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OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Identify the use of two pain management assessment 

tools.
2. Describe the difference in physical dependence, 

tolerance, pseudoaddiction, and addiction.
3. Identify two pharmacological and two non-

pharmacological interventions useful for pain 
management.

STUDY
The quest to relieve pain is as old as humanity. 

Throughout history man has attempted countless remedies 
aimed at relieving suffering. Hypocrites even documented 
the practice of cutting holes in the body, known as 
trepidation. It was believed that these holes facilitated the 
release of pain (Vallejo, Barkin, and Wang, 2011).

Pain management remains a perplexing problem in 
modern society. David Cheng-Chih Lai (2002) describes 
chronic pain as “…a massive medical, economic, and 
societal problem” (p. 51). In January of 2012 the Joint 
Commission on Accreditation of Healthcare Organizations 
( JCAHO) (http://w w w.jointcommission.org/pain_
management/) estimated that more than 76 million people 
in the United States suffer from pain. The American 
Academy of Pain Medicine estimates the cost of pain to 

be in the neighborhood of $600 billion (http://www.
painmed.org/patient/facts.html). This figure encompasses 
healthcare costs, rehabilitation costs, and lost worker 
productivity.

Pain not only takes a toll on society, but it places a 
tremendous burden on pain sufferers and their families 
as well. The economic costs of pain to patients are high, 
due to the cost of healthcare visits, medication costs, and 
lost wages. Poorly controlled pain also negatively impacts 
quality of life. Patients may experience anxiety, depression, 
and even thoughts of suicide (McCaffery & Pasero, 1999). 
Brennan, Carr, & Cousins (2007) call pain management “a 
fundamental human right” (p.205).

Many factors contribute to the under-treatment of pain. 
The complexity and subjectivity of pain make it difficult 
to treat (Al-Shaer, Hill, and Anderson, 2011). Two of the 
most significant barriers to effective pain management are 
personal attitudes and knowledge deficit. These barriers 
exist not only among nurses, but in other healthcare 
disciplines as well (Xue, Schulman-Green, Czaplinski, 
Harris, and McCorkle, 2007). Nurses in particular play a 
vital role in pain assessment and management and can help 
to promote positive patient outcomes (Al-Shaer et al.).

The most widely accepted definition of pain, adopted 
by the International Society for the Study of Pain (IASP), 
is “Pain is an unpleasant sensory and emotional experience 
associated with actual or potential tissue damage, or 
described in terms of such damage.”

Pain can be divided into certain categories, but it is 
often common for the categories to overlap (McCaffery & 
Pasero, 1999). Pain is most commonly categorized as acute 
or chronic. Acute pain is pain related to sudden illness, 
trauma, surgical intervention, or medical procedures. 
Chronic pain is pain that has persisted beyond the 
normally anticipated healing time. Chronic pain can be 
further classified as malignant or non-malignant pain.

Acute pain is referred to as nociceptive pain. 
Nociception describes the process by which pain becomes 
conscious. Trauma or tissue damage causes the release 
of substances such as prostaglandins, bradykinins, and 
substance P. These substances facilitate transmission of 
painful impulses from peripheral nerves to the central 
nervous system. Substance P and other neurotransmitters 
help to carry the impulses to the cerebral cortex for 
processing, causing the conscious experience of pain 
(McCaffery & Pasero, 1999; Chapman, 2011).

Nociceptive pain can be referred to as either somatic or 
visceral pain. Somatic pain is usually well localized and is 
often described as aching or throbbing. Somatic pain arises 
from skin, bones, joints, and muscles (McCaffery & Pasero, 
1999). Somatic pain is normally responsive to analgesic 
therapy.

Visceral pain arises from internal organs. It is often 
difficult to localize. Patients may describe visceral pain 
as cramping or aching. Visceral pain can be the result of 
compression or distention of organs. Analgesic medications 
are beneficial in treating visceral pain, but other types of 
medications may be required as well (McCaffery & Pasero, 
1999).

Neuropathic pain can be either acute or chronic. 
Neuropathic pain arises from nerve injury or alteration in 
nerve functioning. Abnormal processing of sensory input 
can result in increased transmission of painful signals. 
Patients may experience pain spontaneously or in response 
to normally non-painful stimuli (McCaffery & Pasero, 
1999; Chapman, 2001). Neuropathic pain syndromes 
can be very challenging to treat. Common causes of 
neuropathic pain include mechanical nerve compression, 
metabolic conditions such as diabetes, infectious causes 
such as herpes zoster, and as an untoward effect of drugs 
such as chemotherapy (Fear, 2010).

Differentiating neuropathic pain from nociceptive 
pain is important in determining treatment strategies. 
Clinicians should suspect neuropathic pain when patients 
use pain descriptors such as burning, stabbing, or electric 
shock like. Other common features of neuropathic pain 
include feelings of numbness, tingling, or a subjective 
feeling of coldness in the affected extremity.

Allodynia and hyperalgesia may be present in patients 
experiencing neuropathic pain. Allodynia refers to 
pain that occurs in response to a stimulus that does not 
normally provoke pain, such as clothing touching the skin 
(McCaffery & Pasero, 1999). Hyperalgesia occurs when 
one experiences a greater severity of pain than would be 
anticipated following a painful stimulus. 

Over time, autonomic nervous system dysfunction 
can occur with neuropathic pain, leading to changes in 
the appearance of the affected area. These changes may 
manifest as changes in skin temperature and appearance, 
hair loss, and excessive perspiration.

As noted, chronic pain is pain that persists beyond 
the normally anticipated tissue healing time. The IASP 
currently defines this time period as three months (Chou, 
2009). Chronic pain syndromes can be the result of 
malignancy or due to non-malignant conditions such as 
arthritis, fibromyalgia, or sickle cell disease.

Chronic non-malignant pain (CNP) presents unique 
challenges for patients and clinicians. Patients may respond 
poorly to treatments that show higher degrees of success in 
treating acute conditions. The consequences of CNP can be 
far reaching. Patients may become physically deconditioned 
and unable to participate in activities that they formerly 
enjoyed. Anxiety, depression, and sleep deprivation are 
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common in patients with CNP (McCaffery & Pasero, 1999).
Malignant pain can be either acute or chronic. 

Acute pain syndromes common with cancer include 
post-operative pain from surgical tumor resection, 
chemotherapy associated issues such as mucositis, and side 
effects of radiation therapy such as proctitis. 

Chronic cancer pain is often multidimensional. A 
unidimensional pain scale, such as a numeric rating scale, 
is often useful in acute pain, but may be inadequate for 
patients suffering from chronic malignant pain. Chapman 
(2011) notes, “Multidimensional tools are designed to 
measure the sensory, affective, and emotional components 
of chronic pain” (p. 31). An example of a multidisciplinary 
pain assessment tool that has been used extensively with 
cancer patients is the Brief Pain Inventory (Cleeland, 1991).

PAIN ASSESSMENT
Nurses play a pivotal role in all aspects of managing 

pain (Chapman, 2011). Assessment is the essential first 
step in adequately managing pain. Nurses are afforded a 
unique opportunity to assess pain, by virtue of the nature 
of the nurse-patient relationship. Unfortunately, numerous 
studies have identified nurses’ lack of knowledge about 
pain management (Xue, Schulman-Green, Czaplinski, 
Harris, & McCorkle, 2007).

It is imperative for nurses and other clinicians to 
remember the subjectivity of pain when assessing and 
treating patients. Currently no objective measurements of 
pain exist. In 1968, Margo McCaffery offered a definition 
of pain that still has validity today. She stated, “Pain 
is whatever the experiencing person says it is, existing 
whenever he says it does.”

In 2001, the Joint Commission on Accreditation 
of Healthcare Organizations issued standards for the 
assessment and management of pain. These standards 
mandate that patients presenting to healthcare facilities 
must be assessed for the presence of pain (http://www.
jointcommission.org/). Numerous assessment tools exist 
for use in clinical practice. It is important to remember 
that a particular tool may not be effective for all patient 
situations.

