the ACA will 

directly and positively have an impact on the nursing 
profession and issues important to nurses. While not often part 
of the national debate about health care reform in general or 
the ACA in particular, these important concepts help insure 
an adequate nurse workforce and that community-based care 
in a variety of venues is available to geriatric and underserved 
populations. 

Through the efforts of the American Nurses Association 
(ANA) these key provisions were included in the legislation:

Financial support to enhance the health care workforce
•	 Federal	support	for	Nursing	Workforce	Development	

Programs. These programs recruit new nurses into 
the profession, promote career advancement within 
nursing, and improve patient care delivery. Financial 
incentives are devised to direct nurses into areas of 
greatest need including departments of public health, 
community health centers, and disproportionate share 
hospitals.

•	 Increases	funding	for	the	National	Health	Service	
Corps. Removes cap of 2,800 commissioned officers 
in the regular corps. Also establishes a grant program 
for hospitals, medical schools, academically affiliated 
physician assistant training programs, and other entities 
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to develop and operate accredited training programs 
for the provision of primary care. May use grant funds 
to provide financial aid to students and faculty to 
enhance professional development among faculty in 
primary care programs and to establish and maintain 
academic departments in primary care. Makes changes 
to the loan repayment requirements.

•	 Authorizes	$50	million	in	grants	for	the	cost	of	
operating Nurse-Managed Health Centers that provide 
comprehensive primary care or wellness services 
without regard to income or insurance status for 
patients. These centers must provide care to vulnerable 
populations and be associated with an academic 
department of nursing, qualified health center, or 
independent nonprofit health or social services agency.

•	 Clarifies	that	accredited	nurse	midwifery	education	
programs are eligible for the Advanced Education 
Nursing Grant Program. 

•	 Amends	the	Nurse	Education,	Practice,	&	Retention	
Grants initiative. Adds two new grant programs for 
nurse retention, one for accredited nursing schools or 
health facilities to promote career advancement and 
the other to nursing schools or health care facilities 
that can demonstrate enhanced collaboration and 
communication among nurses and other health care 
professionals.

•	 Updates	or	expands	the	Nursing	Student	Loan	
Program and the Nurse Loan Repayment and 
Scholarship Programs.

•	 Increases	the	Nurse	Faculty	Loan	Program	amounts.	
Provides funding priority to doctoral nursing students.

•	 Authorizes	$338	million	in	appropriations	to	carry	out	
nursing workforce development programs including 
advanced education nursing grants, workforce diversity 
grants, and nurse education, practice, quality and 
retention grants.

•	 Establishes	a	Public	Health	Workforce	Repayment	
Program to assure an adequate supply of public health 
professionals to eliminate workforce shortages in public 
health agencies.

•	 Authorizes	an	Allied	Health	Loan	Forgiveness	
Program to assure an adequate supply of allied 
health professionals to eliminate critical allied health 
workforce shortages at public health agencies, acute 
care facilities, ambulatory care facilities, and other 
underserved health facilities.

•	 Authorizes	Health	&	Human	Services	(HHS)	to	make	
grants to accredited educational institutions that 
support scholarships for mid-career public health and 
allied health professionals who seek additional training 
in their respective fields.

•	 Expands	workforce	diversity	grant	program	by	
permitting such grants to be used for diploma and 
associate degree nurses to enter bridge or degree 
completion programs or for student scholarships and 
stipend programs for accelerated nursing degree 
programs.

•	 Establishes	a	loan	repayment	program	for	individuals	
who are willing to practice in a pediatric medical or 
surgical subspecialty or in child mental health and 
behavioral health care for at least two years in an 
underserved area.

•	 Establishes	a	three-year	grant	program	under	which	an	
institution of higher education can subsidize training 
of individuals at that institution who are willing to serve 
as direct care workers in a long-term or chronic care 
setting for at least two years after completion of their 
training.

•	 Authorizes	HHS	to	award	grants	to	advanced	practice	
nurses who are pursuing a doctorate or other advanced 
degree in geriatrics and who will agree to teach or 
practice in the field of geriatrics, long-term care, or 
chronic care management for a minimum of five years.

•	 Uses	provider	neutral	language	that	looks	beyond	
physicians as providers of high quality, cost-effective 
primary care. Recognizes the role of nurse practitioners 
and certified nurse midwives in the effort to meet 
health care needs.

Care delivery
•	 Does	NOT	contain	a	specific	voluntary	advanced	

planning consultation under Medicare but does create 
a Community Living Assistance Services and Support 
(CLASS) independent benefit plan available for 
individuals with functional limitations.

•	 Establishes	a	shared	savings	plan	under	which	a	
group of providers and suppliers may form a legally 
structured Accountable Care Organization to manage 
and coordinate care for Medicare fee-for-service 
beneficiaries. 

•	 Authorizes	HHS	to	establish	a	grant	program	for	states	
or state-designated entities to establish community-
based interdisciplinary intra-professional teams 
to support primary care practices within a certain 
area. Such “health teams” may include nurses, nurse 
practitioners, medical specialists, pharmacists, 
nutritionists, dieticians, social workers, and providers 
of alternative medicine. A health team must support 
patient-centered medical homes defined as a mode of 
care that includes personal physicians, whole person 
orientation, coordinated and integrated care, and 
evidence-informed medicine. 

