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by Joan Jenkins, RN, BSN

The following story debuts the Nursing 2015 Red Team’s 
Every Nurse is a Leader series, which highlights how nurses 
make decisions, take actions and deliver care in ways that 
demonstrate leadership. 

I am a Registered Nurse/Case Manager, in the 
Comprehensive Homeless Center’s Outreach Program, 
at a Veteran Affairs (VA) medical center. As a member of 
the Outreach team, I am responsible for providing skilled 
nursing and care coordination services to veterans that 
are currently experiencing homelessness. In this capacity, 
I provide physical and psychiatric assessments, medication 
education, crisis intervention services, transportation 
assistance, place consults for healthcare, dental, and 
other appointments, advocate for the veterans, assist with 
housing, etc… These services are provided on an outpatient 
basis, and are offered at various homeless centers, drop-
in centers, campsites, and other locations where homeless 
veterans may be encountered. The goal of the Outreach 
Program is to begin to identify the factors that have 
contributed to the individual becoming homeless, and then 
to adequately address each issue.

In order to best meet the needs of the homeless 
veterans, I have found it necessary to work collaboratively 
with other VA health professionals from a variety of 
disciplines. However, I have found it to be just as important 
to develop collaborative partnerships with non-VA 
healthcare professionals. One such collaboration which 
has developed is between myself the program manager 
of a community agency that provides no cost/low cost 
healthcare to the homeless. We often work together at 
a men’s homeless shelter which houses 350 people each 
night. During one such instance, after having seen patients, 
we discussed different ideas for improving the attendance 
at our perspective health promotion groups. The agency 
program manager told me about one of her past groups, 
a book club, that had been well attended. She stated that 
when she had worked with another community agency she 
had had started a book club at several homeless facilities. I 
asked her if she had encountered any veterans at these book 
clubs, and she stated that a significant number of veterans 
had attended her groups. I told her that I was definitely 

interested in developing a book club, but that I wanted 
to focus on homeless veterans. She stated that we could 
design the book club around “veteran specific” issues, but 
also allow others to attend. After deciding who we would 
be targeting, we discussed why the book club would be an 
effective teaching tool. After completing literature reviews 
we determined that the book club would be a great way to 
improve the health literacy of the participants. A significant 
barrier to achieving, and maintaining a healthy life style 
is poor healthy literacy. Being health literate is not only 
associated with not being able to read, and comprehend 
health information. It is also associated with the ability to 
achieve direct contact with a healthcare professional, and 
to make informed decisions about one’s health. 

After determining why the book club would be 
significant, and what issue it would be addressing, we 
learned that we had been awarded grant money. We then 
developed the remainder of the program. The name of our 
innovative group is The Homeless Veteran’s Health Literacy 
Book Club, and it meets once a week. This group allows 
the veteran to have meaningful conversations with the VA 
nurse/community agency nurse. It provides a safe, and 
confidential arena in which health teaching is done while 
discussing parallel life experiences & lifestyle behaviors 
exhibited by characters in the books being read. We kicked 
off our first meeting on September 1st, and plan to expand 
our program to the men’s homeless shelter soon.

Tell us your story! Think of a time when you felt especially 
proud of the role you played in a situation that affected 
the outcome for a patient, a student, a colleague, or a 
community. Submissions should be insightful, encouraging, 
or inspirational. We are looking for stories that have a strong 
beginning, middle and end and are ideally no longer than 
500 words.

Terms and Conditions: All stories must be true. Names of 
patients, clients, colleagues, students and facilities must be 
changed to protect their identity. Please include your contact 
information; name, address, phone number and email 
address. There is no monetary prize if your story is selected 
for print and you retain all rights. Please send your story to 
Shannon Richmond at srichmond@ohnurses.org.

Every Nurse is a Leader: Book Club Improves 
Health Literacy for Homeless Veterans
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Find Your Next Nursing Job 
at OhioRNCareers.com

Nurses
Make your resume available to employers for FREE, 

confidentially if you choose. Quickly and easily find 
relevant nursing job listings and sign up for automatic 
email notification of new jobs that match your criteria.

Apply online and create a password-protected account 
for managing your job search. Save up to 100 jobs to a 
folder in your account so you come back to apply when you 
are ready. Your next nursing job is waiting for you at www.
OhioRNCareers.com!

Employers
Through w w w.OhioRNCareers.com, employers 

have access to the largest audience of qualified nursing 
professionals in Ohio and the nation via the National 
Health Care Career Network, a growing network of over 200 
top healthcare associations and professional organizations, 
including the American Nurses Association.

With a paid job posting, employers can search the 
resume database and use an automatic notification system 
to receive email notifications when new resumes match 
criteria.

Monster and others like it charge close to $400 for the 
most basic job posting, plus upwards of $500 to search 
resumes. The ONA Career Center, www.OhioRNCareers.
com, is much more competitively priced starting at $350 per 
local listing for non-members and $250 for ONA members, 
with access to our fast-growing resume database at no 
additional charge. 

Visit 
www.OhioRNCareers.com 

 Today!
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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 Foundation. 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 delivery.

Editor’s Notes

All independent studies published in 
the Ohio Nurse are free to ONA members 
and can be completed online through our 
CE4Nurses website. Non-members can also 
complete the studies published in this issue 
online for $12.00 per study. See page 5 for 
more details. Non-members: think about 
joining ONA! See page 3 for membership 
information and five reasons for joining the 
only professional organization in Ohio for 
registered nurses.
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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 Law and Rules in Ohio: An Overview

__ The Eight Domains of Palliative Care: The Framework for Palliative Care Practice

__ Interpreting Common Lab Values

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 September 1, 2011. Please 
send post-test and this completed form to: Ohio Nurses Foundation, 4000 East Main Street, Columbus, OH 43213.

NON ONA-MEMBERS:
Each study in this edition of the Ohio Nurse is $12.00 for non ONA-Members. Please send check payable to the Ohio 
Nurses Foundation along with post-test and this completed form to: Ohio Nurses Foundation, 4000 East Main Street, 
Columbus, OH 43213. Credit cards will not be accepted.

ADDITIONAL INDEPENDENT STUDIES
Additional independent studies can be purchased for $12.00 plus shipping/handling for both ONA members and 
non-members. A list is available online at www.ohnurses.org > Education > Earn Contact Hours

ONA OFFICE USE ONLY
Date received: _______________________ Amount: ____________________________  Check No.:  __________________

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

Instructions to Complete Online
1. Go to www.ohnurses.org and click on the CE4Nurses logo
2. Click on “Ohio Nurse Independent Studies”
3. 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).

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

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

6. 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.

7. Please read the independent study carefully.
8. 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 Foundation, 4000 East Main Street, Columbus, 
OH 43213

Post-test
The post-test will be reviewed. If a score of 70 percent or 

better is achieved, a certificate will be sent to you. If a score of 70 
percent is not achieved, a letter of notification of the final score 
and a second post-test will be sent to you. We recommend that this 
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 issued.

References
References will be sent with the certificate.

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

ohnurses.org), or Zandra Ohri, MA, MS, RN, Director, 
Continuing Education at 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 authors and planning committee members of these 
studies have declared no conflict of interest.

The Ohio Nurses Foundation (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
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Developed by: Carol Roe, JD, RN, Centers for Dialysis 
Care, Inc., Shaker Heights, Ohio. Revisions to this study 
were made by Jan Lanier, JD, RN, and Kathleen Morris, MS, 
RN.

This independent study has been developed for nurses 
who wish to learn more about nursing law and rules in 
Ohio. The study was designed to be utilized with both 
Section 4723 of the Ohio Revised Code (ORC), (commonly 
known as the Nurse Practice Act) and Chapter 4723 of the 
Ohio Administrative Code (commonly known as Board 
rules). 

This independent study meets the Ohio Board of 
Nursing requirement for 1 contact hour of approved 
continuing education directly related to the law and rules 
governing nursing practice in Ohio. 1.2 contact hours will 
be awarded for successful completion of this independent 
study. The authors and planning committee members have 
declared no conflict of interest. There is no commercial 
support or sponsorship 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. Copyright ©2002, 2004, 2006, 
2008, 2010 by Ohio Nurses Foundation.

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

Expires 12/2012.  

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Describe the difference in the role of the Ohio Board 

of Nursing and professional nursing associations in 
Ohio.

2. Describe the role of the Ohio General Assembly in 
establishing the Nurse Practice Act in Ohio.

3. Describe selected functions of the Ohio Board of 
Nursing. 

4. Describe selected portions of the Nurse Practice Act 
and Board rules.

The Role of the Ohio Board of Nursing
The purpose of the Ohio Board of Nursing (OBN) 

is to protect the public. Nursing is regulated because it is 
one of the professions, if done by unqualified persons that 
could pose a risk of harm to the public. The regulation 
of nurses, like that of physicians, pharmacists, and other 
health care professionals, is within the purview of the state 
government by virtue of the 10th amendment to the United 
States Constitution. Thus, the OBN is a structure of state 
government.

The OBN is financially supported by the individual 
licensure fees which are paid by those who are regulated 
by the OBN. The payment of those fees is mandatory for 
those who wish to practice in Ohio. Because the OBN is a 
public body, its meetings are open to the public. The OBN’s 
authority and decision making are defined by the law. The 
main purpose of the law is to protect the public from the 
unsafe practice of nursing and dialysis care. 

“The nurse practice act in any state defines nursing 
practice and establishes standards for nurses in each 
state. It is the most definitive legal statute or legislative act 
regulating nursing practice” (1). The “nurse practice act” in 
Ohio can be found in Title 47 of the Ohio Revised Code 
(ORC), specifically at Chapter 4723. ORC.

The Nurse Practice Act is applicable to the practice of 
all licensed nurses, that is, registered nurses (RN), licensed 
practical nurses (LPN), certified nurse practitioners (CNP), 
certified nurse-midwives (CNM), certified registered nurse 
anesthetists (CRNA), and clinical nurse specialists (CNS). 
A change in the nurse practice act in 2000 led to the 
inclusion of dialysis technicians and in 2003, community 
health workers were added to the OBN’s jurisdiction. In 
2005, certified medication aides (MA-Cs) were recognized 
in Ohio law and became subject to Board of Nursing 
authority. The Nurse Practice Act grants the authority 
for enforcement of the law to the OBN. The law also gives 
the OBN the authority to adopt rules. The rules clarify or 
explain the law but cannot conflict with or expand the law. 
The rules can be found in the Ohio Administrative Code 
(OAC) and have the same force and effect as law. The OBN 
must enforce the law and rules regulating the practice of 
nursing as they are written even though individual nurses 
may not agree with the law. The OBN enforces the law 
and rules by taking disciplinary action against individuals 
who have been granted a license or certificate to practice 
from the OBN. The OBN has no authority over health care 
facilities or employers of nurses. It has no authority over 
individuals who are not licensed or certified by the OBN.

The Role of Professional Nursing Organizations
“Professional nursing organizations are voluntary, 

private entities and the purposes, goals, and missions of 
the organization are determined by those who choose to 
be members of the organization.  In general, purposes of 
professional nursing organizations include advocating 
for the advancement of the profession of nursing and 
protecting the public. These organizations bring the 
practitioners together and develop professional standards 
of practice, codes of ethics, and engage in peer review in 
a voluntary process. Professional nursing organizations 

Nursing Law and Rules in Ohio: An Overview 
provide services to members. In general, meetings in 
which decisions are made are open to only those who are 
members of the organization” (2).

There are a number of professional nursing 
organizations in Ohio. Additionally, dialysis technicians 
may belong to a voluntary organization comprised of 
dialysis technicians. The Ohio Board of Nursing works 
collaboratively with nursing organizations as well as 
other health care and consumer organizations. However, 
organizations do not dictate the actions of the OBN. In 
some instances, the OBN may make decisions that are not 
supported by an individual organization.

One of the functions of some professional organizations 
is influencing the making of law through lobbying the 
state legislature. Indeed, one of the reasons for the 
establishment of the Ohio Nurses Association (ONA) in the 
early 20th century was to lobby the state legislature (Ohio 
General Assembly) to pass a Nurse Practice Act in Ohio.  
ONA is one of three state nursing organizations which 
employ lobbyists. The other two are the Ohio Association 
of Advanced Practice Nurses (OAAPN) and the Ohio State 
Association of Nurse Anesthetists (OSANA).

The Role of the Ohio General Assembly in the Making of 
Nursing Law

The Nurse Practice Act (NPA) is the law (also called 
statute) governing the practice of nursing in Ohio. Like any 
other state law, it comes into being through the legislative 
process. That means that a bill must be introduced, or 
another bill amended, in the Ohio General Assembly. The 
Ohio General Assembly is the legislative or law making 
body for the state of Ohio.

Similar to the United States Congress, the Ohio General 
Assembly is made up of two houses, the Ohio Senate 
and the Ohio House of Representatives. The House of 
Representatives is comprised of 99 members and the Senate 
is comprised of 33 members.

Any bill, which is being considered by the General 
Assembly, is public information and any citizen has an 
opportunity to provide input into the law making process. 
Thus, persons other than nurses make nursing law.  Some 
nurses express disdain and frustration with the legislative 
process and vow never to be involved in “politics.” The 
reality is that the legislative process cannot be separated 
from “politics” in decisions about law.

Changes in the nursing law can occur through one of 
two ways. A bill specific to the issue is introduced or another 
bill, which has been already introduced, is amended. After 
bills traverse the process of committee hearings and votes 
by both chambers, the legislation is sent to the governor for 
action. Legislation becomes effective, that is becomes law, 
normally 90 days after signature by the governor. 

The Role of Ohio Board of Nursing in Making Rules
As previously stated, the Ohio Board of Nursing has 

been given statutory authority by the General Assembly to 
administer and enforce the Nurse Practice Act (Section 
4723.06(A), ORC). The OBN is authorized by law to issue 
all rules necessary to carry out the provisions of the law. As 
one example, the law states that continuing education is 
required in order to renew a nursing license or certificate 
(Section 4723.24 (C)(1), ORC). The specifics of meeting 
the CE requirement are spelled out in the rules (Chapter 
4723-14, OAC). All rules of the OBN are found in Chapters 
4723-1 through 4723-27 of the Ohio Administrative Code 
(OAC). It is not enough to practice in accordance with the 
law; nurses must also practice in accordance with the rules.