Unidimensional pain scales are used commonly in 
clinical practice (McCaffery & Pasero, 1999). Examples 
of unidimensional scales include visual analog scales, 
simple descriptor scales, and numerical rating scales. 
Unidimensional scales are generally easy to use. However, 
the use of these scales should not negate the non-physical 
factors of the patient’s pain experience (Chapman, 2011). 

A visual analog scale (VAS) involves the use of a 10 cm 
line anchored by words, indicating “no pain” at one end 
and “the worst pain imaginable pain” at the opposite end. 
Patients are asked to make a mark somewhere along the 
line that is indicative of their pain intensity. The clinician 
measures the line up to the marking and obtains a numeric 
rating. The VAS has documented validity, but it can be 
somewhat cumbersome to use (McCaffery & Pasero, 1999).

A simple descriptor pain scale (SDS) involves patients 
choosing from a list of adjectives that describe pain 
intensity. An example of a simple descriptor scale might 
include descriptors such as “no pain,” “mild pain,” 
moderate pain,” and “severe pain.” The patient’s word 
choice is then converted to a numeric rating. The SDS may 
also be cumbersome for clinical use (McCaffery & Pasero, 
1999).

Numerical rating scales (NRS) are currently widely used 
in clinical practice. The most common NRS is a verbally 
administered zero to ten scale, where zero is indicative of 
the absence of pain, and a rating of ten indicates the worst 
pain imaginable. Numerical rating scales are popular due 
to ease of use for both the patient and clinician. Numerical 
rating scales can also be administered in a written format.

Numerous other pain assessment scales are available 
for clinical practice. As mentioned, multidimensional 
assessment tools enable the clinician to evaluate the 
effects of pain on dimensions of the patient’s life outside 
of the physical dimension (Chapman, 2011). Examples of 
multidimensional pain assessment tools include the McGill 
Pain Questionnaire (Melzack, 1975) and the previously 
mentioned Brief Pain Inventory. The Leeds Assessment 
of Neuropathic Symptoms and Signs (Bennett, 2001) 
helps to capture the unique qualities of neuropathic pain. 
Assessment methods such as patient self reporting diaries 
can be useful in pain assessment, particularly in the arena 
of outpatient care (Chapman, 2011).

Pain rating tools are useful for pain assessment, but 
they can also assist in evaluating the effectiveness of pain 
management interventions. Patients should be encouraged 
to define a “comfort/function goal.” This goal represents 
the level of pain that the patient finds acceptable in 
order to participate in activities related to recovery, or to 
experience improved quality of life (McCaffery & Pasero, 
1999). It is incumbent on nurses to ensure that patients 
have a clear understanding of the selected pain rating tool. 
It is also important to remember that pain rating tools only 
capture a portion of the patient’s pain experience, namely 
the pain severity. Other factors that should be assessed 
include location, quality, onset, duration, and precipitating 
and alleviating factors. 

Pinpointing the location of pain can be important 
in identifying its source. Localized pain in a joint may be 
indicative of arthritis, whereas pain that radiates down 
an extremity may indicate neuropathic pain from nerve 
impairment (Strevy, 1998). In patients experiencing pain at 

multiple sites, each site should be assessed independently 
in order to determine the effectiveness of the pain 
management plan.

Assessing pain quality can also help in identifying the 
source of pain and selecting appropriate interventions. 
Aching and sharp are common descriptors of somatic 
nociceptive pain, which is often responsive to conventional 
analgesics. Neuropathic pain, often described as shooting 
or burning, may require treatment with alternative types of 
medications (McCaffery & Pasero, 1999).

Assessment of the onset and duration of pain can aid 
in determining an appropriate pain management plan. 
Some patients may only experience pain at certain times 
of the day. Treatment choices will differ for patients who 
experience constant pain, as opposed to intermittent pain. 

Precipitating factors that increase pain may include 
certain activities or positions. Being aware of these factors 
can enable clinicians to tailor the pain management plan 
to provide additional analgesics prior to painful activities 
(McCaffery & Pasero, 1999). Patients, particularly those 
who have experienced pain for some time, may be aware 
of factors that have helped to alleviate their pain. Many 
times alleviating factors can be non-pharmacological 
interventions, such as thermal applications and 
positioning. Patients may also be aware of particular 
analgesics that have historically provided pain relief. 

ASSESSING PAIN IN SPECIAL POPULATIONS

Infants and Children
Assessing pain in infants presents a unique challenge 

for clinicians. The patient’s self-report is considered 
essential to pain assessment (McCaffery & Pasero, 1999). 
Infants obviously lack the cognitive ability to report their 
pain by conventional methods. 

As with adults, pain in infants has historically 
been poorly treated due to knowledge deficits and 
misconceptions. Infants have been thought to be incapable 
of feeling or expressing pain. There has also been 
widespread concern about the safety of administering 
analgesics and anesthetics to infants (Baulch, 2010).

Current scientific knowledge has established that 
infants have a neural pathway that can respond to 
painful stimuli (Baulch, 2010). Therefore, clinicians 
should anticipate that infants may experience pain 
during procedures such as heel sticks and circumcision. 
Numerous pain assessment tools exist for use with infants, 
many of which are based on physiological and behavioral 
indicators, such as tachycardia and crying. Demonstrating 
the validity and reliability of these tools has been difficult 
(Raeside, 2011).

When assessing pain in children, it is important to keep 
in mind the developmental level of the child, as well as any 
cognitive, ethnic, or cultural factors that could influence 
pain perception (Baulch, 2010). One particularly popular 
rating scale useful with children is the Wong-Baker Faces 
Scale. This scale incorporates a series of facial drawings 
with expressions ranging from a full smile to a crying face. 
Each choice corresponds to a numeric rating. The Wong-
Baker Scale is easy to use, and has been shown to be well 
liked by both pediatric patients and some adults as well 
(McCaffery & Pasero, 1999; Melby, 2011).

OLDER ADULTS AND COGNITIVELY IMPAIRED 
PATIENTS

Pain is often difficult to recognize and may be 
undertreated in the elderly. Age related changes in 
cognitive function may hinder older adults’ ability to report 
pain. Stoicism may also impact pain reporting in older 
adults (Chapman, 2010). 

Older adults should be encouraged to rate their pain 
using conventional pain tools that have proven reliability 
and validity. Older adults with mild cognitive impairment 
may be able to use basic pain rating scales, such as 
the numerical rating scale or verbal descriptor scale. 
Communication aids such as hearing aids and the use of 
large print may be beneficial (Won, 2002).

Another important aspect of pain management in 
the elderly is the effect of age related changes on drug 
absorption and metabolism. Normal changes of aging 
can lead to slower absorption of medications and longer 
duration of action. Decreased hepatic blood flow and 
decreased glomerular filtration rate can alter metabolism 
and excretion (Vogel & Carter, 1998). According to Won 
(2002), a guiding principle of analgesic use in the elderly 
should be “a little goes a long way” (p. 377).

Unresponsive patients or those with profound cognitive 
impairment are unable to participate in conventional pain 
assessment. Clinicians rely on a combination of strategies 
for evaluating pain in this population (Arnstein & Herr, 
2010). These strategies may include measurement of pain 
behaviors by various behavioral assessment tools. A number 
of tools are currently available, but there is currently a lack 
of consensus about which is most appropriate (Arnstein & 
Herr, 2010).

Clinicians may also “assume” that patients are 
experiencing pain based on their knowledge of disease 
processes and procedures (Arnstein & Herr, 2010). 
Another valuable source of information can be surrogate 
reports. Family and other caregivers may be better able 
to interpret the behaviors of non-verbal patients, which 
can be useful in determining if pain is likely to be present 
(Won, 2002). 