•	 Provides	a	10%	bonus	payment	under	Medicare	from	
2011-2016 to primary care practitioners (including 

nurse practitioners and clinical nurse specialists) 
practicing in health profession shortage areas.

•	 Increases	reimbursement	rate	for	Certified	Nurse	
Midwives for covered service from 65% of the rate for 
physicians to the full rate.

•	 Creates	the	Independence	at	Home	Demonstration	
Program for chronically ill Medicare beneficiaries to 
test payment incentives and service delivery systems 
that utilize physician-and nurse practitioner-directed 
home-based primary care teams aimed at reducing 
expenditures and improving health outcomes.

•	 Authorizes	states,	with	federal	grant	support	and	
after conducting a mandatory assessment of needs, 
to establish evidence-based nurse home visitation 
programs for maternal, infant, and early childhood 
purposes.

•	 Creates	a	state	option	under	Medicaid	to	provide	
coordinated care through a “health home” for 
individuals with chronic conditions. 

•	 Does	NOT	establish	a	State	Medicaid	pilot	program	
for accountable care organizations (ACOs) but does 
authorize a demonstration project for pediatric ACOs 
that serve state Medicaid and State Children’s Health 
Insurance Program beneficiaries. 

•	 Establishes	two	grant	programs	for	school-based	health	
clinics that serve a large population of children eligible 
for medical assistance under the State Medicaid plan or 
under waiver authority for this plan. The first authorizes 
grants to provide for construction of, and equipment 
for, new school-based health centers. The second 
provides funding for existing school-based health 
centers for operation, equipment acquisition, training, 
and salaries of personnel. 

•	 Establishes	a	graduate	nurse	education	program	in	
Medicare through which five eligible hospitals will 
receive Medicare reimbursement for the educational 
costs, clinical instruction costs, and other direct and 
indirect costs of the hospitals’ expenses attributable to 
the training of advance practice nurses with respect 
to the skills needed to provide primary and preventive 
care, transitional care, chronic care management, and 
other services appropriate for the Medicare-eligible 
population.

Quality of care & effectiveness initiatives
•	 Establishes	a	non-profit	Patient-Centered	Outcomes	

Research Institute to perform and synthesize research 
on comparative effectiveness.

•	 Directs	the	Nursing	Home	Compare	Medicare	Website	
to release information on staffing data for each facility, 
including resident census data, hours of care provided 
per resident per day, staffing turnover and tenure. The 
information must be in a format that enables consumers 
to compare differences in staffing between facilities and 
state and national averages for facilities.

•	 Authorizes	the	Secretary	of	HHS	to	create	a	
standardized complaint form and requires states to 
establish complaint resolution processes. Provides 
whistleblower protection for employees who complain 
in good faith about the quality of care or services at a 
skilled nursing facility.

•	 Requires	Medicare	skilled	nursing	facilities	and	
Medicaid nursing facilities to disclose information 
on their ownership and organizational structure 
to government authorities and mandates that such 
facilities implement a compliance and ethics program 
by 2013. These facilities must report in detail their 
expenditures on wages and benefits for direct care staff 
and also must develop a program under which facilities 
report staffing information in a uniform format based 
on payroll data.

•	 Establishes	a	Center	for	Quality	Improvement	and	
Patient	Safety	for	Healthcare	Research	and	Quality	to	
support best practices for quality improvement in the 
delivery of health care services. 

Politics of Reform—Moving Forward
As noted previously, the ACA is not without its dedicated 

detractors. Many candidates seeking election in 2012 will make 
repeal of the health care reform law part of their campaign 

appeals. While most people admit the current system is not 
sustainable, how to structure changes to that system continues 
to be passionately debated. 

Because efforts to reform the United States’ health 
care system were driven in large measure by the federal 
government, it is not surprising that politics played 
a significant role in what emerged as the legislative 
product. Given the volatile nature of the issues involved, 
implementation of the new law will not be without its 
challenges. When Republicans won control of the U.S. House 
in 2010, many did so on the basis of a campaign promise to 
dismantle the ACA. Because repeal is not likely to happen 
directly through legislative action, opponents will attempt to 
withhold the appropriations needed to enforce the law. For 
example, one of the provisions in the law requires employers 
to offer health insurance to their employees or pay a penalty. 
By limiting the money available to the Internal Revenue 
Service to enforce the penalty, the effectiveness of the penalty 
(and ultimately the law itself) is undermined. Secondly, the 
opposition has attacked the law in court and at the state level 
by questioning whether the individual mandate (that everyone 
must have health insurance by 2014) is constitutional. The U.S. 
Supreme Court will decide that issue before the elections in 
2012. (The individual mandate is covered in more detail later 
in this study).

While some may believe the model for health care reform 
was decided with passage of the ACA, in reality the shape of 
reform remains largely unresolved. Nurses and the nursing 
profession, therefore, have significant roles to play as the 
issues are played out in the political arena and in local health 
care facilities. Now is not the time for nurses to sit back 
passively as care delivery models are rolled out. Rather they 
must be vigilant and insist upon being full partners in the 
implementation of reform as envisioned by the Institute of 
Medicine and expected by the public.