The rule making process for the OBN is set forth in 
another section of the Revised Code and is the same 
process for all state agencies which issue rules (Chapter 
119, ORC). That process requires that the OBN review every 
one of its rules at least once every 5 years and determine 
whether the rule should be maintained as it is, revised or 
rescinded. In addition to the mandated five year review, the 
OBN may consider whether any other existent rule needs 
to be changed or if additional rules need to be proposed 
based upon new laws passed by the General Assembly.

The OBN seeks public input into the rule making 
process in a variety of ways. A public hearing provides 
an opportunity for Board members to hear from those 
affected by the rule. The law requires the Board (like all 
other state agencies) to file its proposed rules with the Joint 
Committee on Agency Rule Review (JCARR), and other 
state entities. Ultimately, JCARR, which is comprised of 
members of the General Assembly, decides if the rules will 
be effective.

Structure of the Ohio Board of Nursing
The law dictates the composition of the Ohio Board 

of Nursing (Section 4723.02, ORC). The OBN is made up 
of eight registered nurses (RN), four licensed practical 
nurses (LPN) and one consumer. Of the eight RNs, one 
must also be authorized to practice as an advanced practice 
nurse–either a CNM, CNP, CRNA, or CNS. All of the 
nurse members must: reside in Ohio; be a graduate of an 
approved nursing education program; hold a current, valid 
Ohio license; and have engaged in the practice of nursing 
for the five years immediately preceding appointment to 
the OBN.  

The thirteenth member of the OBN represents the 
interests of consumers of nursing and dialysis care. The 
consumer member can have no association with or financial Nursing Law and Rules continued on page 5

interest in the delivery or financing of health care.
The term of office is four years with terms expiring 

at the end of the calendar year. Board members may be 
appointed to one additional four-year term. The expiration 
of terms is staggered so that all board members’ terms do 
not expire at the same time.

The Governor appoints board members. Individuals who 
wish to be considered must contact the Governor’s office 
to begin the appointment process. Nursing organizations 
as well as other organizations put forth suggestions to the 
Governor for appointment. Individuals who are seeking 
appointment need to take the necessary steps to “lobby” if 
they hope to be successful.

The OBN as a whole meets every two months for two 
days to conduct the business of the OBN.  Board members 
serve on Board Advisory Groups and Task Forces, which 
require additional meetings. Members are paid for a 
portion of their time spent in doing the work of the OBN.

The OBN annually elects a President and Vice-President 
from its 12 nurse members. The law also requires that a 
registered nurse member be elected to serve as supervising 
member for disciplinary matters.  

The OBN appoints an Executive Director (ED) annually, 
who, according to law, must be a registered nurse (Section 
4723.05, ORC). The ED in turn hires staff to carry out the 
functions and directives of the board. The ED and various 
staff members may be present at board meetings and may 
be asked to speak to certain issues, but may not vote.

The OBN, by law, may appoint Advisory Groups, which 
make recommendations to the OBN (Section 4723.02, 
ORC). Currently, the Advisory Groups are:

 Advisory Group on Continuing Education
 Advisory Group on Dialysis.

Qualifications for appointment to the Advisory Groups 
vary dependent upon the group. The requirements for the 
composition of the Dialysis Advisory Group as well as its 
functions are set forth in the law (Section 4723.71, ORC) 
whereas the other Advisory Groups are created by the OBN.  

The law also mandates one other interdisciplinary 
committee, the Committee on Prescriptive Governance 
(CPG), (Section 4723.491, ORC). This committee is 
comprised of a CNM, a CNP, a CNS, a registered nurse 
member of the OBN, four physicians, and two pharmacists.  
The CPG develops recommendations regarding the 
authority of all CNMs, CNPs, and CNSs to prescribe drugs.  

Recently, the Board began issuing so-called Interpretive 
Guidelines in response to questions raised regarding 
practice issues. Rather than maintaining an advisory group 
on practice and education, as had been the approach, the 
Board now convenes a Board Committee made up solely of 
Board members that then meets during the regular Board 
meetings. The committee obtains public input on the issue 
under discussion and gets feedback as to how proposed 
guideline language might affect practice.

Scopes of Practice and Orders 
Registered nurse and licensed practical nurse

Scopes of practice for those regulated by the OBN are 
found in varying places in the law. The scope of practice 
for the RN can be found in Section 4723.01(B), ORC, which 
states:

“Practice of nursing as a registered nurse” means 
providing to individuals and groups nursing care derived 
from the principles of biological, physical, behavioral, 
social, and nursing sciences. Such nursing care includes:
(1) Identifying patterns of human responses to actual 

or potential health problems amenable to a nursing 
regimen;

(2) Executing a nursing regimen through the selection, 
performance, management and evaluation of nursing 
actions;

(3) Assessing health status for the purpose of providing 
nursing care;

(4) Providing health counseling and teaching;
(5) 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;

(6) Teaching, administering, supervising, delegating, and 
evaluating nursing practice.”

In that same definition section of the law, Section 
4723.01(F), ORC, states:

“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:
(1) Observation, patient teaching, and care in a diversity 

of health care settings;
(2) Contributions to the planning, implementation, and 

evaluation of nursing;
(3) 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 practice, except that administration 
of intravenous therapy shall be performed only in 



June 2011 Ohio Nurse Page 5

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.

(4) 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.”

(5) Delegation of nursing tasks as directed by a registered 
nurse.

(6) Teaching nursing tasks to licensed practical nurses, 
individuals to whom the licensed practical nurse is 
authorized to delegate nursing tasks as directed by a 
registered nurse.

A frequently asked question relates directly to the legal 
differences in the scope of practice of the RN and LPN. 
As can be seen by words of the law, the most fundamental 
difference defined is that of independent versus dependent 
functioning. The definition of the practice of nursing 
by the RN outlines six broad functions, five of which are 
independent functions meaning they can be initiated solely 
at the discretion of the RN after assessment of the situation 
and needs of the client.

Conversely, all the functions set forth in the law for the 
LPN are defined as dependent functions, performed at 
the direction of the registered nurse, physician, dentist, 
optometrist, chiropractor, or podiatrist. This does not 
mean that the LPN can only practice in the presence of 
one of those individuals, but it does mean that the LPN 
cannot practice nursing independently. The entire scope of 
practice defined for the LPN must be done at the direction 
of one of the individuals listed in the law. Both the LPN 
and the healthcare professional directing the care must be 
aware of this fact.

Additional legal differences between RNs and LPNs can 
be found in rules. The rules in Chapter 4723-5,OAC, which 
relate to pre-licensure nursing education programs, detail 
the differences in the curriculums of the RN and LPN 
programs as well as faculty preparation. Additionally, rules 
entitled, “Standards of Safe Nursing Practice for Registered 
Nurses and Licensed Practical Nurses” are found in 
Chapter 4723-4, OAC. These rules outline the differences 
in the implementation of the nursing process by RNs and 
LPNs.

Another frequently asked question relates to the issue 
of “from whom can the RN or LPN take orders?” The 
answer can be found in reviewing Section 4723.01(B) (5) 
and (F)(3), ORC. Both the RN and LPN can administer 
medications and treatments which have been authorized 
by individuals licensed to practice in Ohio who are acting 
within their scope of practice. Thus, orders can be taken 
from a CNM, CNP, CRNA or CNS for ordering of diagnostic 
tests since that is within their scope of practice. Authority 
to prescribe medications may be granted by the OBN to 
qualified CNMs, CNP, and CNSs. RNs and LPNs working 
with those practitioners need to ascertain whether or not 
they have certificates to prescribe before they implement 
medication orders. Similarly, physician assistants may also 
prescribe medication under Ohio law and nurses may 
implement those orders in accordance with standards of 
safe practice set out in Chapter 4723-4 OAC.

Advanced Practice Nurses
Certified nurse-midwives (CNM); certified nurse 
practitioners (CNP); certified registered nurse anesthetists 
(CRNA) and clinical nurse specialists (CNS)

The scopes of practice for these individuals can be 
found in Section 4723.43, ORC, which states in part:

“A certified registered nurse anesthetist, clinical 
nurse specialist, certified nurse-midwife, or certified 
nurse practitioner may provide to individuals and groups 
nursing care that requires knowledge and skill obtained 
from advanced formal education and clinical experience.” 
Inherent in each of the four advanced scopes of practice 
is the concept that one cannot use any of the four titles 
without a certificate of authority (COA) from the OBN. 
This is known as “Title Protection” and applies also to the 
titles of registered nurse and licensed practical nurse.

A commonality in the scopes of practice for the CNM, 
CNP, and CNS, is the requirement of a collaborative 
practice with a physician (or podiatrist) (Section 4723.43 
(A), (C), and (D), ORC); the requirement of a standard care 
arrangement (Section 4723.431, ORC); and the authority to 
prescribe medications under Section 4723. 48, ORC. This is 
in contrast to the CRNA scope that mandates supervision 
by a physician, podiatrist, or dentist (Section 4723.43 (B), 
ORC) and does not require a standard care arrangement. A 
CRNA is not required to obtain a certificate to prescribe in 
order to provide anesthesia care.

The educational preparation and requirements of 
national certification for CNPs, CNMs, CRNAs and CNSs 
are set forth in Section 4723.41, ORC. This is an important 
provision for registered nurses who may aspire to one 
of these four roles to keep in mind. In order to obtain a 
COA to practice as either a CNP, CNM, CRNA or CNS, 
an individual must have both graduate preparation with 

a major in a nursing specialty and certification from a 
national certifying organization which meets the criteria 
found in Section 4723.46, ORC.

Dialysis Technicians
Dialysis technicians may do the following according to 

Section 4723.72, ORC: 
•	 Perform	and	monitor	dialysis	procedures,	 including	

initiating, monitoring, and discontinuing dialysis; 
•	 Draw	blood;
•	 Administer	medications,	which	are	limited	to:
 - Intradermal lidocaine or therapeutically 
  equivalent local anesthetic;
 - Intravenous heparin;
 - Intravenous normal saline;
 - Patient specific dialysate.
 - Oxygen, when it has been delegated by an RN.

According to this same section of the law, dialysis 
technicians provide dialysis care only if the care has been 
delegated by a physician or registered nurse and the 
technician is under the supervision of the physician or 
registered nurse. Supervision is defined as in the immediate 
presence of that individual.

Community Health Workers
Section 4723.81 ORC

Community health workers (CHW) are recognized by 
the OBN as community representatives who advocate for 
individuals and groups in the community by assisting them 
in accessing community health and supportive resources 
through the provision of such services as education, 
role modeling, outreach, home visits and referrals. The 
certification program under the auspices of the OBN 
recognizes these workers as members of the community in 
which they provide services with a unique perspective of 
community needs that enable them to develop culturally 
appropriate solutions to problems and translate the 
solutions into practice.

When the services performed by CHWs involve nursing 
tasks, the tasks must be delegated and supervised by a 
registered nurse.

Unlike the law applicable to nurses and dialysis 
technicians, certification by OBN is not mandatory for 
individuals acting in a community health worker capacity. 
That is, individuals who engage in the activities defined as 
the scope of practice for CHWs are not required to obtain 
certification from OBN. Doing so is voluntary. The law 
expressly prohibits CHWs from administering medications 
or performing any other activity that requires judgment 
based on nursing knowledge or expertise. 

Standards of Safe Nursing Practice
The OBN has established minimal acceptable standards 

of safe and effective nursing practice for nurses (which 
include advanced practice nurses) in any setting. Those 
standards can be found in Chapter 4723-4, OAC. Among 
provisions in the chapter are:

•	 The	 duty	 to	 clarify	 orders	 (from	 any	 individual),	
about which the nurse may have concerns (Rules 
4723-4-03 (E) and (F) and 4723-4-04(E) and (F), 
OAC);

•	 The	duty	to	maintain	confidentiality	(Rule	4723-4-03	
(H), OAC and Rule 4723-4-04(H), OAC);

•	 The	 duty	 to	 display	 the	 applicable	 title	 or	 initials	
when providing direct care to patients (Rule 4723-4-
06(A), OAC);

•	 The	 duty	 to	 promote	 a	 safe	 environment	 for	 each	
client (Rule 4723-4-06(H), OAC);

•	 The	 duty	 to	 delineate,	 establish,	 and	 maintain	
professional boundaries with each client (Rule 4723-
4-06 (I), OAC).

Similar standards, which apply to dialysis technicians 
can be found in Rule 4723-23-14, OAC. OBN rules also will 
set forth standards for community health workers in Rule 
4723-26-10 OAC.

Delegation
Delegation rules can be found in Chapter 4723-13, 

OAC. Delegation is the transfer of the responsibility for 
the performance of a selected nursing task from a licensed 
nurse authorized to perform the task to an individual who 
does not have the authority to perform the task. Nurses 
who delegate according to the rules minimize their risk of 
exposure to liability.

Licensed nurses may not delegate medication 
administration to unlicensed individuals unless a specific 
law allows it. Examples of settings where a law allows 
delegation of the administration of some medications 
are: schools, group homes under the auspices of the Ohio 
Department of Mental Retardation and Developmental 
Disability (ODMR/DD), county boards of Mental 
Retardation and intermediate care facilities for MR/DD 
(Rule 4723-13-04, OAC). Unlicensed individuals may assist 
patients with self-medication in any setting where self-
administration is allowed.

Basically, the delegation rules require a licensed nurse 
to assess the client, teach the task to an unlicensed assistive 
personnel (UAP), and supervise the performance of the 
task. The crucial factor in delegation is the exercise of 
nursing judgment by the nurse. Delegation is client or 
patient specific.  It may be appropriate for a UAP to be 
taught a variety of nursing tasks. That does not mean the 
UAP should perform every task they are competent to 

perform on every patient. Tasks may be delegated to a UAP 
which:

•	 Require	no	judgment	based	upon	nursing	knowledge	
or expertise;

•	 Have	reasonably	predictable	results;
•	 Can	 be	 performed	 safely	 according	 to	 exact,	

unchanging directions;
•	 The	 performance	 does	 not	 require	 complex	

observations or critical decisions;
•	 No	repeated	nursing	assessments	are	required;
•	 There	 are	 no	 life	 threatening	 consequences.	 [See	

Rule 4723-13-05 (C)(3) OAC]

Direct, on-site supervision is required for delegation 
if the substantial purpose of the setting is the provision 
of health care. The nurse is accountable for assessing the 
situation and is responsible for the decision to delegate. 
The nurses are accountable for the task which is delegated 
and UAPs are accountable for their own actions.