CULTURAL CONSIDERATIONS IN PAIN 
MANAGEMENT

The American population is ever increasing in racial 
and ethnic diversity. This can present challenges for 
healthcare providers as they are called upon to care for 
people with backgrounds and beliefs very different from 
their own. Pain and suffering are expressed in a variety 
of ways by different ethnic groups (McCaffery & Pasero, 
1999). Culture also influences how likely an individual is 
to communicate pain to healthcare workers (Honeyman & 
Jacobs, 1996).

Language barriers often exist when caring for patients 
from different cultures. The use of interpreters may be 
beneficial for pain assessment and patient teaching. Many 
pain assessment tools have been translated into various 
languages and are available for use in clinical practice.

Using translated pain assessment tools is only an initial 
step in providing culturally sensitive care. Clinicians 
should work with patients and families to identify personal 
preferences and goals of care (McCaffery & Pasero, 1999). 
Whenever possible, specific cultural practices should 
be honored. For example, patients may find comfort in 
including their own clergy or traditional healers into their 
plan of care (Munoz & Luckmann, 2005).

Clinicians should not make general assumptions about 
all members of a particular ethnic group. According to 
Munoz and Luckman (2005), “…how people express their 
pain is strongly influenced by their level of assimilation 
and acculturation into American culture.” Later 
generations may be less likely to retain earlier generational 
attitudes about pain (Munoz & Luckmann, 2005). Open 
communication between patients and caregivers can 
facilitate effective pain relief. The first step in promoting 
open communication is for the caregiver to keep an open 
mind.

PHARMACOLOGIC PAIN MANAGEMENT
The two main principles of effective pharmacologic 

pain management are to individualize the regimen and 
optimize administration (McCaffery & Pasero, 1999). The 
goals of analgesic therapy are to manage pain at a level 
acceptable to the patient with a minimum of side effects. A 
clear understanding of analgesic therapy enables clinicians 
to aid patients in achieving their pain management goals in 
a safe manner.

Individualizing a patient’s pain regimen involves the 
choice of analgesic, the route of administration, and 
the dose. Analgesic choice should be based primarily 
on the type of pain being treated, the pain severity, and 
the patient’s medical condition. A patient experiencing 
severe, unrelenting somatic pain as a result of surgery will 
likely require opioid analgesics. A patient suffering from 
neuropathic pain as a result of postherpetic neuralgia 
might find relief from other types of medications. 

The oral route of administration is ideal for analgesics, 
due to convenience for patients and flexibility in dosing 
(McCaffery & Pasero, 1999). Some analgesics are available 
in liquid form. The oral route of administration may be 
problematic for patients experiencing nausea or those 
with absorption problems. Many medications, particularly 
opioid analgesics, are available for administration by 
parenteral routes.

The rectal route is another option for administering 
selected analgesics when the oral route is contraindicated. 
Intramuscular injections should be avoided, as they are 
painful and absorption is erratic (McCaffery & Pasero, 
1999). Fentanyl is an opioid analgesic that is available for 
transdermal administration. A topical local anesthetic 
patch, Lidoderm®, may be of benefit for patients 
experiencing localized pain.

Determining the dose of an analgesic involves titration 
to an acceptable balance between analgesia and side 
effects. It is important to remember that non-opioid 
analgesics and adjuvant medications all have ceiling doses. 
Pure opioid analgesics have no true ceiling dose. However, 
they must be judiciously titrated to prevent untoward side 
effects. A combination of different classes of medications 
may be required to treat certain painful conditions (Hader 
& Guy, 2004).

Another important concept in determining medication 
dose is equianalgesia. Equianalgesia is used in determining 
approximately equivalent doses of opioid analgesics 
(McCaffery & Pasero, 1999). A change in the patient’s 
ability to tolerate a particular route of administration, 
or the development of intolerable side effects with a 
particular opioid, may necessitate a medication change. 
An equianalgesic chart enables clinicians to safely and 
effectively switch a patient’s route of administration of a 
particular opioid or from one opioid to another. 

When transitioning patients from one opioid to another, 
it is important to remember the concept of incomplete 
cross-tolerance. Clinicians cannot assume that patients 
who have developed tolerance to a particular opioid will 
have developed the same level of tolerance to another 
pharmacologically related drug. The tolerance should 
be believed to be “incomplete” and the dosage of the new 
opioid should be reduced by about 50% of the calculated 
equianalgesic dose (McCaffery & Pasero, 1999).

A thorough pain assessment aids in developing an 
effective dosing regimen. An “as needed” dosing schedule 
may be appropriate for patients experiencing mild to 
moderate intermittent pain. For patients experiencing 
unrelenting pain, an around the clock dosing schedule 
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may be indicated. Pain flares can still occur despite around 
the clock dosing, particularly with malignant pain. These 
brief exacerbations of pain are known as breakthrough 
pain. Breakthrough pain is often precipitated by activities 
such as ambulation or coughing (Bunn & Griffiths, 2011). 
Breakthrough pain flares can also occur spontaneously. 
Breakthrough pain can be managed by the administration 
of smaller doses of immediate acting analgesics.

End of dose failure should not be confused with 
breakthrough pain. End of dose failure occurs when 
patients experience decreased pain relief near the end of a 
dosing interval. The occurrence of end of dose pain should 
trigger a review of the patient’s medication dosage and the 
dosing interval (Bunn & Griffiths, 2011).

NON-OPIOID ANALGESICS
Non-opioid analgesics are useful for treating a variety of 

painful conditions. Non-opioids are often the first line of 
defense in treating mild pain. These medications can also 
be used in combination with other drugs to treat moderate 
to severe pain. The use of a non-opioid in conjunction 
with an opioid may lead to improved pain relief with fewer 
side effects (McCaffery & Pasero, 1999). It is important to 
remember that all non-opioid medications have ceiling 
doses. Most non-opioid medications are administered 
orally. Some, such as acetaminophen, are available in liquid 
and rectal form. Ketorolac (Toradol®) is a non-opioid 
analgesic that can be administered intravenously.

Acetaminophen is a non-opioid analgesic that possesses 
analgesic and anti-pyretic properties. Acetaminophen has 
no anti-inflammatory action. It’s mechanism of action is 
believed to be central rather than peripheral, which is in 
contrast to many other non-opioid analgesics (McCaffery & 
Pasero, 1999). Acetaminophen must be used with caution 
in patients with liver disease; acetaminophen overdose 
can cause hepatic toxicity. Acetaminophen is available in 
tablets, liquid, and rectal suppositories. For many years 
the ceiling dose of acetaminophen was believed to be 
4000 mg per day. Recently, the United States Food and 
Drug Administration suggested, but did not mandate, a 
reduction in the maximum daily dosage of acetaminophen 
to 3000-3250 mg (Krenzelok, 2012).

Non-steroidal anti-inflammatory drugs (NSAIDs) 
possess analgesic, anti-pyretic, and anti-inflammatory 
properties. The anti-inflammatory action of these 
medications is a result of inhibition of cyclooxygenase 
(COX) enzymes. COX enzymes facilitate the production 
of prostaglandins, one of the substances that aids in 

transmission of painful signals to the central nervous 
system (Bowie, 2011; McCaffery & Pasero, 1999).

Two varieties of COX enzymes exist, and non-selective 
NSAIDs inhibit both COX-1 and COX-2. The anti-
inflammatory and analgesic effects of NSAIDs are related 
to COX-2 inhibition. COX-1 inhibition is believed to 
account for the undesirable side effects associated with 
NSAIDs, such as gastric ulcers, renal dysfunction, and 
bleeding tendencies (Bowie, 2011; McCaffery & Pasero, 
1999).

COXIBs are selective cyclooxygenase inhibitors 
designed to target COX-2 enzymes. It was believed that 
these drugs would provide pain relief and decrease 
inflammation without the troubling effects of non-
selective NSAIDs. Unfortunately, research has shown that 
these drugs increase the risk of myocardial infarction, 
hypertension, and heart failure in patients at risk for 
cardiovascular complications (Moodley, 2008). As a result 
of these findings, two COX-2 inhibitors, rofecoxib and 
valdecoxib, were voluntarily withdrawn from the market 
worldwide. Celecoxib remains available for clinical use, 
primarily for treatment of osteoarthritis. Dosing guidelines 
include warnings about cardiovascular risk. Celecoxib 
is contraindicated in patients with sulfonamide allergy 
(http://www.pfizerpro.com/hcp/celebrex/indications/
dosing).