Implementation efforts—Opportunities for nurses 
in the ACA

The ACA contemplates several models of health care 
delivery that offer unprecedented opportunities for nurses. 
Because the law recognizes genuine reform cannot occur 
through a single-focus approach, the role nurses have always 
played in assuring quality care cost effectively has become a 
critical component of a variety of reform initiatives. Holistic 
patient-centered care that utilizes family and community 
resources as well as care continuity, coordination, and 
management epitomize nursing practice and now are the 
backbone of the ACA. Ultimately the law creates incentives to 
reward coordinated care where value is the goal rather than 
the volume of care. Three emerging care delivery models are 
addressed in the ACA—patient-centered medical homes, 
accountable care organizations, and nurse-managed health 
centers. The patient-centered medical home is the foundation 
for health care reform while an accountable care organization 
is a mechanism for channeling reimbursement to the team 
members involved in a patient’s care.

Patient-centered medical homes
The best care without access is an empty promise. Simply 

doing things does not create a patient-centered environment. 
The culture of practice needs to change, and that is where 
nurses have a special role to play, especially as patient-centered 
medical homes form the nucleus of health reform.

A medical (or health care) home is a mechanism that 
provides patients with a primary care practitioner who 
coordinates care across settings and providers. Financial 
incentives may be offered to encourage preventive care and 
chronic care management, with the goal being to reduce 
reliance on specialists and emergency care. Under the ACA 
grants will be awarded to states to establish interdisciplinary 
teams to support primary care practices, including OB/GYN 
practices.

In Ohio, the 128th General Assembly created a pilot 
program (HB 198) that was designed to provide grant dollars 
to support the development of at least 40 patient-centered 
medical homes, four of which are to be run by advanced 
practice nurses. Several projects are already underway and the 
breadth of the original pilot concept is expanding as sources 
for financial support are identified and brought on board. 
Nurses have been involved in developing the framework for 

Patient Protection continued on page 12

Patient Protection continued from page 10

The Arguments for and against

Arguments against the ACA  Arguments against repeal

The ACA The ACA repeal would
•	 is	as	an	intrusion	by	government	that	prompts	employers		 •	 increase	the	number	of	uninsured
	 to	eliminate	jobs.		 •	 put	insurers	back	in	control	of	health	care	by
•	 creates	an	unstable	entitlement	program	and	saddles	states		 	 allowing	them	to	increase	premiums	at	will
	 and	the	federal	government	with	unmanageable	costs.		 •	 increase	the	federal	budget	deficit.
•	 interferes	with	the	doctor-patient	relationship	and	
 exacerbates rising health care costs. 

Sale of insurance across state lines 

Opponent arguments Proponent arguments

•	 It	would	weaken	state’s	authority	to	regulate	insurance	and		 •	 Helps	small	businesses	band	together	and	buy
 enforce consumer protection  insurance
	 	 	 •	 Limits	damages	in	medical	malpractice	cases
	 	 	 •	 Promotes	the	use	of	health	savings	accounts	in	
    combination with high-deductible insurance 
    policies
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Ohio’s program, including the interdisciplinary educational 
components.

In a 2010 study comparing elements of existing medical 
home demonstrations, success appeared to depend in part on 
providing dedicated “non-physician” care coordinators and 
on expanding access to various providers. (Fields et al.) The 
provision of these essential services is consistent with nursing’s 
core scope of practice. Patient-centered care is not new to 
nurses who are educated to understand the whole person in 
the context of his/her family and community. This expertise 
equips nurses to serve as leaders and teachers while other 
members of the health care team must adopt a new focus for 
their practices.

Accountable Care Organizations
An Accountable Care Organization (ACO) is both a 

business structure for compensating its participants as well as 
a means to achieve the goal of patient-centered quality care. It 
is not a bricks and mortar entity but is a payment mechanism. 
Within an ACO, a group of providers and suppliers of services 
including physicians, nurses, hospitals, and others will work 
together to coordinate care for the Medicare beneficiaries they 
serve. (While the ACOs contemplated by the ACA are limited 
to Medicare beneficiaries, many believe the concept will be 
replicated in the private market. To date, however, advocates 
for these entities in the private sector are recommending that 
they be physician-centered).

ACO Definition

Ideal Real world

Group of providers who are  Group of providers who
accountable for the quality,  can figure out a way to save
cost and overall care of  money in health care
patients

Goal: Facilitate better  If consumers perceive
coordination and cooperation  ACOs are there to limit
among providers care rather than manage it, 
 they will be unlikely to 
 embrace the concept

The goal of an ACO is to deliver seamless, high quality, 
patient-centered care. An ACO operates under a shared 
savings program in which it shares with Medicare cost 
savings that occur because care is better coordinated and less 
fragmented or duplicative. To share in the projected savings 
the ACO must meet quality standards in five areas—patient/
caregiver satisfaction, care coordination, patient safety, 
preventive health, and at-risk population health. Medicare 
initially will pay the ACO on a fee-for-service basis but 
providers may also receive a portion of any savings realized 
through their care coordination efforts. Ultimately, ACO’s will 
receive capitated payments based on the number of people 
they serve.

CMS has been developing the regulations needed to 
implement the ACO concept and ANA advocated repeatedly 
throughout the process for an expanded role for registered 
nurses in these collaborative entities. The final regulations 
recognize nurse practitioners and clinical nurse specialists 
as primary care providers along with physicians. In addition, 
ANA identified the following opportunities for nurses 
resulting, in part, from the emphasis on care coordination 
characterizing the ACO:

•	 An	ACO	will	be	accountable	for	the	quality,	cost,	and	
overall care of the Medicare fee-for-service beneficiaries 
assigned to it and must include a sufficient number of 
primary care providers (PCPs) to meet the care needs 
of at least 5,000 beneficiaries. This opens the door for 
nurse practitioners and clinical nurse specialists to 
demonstrate their value as PCPs.