Disciplinary Provisions
One of the most misunderstood powers of the OBN is 

its role in disciplinary action. The grounds for disciplinary 
action and the process for that to occur are found in 
Section 4723.28, ORC. These provisions apply to all nurses 
and dialysis technicians. Rules of the OBN establish 
standards-and procedures for imposing sanctions on 
community	health	workers	[See	Section	4723.88	(F)	ORC]	
and	 medication	 aides	 [Rule	 4723-27-09	 OAC]	 and	 Rule	
4723-26-11 OAC.

The OBN does not take any disciplinary action without 
due process of law. In other words, there are no “nursing 
board police” who will “take away” your license immediately 
upon some error occurring. No action is taken by the 
OBN without an investigation of all the facts pertinent to 
the situation and an opportunity for the licensed nurse or 
dialysis technician, CHW or MA-C to explain. Any kind of 
action taken by the OBN, just like other regulating boards 
such as the medical and pharmacy boards, must be in 
accordance with Chapter 119 ORC, which sets forth strict 
rules for due process.

The investigatory process by the OBN is initiated by 
the filing of a complaint. A complaint is evidence that 
demonstrates that a person has violated a provision 
(or provisions) of the law or the rules of the OBN. All 
complaints are evaluated to determine if the OBN has the 
authority to investigate. Complaints may be referred to 
another agency for investigation such as the Department 
of Health if the complaint falls within the authority of that 
agency.

If the evidence gathered during the investigation 
warrants further action, formal charges will be made and 
the nurse or certificate holder will be sent a “Notice of 
Opportunity for Hearing.” The hearing is a formal process 
and both the OBN and the licensee or certificate holder 
presents his/her case before a hearing officer. Nurses or 
dialysis technicians, CHWs and MA-Cs who find themselves 
at this stage of disciplinary action should seek the advice of 
an attorney if they have not already done so.

The hearing officer listens to both sides of the case, that 
is, the OBN’s case setting forth the evidence of a violation 
and the licensee or certificate holder’s explanation and/
or denial of wrongdoing. Both sides may present witnesses 
who may either have direct knowledge of the case or may 
be experts in the area in question.

The hearing officer makes a determination based upon 
the evidence. If it is determined a violation or violations 
have occurred, the hearing officer recommends the level of 
disciplinary action. A range of options is available in terms 
of disciplinary action. The range includes:

•	 Permanent	 revocation–prohibited	 from	 ever	
practicing nursing or dialysis care or as a CHW or 
MA-C.

•	 Indefinitely/automatically/immediately	 suspended-	
prohibited from practicing for specified time period 
after which the nurse, technician, CHW, or MA-C 
may request reinstatement. 

•	 Indefinite	suspension	with	stay–on	“probation.”	May	
work as nurse or dialysis technician or CHW or MA-C 
but must be monitored and submit progress reports; 
may also have restrictions on practice.

•	 Restrictions–have	limits	on	such	things	as	medication	
administration, shift work, or type of setting worked  
placed on their practice.

•	 Reprimand–acknowledgement	 that	 something	 done	
was wrong. Does not prohibit practice, may include 
restrictions.

•	 Fines–a	fine	of	up	to	$500.00	for	each	violation.
•	 Otherwise	 discipline–examples	 include	 additional	

CE, take/retake certain education courses, write 
papers, public presentations, repeat nursing 
education dialysis technician, CHW or MA-C 
training program.

The transcript of the hearing and the hearing officer’s 
recommendations are reviewed by the members of the 
OBN with the exception of the supervising member who 
has been involved in the preparation of the case. The OBN 
members, having reviewed the materials prior to attending 
the board meeting, review the cases and hearing officer’s 
recommendations during executive (that is, closed) session 
of a regular board meeting. They may accept or modify the 
recommendations of the hearing officer. The results of the 

Nursing Law and Rules continued from page 4

Nursing Law and Rules continued on page 7
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Take CE Courses Online with CE4Nurses!
CE4Nurses has been the premier destination for Ohio nurses to get quality continuing 

education at affordable prices–and the Ohio Nurses Foundation is making it even easier 
for nurses to get the contact hours they need to maintain their license and stay at the 
forefront of their practice.

With over 50 courses to choose, RNs can easily earn contact hours toward license 
renewal at their convenience. 

The new CE4Nurses will let nurses:
•	 Purchase	as	many	studies	as	they	want	at	one	time
•	 Store	the	studies	they’ve	purchased	to	complete	at	their	convenience
•	 Save	answers	in	the	middle	of	a	test	and	come	back	to	it	later
•	 Flag	questions	that	are	skipped	and	go	back	to	them	later
•	 Review	all	answers	before	submitting	the	test
•	 Re-take	the	test	up	to	two	additional	times	if	needed
•	 Print	a	certificate	upon	passing	the	study
•	 See	all	studies	taken	at	CE4Nurses	and	print	certificates	any	time
•	 Complete	 the	 3	 studies	 published	 in	 the	 Ohio	 Nurse	 online	 (and	 free	 for	 Ohio	

Nurses Association members)

Get Started
To get started, go to www.ohnurses.org and click on the CE4Nurses logo. Browse 

the course listing and add the studies you want to purchase to your cart. Complete the 
checkout, and then you will receive a confirmation email that gives you instructions on 
how to complete your studies in the CE4Nurses Exam Manager. What are you waiting for? 
Try the new CE4Nurses today!

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

For information on upcoming 2011 
Events, go to 

www.ohnurses.org 
and click on Events

Ohio Nurses Association 
Announces an 

Educational Partnership with 
Chamberlain College of Nursing

Building on a 120-year history as a leader in nursing 
education, Chamberlain College of Nursing offers a proven 
nursing education model with a continuum of degree 
programs for success at every level.

For Ohio Nurses Association members, the partnership 
between ONA and Chamberlain College of Nursing offers a 
number of excellent benefits, including:

•	 Special	tuition	rates
•	 NO	application	or	transcript	fees
•	 A	dedicated	 admissions	 team	 to	 guide	 you	 through	

the admissions process
•	 A	toll-free	phone	line	to	streamline	your	enrollment

For more information visit www.chamberlain.edu/
ohionursesassociation or call ONA’s designated line at 877-
285-5016. To join ONA, visit www.ohnurses.org and click 
on “Join.”
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DIRECTIONS: Please complete the post-test and 
evaluation form. There is only one answer per question.  
The evaluation questions must be completed. 

Name: ______________________  Final Score: _________

1. The purpose of the Ohio Board of Nursing is to 
protect the jobs of nurses and dialysis technicians. 

 a. True b. False

2. The nurse practice act does not apply to advanced 
practice nurses.

 a. True b. False

3. Individual nurses and dialysis technicians 
voluntarily pay dues to belong to the Ohio Board of 
Nursing. 

 a. True b. False

4. The Ohio General Assembly enacted the Nurse 
Practice Act.

 a. True b. False

5. The Governor appoints the members of the Ohio 
Board of Nursing. 

 a. True b. False

6. The scope of practice for the RN and LPN is 
essentially the same. 

 a. True b. False

7. Nurses may take “orders” for diagnostic tests from 
CNMs, CNPs, CNSs, and CRNAs.  

 a. True b. False

8. Dialysis technicians provide care if it has been 
delegated by either a physician or registered nurse.  

 a. True b. False

9. Both nurses and dialysis technicians have a duty 
to delineate, establish, and maintain professional 
boundaries with patients. 

 a. True b. False

10. Nurses may delegate medication administration to 
unlicensed assistive personnel in hospitals.  

 a. True b. False

11. Once a task is delegated by a nurse to an unlicensed 
assistive person, the nurse is no longer accountable.  

 a. True b. False

12. The OBN can take away a license or certificate based 
upon a complaint being filed and a nurse might never 
have a chance to tell his/her side of the story.

 a. True b. False

13. The OBN can discipline an employer if the staffing is 
inadequate.  

 a. True b. False

14. The OBN has a range of disciplinary actions available 
to utilize in the discipline of a nurse or dialysis 
technician.  

 a. True b. False

15. The Board deliberates in executive session but actually 
makes disciplinary action decisions in public.

 a. True b. False

16. Individuals who have substance abuse problems can 
avoid discipline if they enter the Alternative Program 
for Chemical Dependency and abide by all the 
conditions of participation.

 a. True b. False
 

17. Unlicensed assistive personnel may assist patients 
with self-medication if the setting is one where the 
substantial purpose is NOT the provision of health 
care.

 a. True b. False

18. The OBN writes the laws for nurses and dialysis 
techs.

 a. True b. False

19. One of the reasons for the establishment of the Ohio 
Nurses Association was to lobby the state legislature 
to pass a Nurse Practice Act.

 a. True b. False

20. One of the 13 Board members is either a CNM, CNP, 
CRNA, or CNS.

 a. True b. False

Post Test and Evaluation–Nursing Law and Rules in Ohio: An Overview

Evaluation
1. Were the following objectives met?  ___ Yes  ___ No

 a. Describe the difference in the role of the Ohio Board of Nursing and professional 
  nursing associations in Ohio.  ___ Yes  ___ No

 b. Describe the role of the Ohio General Assembly in establishing the 
  Nurse Practice Act in Ohio.  ___ Yes  ___ No

 c. Describe selected functions of the Ohio Board of Nursing.  ___ Yes  ___ No

 d. Describe selected portions of the Nurse Practice Act and Board rules.  ___ Yes  ___ No

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

If no, please comment:

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

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

SEND WITH REGISTRATION FORM ON PAGE 3

OBN’s deliberations are reported in “open session.”
The OBN also has two programs which provide 

alternatives to disciplinary action: the Alternative Program 
and the Practice Intervention and Improvement Program. 
The goal of these non-disciplinary programs is to 
encourage early intervention and treatment or remediation 
to prevent harm to patients.

The Alternative Program for Chemical Dependency 
(Section 4723.35, ORC) is available to nurses, dialysis 
technicians and CHWs who have substance abuse problems. 

Nursing Law and Rules continued from page 5 Individuals who enter this program must submit to the 
terms of the program, which include temporary voluntary 
surrender of the license or certificate issued by OBN and 
ongoing monitoring, for the duration of participation 
in the program. Non-compliance with the terms and 
conditions will result in referral for disciplinary action by 
the OBN.

The other alternative to discipline is the Practice 
Intervention and Improvement Program  (PIIP) (Section 
4723.282, ORC). The OBN may refer individuals who have 
an identified practice deficiency that can be corrected 
through remediation to this program. Individuals who 

enter this program must complete the terms of remediation 
or be referred for disciplinary action.

Please note, under current law, MA-Cs are not eligible to 
participate in either of the alternative programs.

The OBN can only take disciplinary action in 
relationship to licensed nurses, dialysis technicians, and 
CHWs and MA-Cs. The OBN cannot discipline employers 
of nurses who may be coercing nurses to inappropriately 
delegate, nor can the OBN mandate staffing ratios. 
The OBN can, however, investigate complaints and, in 
some instances, the process of investigation provides an 
opportunity for education about nursing law.
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Delaney, MS, RN, CNS, FNP-BC, ACHPN; Carroll Quinn 
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This independent study has been developed for nurses 
to enhance knowledge about palliative care and their role 
in this area. 1.0 contact hour will be awarded for successful 
completion of this independent study. All of the authors 
are current or past members of the Ohio Hospice and 
Palliative Care Organization’s Palliative Care Committee. 
The authors wish to thank Dr. Robert Taylor, MD of the 
Ohio State University School of Medicine for his thoughtful 
editorial comments. The planners and faculty have no 
conflict of interest. There is no commercial support or 
sponsorship for this independent study.

The Ohio Nurses Foundation (OBN-001-91) is accredited 
as a provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission on 
Accreditation. 
Expires 2/2013.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Describe the eight domains of palliative care.
2. Outline the role of the nurse who is not a palliative 

care specialist in assuring patients have access to 
palliative care.

Introduction
Since the 1970’s, “palliative care” has evolved from 

an infrequently-used term referring to care provided by 
hospice in the last few months of life, to a medical and 
nursing sub-specialty that provides comprehensive services, 
in all settings, to persons experiencing life-threatening 
illnesses. Ideally introduced soon after diagnosis, palliative 
care emphasizes symptom management, patient and family 
involvement in care decisions, and an interdisciplinary team 
approach to care. There are substantial data demonstrating 
that palliative care provided earlier in the progression of 
a chronic illness benefits patients, families and the health 
system as a whole. (1, 2, 3)

However, at least two major challenges threaten the 
wide-spread acceptance of the concept of palliative care. 
First, palliative care is poorly understood by the general 
public as well as by many health providers. A good 
example of this lack of understanding was the controversy 
surrounding “death panels” in early drafts of the recent 
health care reform legislation. A proposal that physicians 
be reimbursed for care planning discussions with patients 
facing life-threatening illnesses was an attempt to introduce 
advance care planning (a major element of palliative care) 
into mainstream medical practice. The proposal was quickly 
re-framed as the use of ‘death panels’ that would take end-
of-life decisions out of the patients’ hands. Many providers 
of palliative care services were stunned by the apparent 
resistance, particularly among their colleagues, to the work 
they do every day. Much of that resistance was attributed 
to a general lack of understanding about the elements and 
benefits of palliative care. A second and related challenge 
is the reality that, while the number of palliative care 
programs in the US has increased rapidly in recent years, 
there is wide variability in the services those programs 
provide. There are no national, regulatory standards for 
palliative care as there are for hospice, thus no assurance 
that a ‘palliative care program’ truly provides the 
comprehensive, holistic services that should characterize 
such a program. Recent efforts of the National Consensus 
Project for Quality Palliative Care and the National Quality 
Forum are addressing this lack of standardization.

The purposes of this self-study article are to summarize 
the development of palliative care programs, discuss the 
Domains of Palliative Care identified by the National 
Consensus Project (4), and to outline the role of the nurse 
who is not a palliative care specialist in assuring that all 
patients experiencing life-threatening illnesses have access 
to high quality palliative care.

The Development of Palliative Care Programs
Since Dame Cecily Saunders opened St. Christopher’s 

Hospice in England in 1967, hospice care has been the 
standard of care for persons dying from terminal illnesses.