Ibuprofen is an example of a non-selective NSAID. 
Ibuprofen is available in tablets and liquid form. The 
ceiling dose of ibuprofen is 3200 mg daily. Care should 
be taken when using ibuprofen, or any NSAID, in the 
elderly, as they are more prone to the side effects of 
gastrointestinal problems, platelet dysfunction, and renal 
insufficiency (McCaffery & Pasero, 1999).

OPIOID ANALGESICS
Opioid analgesics are drugs that produce pain relief by 

binding to opioid receptors in the nervous system. There 
are three types of opioid receptors; mu, delta, and kappa 
(McCaffery & Pasero, 1999). Drugs that bind to opioid 
receptors and produce analgesia are known as agonists. An 
antagonist is a drug that binds to opioid receptors but does 
not produce analgesia. An example of an opioid antagonist 
is naloxone (Narcan®), which is used to reverse respiratory 
depression or excessive sedation from opioids. 

The most abundant of the opioid receptors are the 
mu receptors. Mu receptors are plentiful in the dorsal 
horn of the spinal cord. It is here that opioids bind with 
mu receptors, blocking the release of substance P, and 
inhibiting the transmission of painful impulses (McCaffery 
& Pasero, 2011). Opioid receptors are also present in other 

sites throughout the body. It is interesting to note that 
the body produces its own endogenous opioids, known as 
endorphins (Cox, 2010). 

Clinicians should keep in mind that no ceiling doses 
exist for pure opioid analgesics. These medications can 
be carefully titrated to a level that provides effective pain 
relief for most patients. This knowledge may help nurses 
dispel the myth that many terminally ill patients hold, 
believing that opioids should be reserved for late in their 
disease progression, to ensure that they will be effective 
(McCaffery & Pasero, 1999). 

Many misconceptions exist regarding the use of opioid 
analgesics, on the part of patients as well as clinicians. 
Many people cling to exaggerated fears of addiction 
(McCaffery & Pasero, 1999). It is important to understand 
several concepts related to the use of opioid analgesics, 
which may help to dispel unfounded myths and biases 
that lead to poor pain management (Al-Shear, Hill, & 
Anderson, 2011).

Physical dependence is a phenomenon in which abrupt 
cessation of a drug results in development of a withdrawal 
syndrome. Physical dependence is an expected occurrence 
in the context of repeated drug administration, as with 
regularly scheduled opioid dosing. Physical dependence 
can be avoided by careful tapering of medications 
(McCaffery & Pasero, 1999). Physical dependence is not the 
same as addiction.

Tolerance is a physiological state in which an increased 
dose of a drug is required to produce the same effect over 
time (Turk & Okifuji, 2010). Tolerance is an expected 
occurrence in the context of regularly repeated drug 
dosing. The development of tolerance may signal the 
need for a review of the patient’s pain management plan. 
Tolerance is not addiction.

Pseudoaddiction refers to behaviors that mimic 
addiction. Patients are often preoccupied with obtaining 
medications and may be labeled as “clock watchers.” 
This preoccupation with medication is usually due to 
poorly controlled pain. Improved pain control, usually 
accomplished by altering the analgesic dose, often 
eliminates these behaviors (McCaffery & Pasero, 1999; 
Turk & Okifuji, 2010).

Addiction refers to the compulsive use of a drug to 
obtain effects other than the intended use. In the case of 
opioid addiction, patients are using these medications for 
effects other than pain relief. This compulsive drug use can 
lead to physical, psychological, and social harm to the user 
(Turk & Okifuji, 2010). Drug use continues despite harm.
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Morphine has long been considered the “gold standard” opioid, with which all others 
are compared (McCaffery & Pasero, 1999). Morphine is a naturally occurring substance 
derived from the opium poppy. Morphine is available in immediate release and long-
acting preparations. There is great flexibility in morphine administration; morphine can 
be administered by oral, sublingual, rectal, parenteral, intrathecal, and epidural routes. 
Morphine should be used with care in the elderly and those with renal impairment. M6G, 
a metabolite of morphine whose half-life is longer than the parent drug, can accumulate 
in patients with renal dysfunction and may cause profound side effects, including 
respiratory depression (McCaffery & Pasero, 1999).

Hydromorphone (Dilaudid®) is a semi-synthetic opioid analgesic. It may be safer for 
patients with renal impairment, as it has no known clinically relevant metabolites. Another 
advantage of hydromorphone is that it is available in a concentrated parenteral solution, 
which may be beneficial for cachectic patients who require parenteral analgesics (Inturrisi 
& Lipman, 2010). Hydromorphone is also available in tablet form for oral administration. 
A long-acting form of hydromorphone was recently introduced in the United States.

Codeine is another naturally occurring opioid that may have limited use in pain 
management. Codeine must undergo metabolism into morphine in order to provide 
analgesia. It is estimated that 10% of the population lacks the enzyme required to 
metabolize codeine, so those people will receive little to no pain relief (Inturrisi & 
Lipman, 2010). Codeine is often administered in combination with a non-opioid analgesic, 
e.g. acetaminophen with codeine.

Fentanyl is a synthetic opioid analgesic that is 100 times more potent than morphine. 
Hence, fentanyl is dosed in micrograms rather than milligrams. Parenteral fentanyl is 
often used to produce analgesia during painful procedures, due to its rapid (1-5 minutes) 
onset of action and short half-life (McCaffery & Pasero, 1999).

Fentanyl is also available as a transdermal pain patch marketed as Duragesic®. 
Transdermal fentanyl is contraindicated in patients who are opioid naïve, meaning that 
they have not been taking opioids on a regular basis. Transdermal fentanyl may be poorly 
absorbed in patients with too little subcutaneous tissue. Hyperthermia can increase 
transdermal fentanyl absorption, so it should be used with caution in patients with fever. 
It is also important for clinicians to remember that the onset of action of Duragesic® is 12 
hours, so patients will require additional analgesics during the initial application period. 
It also takes 12 hours for transdermal fentanyl to clear from the system after the patch 
is removed, which necessitates careful observation of patients during that time period 
(Inturrisi & Lipman, 2010). Duragesic® patches are very convenient for patients, as they 
need to be replaced only every 48-72 hours.

Methadone is an opioid analgesic that can be administered by a variety of routes. 
Methadone is unique from other opioids in that its half-life is extremely long, estimated 
to be between 13-50 hours, which makes methadone dosing difficult. Methadone should 
not be used in opioid naïve patients. Prior to the introduction of controlled release 
opioids, methadone was a mainstay of cancer pain management (McCaffery & Pasero, 
1999). Methadone can also cause prolongation of the QTc interval, which can predispose 
patients to development of the potentially lethal dysrhythmia, torsade de pointes (Inturrisi 
& Lipman, 2010). Many patients are reluctant to use methadone due to its stigma. 
Methadone has long been used as a substitution drug for treatment of drug addiction.

Meperidine (Demerol®) is another opioid analgesic worthy of note. Meperidine 
has historically been a popular analgesic for the treatment of acute pain (McCaffery & 
Pasero, 1999). We now know that meperidine possesses a toxic metabolite, normeperidine. 
Normeperidine is neurotoxic and can cause seizures. The half-life of normeperidine is 
longer than the half-life of meperidine, predisposing patients to serious complications as 
additional drug is administered in an attempt to control pain.Additionally, a potentially 
fatal interaction can occur when meperidine is administered concurrently with 
monoamine oxidase inhibitor (MAO) antidepressants (Inturrisi & Lipman, 2010). 