•	 An	ACO	must	define	processes	to	promote	evidence-
based medicine and patient engagement, report 
on quality and cost measures, and coordinate care, 
including the use of telehealth, remote patient 
monitoring, and other enabling technologies.

•	 An	ACO	must	meet	patient	centeredness	criteria	such	as	
the use of patient and caregiver assessments or the use 
of individualized care plans. 

A cautionary note with respect to ACOs is sounded as well. 
ANA acknowledges that nurses may find themselves being 
required to do additional documentation that could take time 
away from direct patient care. While care coordination is an 
important function, institutions may not be willing to spend 
appropriate sums to achieve the envisioned results. 

Nurse-managed health clinics
The ACA establishes a new grant program to fund nurse-

managed health clinics to provide comprehensive primary 
care and wellness services to under-served or vulnerable 
populations. These clinics are to be led by advanced practice 
nurses (APNs) and must be associated with a school, college, 
university, or department of nursing; federally qualified health 

center; or independent nonprofit health or social services 
agency. APNs, particularly nurse practitioners, are uniquely 
positioned to reframe how primary care is delivered, including 
placing an emphasis on wellness education and aggressive 
management of chronic conditions. Primary care delivered by 
nurse practitioners has been proven to be cost effective and of 
high quality. Data obtained from the reporting requirements 
included in the grant program will further demonstrate that 
utilizing nurses to the fullest extent of their professional scope 
results in improved outcomes and value-driven health care. 

Purchasing exchanges
Implementation of the ACA includes one additional 

significant component—the establishment of state-based 
health exchanges that will serve as an insurance purchasing 
resource for individuals who are not able to obtain the 
mandated health insurance coverage elsewhere. As part of its 
goal to help uninsured Americans obtain affordable coverage, 
private health insurance plans will be offered to low- and 
moderate-income individuals and small employers through 
state-based purchasing exchanges, often with financial help. 

To ensure a more consistent level of benefits, the ACA 
requires insurance plans participating in the exchange to 
offer certain “essential” benefits and services (EHB). The law 
directs HHS to define the EHB package, and the Institute 
of Medicine (IOM) was asked to propose a set of criteria 
and methods that should be used in deciding what benefits 
are most important for coverage. Finding the right balance 
between making coverage available that would enable 
individuals to get the care they need while keeping costs 
affordable was the special challenge facing those who were 
tasked with developing the criteria. The ACA includes ten 
general categories of health services that must be included in 
the EHB:

•	 Ambulatory	patient	services
•	 Emergency	services
•	 Hospitalization
•	 Maternity	and	newborn	care
•	 Mental	health	and	substance	abuse	disorder	services,	

including behavioral health treatment
•	 Prescription	drugs
•	 Rehabilitative	and	habilitative	services	and	devices
•	 Laboratory	services
•	 Preventive	and	wellness	services	and	chronic	disease	

management
•	 Pediatric	services,	including	oral	and	vision	care.

Although the ACA may have contemplated a federally 
defined EHB, in December, 2011 President Obama moved 
the decision-making authority to individual states as long as 
they provide benefits within the above ten categories. Under 
the HHS approach, states would have the flexibility to select 
a benchmark plan that reflects the scope of services offered 
by a “typical employer plan.” In doing so states must take 
into account the health care needs of diverse segments of 
the population, including women, children, and people with 
disabilities. States can select the plan that best meets the needs 
of its citizens from the following options:

•	 One	of	the	three	largest	small	group	plans	in	the	state	
by enrollment;

•	 One	of	the	three	largest	state	employee	health	plans	by	
enrollment;

•	 One	of	the	three	largest	federal	employee	health	plan	
options by enrollment;

•	 The	largest	HMO	plan	offered	in	the	state’s	commercial	
market by enrollment.

The default benchmark plan, should the state not select 
a program, would be the largest plan by enrollment in the 
largest product in the state’s small group market. In other 
words, the state would look at the small group market—i.e., 
small businesses and identify which plan offers the scope of 
services that has been selected most often by those purchasing 
coverage. That level of coverage would then be become the 
default plan states would offer those who have no other access 
to health insurance. 

Ohio has been slow to begin the process of establishing its 
insurance purchase exchange largely because the Director 
of the State Department of Insurance opposes the ACA as it 
is currently configured. The legislature has now taken steps 
to force the Director to act (HB 412 of the 129th General 
Assembly). As this debate moves forward in the legislature, 
nurses may want to weigh in. When doing so several 
fundamental principles may form the foundation for their 
contributions. Those principles can be found in the positions 
advocated by ANA.

ANA continues to hold the position that health care is a 
basic human right and further supports the restructuring 
of the health care system to ensure universal access to a 
standard package of essential health services for all citizens 
and residents. By allowing states to define essential health 
benefits for purposes of the insurance exchange, more focus 
may be placed on affordability as opposed to what is really 
needed to keep people healthy and productive. (American 
Nurses Association 2012 (P.2) ANA goes on to advise nurses 
to “advocate for vulnerable populations as decisions are made 
by the states.” It will be important to link affordability to 
outcomes and to insist that consideration be given to the broad 
array of health professionals who can effectively provide these 
services. The definition of who should be able to provide the 
services within the EHB must be broadly defined and inclusive 
of all eligible providers. Finally, the focus should be on primary 
care and community-based and preventive services. 