Though hospice care originated in the 1800’s in Ireland, 
it was after St. Christopher’s Hospice opened that the world 
began to understand the concept of an interdisciplinary 
approach to end-of-life care. The first Palliative Care 
program was developed in Canada in 1975, by Dr. Balfour 
Mount. Mount modeled his program at the Royal Victoria 
Hospital in Montreal, Quebec, Canada after Saunders’ 
hospice model. He coined the term ‘palliative,’ a derivative 
of the Latin paliatus, meaning to cloak or conceal. It is 
meant to convey the concept of reducing the severity of a 
situation. Dr. Mount is considered the father of palliative 
care in the hospital setting.

In spite of the rapid growth in programs, there is still 
much confusion about what really constitutes ‘palliative 
care.’ Today there is not one unified, universally agreed 
upon, definition of palliative care. Many definitions are 
similar and embody key components of care. Several 
health organizations have offered a definition of palliative 
care including the World Health Organization (WHO)

(5) and the Center to Advance Palliative Care (CAPC) (6) 
among others. The definition put forth by the Centers for 
Medicare and Medicaid Services (CMS) highlights some 
key components of palliative care. It states, Palliative care 
means patient and family-centered care that optimizes quality of life 
by anticipating, preventing, and treating suffering. Palliative care 
throughout the continuum of illness involves addressing physical, 
intellectual, emotional, social, and spiritual needs and to facilitate 
patient autonomy, access to information, and choice.(7)

The similarities in various definitions include an 
emphasis on holistic care of the patient and family 
provided by an interdisciplinary team; pain and symptom 
management that is not limited to a terminal condition; and 
care throughout the continuum of chronic, life-threatening 
illness, with a strong emphasis on quality of life. 

There is a lack of understanding by the community as 
to what palliative care programs provide in comparison 
to hospice. Most health care providers have a basic 
understanding that palliative care is initiated earlier in a 
disease trajectory whereas hospice is more often initiated 
in the last six months to year of life. But there are other 
important distinctions between the two. 

Palliative care encourages the hospice philosophy 
of holistic, interdisciplinary care for persons with life-
threatening illnesses and their families early in the course 
of the disease, long before they would be eligible for the 
Medicare Hospice Benefit that stipulates a prognosis of 6 
months or less. Ideally, palliative care team members begin 
working with a patient and family soon after diagnosis of 
a life-threatening illness, when treatment is still more 
aggressive and cure-oriented than is appropriate late in the 
disease trajectory. 

Hospice care is that part of palliative care that focuses 
on the terminal stages of illness, the phase of active dying 
and the important period of bereavement. One way to 
remember the distinction between hospice and palliative 
care is to remember that hospice is always palliative care, 
but palliative care is not always hospice. Hospice focuses on 
the last few months to a year of the disease, while palliative 
care begins early in the course of the illness. 

Today, many infectious, communicable diseases have 
been eradicated, and people most often die of chronic, 
medical illnesses such as heart failure, cancer, kidney 
disease, or dementia. The disease trajectory for persons 
with chronic illnesses is often prolonged, involving 
numerous hospitalizations for exacerbations of the illness 
and a slow gradual decline over many months or years. 
Many patients now die in the acute hospital setting, often in 
the intensive care unit at the end of an acute exacerbation. 

As more patients with life-threatening illnesses receive 
palliative care services earlier in the disease trajectory, 
many of them are discharged from the hospital, creating 
the need for the continuation of palliative care support 
as they reside in the community… at home, in assisted 
living or long term care. Community-based palliative 
care programs have been developed to fill this need for 
services across the continuum. While there are less data 
about community-based palliative care programs, many are 
partnerships between acute-care hospitals and hospices to 
provide a ‘bridge’ for palliative care patients discharged 
from the hospital but not yet in need of, or eligible for, 
hospice services. The ultimate goal of palliative care is to 
provide comprehensive, interdisciplinary services across the 
continuum, from the point of diagnosis of a life-threatening 
illness through the death of the patient and the period of 
family bereavement. 

Although there is wide variability among programs 
within the field, some key national organizations have 
come together in recent years to address this lack of 
standardization. In 2004 the first edition of Clinical Practice 
Guidelines for Quality Palliative Care was published by the 
National Consensus Project for Palliative Care (NCP). A 
second, revised edition of the document was released in 
2009.(4) The work of the National Consensus Project is an 
important development in the advancement of palliative 
care because the documents offer a map to the future. 
NCP identified 8 ‘domains’ of palliative care practice….
all of which must be addressed in order to provide quality 
palliative care to the patient and family. These eight 
domains and a sampling of preferred and exemplary 
practices are outlined below.

NCP Eight Domains of Quality Palliative & 
Hospice Care

•	Structures	and	processes	of	care
•	Physical	aspects	of	care
•	Psychological	and	psychiatric	aspects	of	care
•	Social	aspects	of	care
•	Spiritual,	religious,	and	existential	aspects	of	care
•	Cultural	aspects	of	care
•	Care	of	the	imminently	dying	patient
•	Ethical	and	legal	aspects	of	care

Domain 1: Structures and Processes of Care
Domain 1 of the NCP Clinical Practice Guidelines 

highlights the importance of accurate assessment and care 
plans that are consistent with a patient’s and family’s values 
and goals. Completing advance directives, e.g. the living will 
and durable power of attorney for healthcare document, is 

one step toward achieving this goal. However, Domain 1 
encompasses much more than simply completing advance 
directives. It cites the importance of a comprehensive 
interdisciplinary assessment of patient and family that 
addresses their identified and expressed needs. 

The interdisciplinary assessment may include a review 
of the current status of a patient’s health and any medical 
problems. The NCP states, “An interdisciplinary team 
provides services to the patient and family consistent 
with the care plan. In addition to nursing, medicine, and 
social work, other therapeutic disciplines with important 
assessment of patients and families include physical 
therapists, occupational therapists, speech and language 
pathologists, nutritionists, psychologists, chaplains, and 
nursing assistants. For pediatrics, this should include child-
life specialists. Complementary and alternative therapies 
may be included.” The gathering of patient’s medical 
information from all of their care providers is helpful to 
assure that all information can be discussed in the context 
of setting goals and plans for the patient. Palliative Care 
can be provided in a variety of structures and settings 
including, inpatient hospital, outpatient clinic, and home 
community settings. 

The Preferred Practices cited in Domain 1 are also 
related to the activity of advance care planning. Advance 
Care Planning (ACP) can be described as the creation of an 
environment of shared decision making among individuals, 
loved ones and healthcare professionals that is aimed at 
identifying a course of medical treatment in view of a 
patient’s current health status, their values and goals, while 
supporting their highest quality of life. Significant triggers 
to engage in advance care planning are emergency room 
visits, hospital admissions, transfers to other levels of care, 
situations in which the previous goals for care are not being 
met, and when patients and family express that the current 
quality of life is poor.

The Ohio living will is a document that outlines the 
type of care a person either does or does not want at the 
end of life under very specific circumstances. It provides 
for the withholding or withdrawing of life-sustaining 
treatments such as resuscitation, ventilator support, or 
medically administered nutrition and hydration. The living 
will only becomes effective when the patient is either 
permanently unconscious or is terminally ill and unable 
to communicate wishes to the healthcare team. Among 
the limitations of the living will is the fact that it has a 
narrow window of applicability, it is often not available or 
consulted, and it has limited relevance to many treatment 
decisions. Because one cannot anticipate every treatment 
scenario, attempting to do so by including too many details 
could result in constraints for the surrogate decision-maker. 
In view of these limitations, some consider the durable 
power of attorney for healthcare to be a more important 
document.

The durable power of attorney for healthcare is a 
document that identifies a person to serve as the surrogate 
decision maker and to speak for a patient anytime that 
patient has lost capacity to make decisions about his/her 
treatment wishes to the healthcare team. This decision 
maker is called an agent or attorney in fact. A patient can 
also name two alternates to serve in this capacity if the 
first choice person is not available. Some of the concerns 
related to the durable power of attorney for healthcare are 
that the agent is frequently unaware of his/her authority 
and may be uninformed about the patient’s wishes. The 
agent’s authority to make healthcare-related decisions for 
a patient becomes effective only when the patient has lost 
decision making capacity. Therefore, it is illegal to permit 
the agent to make healthcare decisions for the patient while 
the patient still has full capacity. 

In Ohio, the living will has legal precedence over the 
durable power of attorney for healthcare. As a result, the 
provisions set forth in a patient’s living will must prevail 
over the decisions of the agent/attorney in fact. This 
illustrates the importance of communication between the 
patient and his/her decision maker. Another source of 
possible confusion is that the durable power of attorney for 
healthcare is a separate document from a financial power 
of attorney; the person who has been granted financial 
power of attorney does not have the legal right to make 
healthcare decisions for that same person unless they have 
also been designated as a surrogate decision-maker in a 
durable power of attorney for healthcare document.

One aspect of advance care planning that is vital to 
explore is the potential benefits and burdens of various 
treatments that are being considered. A patient and family 
cannot make an informed decision about care without a 
thorough discussion about the likely outcomes. A second 
critical aspect of ACP is the recognition that it is a process 
that often changes over time, rather than a one-time 
discussion of and completion of documents. All persons 
caring for the patient and family must return to the 
conversation frequently to assure that the patient’s wishes 
are understood and being adequately addressed. Among 
the essential skills that the clinician needs in order to 
address these issues are: 

•	 Ability	to	build	trust	and	to	communicate	effectively	
while avoiding jargon

•	 Ability	 to	 anticipate	 significant	 issues	 and	 critical	
future healthcare crises
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•	 Ability	to	prioritize
•	 Ability	to	clarify	values	
•	 Knowledge	of	advance	directives	documents

Possessing these skills will enable the nurse to be more 
prepared to engage in effective advance care planning 
discussions with patients and family members leading to 
outcomes that are more consistent with their wishes. The 
nurse who is not comfortable facilitating ACP discussions 
should not hesitate to make referrals to qualified palliative 
care team members.

Domain 2: Physical Aspects of Care… the management of 
symptoms and side effects

In this Domain the NCP Clinical Practice Guidelines 
emphasize that pain, other symptoms and side effects are 
managed based upon the best available evidence by health 
professionals with the appropriate technical skills and 
training, and that care is always delivered in a manner that 
is patient and family centered. 

A primary tenet of good symptom management is to 
treat the underlying cause whenever possible. Chronic 
illnesses are complicated, and symptoms may have multiple 
causes, not all of which are physical or biological. Palliative 
care approaches symptom management from a holistic 
perspective, recognizing the need for a careful assessment 
of symptoms and all their potential causes, including 
psychological distress or spiritual suffering. 

Symptom management requires attention to detail. For 
instance, certain patient groups, such as the elderly or non-
verbal or cognitively impaired persons, may be at greater 
risk for poor symptom management. The role of the non-
palliative care specialist is to recognize the patient’s needs, 
when they are unable to meet them and make a referral to 
the palliative care team. So if the non-verbal or cognitively 
impaired patient is displaying behaviors such as confusion, 
changes in behavior, combative behavior and impaired 
mobility, these could be expressions of pain; they should  
trigger a Palliative Care consult for more specific symptom 
management.

Pain and dyspnea are two of the most frequently 
experienced symptoms of chronically ill patients. Both 
of these symptoms are subjective; they are whatever the 
experiencing person says they are. Self-report is the 
primary indicator. 

Lack of assessment is the most common cause of 
unrelieved pain (8). The National Quality Forum’s National 
Framework and Preferred Practices for Palliative and 
Hospice Care Quality (9) recommends frequent assessment 
of symptoms using standardized and validated instruments 
as an essential approach to ensuring safe, timely, and 
effective pain and symptom management. 

While they have not all been fully standardized, some 
assessment instruments available at this time include 
the numerical 1-10 scale or faces scale for pain, and a 
1-10 scale for severity of dyspnea. The FLACC Pain Scale 
(Face, Legs, Activity, Cry, Consolability) (10) or PAINAD 
(Pain Assessment in Advanced Dementia) (11) are tools 
used to assess pain in cognitively impaired patients. The 
Respiratory Distress Observation Scale (RDOS) (12) can 
be used to assess respiratory distress in patients who cannot 
self-report.

Treatment of symptoms includes pharmacologic and 
nonpharmacologic interventions. Nonsteroidal anti-
inflammatory drugs (NSAIDs) are useful for many pain 
states, especially those involving inflammation. Unless 
contraindicated, any analgesic regimen should include 
a non-opioid drug even when pain is severe enough to 
require the addition of an opioid. When available and 
effective, the oral route is preferred. 

Allergic reactions to opioids are extremely rare and 
usually are due to preservatives, antioxidants, dyes, or other 
additives. Respiratory depression is greatly feared, yet rare. 
Constipation is a significant effect of opioid therapy, often 
leading the patient to discontinue or reduce the opioid 
dose because of the discomfort from the constipation. 
Orders for opioid medication should routinely include an 
order for a laxative and/or stool softener.  

Dyspnea is another frequent and troubling symptom 
experienced toward the end of life. If dyspnea is not 
treated appropriately and aggressively, or if treatment is 
unsuccessful, the patient may choose intubation and a 
ventilator out of desperation. If the patient has expressed 
that they do not wish to be intubated, this goal should be 
supported utilizing appropriate interventions. Palliative 
Care teams are skilled at managing dyspnea, and typically 
have protocols for managing end-stage dyspnea and 
ventilator withdrawal at the end of life.

Poorly managed pain and other symptoms can negatively 
affect the person’s ability to function and carry out their 
desired activities of daily living. The patients’ goals for care 
and their perspectives on quality of life should always be 
primary considerations in care planning. 

Domain 3: Psychosocial and Psychiatric Aspects of Care
Domain 3 of the National Consensus Project’s Clinical 

Practice Guidelines for Quality Palliative Care (4) identifies 
the importance of the psychological and psychiatric 
aspects of care. Guidelines for this domain state that the 
patient’s psychological status is assessed and managed 
based upon the best available evidence, which is skillfully 
and systematically applied. When necessary, psychiatric 
issues are addressed and treated. In addition, a grief and 

bereavement program should be available to patients and 
families, based on the assessed need for services.