Oxycodone is an orally administered opioid analgesic available in immediate release 
and controlled release preparations. The controlled release product, OxyContin®, is 
intended to be swallowed whole. The tablets should never be broken or crushed in order 
to be administered through a nasogastric or feeding tube. This is true of all controlled 
release analgesic tablets. Chewing or breaking controlled release tablets leads to the 
release of large quantities of medication that were intended to be absorbed over several 
hours, which can result in profound respiratory depression and death. Oxycodone is 
also available in combination with acetaminophen as Percocet® or Roxicet®. Combining 
oxycodone with acetaminophen limits dosing options, due to the ceiling dose of 
acetaminophen (Inturrisi & Lipman, 2010).

Hydrocodone is an opioid analgesic available only in combination with acetaminophen 
or ibuprofen in the United States in preparations such as Lortab® and Vicoprofen®. 
Hydrocodone preparations are indicated for the relief of mild to moderate pain. 

Dose titration is again limited by the ceiling dose of the non-opioid component of this 
medication.

Side effects of opioids are worrisome for both clinicians and patients. The most 
concerning side effects are sedation and respiratory depression. Sedation is common 
during the initiation of opioid therapy and when doses are increased. Sedation almost 
always precedes respiratory depression, so monitoring the sedation level of patients 
receiving opioids is imperative. Decreasing the opioid dose may be all that is required to 
combat excessive sedation. Naloxone (Narcan®) is an opioid antagonist that can be used 
to reverse clinically significant respiratory depression. Multiple small doses of naloxone 
may be necessary, as the duration of action of naloxone is shorter than that of most 
opioids (McCaffery & Pasero, 1999). Tolerance to sedation and respiratory depression 
develops over days (Inturrisi & Lipman, 2010).

Other side effects of opioids are less worrisome, but may not be less bothersome for 
patients. Nausea is common with initiation of opioid therapy. Nausea can be related to 
stimulation of the chemoreceptor trigger zone or due to decreased gastrointestinal 
motility (McCaffery & Pasero, 1999). Antiemetic medications may be helpful in combating 
nausea, but they should be administered carefully with the understanding that they may 
increase sedation.

Pruritus (itching) is another potential side effect of opioid therapy, particularly when 
opioids are administered by the intraspinal route (McCaffery & Pasero, 1999). Pruritus 
can be generalized or localized, and is rarely accompanied by a rash. Antihistamines may 
be beneficial in treating pruritus, but they can precipitate sedation.

Urinary retention can occur at the beginning of opioid therapy. Opioids can increase 
sphincter tone, which may make urination difficult. Opioids can also cause bladder 
spasms and urinary urgency (McCaffery &Pasero, 1999). Temporary intermittent 
catheterization may be required until tolerance to urinary retention develops.

Constipation is a common side effect of opioids, and the only side effect to which 
tolerance never develops. Advanced age and immobility can increase the likelihood of 
developing constipation. The key to treating constipation is prevention. Stool softeners 
and laxatives should be initiated concurrently with opioids (McCaffery & Pasero, 1999). 
Bulk forming laxatives are contraindicated if patients cannot maintain adequate fluid 
intake, as they may cause intestinal obstruction.

ADJUVANT ANALGESICS
Adjuvant analgesics describe medications whose primary indication is for a condition 

other than pain, yet they have been shown to have efficacy in treating painful conditions 
(McCaffery & Pasero, 1999). Adjuvant analgesics are also referred to as co-analgesics. 
Assessing the character of a patient’s pain can aid in selection of an appropriate adjuvant 
analgesic. Adjuvant medications require patience on the part of the clinician and the 
provider, as these drugs require slow titration, and analgesic effect may be delayed. 
Adjuvant medications always have ceiling doses.

Antidepressants and anticonvulsants are two of the most commonly prescribed 
adjuvant analgesics, particularly for the treatment of neuropathic pain. The tricyclic 
antidepressants (TCAs) have demonstrated efficacy in the treatment of conditions such 
as post- herpetic neuralgia, diabetic neuropathy, fibromyalgia, and headache (McCaffery 
& Pasero, 1999). Adequate amounts of data currently exist that indicates that these drugs 
have primary analgesic effects, as opposed to indirectly relieving pain by improving mood 
(Metzger, 2002). It is important to remember that these medications must be titrated 
slowly. TCAs have anti-cholinergic effects, which can cause dry mouth and blurred vision. 
Orthostatic hypotension is also a potential side effect of TCAs, particularly in elderly 
patients (Eisenberg & Peterson, 2010). Commonly used tricyclic antidepressants include 
amitriptyline, doxepin, imipramine, desipramine, and nortriptyline.

Anticonvulsants have been used in the treatment of chronic neuropathic pain for 
many years. Like the TCAs, anticonvulsants must be titrated slowly. Sedation, dizziness, 
and nausea are common side effects of anticonvulsants (McCaffery & Pasero, 1999). Some 
of the older anticonvulsants, such as phenytoin (Dilantin®), require monitoring of blood 
counts and hepatic function studies when used on a long term basis (Bajwa, Sami, & Ho, 
2002). 

Carbamazepine (Tegretol®) has long proven to be beneficial in the treatment of 
trigeminal neuralgia. Gabapentin (Neurontin®) has demonstrated efficacy in treating 
postherpetic neuralgia (PHN), painful diabetic neuropathy (PDN), and phantom 
limb pain. Pregabalin (Lyrica®) is a newer anticonvulsant useful in treating PHN and 
PDN (Eisenberg & Peterson, 2010). Drug selection is often based on trial and error, as 
variability in effect and tolerance to side effects is common (McCaffery & Pasero, 1999).

It is important to note that numerous other medications have proven to be effective 
adjuvant analgesics for treating a variety of painful conditions. Examples include muscle 
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as an adjunct in the treatment of painful musculoskeletal 
conditions.

Mind-body techniques can also be employed as part of 
a pain management plan. Many people not experiencing 
pain find these techniques to be of value in their daily lives. 
However, further research is required to demonstrate the 
benefit of these techniques for patients experiencing pain 
(Gatlin & Schulmeister, 2007). 

Relaxation and imagery are two popular body-mind 
techniques. Relaxation involves focusing on soothing 
images, relaxing muscles, and deep breathing. Imagery is 
a process of inducing relaxation through visualization and 
imagination (Gatlin & Schulmeister, 2007). In discussing 
relaxation and imagery, Syrjala and Yi (2010) note that 
these techniques “…can be valuable in the treatment of 
both acute and chronic pain” (p. 126).

Numerous other non-pharmacological techniques 
exist that patients may find beneficial as part of a pain 
management treatment plan. Examples include prayer, 
meditation, aromatherapy, and hypnosis. Complementary 
and alternative interventions such as acupuncture, herbal 
therapies, and therapeutic touch may be of interest 
to some patients. It is important to consider potential 
drug interactions when herbal preparations are used in 
conjunction with conventional analgesics. Patients may 
view complimentary interventions as a way of avoiding 
side effects, or as an alternative treatment option for pain 
that has not been relieved by conventional means (Gaul, 
Schmidt, Czaja, Eismann, & Zierz, 2011). 

It is important to note that numerous other advanced 
modalities are available to treat patients experiencing pain, 
such as patient controlled analgesia, intrathecal opioid 
administration, anesthetic nerve blocks, and implantable 
pain pumps. These interventions are complex and are 
worthy of their own in-depth review. 

CONCLUSION
Managing pain has been a challenge throughout 

history. Present day medications and pain management 
techniques afford clinicians greater opportunities to 
manage pain than ever before. Still, biases and knowledge 
deficits exist that prevent many patients from obtaining 
optimal pain relief. Pain is one of the most subjective 
conditions that healthcare workers are called upon to treat. 
Clinicians should approach the treatment of pain with a 
solid scientific knowledge base, as well as an open mind. 
Nurses are in a unique position to advocate for patients 
experiencing pain, and to ensure that their fundamental 
right to pain management is met.

relaxants, benzodiazepines, serum serotonin reuptake 
inhibitors, corticosteroids, and bisphosphonates.