The Individual Mandate: The Elephant in the Room
In order to avoid the consequences of adverse selection1 

and the costs associated with providing uncompensated care 
to uninsured individuals, the ACA includes a requirement 
that by 2014 most Americans must have health insurance (the 
individual mandate or minimum coverage provision). It is an 
important part of the health care reform law and also one of 
its most controversial aspects. Despite, or perhaps because of, 
the importance of the individual mandate to the success of the 
federal law, it has become the target for those determined to 
see the law fail. 

Several states, including Ohio, have challenged the 
constitutionality of the minimum coverage provision on the 
grounds that Congress does not have the authority under 
the U.S. Constitution to require individuals to purchase 
health insurance. The issue has been decided differently by 
several circuit courts of appeal thus sending the matter to the 
U.S. Supreme Court. In a case titled Department of Health and 
Human Services et al. v. State of Florida et al., the Court will hear 
extended oral arguments in March with a decision expected in 
June 2012. The American Nurses Association joined in filing 
an amicus curiae (friend of the court) brief in support of the 
constitutionality of the provision at issue.

In building its case that health care is an economic issue 
the amicus brief cited numerous facts in support of this 
position. Approximately 50 million non-elderly Americans do 
not have health insurance, leaving millions unable to pay for 
adequate medical care. (Kaiser Family Foundation) This is a 
public health issue because the lack of insurance accounted 
for more than 44,000 deaths in 2005. (Wilper) The lack of 
insurance is also a burden on the American economy in that 
62% of all personal bankruptcies are caused in part by medical 
expenses. Thousands of workers forego a new job opportunity 
or the chance to start a business because they cannot afford to 
leave a job that provides health insurance. (Stroupe) Between 
1999 and 2009, the percentage of Gross Domestic Product 
(GDP) devoted to health care climbed from 13.8% to 17.6% 
and per capita spending grew from $4,000 to just over $8,000. 
(Auerbach	&	Kellerman)

In addition to the facts set forth in the brief, other 
considerations might be raised during oral arguments before 
the Court. Without the individual mandate the Robert 
Wood Johnson Foundation estimates that 40-42 million 
would remain uninsured as opposed to 26 million with the 
mandate. Private insurers would cover 4 million fewer people 
than they would with the mandate. Uncompensated care 
spending would be much higher and individual premiums in 
health benefit exchanges would increase by 10% in a scenario 
assuming high exchange participation and by 25% with a low 
participation scenario. The average premium for a non-group 
health insurance plan would increase 27% by 2019 without 
an individual mandate or minimum coverage provision. 
That means cost shifting would increase family premiums 
over $1,000 per year and individual premiums over $410. 
(Congressional	Budget	Office	&	Gruber)

When language that precludes a pre-existing condition 
prohibition is not coupled with an individual coverage 
mandate, insurers fear the effects of adverse selection on their 
viability. That fear is not groundless when considering the 
experience of states that enacted the pre-existing condition 
language into their statutes. Without a minimum coverage 
provision the states experienced significant premium spikes 
and ultimately lost most or all of their individual market 
insurers.

All of this data helps bolster the key argument that 
economic factors are driving the individual mandate and 
that delaying the purchase of insurance in order to effectively 
transfer the cost of health care to third parties is an activity 
that substantially affects interstate commerce and thus may be 
regulated by Congress. (Amicus Brief)

The Supreme Court’s decision in this case will have a major 
impact on the fate of health care reform in general and the 
ACA in particular. Because so much is riding on the outcome 
of this case, those on all sides of the reform debate will 
rigorously scrutinize the decision and its implications moving 
forward.

Conclusion
Any changes in the way health care is delivered or paid 

for will inevitably affect nurses and their practice. One may 
argue the merits of whether government should be involved 
in health care and how that involvement should be played 
out. Regardless of the outcome of that argument, however, 
nurses cannot afford to be on the sidelines as important 
policy decisions are made in both the public and private 
sectors. For too long, too many nurses have chosen not to be 
active participants in the policy-making process, preferring to 
leave that aspect of their practice to someone else. Nurses can 
no longer sit on the sidelines as bystanders while health care 
reform takes on substance and form. Too much is at stake for 
both nurses and the patients they serve. 

Nursing practice provides special insights and knowledge 
that directly relate to the current challenges facing policy 
makers. When that experiential knowledge is paired with 
an understanding of the intricacies of health care reform 
initiatives, nurses become formidable advocates for their 
patients and their profession. Such advocacy is the crux of 
nursing’s social contract with the public and is demanded by 
the Code of Ethics for Nurses.

1 Adverse selection occurs when only those who are in poor health 
(and thus most likely to submit claims) purchase health insurance. 
Premium amounts would eventually become cost-prohibitive or 
insurers would become insolvent.