Symptom management in palliative care often starts 
with the relief of patients’ physical symptoms, but is only 
completed when we have considered their feelings, their 
family and friendship network, their social circumstances, 
and their spiritual needs. The primary non-medical needs 
expressed most frequently include: a need to express 
emotional pain, a need to explore spiritual pain, and a 
need for practical financial and legal help.

An important element of palliative care philosophy 
is that living with chronic, life-threatening illness is a 
holistic experience for the patient and family. Illness does 
not occur in a vacuum. Each individual has a personal 
history, personality characteristics, coping mechanisms, 
and material resources. An individual may have more or 
less of a family support network, but most individuals are 
members of some type of social network. Understanding 
these different aspects of the patient and family’s life 
circumstances helps the care team personalize their care 
and optimize their adaptation and coping.

The assessment and treatment of psychosocial distress 
associated with a terminal illness involves distinguishing 
between the normal symptoms of adjustment to an 
advanced illness and a major psychiatric disorder. An 
individual’s process of adaptation will be determined 
to varying degrees by several factors. For example, the 
patient’s age and developmental stage impact how that 
individual makes meaning of their disease relative to their 
social roles, responsibilities and expectations. The nature 
of the disease, in terms of symptomatology and functional 
limitations, requires different adaptive responses from 
the patient. For example, the person with ALS remains 
cognitively intact and must adapt psychologically to the 
progressive physical limitations resulting from the disease. 
Conversely, the individual coping with the early to middle 
stages of Alzheimer’s dementia may only have occasional 
lucid periods when they must adapt to the reality that while 
they are physically quite capable of caring for themselves, 
they are losing the cognitive capabilities that allow them to 
perform basic self-care such as dressing and toileting.

Adaptation can be affected by the trajectory of the 
illness. If the patient and/or family believed that a disease, 
such as cancer had been ‘cured,’ they may experience 
a period of profound disappointment or shock when a 
relapse occurs. A disease trajectory that involves constant 
disruptive symptoms over a prolonged period of time 
may cause patients and families to become discouraged, 
and without adequate energy to face the last stages of the 
illness. If the illness trajectory is short and the disease a 
rapidly progressive one, the patient and family may need 
additional support as they address the many psychosocial 
issues related to dying and ‘letting go.’

Healthy psychosocial adaptation to a chronic, life-
threatening illness will also be affected by the individual’s 
and family’s previous experience with illness and death, 
their socioeconomic resources and many cultural variables. 
A key principle of palliative care is that the patient and 
family is the unit of care, and all interventions should meet 
their goals. Early identification of psychosocial issues and 
early planning and intervention can soften or prevent 
later distress. There is no “one right way” to intervene. 
Good palliative care involves presenting options and 
helping patients and families articulate their needs, so that 
providers can connect them with the support services and 
community resources they need. 

The role of the non-specialist nurse caring for a patient 
and family experiencing life-threatening illness is to:
1) remember that the entire family must be assessed and 

supported as they adjust to the psychosocial issues of 
the illness experience,

2) be on the lookout for signs that any member of the 
family unit is struggling with psychological issues, or 
possibly in need of more specialized care,

3) make the appropriate referral to members of the 
palliative care team or interdisciplinary team 
members

Discernment of Depression in Grief Responses
Depressed mood and sadness can be appropriate 

responses in the palliative patient population facing 
their mortality. These emotions can be manifestations of 
anticipatory grief over impending loss of one’s life, health, 
loved ones, and autonomy. However, depressed mood 
and a marked loss of interest or pleasure in previously 
enjoyed activities may also be signs of a major depression. 
Depression is a common mental health problem arising 
in the palliative care setting. It is often under diagnosed 
and under treated. When not managed appropriately, 
depression diminishes quality of life and can complicate 
symptom management. Undiagnosed depression frequently 
increases the number of inpatient admissions. All nurses 
should assess for signs that the patient or grieving family 
may be suffering from depression, and initiate referral to 
palliative care or other members of the interdisciplinary 
team as appropriate.

Support for the grieving process in both patients and 
their caregivers clearly begins during the palliative care 
process and places the clinicians involved in that care 
in an ideal position to sustain continuity into formal 
bereavement care. Family centered care is integral to this 
support process as the family’s understanding of the illness 
and its treatment influence their later adjustment. The 
words used by the care team, the related tone of voice and 
sensitivity contribute to the experience for the bereaved, 
who generally need to understand the process of death and 

discuss any features of concern. Palliative Care teams are 
ideally placed to recognize those at greater risk of poor 
outcome and initiate referrals to prevent bereavement 
morbidity, such as depression. The non-palliative care nurse 
is ideally placed to identify situations where a palliative care 
referral is appropriate.

Knowledge of these definitions is important to quality 
care:

Bereavement–the state of loss resulting from death

Grief–the emotional response associated with loss

Anticipatory Grief–precedes the death and results 
from the expectation of that event

Complicated Grief–represents a pathological outcome 
involving psychological, social, or physical morbidity 
and has an impact on daily life.

Disenfranchised Grief–represents the hidden 
sorrow of the marginalized where there is less social 
permission to express the many dimensions of loss.

Domain 4: Social Aspects of Care
The primary emphasis of this domain is that a 

comprehensive interdisciplinary assessment is done to 
identify the social needs of patients and their families, and 
that a care plan is developed to respond to these needs as 
effectively as possible. 

The social assessment should address a wide range of 
practical issues, including (but not limited to) existing 
social and cultural networks, perceived social support, 
work and school issues, finances, caregiver availability, 
access to transportation, medications and equipment, and 
legal issues. A powerful clinical tool for completing the 
comprehensive assessment and planning care is the Family 
Meeting. Regular meetings with the patient and family can 
anticipate and resolve problems and obstacles to quality 
care. The non-palliative care nurse can and should facilitate 
family meetings if the palliative care team is not available. 
Other members of the interdisciplinary team, such as social 
workers or chaplains, can also convene or assist with family 
meetings.

Key Components of Palliative Family Meeting
When possible, the patient should determine who he 

or she would like to be present for a family meeting. If the 
patient is not able to participate in the meeting and clinical 
decisions will be made, it is important that the patient’s 
legal decision-maker, i.e., the agent or attorney in fact as 
identified in the Durable Power of Attorney for Healthcare 
(DPOAHC) document, a legal guardian, if applicable, 
or the next of kin, is present. Ideally, all members of the 
interdisciplinary team who are providing care for the 
patient should participate in the meeting. 

Which members of the palliative care team attend can 
be individualized to patient needs, but it is helpful to have 
as many members of the team as possible participate in a 
family meeting. Key participants are the physician, nurse, 
social worker, and if possible a chaplain or counselor. 
Patients and families should be allowed to do most of the 
talking i.e., telling their stories, processing experiences, 
asking questions, and clarifying choices and concerns. 
Team members should assess understanding, provide 
information and help with decision-making, determine the 
patient and family’s wishes, preferences, hopes and fears 
and provide emotional and social support. The ‘social care 
plan’ that emerges from such a meeting should reflect and 
document the values, goals and preferences as set by the 
patient and family, and should be reviewed with periodic 
additional meetings over time. Interventions are then 
planned with the goal of minimizing the adverse impact 
of care-giving on the family and promoting caregiver and 
family goals and well-being.

Assessment and planning for social aspects of care for 
patients and families experiencing life-threatening illness 
requires an interdisciplinary approach, calling upon team 
members with a variety of knowledge and assessment skills. 
Planning to meet all of the social needs requires linkages 
across the community in which the patient and family 
live. As noted earlier, the majority of palliative care in the 
United States is currently provided in acute care settings. 
But patients in palliative care programs typically move 
across the continuum of care providers, from the home 
setting into the acute hospital, perhaps discharged to a 
long term care facility, and/or returned to their home. 
Comprehensive, interdisciplinary palliative care begins at 
the point of diagnosis of a serious, life-threatening illness 
and continues along the disease trajectory in whatever 
setting the patient is receiving care. The social needs 
associated with chronic, life-threatening illnesses are 
enormous and wide-ranging. In order for patients and 
families to have seamless access to palliative care providers, 
and to the additional community-based services they need, 
linkages and partnerships among providers is critical. 

Domain 5: Spiritual, Religious and Existential Aspects of 
Care

Domain 5 of the National Consensus Project Guidelines 
cites the importance of the presence of an interdisciplinary 
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team that can respond to the spiritual and existential 
dimensions that patients with life-threatening illnesses 
and their families are likely to confront. The ongoing 
exploration of concerns includes an assessment of religious 
background and beliefs, the necessity of providing support 
for issues of life completion, and the importance of a 
referral to a chaplain or linkage to local clergy as desired. 
The impetus and focus of this domain seem to affirm 
what most humans seek when dealing with serious, life-
threatening illness, i.e., attention to their entire being that 
includes the deepest yearnings and concerns of the soul. 

Important distinctions can be drawn between religion 
and spirituality. For example, religion typically includes 
organized beliefs, doctrines and practices such as prayer, 
rituals & other devotional acts, as well as sacred literature. 
It functions to offer a system of thought to organize a life 
view and a code of moral behavior as well as to provide 
beliefs that explain suffering or death. On the other hand, 
spirituality has been described as a creative and integrating 
energy that pervades one’s entire being and provides 
a capacity for transcending and giving meaning while 
supporting a person’s coping with life. While religion often 
serves this integrative function, a non-religious person 
may access vital sources of spirituality that have little or 
no resemblance to organized religion. As a result, it is 
important to include religious background and practices in 
an assessment of patients receiving palliative care, but the 
assessment needs to include an inquiry into the patient’s 
spirituality as well. 

The following issues and themes are examples of 
concerns that a patient facing serious illness may be 
addressing: sources of hope, questions of meaning (“Why 
is this happening to me and what, if any good can come 
from this experience?”), matters of “unfinished business,” 
expressions of gratitude, fears, worries, regrets, sources of 
guilt, and other causes of anxiety and distress, as well as 
issues related to grief. While most of the preceding themes 
are matters of some potential distress, an assessment of a 
person’s spirituality should also include possible sources 
of strength and centeredness. Exploring patients’ core 
values, their sense of love & relatedness, dreams, visions 
and intuitions, non-religious spiritual activities such as 
meditation, guided imagery and even the creative arts can 
all reveal vital resources that are being tapped and that are 
supporting their effective coping. 

Christina Puchalski, MD, has constructed a system for 
determining a patient’s religious and spiritual needs that 
can especially assist the registered nurse in completing an 
assessment. (13) Her model, “FICA,” refers to an acronym 
that addresses:

F: Faith or beliefs–Questions to pose here are: “Do you 
consider yourself to be a religious or spiritual person?” and 
“What do you believe in that gives your life meaning?”

I: Importance or influence–“What role do your beliefs 
play in how you deal with your illness?”

C: Community–“Are you part of a religious or spiritual 
community?” and “Is this group a support to you?”

A: Address–“How would you like us (members of the 
healthcare team) to address these issues?” 

The nurse’s sincere acknowledgement and affirmation 
of a patient’s diverse religious practices and sources of 
existential meaning are essential in providing competent 
and sensitive, whole-person care. The nurse who is not 
a palliative care specialist can begin a FICA assessment, 
and initiate appropriate referrals to other members of 
the interdisciplinary team. With or without a palliative 
care consultation, the nurse can integrate patient-specific 
spiritual preferences into the nursing plan of care.

Domain 6: Cultural Aspects of Care
Much of healthcare is driven by a problem-oriented 

approach following a critical incident or disease process 
that drives a specific and non-negotiable treatment, e.g. a 
fractured femur requiring surgery and setting of the bone 
for healing to occur. With the seriously ill patient who is 
seeking palliative care, there is frequently more focus on 
the goals of care that may be very different from patient to 
patient. As a result, palliative care is more imbued with the 
need to explore personal goals, discussing the benefits and 
burdens of various treatment choices, and is enhanced by 
the quality of the relationship between the nurse and the 
patient and family. 

Sensitive palliative care of the seriously ill and dying 
patient calls for assessment and attention to the variety of 
practices among cultural groups. Culture includes: race, 
ethnicity, gender, age, language, differing abilities, sexual 
orientation, religion and spirituality, and socioeconomic 
status. One cultural approach to care that is applied to 
all patients and their families will not result in the best 
outcomes. 

The nurse is wise to understand that even within 
a cultural group there will predictably be significant 
differences in preferred approaches to treatment because 
these are based on personal values and goals of care. 

Domain 6, along with its accompanying Guidelines, 
highlights the importance of assessing and attempting 
to meet “the culture-specific needs of the patient and 
family.” Particular attention is focused on eliciting and 

documenting the cultural background, concerns and needs 
of the patient and their family; being respectful of the 
amount of details and manner of communicating with the 
patient and family regarding disclosure, truth-telling and 
decision-making; respecting and accommodating the range 
of language, dietary and ritual practices of patients and 
their families; utilizing appropriate interpreter services; 
and recruiting and hiring staff persons that reflect the 
cultural diversity of the community.

The following case illustrates some key aspects of 
cultural issues that impact care and planning.

Mrs. L., a 58 year-old patient woman with recurrent, metastatic 
breast cancer, was referred to the palliative care service of a large 
urban hospital for pain management, advance care planning and 
determination of her resuscitation preferences. Mrs. L and her 
husband were originally from Taiwan and moved to the United 
States  fifteen years ago. Mark, the registered nurse on the palliative 
care team, met with Mrs. L., her husband, and her son and 
began the discussion about the benefits and burdens of continued 
chemotherapy, aggressive, curative focus of care compared with 
palliative and comfort focus including consideration of a DNR 
order. In an effort to ensure her informed consent and autonomous 
decision, Mark immediately outlined the reasons for the referral 
and reviewed Mrs. L.’s current health status and prognosis. 

As the discussion progressed, Mark was sensitive to Mrs. L.’s 
increasingly quiet demeanor and flat affect. She appeared to 
reluctantly engage in the conversation although she chose a DNR-
Comfort Care. At the conclusion, Mr. L accompanied Mark into the 
hall and said, “If we were still living in Taiwan this would have 
been a very different experience. We do not talk so openly about a 
person’s condition.” Upon further discussion, Mr. L pointed out 
that in their culture, a patient is not engaged as openly about her 
illness, decline, prognosis and the prospect of dying. Mark asked 
how Mr. L would have preferred the conversation to proceed and 
he replied, 

“I would have liked for you to have told my wife that there were 
sensitive treatment matters we needed to discuss and to have offered 
to include her or not. Giving her a choice to hear the information 
or not. I know my wife and I believe she would have preferred that 
my son and I discuss this with you alone.”