NON-PHARMACOLOGICAL PAIN MANAGEMENT
According to McCaffery & Pasero (1999), “Analgesics 

are the mainstay of pain relief, especially acute pain (e.g. 
postoperative), cancer pain, and pain in the terminally 
ill” (p. 400). However, most pain is best treated with a 
“multimodal approach” (Arnstein, 2011), which combines 
pharmacologic and non-pharmacologic techniques. The 
use of non-pharmacological interventions may be sufficient 
to treat some types of mild pain. Non-pharmacological 
interventions may help to decrease the required dose 
of analgesics in more severe pain, which can lessen side 
effects.

Many non-pharmacological interventions have long 
been thought to decrease pain. However, scientific data 
regarding efficacy are lacking (Gatlin & Schulmeister, 
2007). Nurses should examine non-pharmacological 
interventions in terms of risk and benefit. Measures 
that bring comfort to patients without fear of harm 
may be beneficial. There is thought that it may be the 
interpersonal process of providing the technique rather 
than the technique itself that provides relief (McCaffery & 
Pasero, 1999).

Positioning helps to maintain body alignment and may 
help to prevent and alleviate pain (Gatlin & Schulmeister, 
2007). Nurses should assess patients’ ability to reposition 
themselves and intervene if mobility deficits are identified. 
Pillows or positioning aids may be sufficient for some 
patients, whereas others may require specialty surface 
mattresses if they are at risk for skin breakdown.

Massage therapy involves systematic manipulation of 
soft tissues. Massage improves range of motion, relaxes 
muscles, and improves circulation and lymphatic drainage. 
Numerous studies have demonstrated that massage therapy 
decreases pain ratings (Gatlin & Schulmeister, 2007). 
Massage can also communicate care and concern.

Thermal measures may provide pain relief and promote 
healing, particularly in musculoskeletal or soft tissue 
injuries. However, thermal applications must be used 
with caution. Overexposure can lead to tissue damage. 
Populations at increased risk for damage from applications 
of heat and cold include patients with spinal cord injuries, 
cognitively impaired patients, and the very young and very 
old (Colwell, 2009). 

Cold applications decrease swelling and pain by 
vasoconstriction (Colwell, 2009). Ice is often used in 
acute soft tissue injuries. Care should be taken to avoid 
overexposure to cold, as prolonged vasoconstriction can 
cause tissue ischemia.

Heat applications improve blood flow through 
vasodilation (Colwell, 2009). The application of heat is 
often more palatable to patients than cold. Overexposure 
to heat can damage epithelium, leading to tenderness and 
blistering. It is important to never place an external heat 
source, such as a heating pad, directly over transdermal 
fentanyl (Duragesic®) patches, as heat increases absorption 
of the drug.

Another form of cutaneous stimulation is 
transcutaneous electrical nerve stimulation (TENS). This 
therapy involves passing electrical current across the skin 
via electrodes (Munafo & Trim, 2000). Patients may report 
a tingling or vibrating sensation, but the treatment should 
not be painful. TENS therapy has historically been used 

An Overview of Pain Management continued from page 6
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An Overview of Pain Management
Post Test and Evaluation

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

Name: _____________________________________________

Date: ______________________ Final Score:  ___________

1. The subjectivity of pain makes it difficult to treat.
 A. True
 B. False

2. The most reliable indicator of the presence of pain is 
the patient’s vital signs.

 A. True
 B. False

3. Visceral pain, often described as cramping or aching, 
may be due to organ compression.

 A. True
 B. False

4. Allodynia and hyperalgesia are features of 
neuropathic pain.

 A. True
 B. False

5. A numeric pain rating scale is all that is required to 
perform a pain assessment.

 A. True
 B. False

6. There is no effective method of assessing pain in 
older adults with mild cognitive impairment.

 A. True
 B. False

7. All non-opioid analgesics have ceiling doses.
 A. True
 B. False

8. The half life of Methadone is 4-8 hours.
 A. True
 B. False

9. Applying a heating pad over a transdermal fentanyl 
patch is a good idea because it makes the patch more 
comfortable for the patient.

 A. True
 B. False

10. The only side effect of opioids to which tolerance 
never develops is constipation.

 A. True
 B. False

11. Increased somnolence in a patient receiving opiod 
analgesics may be indicative of impending respiratory 
depression.

 A. True
 B. False

12. Patients experiencing malignant pain should not 
be given opioid analgesics until their oncologist 
determines that their disease is terminal.

 A. True
 B. False

13. Physical dependence and tolerance are expected 
occurrences with opioid analgesics.

 A. True
 B. False

14. Patients who are constantly watching the clock 
in anticipation of their next dose of analgesic 

medication should be considered addicted.
 A. True
 B. False

15. Relaxation and imagery have no place in pain 
management.

 A. True
 B. False

Evaluation

1. Were you able to achieve the Yes No
 following objective?
 a. Identify the use of two   __ Yes  __No
  pain management assessment 
  tools.
 b. Describe the difference in   __ Yes  __No
  physical dependence, tolerance, 
  pseudoaddiction, and addiction.
 c. Identify two pharmacological and  __ Yes  __No
  two non-pharmacological
  interventions useful for pain 
  management.

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

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

   __________________

4. What other topics would you like to see addressed in 
an independent study?
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OBJECTIVES
1. Define confusion versus delirium versus dementia.
2. Identify pathologies of various conditions that may be associated with dementia.
3. List nursing implications related to the care of dementia patients.
4. Identify support services for the caregivers of dementia patients.

The Spectrum of Cognition to Confusion and Dementia
We will begin this module with a definition of terms related to confusion and 

dementia. It is important to recognize the differences between delirium and dementia 
so as to avoid unnecessary medications or missed opportunities to help the affected 
individual. Next we will discuss a variety of diseases in which dementia may manifest itself. 
Finally, to conclude we will discuss treatment modalities, nursing care, and caregiver 
support.

DEFINITIONS
Cognition is the act or process of thinking, perceiving and learning. Cognitive 

functions that may be affected by dementia include decision making, judgment, memory, 
spatial orientation, thinking, reasoning, and verbal communication.

Confusion is defined as being a mental state in which reactions to environmental 
stimuli are inappropriate. The person may also be described as being bewildered, unable 
to orient himself or is perplexed, when otherwise he or she would not be. Confused states 
can occur with either delirium or dementia.

Delirium is a reversible condition of extreme mental confusion and motor excitement 
marked by defective perception, impaired memory and a rapid succession of confused and 
unconnected ideas. Speech may be rambling and/or incoherent. Often the patient may 
experience illusions and hallucinations. Delirium is a transient acute mental disturbance 
that manifests as disorganized thinking and a decreased ability to pay attention to the 
external world. In an elderly individual delirium can be brought on by a urinary tract 
infection, constipation, colds, under-managed pain, illness, or stressful situations. Patients 
receiving narcotic analgesics or anesthetic agents may also present with delirium. Drug 
interactions and side effects are also causes of delirium in the elderly. 

Delirium is generally caused by some underlying condition. When the cause is 
eliminated or resolved, the person returns to his or her baseline of cognitive function. 
Delirium is generally characterized by a sudden onset of confusion; however bear in mind 
in an elderly person the confusion may actually become chronic due to a neglected or 
under-managed chronic illness. 

Pseudodementia is a type of severe depression that occurs mostly in the elderly. 
Cognitive changes resemble dementia to include slow motor movements and thinking and 
short-term memory loss. They may be apathetic and answer questions without attempting 
to provide the correct response. Often they may exhibit poor eye contact and little 
spontaneous movement. 

A person in a state of pseudodementia may exhibit poor hygiene and inappropriate 
dress, as he may be so depressed, he takes no interest in appearance. Because it is often 
difficult to determine whether the individual has pseudodementia versus a true dementia, 
often the individual will be treated with an antidepressant. If there is improvement in 
mood, one can come to the conclusion the individual was suffering from pseudodementia. 
If there is no improvement, the individual may then be diagnosed with a dementia. 