Patient Protection continued from page 11

Patient Protection continued on page 13
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Patient Protection and Affordable Care Act
What Every Nurse Needs to Know About Health Care Reform 

Post Test and Evaluation 
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:  ___________

1. An accountable care organization (ACO) was created 
by the Affordable Care Act to:

 a. provide a business structure for compensating 
  participants
 b. achieve the goal of patient-centered quality care
  develop the essential health benefits for the 
  insurance exchange
 c. encourage participants to share savings resulting 
  from care coordination
 d. all of the above
	 e.	 only	a	b	&	d

2. Those opposed to the Affordable Care Act’s 
approach to health care reform have:

 a. challenged the use of accountable care 
  organizations as a payment mechanism in state 
  courts
 b. limited appropriations needed to implement 
  various programs and enforcement mechanisms 
  contained in the law to stall its implementation
 c. filed a cease and desist order with the US 
  Supreme Court on the basis that the law is 
  unconstitutionally vague

3. Nurses may find new practice opportunities open to 
them as result of:

 a. the reliance on patient-centered medical homes 
  as the centerpiece for care delivery under the 
  affordable care act
 b. providing bonus payments to certain advanced 
  practice nurses practicing in health shortage 
  areas
 c. establishment of evidence-based nurse home 
  visitation programs for maternal, infant, and 
  early childhood purposes
 d. grant programs directed at school-based health 
  clinics
 e. all of the above

4. Reforming care delivery requires:
 a. Better care coordination
 b. Better access
 c. Better alignment of incentives
 d. Better health information technology
 e. All of the above
	 f.	 Only	a	b	&	c

5. The individual coverage requirement:
 a. becomes effective in 2012
 b. means all individuals must have health care 
  insurance coverage or pay a penalty
 

 c. means all employers must offer health care 
  coverage to their employees
 d. prohibits insurers from denying coverage 
  because an individual has a pre-existing 
  condition.

6. Essential health benefit packages may be developed 
by states and can exclude:

 a. durable medical equipment
 b. maternity and newborn care
 c. mental health services
 d. laboratory services

7. The Code of Ethics for Nurses is silent with respect to 
a nurse’s role in public policy development.

  _____  True
  _____  False

8. The Affordable Care Act is now law therefore nurses 
do not need to be concerned about health care 
reform.

  _____  True
  _____  False

9. Adverse selection means those individuals with 
health care needs opt for insurance coverage while 
healthier populations do not which in effect drives 
up the cost of insurance coverage. 

  _____  True
  _____  False

10. The federal government recently released a 
list of essential health benefits that will ensure 
standardization in covered services across state lines.

  _____  True
  _____  False

11. Before enactment of the Affordable Care Act, health 
care reform had been limited to efforts undertaken 
by President Bill Clinton. 

  _____  True
  _____  False

12. The United States House of Representatives voted in 
2011 to repeal the Affordable Care Act.

  _____  True
  _____  False

13. Only health care providers have new roles and 
responsibilities as a result of health care reform.

  _____  True
  _____  False

14. Patient-centered medical homes have been described 
as the backbone of health care reform.

  _____  True
  _____  False

15. If consumers perceive Accountable Care 
Organizations are there to limit care rather than 
manage it, they will not willingly accept this care 
delivery model.

  _____  True
  _____  False

16. Although care coordination is a laudable goal, 
nurses may face challenges in their daily practice 
as institutions develop processes to better manage 
patient care.

  _____  True
  _____  False

17. ANA’s position with respect to universal access to a 
standard package of essential health services for all 
citizens is not fully achieved through the Affordable 
Care Act.

  _____  True
  _____  False

18. Passage of the Affordable Care Act means there will 
no longer be any uninsured individuals in the US.

  _____  True
  _____  False

19. The Affordable Care Act is an attempt to maintain 
America’s reliance on private sector insurance 
coverage while expanding eligibility for certain 
government-sponsored programs.

  _____  True
  _____  False

20. Repeal of the Affordable Care Act would ensure 
more stability in the federal budget because the cost 
of implementing the new law could be avoided.

  _____  True
  _____  False
___________________________________________________

Evaluation:

1. Were you able to achieve the following objective? 

 a) Describe what nurses need to  __Yes __No
  know about The Patient 
  Protection and Affordable 
  Care Act. 

2. Was this independent study an __Yes __No
 effective method of learning?

 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?
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(McHolm, 2006 retrieved 5/15/2011 from www.
nursingcenter.com/prodev/ce_article_asp?tid=676963)

Burnout Compassion Fatigue

Anyone who works in  Health care professionals who
difficult work  regularly observe or listen to
environments is at risk  experiences of fear and pain 
 and suffering are at risk

Adapt to exhaustion  Continue to give but cannot
by becoming less  maintain a healthy balance
empathetic and more  between empathy and
withdrawn objectivity
Reduced personal 
achievement 

Response to work  Response to people. Personally
situation identify with patient and 
 personally absorb patient’s 
 trauma or pain

Results from being busy Results from giving high levels 
 of energy and compassion over 
 a prolonged period of time.

Evolves gradually when 
differences between 
the expectations of the 
individual and the 
organization are in
conflict

“Compassion fatigue is a one-way street. Individuals 
give out a great deal of energy and compassion to others 
over a period of time yet are not able to get enough back 
to reassure themselves that the world is a hopeful place.” 
(Retrieved from www.pspinformation.com/caregiving/
thecaregiver/compassion.shtml on May 17, 2011) Those 
experiencing compassion fatigue give from a state of 
depletion. They never fill themselves because they have 
never accepted that sustainable self-care is an essential 
ingredient in the care giving equation. 