The case of Mrs. L and her family illustrates the 
potential “collision” of cultural perspectives. Mark’s 
intentions were positive. He was operating out of the ethical 
principles of patient autonomy and informed consent and 
decision making. However, Mrs. L’s culture placed more 
emphasis on a communitarian ethic of healthcare decision 
making that includes family members (and particularly the 
men in the family) who consider the information, weigh 
the options on behalf of their loved ones, and decide which 
details to share with a patient. 

A patient’s and family’s culture often influences 
healthcare decision making, including desired level of 
details about the illness and prognosis, the discontinuation 
of any life-prolonging therapies, the meaning of food 
and nutrition, and attitudes about pain and symptom 
management. In addition, culture profoundly informs 
death rituals and mourning practices.

Competent and sensitive palliative care of seriously 
ill and terminally ill patients requires attention to the 
relationship between the patient and family and the 
nurse. It is imperative that one is aware of one’s biases, 
assumptions and ignorance about various cultures. No 
one can be accurately informed about all the nuances and 
differences from one cultural group to another. Indeed, 
within a particular cultural group there will be differences 
regarding practices and observed traditions. As a result, 
it is helpful to engage with the patient in an attitude that 
exhibits respect and an eagerness to learn. Some helpful 
questions may include: 

•	 If	 the	 patient	 is	 an	 immigrant	 or	 refugee:	 How	
long has the patient lived in this community? In 
this country? Is there family with them or is there 
geographic separation or isolation?

•	 Does	the	patient	maintain	a	strong	ethnic	or	cultural	
affiliation?

•	 Who	 are	 the	 healthcare	 decision	 makers	 and	
caregivers?

•	 What	 are	 the	 patient’s	 primary	 and	 secondary	
languages?

•	 What	is	the	patient’s	religious	or	spiritual	focus?	Are	
there current practices or rituals observed?

•	 Are	 there	 food	 restrictions	 or	 preferences	 to	 be	
aware of?

•	 Re:	 death	 rituals:	 Are	 there	 any	 preferred	practices	
as death approaches? For the care of the body after 
death? Care by women or men only? Does the family 
wish to be involved? 

•	 If	 ever	 in	 doubt	 about	 a	 cultural	 practice,	 ask	 the	
patient or family.

Domain 7: Care of the Imminently Dying Patient
The guidelines related to Domain 7 outline that signs 

and symptoms of impending death are recognized and 
communicated to patients and families, in a manner that 
considers any special needs for their understanding, and 
that care appropriate for this phase of illness is provided. 
Post-death care and a bereavement follow-up plan are 
important aspects of this phase of palliative care.

The role of the nurse during this phase of life has been 
likened to the role of the midwife at childbirth. Like the 
midwife, the nurse assists patients and families in making 
critical decisions, in this case about care before, during, 
and after death. It requires great skill and continuous 
care over the process of dying. Approaching this time of 

life with holistic presence requires knowledge of excellent 
symptom management, a calm and reassuring demeanor, 
critical assessment skills, and competent and compassionate 
communication skills.

It is important that the nurse knows what to look for as 
death approaches and actively manages symptoms in accord 
with the patient and family wishes. This requires that a 
conversation about goals for this time of life has taken 
place prior to active dying. Obtaining a palliative care or 
hospice consult well in advance of the actual dying phase is 
an expectation for all staff caring for those patients who are 
dying and their families. The palliative care staff can assist 
in putting a plan in place that takes into consideration 
the needs and desires of the patient and family. If no 
palliative/hospice care team can be accessed, then the 
interdisciplinary team caring for the patient should address 
this conversation and education.

At this time, the most significant areas of concern for 
patients and their families include:

•	 Receiving	 adequate	management	 of	 pain	 and	other	
symptoms

•	 Avoiding	inappropriate	prolongation	of	dying
•	 Retaining	control	over	their	end-of	-life	decisions
•	 Relieving	 possible	 burdens	 that	 their	 dying	 would	

impose on loved ones
•	 Strengthening	relationships	with	their	loved	ones
•	 Addressing	 spiritual	 and	 cultural	 needs-Contacting	

and updating patient’s personal clergy or the 
chaplain may be helpful at this time

Communicating the expectation of death is an 
important skill that patients and families typically expect 
from the healthcare team. A family meeting with key 
members of the team as the patient starts to die may be 
helpful to families. The meeting can ensure that questions 
and concerns are addressed. It is the registered nurse 
who can coordinate this type of communication. The 
communication may also provide the opportunity for 
patients and families to still participate in the important 
work of forgiveness, acceptance, and life closure which 
we would not want to be missed. Often there are patient/
family education materials available and should be used for 
these important topics. Also at this time, communicating 
the goals of care to the other healthcare team members is 
vitally important. 

If possible, offering opportunities to honor patient 
and family wishes with regards to place of death need to 
be discerned in advance. A hospice referral in advance of 
the dying process may make the difference of whether that 
patient is allowed to return home again or dies in a medical 
unit or ICU.

Symptom assessment and management is a critical skill 
that nurses must use to help achieve a peaceful death. It is 
important to ensure that:

•	 Patient	and	family	treatment	goals	have	been	clearly	
documented, and can easily be followed by other 
staff members. The goal may influence symptom 
management, i.e., the overall goal of care is comfort.

•	 The	setting	for	the	dying	experience	includes	a	calm	
and receptive environment, quiet and private space 
for both the patient and family, and a private room if 
possible and desired.

•	 Symptoms,	 as	 they	 arise,	 are	 observed,	 reported,	
managed in a timely fashion, and documented. 

Close monitoring of the patient’s comfort level should 
include adjusting schedules for vital signs and other routine 
nursing/medical interventions and should include only 
those that relate directly to the patient’s comfort. The most 
common symptoms that occur during the dying phase are 
pain, dyspnea, and anorexia. Dehydration, multi-system 
organ failure and terminal delirium may also occur. Any, 
all or none of these symptoms/syndromes may arise during 
the dying process. 

The role of the nurse, and other care-providers, is to 
assure that these symptoms are managed as effectively as 
possible, and that the patient experiences the maximum 
level of comfort during the phase of active dying. Families 
should have an explanation of what is happening to their 
loved one during this phase. Information should be shared 
with all family, including children, in a manner that is 
developmentally appropriate and consistent with the patient 
and family’s cultural, religious and spiritual perspectives 
and values.

It is not uncommon for those facing death to have vision-
like experiences. These will seem quite vivid and real. 
It is helpful simply to hear the experience as the patient 
expresses it and not belittle, diminish or refute what they 
have seen or are experiencing. Many times, these may be 
important transition visions and families may be enriched 
by hearing their loved ones describe them.

As a patient dies, typically they become more 
bradycardic and have lower respiratory rates. Eventually, 
they stop breathing and their heart stops. As this time 
nears, the nurse may want to inform the family that he 
or she is observing those signs so that final goodbyes or 
expressions of affection can be made. After death, most 
often, significant others are able to spend time with the 
patient until all final visits are complete. 

Post-death care should be carried out in a manner that 
respects the patient’s and family’s cultural and religious 

The Eight Domains of Palliative Care continued from page 9
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practices. Ceremonial washing, body positioning, jewelry, 
or readings (scriptures or prayers) are examples of these 
rituals. Because of the many different types of beliefs, the 
registered nurse should ask the significant other if any of 
these needs exist. If so, it is important that they are carried 
out to the best of the healthcare team’s ability. A plan for 
documentation and communication is needed to make sure 
that any desired rituals are accomplished. Contacting the 
patient’s personal clergy or the chaplain may be helpful. 
Family members or significant others should be given the 
opportunity to participate in preparation of the body after 
death. For some persons, this type of participation may 
be an important part of healthy grieving and part of the 
process of saying goodbye to the loved one.

Care immediately after death should also be delivered 
in accordance with institutional policies and procedures 
and specifications of local laws. Ideally, a member of the 
palliative care team, or the nurse or physician caring for 
the patient at the time of death, should discuss with families 
or significant others ahead of time what they can expect 
in this area, such as documents they will be required to 
complete, decisions about organ donation and autopsy, and 
logistics of choosing and notifying a funeral home. All care-
givers involved in the care of the imminently dying patient 
need to be aware of organizational procedures and policies 
related to these topics, particularly in regard to who on 
the team bears responsibility for such things as reporting 
the death to the local Organ Procurement Organization 
(OPO).

Holistic palliative care does not end when a patient dies. 
It continues to support the survivors through the phase 
of grieving. If the patient has been a hospice patient, a 
bereavement plan for the family is an important structural 
element of hospice care. If the patient, for whatever reason, 
dies without having been admitted to hospice, bereavement 
follow-up is equally important. The palliative care team 
may not be able to provide bereavement care themselves, 
but plans should be made for that care to come through 
another source. Many hospital-based palliative care teams 
establish a partnership with a local hospice to provide 
bereavement follow-up for their families. They also provide 
information to families about local bereavement support 
groups in their community. 

There are many good teaching materials that can help 
educate families during this time when their loved one is 
actively dying and during the bereavement period.  For 
more specific suggestions, see the resources listed at the 
end of this paper. 

Domain 8: Ethical and Legal Aspects of Care
Domain 8 of the Clinical Practice Guidelines emphasizes 

that processes and procedures must be in place to assure 
that the patient’s goals, preferences and choices form 
the basis of the care plan and that patient rights are 
protected within the limits of applicable state and federal 
law and within current accepted standards of medical 
care. Palliative Care team members or interdisciplinary 
team members must be knowledgeable about legal and 
regulatory aspects of palliative care and aware of, and 
prepared to address, the complex ethical issues arising in 
the care of people with life-threatening illness. 

Many commonly occurring legal and regulatory issues 
in palliative care relate to surrogate decision-makers 
and the presence or absence of documents outlining a 
patient’s wishes. A hallmark of quality palliative care is that 
processes are in place to support patients in their advance 
care planning. The completion of advance care planning 
documents and subsequent conversations among patient, 
family and care-givers are a priority. Palliative Care teams 
realize that, while these are essentially legal documents, 
they contribute to the teams’ ability to provide ethical care 
for the patient and family. 

If a Durable Power of Attorney for Healthcare is not 
present, then the nurse should be aware of state law and 
their organization’s policy concerning surrogate decision 
makers. In the state of Ohio, the order of priority for 
individual (s) to be appointed as surrogate is as follows:

1. Legal Guardian
2. Persons listed in  the Durable Power of Attorney for 

Healthcare document, i.e., agent or attorney in fact
3. Spouse
4. Adult Children
5. Parents
6. Adult Siblings
7. Next Closest Blood relative 

In some instances, after interdisciplinary 
communication with the family and a review of the 
patient’s advance directives, ethical issues still arise. 
Ethical issues in palliative care can be but are certainly not 
limited to: goals of care, treatment options, and religious 
preferences. It is the responsibility of all nurses providing 
care to patients with life-threatening illnesses to recognize 
when they are confronted with a situation that involves 
an ethical dilemma, and then to seek out the resources 
necessary to assure that questions are resolved in the way 
that best respects the patient’s goals. One example of such 
resources is the ANA Code of Ethics for Nurses. (14) This 
professional code identifies nine individual provisions, 
which, among other things, direct nurses to “practice with 
compassion; respect an individual’s inherent dignity, worth 
and uniqueness; and promote, advocate for and strive to 

protect the health, safety and rights of the patient.” These 
guidelines are particularly important in quality palliative 
care.

Another resource for resolving ethical dilemmas is the 
institutional ethics committee. All nurses, not just palliative 
care specialists, should understand and utilize the process 
for accessing the ethics committee in their organization 
without hesitancy if confronted with an ethical concern.

Knowledge of principles of ethical decision-making 
is also an important resource for addressing ethical 
dilemmas. Two principles that are particularly helpful 
in caring for patients with life-threatening or terminal 
illnesses are the Principle of Double Effect, and the joint 
principles of Beneficence (Do good) and Non-Malfeasance 
(Do no harm). The latter is often applied in terms of 
the assessment of decisions or actions in terms of their 
benefits or burdens. 

The Principle of Double Effect
Occasionally, the treatment of dying patients may put 

the nurse or physician in the uncomfortable position of 
providing the last intervention before the patient actually 
dies. The nurse who administers an opioid a few moments 
before the patient takes his or her last breath, may be 
haunted by fears that she or he has hastened that patient’s 
death. Nurses and physicians attending the patient as they 
remove a ventilator may have the same concerns, i.e., that 
by removing the ventilator they have caused the patient to 
die.

In both of these situations, an important ethical 
consideration is the intent behind the specific action or 
intervention. Was the medication administered to relieve 
the patient’s pain and keep them comfortable as they 
progress through the journey of actively dying, a journey/
process that cannot be reversed? Or was the intent of the 
medication to make them die faster? Is the ventilator being 
removed to allow death to occur? Or to deprive the person 
of the oxygen they need to survive and get well? In both of 
these situations, one outcome is the intended effect and 
one is an unintended consequence. An action is ethically 
acceptable if the intent is morally good, even if it may have 
undesirable consequences. This is called the principal of 
double effect. 

The Principle of Do Good and Do No Harm
For the patient with chronic, life-threatening illness, 

the quality of that person’s everyday life is always a major 
consideration. Poorly managed pain and other symptoms 
can negatively affect the person’s ability to function and 
carry out their desired activities of daily living. Healthcare 
professionals, in partnership with the patient and family, 
should consider benefit versus burden when making the 
determination about interventions. In other words, is a 
particular treatment doing mostly good for the patient 
(benefit)? Or is the ‘harm’ experienced by the patient 
greater than the good that will result (burden)? 

For instance, a decision about ordering a diagnostic test  
should consider both the good that will result from having 
those test results (the benefit for the patient) and also the 
amount of pain, discomfort or even expense that the patient 
must endure in order to complete the test (the burdens). 
Will the test results definitely contribute to changes in 
the care plan that will benefit the patient? Or will those 
results mostly be interesting information for the care team 
without likely altering the plan of care? The patients’ goals 
for care and their perspectives on quality of life should 
always be primary considerations in care planning. When 
the burdens of a treatment or situation seem to be greater 
than the benefit that the patient receives, it is ethically 
appropriate to re-consider the plan of care.