Dementia is defined as a gradual irreversible mental deterioration with loss of cognitive 
function due to organic or psychological factors. Alzheimer’s Disease is a classic example 
that comprises 50% of the dementia cases. Other diseases associated with dementia 
include multi-infarct dementia (vascular), Huntington’s disease (inherited), infectious 
disease (HIV, syphilis), Lewy body dementia, Pick’s disease (atrophy of the frontal & 
temporal lobes), progressive supranuclear palsy, ALS, Creutzfeldt-Jakob disease, and 
Parkinson’s disease.

Characteristics Delirium Dementia
Onset Acute or slow Insidious
Duration  Days to weeks, almost always worse at night Permanent, commonly 
  worse at night
Associated  Drug abuse or withdrawal or systemic No systemic conditions
Conditions illness is always present, UTI’s, stressful  necessary
 events, narcotic analgesics
Attention Span Poor Usually unaffected
Appearance Slovenly Often neat until much 
  later stages
Arousal Level Fluctuates from lethargy to agitation Normal
Orientation to  Variably impaired for person & place, Impaired if disease
person, place  almost always impaired for time results in social isolation
& time
Cognition Disorganized thoughts, hallucinations and  Delusions** or
 illusions* are common hallucinations are 
  common
Speech and  Dysarthric, slow, often not coherent, and Aphasia is possible
language inappropriate 
Memory Impaired Loss of recent memory 
  with impaired remote
  memory.

Confused About Dementias
Delirium versus Dementia

*Illusions occur when a person has a false perception. He mistakes something for what 
it is not. For example, one may ask a patient, “What color is the apple?” He responds it 
is blue. The delirium resolves and again you ask, “What color is the apple?” The patient 
responds red.

**Delusions are false beliefs or wrong judgments held with conviction despite evidence 
to the contrary. The individual persists in stating the apple is blue, even when a bag of 
red apples is shown to the patient. Another example of a delusion is when a person with 
dementia persists in thinking she has to go to work, when she has been retired for 25 
years. Even when shown a retirement certificate, she persists in stating she still has to go to 
work.

Types of Dementia
There are many types of and contributing factors to dementia. In this section we will 

discuss the more commonly encountered conditions that can cause dementia. These 
include the following:

•	 Lewy	Body	Dementia
•	 Pick’s	Disease
•	 Progressive	Supranuclear	Palsy
•	 ALS
•	 Creutzfeldt-Jakob	Disease
•	 Parkinson’s	Disease
•	 Multi-infarct	Dementia
•	 Binswanger’s	Disease
•	 Alzheimer’s	Disease

Lewy Body Dementia is the second most frequent cause of dementia in the elderly. 
Lewy Body Dementia is suspected when a patient presents with progressive cognitive 
decline in combination with three additional defining features. The additional features 
are: 1) pronounced fluctuations in alertness and attention with frequent periods of 
drowsiness, lengthy periods of staring into space, or disorganized speech; 2) recurrent 
visual hallucinations; and 3) parkinsonian motor symptoms to include rigidity and loss of 
spontaneous movement. 

Abnormal structures containing deposits of a protein called alpha synuclein (Lewy 
Bodies) are found in areas of the brain. Lewy bodies are found in both Alzheimer’s 
and Parkinson’s patients, but it is unclear whether Lewy Body Dementia is a distinct 
entity itself, or a variant of Alzheimer’s or Parkinson’s disease. Symptoms of Lewy Body 
Dementia range from traditional parkinsonian effects (bradykinesia, rigidity, tremor 
and shuffling gait) to those of Alzheimer ’s disease (acute confusion, loss of memory, 
loss of or fluctuating cognition). Visual hallucinations may be one of the first symptoms 
noted, followed by delusions and depression. Currently most patients are treated 
with the medications used for Parkinson’s disease and Alzheimer’s disease as well as 
antidepressants and antipsychotic medications. Antipsychotic medications are used with 
caution, if at all, as these medications may increase the severity of hallucinations and 
worsen motor symptoms (increase rigidity problems). Average survival time after diagnosis 
is approximately eight years, similar to Alzheimer’s Disease.

Pick’s Disease, also known as Frontotemporal Dementia, is a rare form of dementia, but 
accounts for 5% of all dementia types. It generally occurs between the ages of forty and 
sixty years old and slightly more often in women than men. The patient with Pick’s Disease 
presents very much like a patient with Alzheimer’s disease, with the difference being 
detected on autopsy. In Pick’s Disease, the patient develops Pick’s bodies in localized areas 
of the brain, predominantly in the frontal and temporal lobes. With Alzheimer’s disease, 
the neurofibrillary tangles develop over more generalized areas.

Pick’s bodies are very different in appearance than the neurofibrillary tangles seen 
in Alzheimer’s disease. Pick’s bodies are straight versus paired and helical. While early 
symptoms of Alzheimer’s disease tend to be memory impairment, early symptoms of 
Pick’s Disease tend to be frontal lobe symptoms. Remember the frontal lobe houses our 
cognitive functions, our sense of humor, personality traits and social functioning. Thus it 
is often a change in mood such as euphoria, disinhibition and deterioration of social skills 
that are first noticeable. An individual with Pick’s Disease may become an extrovert or 
withdrawn. They can be rude, impatient, aggressive, and/or make inappropriate remarks 
in public. They may exhibit a change in sexual behavior that can be linked to the loss of 
inhibitions. 

Like Alzheimer’s Disease, when early stages reveal subtle loss of memory, early stages of 
Pick’s Disease may reveal subtle changes in behaviors. Early changes may include difficulty 
in maintaining a line of thought, easily becoming distracted, and/or have difficulty 
maintaining a conversation for any length of time. It isn’t until the behaviors become 
more bizarre that Pick’s Disease may be suspected. Later stages of Pick’s Disease may 
include gluttony, gross over eating, and/or increased alcohol consumption. Individuals 
with Pick’s Disease may compulsively put things in their mouths. Pick’s Disease is treated 
with the same modalities as Alzheimer ’s disease. The progression for Pick’s Disease may 
last anywhere from 2 to 10 years.

Progressive Supranuclear Palsy is a movement disorder occurring more often in men 
and in individuals aged 60 years or more. The patient with Progressive Supranuclear Palsy 
will decline with death resulting in 5 to 7 years. 

Typically the patient with Progressive Supranuclear Palsy presents with Parkinsonian 
type symptoms. These symptoms include bradykinesias (slow movement), rigidity, 
shuffling or uncoordinated, unsteady gait, repeated falls, slow speech patterns, poor 
ability to enunciate words, and low voice volume. They suffer a mild dementia and the same 
widespread neurofibrillary tangles seen in Alzheimer’s disease. In this mild dementia, 
the patient tends to have difficulty using knowledge, is forgetful, may be apathetic and in 
general has slowed thought processes. Vision difficulties further complicate this disease. 
The patient experiences uncontrollable and uncoordinated eye movements as well as 
the inability to look up or down without bending his or her neck. The condition may 
be diagnosed via a MRI (magnetic resonance imaging) that may show shrinkage of the 
brainstem. 

Treatment for Progressive Supranuclear Palsy includes medications used for 
Parkinson’s disease to treat movement disorders and the Alzheimer’s disease medications 
for dementia symptoms. 

Amyotrophic Lateral Sclerosis is often called Lou Gehrig’s disease, named for the 
famous baseball player who died of this disease. This is a motor neuron disease in which 
there is damage to and loss of motor neurons. Motor neurons are located in the brain, 
brainstem and spinal cord and control our voluntary movements. Amyotrophic Lateral 
Sclerosis causes weakness, twitching, cramping, stiffness of muscles, slurred speech, 
difficulty swallowing and/or chewing. Patients may experience stumbling and falling. 
Eventually, the individual may succumb to respiratory failure as the diaphragm fails to 

Confused About Dementias continued on page 10
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function. These patients will not survive without mechanical ventilation at that point. 
While not all patients with Amyotrophic Lateral Sclerosis experience dementia, studies 
have shown some patients do experience problems with depression, decision-making and 
memory loss. There is one medication called riluzole (Rilutek™) that is believed to reduce 
the damage to the motor neurons. Riluzole seems to extend survival time by a few months 
and delays the need for mechanical ventilation.