Compassion fatigue is a stress response. Consistent with 
stress theory, the longer a stress occurs or the greater the 
number of stressors at any one time, the more severe the 
impact of the stress on the individual.

Identifying Compassion Fatigue
According to Michael Kearney, MD, lead author of a 

report on compassion fatigue published in the Journal of the 
American Medical Association, approximately 6-8% of nurses 
and physicians suffer compassion fatigue. The number of 
non-professional caregivers who experience the condition 
is not known, however. The lack of hard data should not be 
interpreted as an indication that the problem is confined 
to professionals. Rather, it suggests that more attention 
should be given to the spouses, parents, siblings and others 
who are being relied upon more and more often to take 
on long-term care giving roles and responsibilities in our 
evolving health care system. 

Some postulate that compassion fatigue is more 
common today among professional caregivers because 
of increased patient loads, a shortage of nurses and other 
health care personnel, and financial constraints/budgetary 
realities that force difficult economic choices to be made.  
Nurses who bring high expectations to a job are at risk for 
compassion fatigue as are younger employees who are new 
to their careers. (Bush, 2009).  Regardless of the cause, the 
end result is costly both from a personal perspective as well 
as from a financial one. 

The personal manifestations of compassion fatigue 
stem from the dynamics underlying the circumstances 
that lead to the condition. At its core, compassion fatigue 
is similar to other addictions. Negative emotions, stress, 
and an overwhelmed feeling arise and the individual does 
not know how to respond. The feelings are tamped down, 
but the pain never actually goes away. Negative reactions 
emerge so temporary solutions are tried over and over and 
over.  Such self-abuse is the addiction. An element of denial 
exists similar to all addictive behaviors.

Developed by: Janice Lanier, JD, RN

This independent study has been developed to help 
nurses better recognize compassion fatigue in nurses and 
non-professional caregivers and how to manage it. The 
author and planning committee members have declared no 
conflict of interest. There is no commercial support for this 
independent study.

Disclaimer: Information in this study is intended for 
educational purposes only. It is not intended to provide 
legal and/or medical advice.

1.08 contact hours will be awarded for successful 
completion of this independent study.

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.

© 2011 Ohio Nurses Association. Expires 12/2013
 

OBJECTIVE
Upon completion of this independent study, the learner 

will be able to:
1. Describe the difference between burnout and 

compassion fatigue.
2. Identify how the effects of compassion fatigue can 

have implications for the health care delivery system 
as a whole.

3. Identify strategies for dealing with compassion 
fatigue for both the nurse and non-professional 

Study
The phone rang at 6:30 that morning. It was the nurse calling 

to say she would not be able to be at my house by seven because 
she didn’t have any gas in her car. In fact she wouldn’t be there 
at all. Now what was I to do? My eight year-old daughter who is 
severely disabled has significant care needs that only a licensed 
nurse can meet. I couldn’t take another day off from work and 
expect to continue to have that job. All I could do was sit in the 
middle of my floor and cry uncontrollably. Eight years of multiple 
life threatening emergencies, as well as day-to-day care giving 
expectations, had taken their toll on my coping skills. I was tired. I 
was done, but I couldn’t take the day off.

This scenario and others like it are played out daily 
sometimes with devastating consequences. The idea that 
nurses and other professional caregivers are susceptible to 
what has come to be known as “compassion fatigue” has 
received wide-spread acceptance; however, the long-term 
effect of compassion fatigue on non-professional caregivers 
has received far less focus. As more and more emphasis 
is placed on home or community-based care venues as 
the preferred location for meeting health care needs, the 
stress experienced by the non-professional caregivers 
will take on even greater significance. The purpose of 
this study is to define compassion fatigue, distinguish it 
from burnout, and identify strategies for ameliorating its 
symptoms. Secondarily, the study will explore the role of 
nurses dealing with non-professional individuals who care 
for loved ones over a prolonged period of time and who 
are experiencing compassion fatigue. Finally, the study will 
look at the implications of compassion fatigue relative to 
the health care delivery system as a whole. 

Compassion Fatigue v. Burnout
Caring is a cornerstone of nursing. Eric Gentry, a 

leading traumatologist, has suggested that “people who 
are attracted to care giving often enter the field already 
compassion fatigued. They come from a tradition where 
they are taught to care for the needs of others before 
caring for themselves.” With that idea in mind, it should 
not be surprising that something called “compassion 
fatigue” might be especially prevalent among nurses and 
others in the helping professions. 

The compassion that goes hand-in-hand with caring 
is defined as “feelings of deep sympathy and sorrow 
for another who is stricken by suffering or misfortune, 
accompanied by a strong desire to alleviate the pain or 
remove its cause.” (Webster, 1989 p. 229) Compassion is 
the therapeutic alliance between the patient and the nurse 
to achieve the desired outcome. (Figley, 2006) Despite the 
importance of compassion to effective nursing practice, it 
can become a deterrent to good care when it overwhelms 
the nurse’s ability to function effectively in a professional 
caregiver capacity.

The term “compassion fatigue” was first used in 1992 
by Joinson to describe a syndrome that occurred when 
nurses were caring for a patient facing life-altering or life-
threatening changes as a result of an illness or accident. 
(Murphy, 2010) It was used to describe the level of burnout 
experienced by nurses and physicians worn down by caring 
for patients in post-traumatic stress disorder (PTSD) clinics 
and emergency departments.