Summary
Many factors, such as advances in elimination of 

infectious diseases, an explosion in the development of 
treatment technology, and an aging population, have 
changed how people die in America today. Rather than 
dying quickly as happened often in the period before the 
introduction of antibiotics, patients today most often die 
of chronic, life-threatening illnesses that progress over 
long periods, often many years. In response to the needs of 
this population of patients, palliative care programs have 
developed rapidly across the US. 

The challenges facing palliative care programs include 
the lack of standardization among programs and the need 
for partnerships across the continuum, so that patients and 
their families receive the seamless array of comprehensive, 
interdisciplinary services when and where they are needed. 
The Eight Domains of Palliative Care outlined by the 
National Consensus Project, and the Preferred Practices 
identified by the National Quality Forum serve as a 
framework in which these challenges can be successfully 
addressed. All nurses providing care for patients and 
families experiencing chronic, life-threatening illnesses 
have a key role in expanding patients’ access to quality 
palliative care.
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Post Test and Evaluation–The Eight Domains of Palliative Care: The Framework for Palliative Care Practice

Evaluation
1. Were the following objectives met?

 a. Describe the eight domains of palliative care.   ___ Yes  ___ No

 b. Outline the role of the nurse who is not a palliative care specialist in assuring patients 
  have access to palliative care.  ___ Yes  ___ No

2. Was this independent study an effective method of learning?  ___ Yes  ___ No
 If no, please comment:

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

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

SEND WITH REGISTRATION FORM ON PAGE 3

DIRECTIONS: Please complete the post-test and 
evaluation form. There is only one answer per question.  
The evaluation questions must be completed.

Name: ______________________  Final Score: _________

1. Which of the following statements about palliative care is 
not true:

 a. Palliative care makes it possible for people with life-
  threatening illnesses to receive the comprehensive 
  interdisciplinary care typical of hospice before they 
  would be eligible for the hospice benefit.
 b. The first ‘palliative care program’ was started in 
  Canada in 1975.
 c. Palliative care programs are all very similar because 
  they all follow the same definition and standards of 
  palliative care.
 d.  Palliative care is not always hospice, but hospice is 
  always palliative care.

2. Palliative care is only delivered to patients who die in the 
acute hospital setting.

 a. True
 b. False

3. One factor contributing to the growth of palliative care 
in the US is that causes of death are different than they 
were at the beginning of the 20th century. 

 a. True
 b. False

4. Which of the following are among the eight domains of 
palliative care as identified by the National Consensus 
Project on Quality Palliative Care? (Mark all that apply)

 a. Care of the imminently dying patient
 b. Cultural aspects of care
 c. Spiritual, religious, and existential aspects of care
 d. All of the above

5. Which of the following is/are true about the Ohio 
Durable Power of Attorney for Healthcare (DPOAHC) 
and the Living Will? (Mark all that apply)

 a. The Living Will is a document for the patient to 
  identify a surrogate decision-maker.
 b. Conditions outlined in the DPOAHC over-ride 
  conditions outlined or stated in the patient’s Living 
  Will.
 c. The surrogate or attorney-in-fact designated in the 
  DPOAHC does not become the decision-maker until 
  the patient has lost capacity to make his or her 
  healthcare decisions.
 d. Ohio’s Living Will provides for withholding or 
  withdrawing nutrition and/or hydration

6. The most important aspect of good advance care 
planning means that the patient has completed both the 
Living Will and the Durable Power of Attorney for Health 
Care documents.

 a. True
 b. False

7. Significant ‘triggers’ to engage patients in advance care 
planning include:

 a. Emergency room visits
 b. Hospital admissions
 c. When patient and/or family express that the current 
  quality of life is poor
 d. All of the above

8. Which of the following situations would be appropriate 
for a referral to the Palliative Care team:

 a. Your patient has just been diagnosed with lymphoma.
 b. Your patient’s Living Will states that she does not wish 
  to be intubated, but her son is talking to the doctor 
  about whether intubation would be a good 
  intervention.
 c. Your patient with late stage cancer of the esophagus is 
  complaining that his pain isn’t really acceptable, but 
  he doesn’t want to take any more medication because 
  he doesn’t want to be sleeping all the time.
 d. All of the above

9. One of the National Quality Forum preferred practices 
is that patient symptoms should be assessed using 
standardized and validated assessment tools. 

 a. True
 b. False

10. Patients with chronic, life-threatening illnesses often 
present with complicated pain scenarios. Which of 
the following are helpful approaches to good pain 
management for these patients:

 a. Assessment of each pain complaint to determine what 
  might be the most effective treatment regimen
 b. Using NSAIDs as a first line treatment, particularly if 
  there are symptoms of inflammation
 c. Including an order for a stool softener whenever 
  opioids are ordered
 d. All of the above

11. Allergic reactions to opioids are extremely rare and usually 
are due to preservatives or additives, rather than the opioid 
itself. 

 a. True
 b. False

12. The Principle of Double Effect means
 a. Opioid-based medication may relieve pain as well as 
  treat other symptoms.
 b. An action or medication may have more than one 
  negative result.
 c. An action is ethically acceptable if the intent is morally 
  good, even if it may have undesirable consequences.
 d. All of the above

13. A primary goal of  assessment and treatment of psychosocial 
distress associated with a terminal illness is to:

 a. Identify all family history of psychosocial or psychiatric 
  problems 
 b. Distinguish between the normal symptoms of 
  adjustment to an advanced illness and a major 
  psychiatric disorder
 c. Determine when it’s necessary to begin prescribing anti-
  anxiety medication 
 d. None of the above

14. Undiagnosed depression frequently increases the number 
of inpatient admissions. 

 a. True
 b. False

15. Support for the grieving process in both patients and their 
caregivers, begins during the palliative care process, rather 
than waiting until after death has occurred. 

 a. True
 b. False

16. The nurse who is not a palliative care specialist should still 
be able to identify signs that any member of the family unit 
is struggling with psychological issues. 

 a. True
 b. False

17. Which of the following are necessary components of a 
productive meeting between the patient and family and the 
care-giving team:

 a. Key team participants are the physician, nurse, social 
  worker, and if possible a chaplain or counselor. 
 b. Patients and families should be allowed to do most of 
  the talking.
 c. Team members should determine the patient and 
  families wishes, preferences, hopes and fears and 
  provide emotional and social support.
 d. All of the above

18. Which of the following is the best definition of 
bereavement:

 a. The state of loss resulting from death
 b. A pathological outcome involving psychological, social, 
  or physical morbidity that may have an impact on daily 
  life
 c. The hidden sorrow of the marginalized individual who 
  has less opportunity to express their loss
 d. None of the above

19. Exploring patients’ participation in activities such as 
meditation or the creative arts can reveal important insights 
into their sources of spiritual strength. 

 a. True
 b. False

20. Which of the following statements about the assessment of 
spiritual, religious and existential aspects of care are true:

 a. It is important to assess matters of potential stress as well 
  as possible sources of strength and centeredness.
 b. Asking patients about their religious background and 
  practices is an important part of an assessment but it is 

  not adequate in determining the patient’s spiritual 
  and existential needs.
 c. “Do you consider yourself to be a religious or spiritual 
  person?” would be an appropriate question to ask a 
  patient experiencing a chronic, life-threatening 
  illness.
 d. All of the above

21. If the nurse learns in the cultural assessment that the 
patient and family wish to follow specific, elaborate 
rituals for care of the body after death, what would be an 
appropriate response from the nurse:

 a. Make a note in the care plan that the family has 
  specific 
  requests regarding care of the body after death.
 b. Identify a family member who will work closely with 
  nursing staff to identify the family’s needs and plan for 
  after-death care.
 c. Consult the Palliative Care team for assistance in 
  supporting the family during this ritual.
 d. All of the above

22. Which of the following organizations developed the first 
edition of the Clinical Practice Guidelines for Quality 
Palliative Care:

 a. National Quality Forum
 b. Centers for Medicare and Medicaid Services
 c. National Consensus Project 
 d. Joint Commission for Accreditation of Healthcare 
  Organizations

23. The nurse who is not a palliative care specialist should be 
able to recognize and teach families about the physical 
signs of imminent death. 

 a. True
 b. False

24. FICA is:
 a. An acronym to help the nurse in completing an 
  assessment of a patient’s religious and spiritual needs.
 b. Stands for Faith, Importance, Community, and 
  Assessment.
 c. Stands for Faith, Inspiration, Commitment and 
  Affirmation.
 d. An acronym that can be used to determine level 
  of cognitive functioning.

25. In the state of Ohio, the order of priority for individuals 
to be appointed as surrogate decision-makers for a patient 
who cannot make healthcare decisions for him/herself is 
as follows:

 a. Legal guardian, spouse, adult children, parents
 b. Spouse, adult siblings, parents, children
 c. Legal guardian, person(s) listed in HCPOA document, 
  spouse, adult children
 d. None of the above

26. From an ethical perspective, when the burdens of a 
treatment seem to be greater than the benefit the patient 
derives, the treatment plan should be re-considered. 

 a. True
 b. False

27. All nurses providing care for patients and families 
experiencing chronic, life-threatening illnesses have 
an important role to play in expanding access to quality 
palliative care.

 a. True
 b. False

28. Resources for nurses who encounter ethical dilemmas in 
care of patients with terminal life-threatening illnesses 
include:

 a. Institutional Ethics Committees
 b. Nurses Code of Ethics
 c. Palliative Care teams
 d. All of the above
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Interpreting Common Lab Values
Developed by: Deborah A. Hague, MS, RN, C. 

This independent study has been developed for nurses 
who wish to learn more about interpreting common lab 
values. 0.96 contact hours will be awarded. The author and 
planning committee members have declared no conflict of 
interest. 

Sponsored by an unrestricted educational grant from the Astra/
Merck Group, Merck & Co., Inc. Accreditation as a provider 
refers to recognition of educational activities only and 
does not imply ANCC Commission on Accreditation, Ohio 
Board of Nursing or ONA approval or endorsement of any 
product.

The Ohio Nurses Foundation (OBN-001-91) is accredited 
as a provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission on 
Accreditation.
(Expires 6/2012).

Objectives
Upon completion of this independent study, the learner 

will be able to:
1. Identify the normal and abnormal values for four 

of the most common lab tests used to diagnose 
hematologic disorders, electrolyte disorders, and 
urinary disorders.

2. Interpret arterial blood gas findings.

DIRECTIONS: Read the following case studies. Answer 
the questions regarding each case study and then review 
the correct answer and its explanation. At the end of the 
program, complete the post-test by circling the one correct 
answer for each multiple-choice question.

HEMATOLOGIC LAB STUDIES
Mrs. J. has brought her 4 year old son, Todd, to the 

office with complaints of persistent nose bleeds. She states 
he has a nose bleed at least once a day and she has noticed 
that he seems to have more bruises on his arms than 
usual. Your physical exam reveals several ecchymotic areas 
on both arms in various stages of healing. He denies any 
trauma to the areas, stating that they “ just happen.” His 
last nose bleed was yesterday around noon. He denies nose 
picking or other trauma. He states, in fact, that he was just 
“watching TV” when his nose began to bleed yesterday. 
His mother states the bleeding is always profuse, usually 
from both sides of the nose and it generally takes about 15 
minutes to get it stopped. His vital signs are: T 98.6, B/P 
80/60, HR 100, R 22. Ht 42 inches, wt 45 lbs.

1. In light of your findings and the patient’s history, what 
blood studies would you expect the physician or APN 
to order?

Discussion
If you answered CBC with diff, PT, PTT, and platelets, 

you are right on target! Let’s take a look at why these tests 
would be ordered.

By definition, epistaxis is bleeding from the nose caused 
by irritation, trauma, coagulation disorders, or chronic 
infection. The history that you have gotten from the patient 
and his mother rules out trauma and irritation, leaving 
coagulation disorder and infection as strong possibilities. 
He also has several bruises which may hint at some 
hematologic problem. His lab results are:

CBC RBC 4.0 million
 MCV 80
 MCH 27
 Hgb 9.4
 Hct 31%
 Platelets 80,000
 WBC 75,000
Differential:
Neutrophils 65%
Lymphocytes 32%
Monocytes 3%
Eosinophils 3%
Basophils .5%

2. Identify which of the above lab values are normal or 
abnormal.

Discussion
Let us now review your answers about whether or not 

these are normal lab values.
RBC  4.0 million This is a low normal value for 
  a child 4 years of age. Normal value is 4.5-
  5.2 million, although values for all lab 
  findings may vary slightly 
MCV 80 The mean corpuscular volume of the 
  red blood cell determines the size and 
  volume of each red blood cell. The normal 
  for this patient would be 80. If you marked 
  it N you were right!
MCH 27 This is the mean corpuscular hemoglobin 
  and determines the hemoglobin content 
  in RBCs. (Hemoglobin of 100 ml of RBCs). 
  Todd’s value is normal.

These corpuscular tests are helpful when diagnosing 
certain types of anemias, hepatic disease, iron deficiency, 

Interpreting Common Lab Values continued on page 14

Neutrophils 65% In a WBC differential, 100 or 
  more white cells are classified into 
  two major types of leukocytes: 
  granulocytes (neutrophils, 
  eosinophils, basophils) and 
  nongranulocytes (lymphocytes 
  and monocytes). Neutrophils play 
  an important role in fighting 
  bacterial infection in the body. 
  Large numbers of neutrophils 
  can be produced by the bone 
  marrow in response to infection. 
  Soon, however, our body runs out 
  of mature neutrophils and begins 
  pushing immature ones into our 
  system. Immature neutrophils 
  (called blasts, bands or stabs) are 
  not as effective as mature 
  neutrophils. An increase in the 
  immature neutrophils is called 
  a “shift to the left.” Normal 
  neutrophil count for Todd would be 
  about 50-60. His is elevated, 
  indicating either a ferocious 
  infection or a problem with the 
  white cells themselves.

malaria and many other disorders that affect the 
hematologic system.

Hgb 9.4 This determines the amount of hemoglobin 
  in a given volume of blood. A four year old 
  child should run between 9.4 and 15.5. 
  Todd is on the low side of normal.
Hct 31% The hematocrit determines the 
  percentage of blood composed of RBCs. 
  To dd should fall between 31% and 44%. 
  Again, our patient is on the low end of 
  normal.
Platelets 80,000 The platelet count determines the 
  number of platelets in 1 mm3 of 
  blood. Normal count for Todd 
  would be about 250, 000. Did you 
  mark this test result as abnormal? 
  Since platelets play a significant 
  role in coagulation, this may be 
  part of the reason for Todd’s 
  bruises and his frequent epistaxis.
WBC 75,000 The WBC gives us the number of 
  white blood cells in 1 mm3 of 
  blood. Normal for Todd should be 
  5700-13,000. His WBC is extremely 
  elevated, more than would be 
  expected if he just had an 
  infection. Our next step is to look 
  at the differential to see if it will 
  tell us more about Todd’s problem.
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Interpreting Common Lab Values continued on page 15

Interpreting Common Lab Values continued from page 13

Eosinophils 3% Eosinophils elevate in times of 
  allergic reaction. Normal is 1-3% of 
  the WBC. Todd is normal here.
Basophils .5% Basophils work in hypersensitivity 
  reactions and enhance the 
  inflammatory response. Normal 
  value is 0-0.75%. Todd falls within 
  normal limits.
Lymphocytes 32% Usually about 30% of the total white 
  blood cell count is lymphocytes. 
  They play a major role in cell-
  mediated and humoral immunity 
  and are divided into T-cell and 
  B-cells. This is an abnormal 
  elevation for Todd.

Now let us put all this information together. Todd has a 
grossly elevated WBC with a pronounced “shift to the left.” 
The lymphocyte count stands out as well. His platelet count 
is decreased and his H/H is borderline low. All of this data 
may indicate that Todd is experiencing acute leukemia 
and that is the reason for his frequent epistaxis and many 
bruises. However, further testing would be indicated, 
especially a blood smear which would show numerous blast 
(immature) cells. A bone marrow biopsy might also be 
scheduled and would also reveal massive blast cells.

BLOOD CHEMISTRIES
Ms. S. is a 24 year old female who presents to the office 

with complaints of severe diarrhea. She states she has 
been having at least ten bowel movements per day. She 
describes them as watery brown, somewhat mucousy and 
in large amounts. She also states she has severe cramping 
with them. She claims she has never experienced this in the 
past. Your physical examination reveals a very thin, pale 
woman with dry mucus membranes and poor skin turgor. 
She is 5’7” tall and weighs 105 pounds. She states this is ten 
pounds below her usual weight.

She is on no medications and states she thought she just 
had the “flu” but became concerned when it did not clear 
up in a few days.

Vital signs are T 99, HR 100, RR 24, B/P 90/60 in the 
upright position.
1. Given this information, what blood chemistries would 

you expect to be ordered?

Discussion
Most of you would agree that the physician or APN 

would probably order at least serum electrolytes, BUN and 
creatinine in addition to a stool culture.

Ms. S’s blood chemistries were:
Na 130
Cl 92
K 3.0
CO2 22
Cr 1.0
BUN 20

2. Take a moment now to write N for normal or A for 
abnormal next to each of the values.

Let us now take a look at each value and see what 
information it gives us.

Na 130 If you labeled this as abnormal, you are 
  right. Normal serum sodium for adults is 
  about 135-145. Again, it is important for you 
  to familiarize yourself with the values used 
  at your lab since they may vary slightly from 
  lab to lab.
Cl 92 This is abnormally low. The normal range is 
  97-107.
CO2 22 This falls within the normal limits of 22-30.
Cr 1.0 A normal creatinine is .5-1.1.
BUN 20 This is an elevated level since the normal is 
  about 5-18.

You probably had no problem recognizing the abnormal 
values with this patient. Now let us put all the values 
together so that we can draw some conclusions about Ms. 
S’s problem.

Your examination of the patient revealed signs of 
dehydration. She has dry mucus membranes and poor skin 
turgor. Her heart rate is 100 and her B/P 90/60. She also 
has a recent weight loss of ten pounds. As we look at the 
lab values to validate our assessment we see that she has 
a low Na and Cl level and an elevated BUN. These can be 

indicators of dehydration.
There are several subgroups of water-sodium 

imbalances: osmolar imbalances, which have to do with the 
amount of water in the body in relation to the number of 
solutes, and volume imbalances, in which sodium, chloride 
and water work together as a team. This patient has a 
typical hypovolemia characterized by loss of Na, Cl, and 
water together. The BUN also reveals some information. 
An elevated BUN unaccompanied by an elevation in 
the creatinine can often be found when patients are 
hypovolemic or in a starvation state where protein begins 
to be catabolized (broken down) for energy. Our patient 
fits this picture as well.

A low serum potassium can be accounted for by the 
large volumes of diarrhea. Classically, diarrhea causes 
at least three major fluid and electrolyte imbalances: 
dehydration, Na deficit, and K deficit. The body has 
compensatory mechanisms such as fluid shifts, aldosterone 
and ADH secretion which attempt to deal with the fluid 
and electrolyte disturbances caused by diarrhea. In this 
patient’s case, these mechanisms were not enough to 
correct her problems.

Our initial lab values show dehydration, hyponatremia, 
hypochloremia, and hypokalemia. These are the results of 
the patient’s problem but do not give us the full picture. 
More information is needed to further identify the cause of 
her diarrhea. She may be suffering from her first episode 
of ulcerative colitis. In the meantime, you could expect 
the physician or APN to treat the fluid and electrolyte 
disturbances because further depletion could result in 
severe complications such as cardiac dysrhythmias and 
renal failure.

ARTERIAL BLOOD GAS VALUES
Mr. M. is a 59 year old male who has been under the 

care of your physician group for several years. He has 
a long history of emphysema, having been a 50 pack/
yr smoker. During the last year he has been hospitalized 
twice for respiratory failure, the last time resulting in 
a two week stay in the intensive care unit on a ventilator. 
For the last two months, Mr. M. has been relatively well. 
He has presented himself to the office for a routine check-
up. He is 5’9” and weighs 180 pounds. Vital signs are T 98, 
HR 100, RR 38, B/P 150/90. He denies shortness of breath 
but appears to be working hard at his breathing, using all 
of his accessory muscles. His lips and nailbeds are slightly 
cyanotic. The physician orders a set of arterial blood gases. 
You accompany Mr. M. to the lab next door and await the 
results.

His ABGs were:  Normal Value
pH 7.30 7.35-7.45
PaO2 50 90-100
PaCo2 65 40
HCO3 20 24

1. What is your interpretation of these values?

Discussion
There are four major acid-base disorders: respiratory 

acidosis, respiratory alkalosis, metabolic acidosis and 
metabolic alkalosis. Typically the interpretation of blood 
gases is a simple process. The chart below gives you a “quick 
look” method:

Resp acidosis PaCO2 rises and pH falls
Resp alkalosis PaCO2 falls and pH rises
Met acidosis HCO3 falls and pH falls
Met alkalosis HCO3 rises and pH rises

Note that the PaO2 does not play a role in delineating 
acid-base imbalance. However, it is an important indicator 
of oxygenation and should be evaluated within the context 
of the acid-base balance.

2. Interpret the following blood gases.

 pH  PaCO2 HCO3 Interpretation
a. 7.50 32 28
b. 7.29 40 15
c. 7.24 60 26
d. 7.46 30 23

Here are the answers: a) metabolic alkalosis
 b) metabolic acidosis
 c) respiratory acidosis
 d) respiratory alkalosis

Of course, blood gas interpretation is not always so easy 
since the body has compensatory mechanisms which try to 
return the body to a normal pH. These mechanisms do not 
always work, especially in patients who have been in chronic 
acid-base imbalance.

Let us go back now and look at Mr. M. Did you interpret 
his blood gases as respiratory acidosis? If you did, you 
were correct. Patients with emphysema have lost their gas-
exchange surface because of the loss of the elastic recoil of 
the alveoli. The result is air-trapping and destruction of the 
alveolar wall. These patients usually compensate over time 
for the CO2 retention that takes place and they become 
members of what is often called the 50/50 club. This means 
that their bodies adjust to a 50 PaO2 and a 50 PaCO2. It 
is when the PaCO2 begins to rise above the PaO2 that 

respiratory failure ensues. Even though Mr. M. is denying 
any shortness of breath, his ABGs indicate that soon his 
respiratory status will degenerate. He requires immediate 
intervention such as low flow oxygen therapy and breathing 
treatments which will help him blow off some of this excess 
CO2.

URINE STUDIES
Mrs. H. is a 50 year old owner of a small business. 

She presents at the office with complaints of a burning, 
stabbing pain in her lower pelvis that is only relieved when 
she urinates. She states that she gets up frequently at night 
to go to the bathroom because the pain awakens her. 
During the day she states she has to go to the bathroom ten 
or fifteen times. She has decreased the amount of fluids she 
drinks to try to alleviate the problem but believes that it has 
just gotten worse. She claims to have had this problem for 
about two weeks.

As you would expect, the physician orders a urinalysis 
and urine culture and sensitivity. Here are the results of 
those tests:

Urine C/S reveals more than 100,000/ml bacterial 
colonies
Urinalysis: Color Dark Yellow
 Appearance Cloudy
 Albumin Negative
 Bilirubin Negative
 Glucose Negative
 Ketones Negative
 Nitrite Positive
 Occult blood Negative
 pH 5.6
 Odor Fetid
 Protein 1+
 Specific grav 1.020
 Urobilinogen Negative Cells:
 Erythrocytes 2
 Leukocytes 7
 Epithelium 8
 Casts Moderate
 Crystals Small amount
 Bacteria Large amount
 Parasites None

1. Next to each finding, place an N for normal or an A 
for abnormal.

Discussion
Now let’s take a look and see how many you marked 

correctly.
Urinalysis Several of the tests included in the urinalysis 
 are normal. Those that are abnormal, are: 
 appearance, nitrite, odor, protein, 
 leukocytes, and bacteria.

Urine C/S As you know, more than 100,000/ml 
 bacterial colonies indicate a severe infection 
 and possibly cystitis.

Let’s now take a look at each of Mrs. H’s abnormal findings.
Appearance Normal appearance of urine is clear to 
 faintly hazy. Mrs. H’s urine is obviously 
 cloudy, indicating that perhaps she has 
 bacteria and/or protein in it.

Nitrite Normally we oxidize ingested nitrite and 
 excrete it as nitrate. The presence of nitrite 
 in the urine usually indicates a urinary 
 tract infection with organisms that change 
 nitrate back to nitrite.

Odor When urine has a certain odor, it may 
 indicate some disorder. A fishy or fetid odor 
 indicates urinary tract infection.

Protein Most labs will state that there should be 
 no protein in the urine. However, some 
 sources state that a small amount of protein 
 in the urine can be regarded as normal. If 
 protein is present, it should be quantified 
 whenever the random urine sample is 
 positive for more than a trace of protein. 
 Mrs. H. has 1+ protein which would indicate 
 some urinary tract disease. With her 
 accompanying symptoms this is another 
 piece of data to support severe cystitis.

Leukocytes The presence of leukocytes in the urine is 
 abnormal. Their presence indicates 
 inflammation and/or infection.

Bacteria Normally there should be no bacteria or 
 less than 1000/ml. Mrs. H. has a large
 amount of bacteria present. This finding, 
 along with all the other abnormalities, 
 requires that a urine C/S be done.

As we put together both the lab data and the clinical 
signs and symptoms, we quickly recognize that Mrs. H. is 
probably suffering from a severe case of cystitis.

We have now covered common lab tests and ABGs. 
Proceed to the post-test to complete this self-study packet.
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Post Test and Evaluation–
Interpreting Common Lab Values

DIRECTIONS: Please complete the post-test and 
evaluation form. There is only one answer per question. 
The evaluation questions must be completed. 

Name: ______________________  Final Score: _________

1. Which of the following sets of lab tests would be 
ordered when trying to identify a bleeding problem?

 a. Na, C1, CO2
 b. K, Ca, BUN
 c. PT, PTT, platelets
 d. MCV, MCH, MCHC

2. Which of the following sets of lab tests would be 
ordered when a patient has been experiencing fluid 
loss through diarrhea or vomiting?

 a. PT, PTT, platelets
 b. Na, Cl, K, BUN
 c. arterial blood gases
 d. SGOT, SGPT, LDH

3. The presence of many immature neutrophils in a 
WBC differential is called:

 a. a shift to the right
 b. thrombocytopenia
 c. a shift to the left
 d. leukocytopenia

4. A normal serum sodium (Na) for an adult is:
 a. 135-145
 b. 5,000-10,000
 c. 2-5
 d. 20-60

5. An elevation in the BUN without an elevation in the 
serum creatinine can indicate:

 a. kidney disease
 b. cardiac dysfunction

 c. protein breakdown
 d. hypervolemia

6. Which of the following blood gas values indicate 
respiratory acidosis?

 a. pH 7.40, PaCO2 40, HCO3 24
 b. pH 7.48, PaCO2 28, HCO3 16
 c. pH 7.32, PaCO2 40, HCO3 16
 d. pH 7.30, PaCO2 50, HCO3 23

7. Which of the following blood gas values indicate 
metabolic acidosis?

 a. pH 7.40, PaCO2 40, HCO3 24
 b. pH 7.48, PaCO2 28, HCO3 16
 c. pH 7.32, PaCO2 40, HCO3 16
 d. pH 7.30, PaCO2 50, HCO3 23

8. In a random urinalysis, which of the following values 
is considered normal?

 a. trace of albumin
 b. positive for nitrites
 c. specific gravity of 1.020
 d. positive for ketones

9. The presence of leukocytes in the urine may 
indicate:

 a. urinary tract infection
 b. poor glomerular filtration
 c. inadequate fluid intake
 d. dysfunction of the bone marrow

10. A urine culture and sensitivity indicates clinically 
significant bacteriuria when there are how many 
bacterial colonies grown?

 a. 20,000/ml
 b. 50,000/ml
 c. 75,000/ml
 d. 100,000/ml

Evaluation
1. Were the following objectives met?

 a. Identify the normal and abnormal values for four of the most common lab tests 
  used to diagnose hematologic disorders, electrolyte disorders, and urinary disorders.   ___ Met ___ Not Met

 b. Interpret arterial blood gas findings.  ___ Met ___ Not Met

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

If no, please comment:

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

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

SEND WITH REGISTRATION FORM ON PAGE 3