As more attention was focused on the concepts 
embodied in that early description, experts began to 
distinguish burnout from compassion fatigue and vicarious 
trauma or secondary trauma stress. The latter now refers 
to traumatic stress reactions that occur following critical 
or emergent experiences in which the initial traumatizing 
event suffered by one person becomes a traumatizing 
event for another. In other words, the nurse caregiver 
internalizes the PTSD experienced by a patient. This 
vicarious trauma is the emotional response to a single 
acute traumatic event. (Florio, 2010) The symptoms of 
vicarious or secondary trauma are usually rapid in onset 
and associated with a particular event. They include being 
afraid, having difficulty sleeping, having images of the 
upsetting event pop up in one’s mind, or avoiding things 
that remind one of the events. 

Conversely, burnout and compassion fatigue are 
progressive and develop over a more prolonged period 
of time. Burnout is defined as the “state of physical, 
emotional and mental exhaustion caused by long-term 
involvement in emotional demanding situations.” (Florio p 
4) Burnout is more than a sense of frustration or tiredness, 
and is associated with a situation rather than a person. If 
you can trace the stress in question to work conditions, 
time pressures, or personalities, it is most likely burnout.

Several stages comprising the path to burnout have 
been identified and include enthusiasm, stagnation, 
frustration, and apathy. Enthusiasm occurs early in 
an individual’s career. He/she is highly motivated and 
compelled to do the best job possible. These caregivers may 
take on extra projects to establish their place in the work 
community. At the stagnation stage the individual may 
feel in a rut. Work lacks variety and challenge. Enthusiasm 
has waned and more importance is placed on career 
development and financial considerations. The frustration 
stage is the point at which feelings of hopelessness 
and powerlessness begin to surface. Unhappiness and 
discontent are prevalent. Finally in the apathetic stage the 
individual operates on autopilot. This can be a dangerous 
stage because the caregiver may not be functioning at 
his/her highest level. If burnout is not identified at the 
earlier stages, it can become progressively worse and more 
difficult to reverse. Nurses experiencing burnout are at 
greater risk for compassion fatigue.

“Compassion stress is a response to the people who 
are suffering rather than to the work situation.” (Florio 
p 7) Compassion fatigue is not a character flaw. Rather, 
it is defined as the state of exhaustion and dysfunction 
(biologically, psychologically, and socially) resulting from 
prolonged exposure to compassion stress. “We become 
exhausted by the exposure to experience after experience 
of emotionally draining patients who look to us for help.” 
(Florio p. 8) Compassion fatigue is a form of burnout 
that has progressed to a higher level. It is severe malaise 
resulting from caring for patients who are in pain or 
suffering. (Aycock, 2009) Compassion fatigue is considered 
to be more complex than burnout. It stems from working 
with patients who have debilitating or serious illness or 
trauma. 

Compassion fatigue is the emotional, physical, social, 
and spiritual exhaustion that overtakes a person and 
causes a pervasive decline in his/her desire, ability, and 
energy to feel and care for others. Such fatigue causes 
the sufferer to lose the ability to experience satisfaction 
or joy professionally or personally. Compassion fatigue 
is not pathological in the sense of mental illness, but is 
considered a natural behavior and emotional response that 
results from helping or desiring to help another person 
suffering from trauma or pain. 

“I’ve Fallen and I Can’t Get Up”
Compassion Fatigue in Nurses and Non-Professional Caregivers
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ACROSS
4. A ______ A medical (or health care) home is a mechanism that provides patients 

with a primary care practitioner who coordinates care across settings and providers. 
6. The term “_______ fatigue” was first used in 1992 by Joinson to describe a 

syndrome that occurred when nurses were caring for a patient facing life-altering or 
life-threatening changes as a result of an illness or accident. 

8. The ACA establishes a new _____ program to fund nurse-managed health clinics 
to provide comprehensive primary care and wellness services to under-served or 
vulnerable populations

9. _____ means collection of data.
11. An ______ care organization is both a business structure for compensating its 

participants as well as a means to achieve the goal of patient-centered quality care. 
12. _____ is an example of a physical symptom of compassion fatigue.
13. Scope of _____ provides the authority under which the RN and LPN provide care 

for clients in this state.
14. The ACA includes a requirement that by 2014 most Americans must have health 

insurance 
15. For the LPN, steps of the nursing process include ________ to assessment, 

planning, implementation, and evaluation.

DOWN
1. Compassion fatigue is the emotional, physical, social, and spiritual exhaustion that 

overtakes a person and causes a pervasive ______ in his/her desire, ability, and 
energy to feel and care for others

2. Without the individual mandate the Robert Wood Johnson Foundation estimates 
that 40-42 million would remain _______ as opposed to 26 million with the 
mandate. 

3. ____ is an example of a psychological symptom of compassion fatigue.
5. ______ is referred to in rule as “transfer of responsibility for the performance of 

a selected nursing task from a licensed nurse authorized to perform the task to an 
individual who does not otherwise have the authority to perform the task.”

7. Compassion fatigue is a ______ response.
10. For the RN, steps of the nursing process include assessment, analysis, planning, 

implementation, and _______Hint: All answers are found within this issue’s independent studies.
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