Creutzfeldt-Jakob Disease is a rare, degenerative and fatal brain disorder that affects 
about 200 new cases per year in the U.S. The disease has a rapid course, with death 
occurring in 90% of patients within one year. Early stages of the disease reveal a failing 
memory which rapidly progresses to dementia, behavioral changes, a lack of coordination, 
falls, and visual disturbances.

As the disease progresses, mental deterioration becomes very pronounced resulting 
in severe dementia, involuntary movements, blindness, weakness of extremities and 
coma may occur. Creutzfeldt-Jakob Disease is part of the family of diseases known as 
the transmissible spongiform encephalopathies (TSE). Spongiform refers to the spongy 
appearance the brain tissues develop as this disease progresses.

It is thought the cause of Creutzfeldt-Jakob Disease is a virus with an unusually long 
incubation time, although no such virus has been isolated to date. Another theory 
maintains that a type of protein called a prion causes Creutzfeldt-Jakob Disease. 
Household members of Creutzfeldt-Jakob Disease patients have no higher risk of 
contracting the disease than the general population. Iatrogenic causes of the disease 
include grafts of the dura (the outer covering of the brain), corneal transplants, 
inadequately sterilized implanted brain electrodes, and injections of contaminated 
pituitary growth hormone derived from cadavers. 

A variant of the disease has been identified in Great Britain and France. It is 
speculated that perhaps the consumption of contaminated beef has been the cause, but 
this has not been proved as of yet. Currently there is no treatment for Creutzfeldt-Jakob 
Disease, thus measures are undertaken to ease the patient’s symptoms and promote 
comfort.

Parkinson’s Disease is a movement disorder that results in the loss of dopamine 
producing brain cells. Patients experience tremor, rigidity, bradykinesia and postural 
instability. Other symptoms of Parkinson’s disease include depression, mood changes, and 
sleep disruption. Some individuals experience dementia along with Parkinson’s disease. 
Most often this dementia is a Lewy Body Dementia. We have already discussed Lewy Body 
Dementia in this module.

Multi-infarct Dementia is a very common cause of memory loss in the elderly. It is 
caused by multiple strokes that lead to damaged brain tissue. Often these strokes occur 
without any noticeable clinical symptoms, in other words, the patient doesn’t even know 
it occurred. These are often referred to as “silent strokes.” Over time when more of the 
brain is damaged, symptoms of Multi-infarct Dementia are seen.

Symptoms include confusion, loss of short-term memory, wandering, getting lost in 
familiar places; walking with a rapid, shuffling gait; losing bladder and/or bowel control; 
laughing or crying inappropriately; having difficulty following instructions; and having 
problems with counting money and making monetary transactions. Multi-infarct 

Dementia affects more men than women and typically begins between the ages of 60 to 
75. Because Alzheimer ’s disease and Multi-infarct Dementia may occur simultaneously, it 
is often difficult to make a diagnosis. An MRI or CT Scan of the brain may reveal areas of 
stroke confirming Multi-infarct Dementia. 

There is no treatment for Multi-infarct Dementia. Once it has occurred, the damage 
to the brain is irreversible. Most emphasis is placed on prevention via promoting sound 
cardio- and cerebrovascular health. A healthy diet, exercising, not smoking, moderately 
using alcohol and maintaining a healthy weight are all part of a healthy lifestyle that 
promote cardio- and cerebrovascular health. Controlling hypertension, dyslipidemias, and 
diabetes also factor in to minimizing the risk for Multi-infarct Dementia.

Binswanger’s Disease, also known as Subcortical Vascular Dementia, is caused by 
widespread microscopic areas of damage to the deep layers of white matter in the brain. 
(Recall myelin has a white color, thus white matter are tissues protected by a myelin 
sheath.)  The damage that occurs is due to atherosclerosis of the subcortical areas of 
the brain. The subcortical area of the brain refers to the structures below the cerebral 
cortex. As the atherosclerotic process continues, blood flow becomes impaired and 
eventually brain tissue dies. When enough loss of brain tissue occurs, it can be visualized 
on an MRI or CT scan. Binswanger’s Disease affects the patient’s executive cognitive 
functioning that includes short-term memory, organizational skills, mood, and attention, 
the ability to make decisions and act, and appropriate behavior.  Similarly to Parkinson’s 
disease, Binswanger’s Disease produces a psychomotor slowness. (e.g., it takes a longer 
period of time to form a letter when writing). Other symptoms of Binswanger’s Disease 
include forgetfulness (not as severe as seen in Alzheimer’s Disease), changes in speech, 
an unsteady gait, clumsiness, frequent falls, and changes in personality or mood. These 
patients may also experience urinary symptoms, such as incontinence, which are not 
attributable to urological diseases. 

There is no specific treatment for Binswanger’s Disease. Medications used to treat 
Alzheimer’s Disease are employed to assist with memory loss, and antipsychotics may be 
used to treat mood and behavior problems. Like Multi-infarct Dementia, prevention is the 
best treatment. Thus adopting a healthy lifestyle, curbing alcohol consumption, smoking 
cessation, and controlling problems such as hypertension and diabetes are key elements.

Alzheimer’s Disease is the most common cause of dementia in people age 65 and 
older. Just as in the previously discussed dementias, Alzheimer’s Disease is irreversible, 
progresses over a period of 5 to 20 years and culminates in the patient’s death. Initially the 
individual experiences memory loss and confusion, which is often attributed to “normal 
aging”. However as symptoms worsen, it becomes evident the individual is experiencing 
more than normal aging. Alzheimer’s Disease leads to behavior and personality changes 
and a decline in cognitive abilities that affect decision-making and language skills. The 
Alzheimer’s Disease patient develops difficulty in recognizing familiar objects and 
familiar faces. They often lose the ability to name friends and family members.

Alzheimer’s Disease primarily affects the cerebral cortex and hippocampus, ultimately 
causing three hallmarks.

Amyloid plaques are made up of fragments of a protein called beta-amyloid peptide. 
The beta amyloid peptide becomes mixed with other proteins, remnants of neurons and 
other brain cells to form a clump known as amyloid plaque. Beta amyloid peptide has 
been shown to be associated with genes ApoE4 (chromosome 19) and chromosome 21 
(trisomy 21 or Down Syndrome). These genetic mutations generally cause Alzheimer’s 
Disease at an earlier age, such as in the person’s 30’s or 40’s. While there are some genetic 
components to Alzheimer’s Disease, it is not necessary to have one of these genetic defects 
to develop Alzheimer’s Disease.

Neurofibrillary Tangles are found inside neurons and are abnormal accumulations of 
a protein called tau. The tau protein is necessary for the development of healthy neurons, 

but in the individual with Alzheimer’s Disease, the tau protein clumps together. The 
clumps of tau protein cause the neurons to fail to function and eventually die. The now 
dead neurons contribute to formation of more amyloid plaques.

Loss of connections between neurons occurs first with the hippocampal neurons. 
The hippocampus is where short-term memory resides, thus when these neurons are lost, 
loss of short-term memory ensues. As neurons die, connections are lost with surrounding 
neurons. Neurons do not survive when they lose their connections with other neurons. 
Thus the death of neurons due to neurofibrillary tangles and amyloid plaque only 
perpetuates even more neuron loss. As there is more and more neuron loss, the affected 
areas of the brain will begin to atrophy and shrink. When the disease is widespread, there 
is widespread and significant atrophy of the brain, which can be easily seen on a CT scan.

In the next section, we will discuss the diagnosing, stages and treatment for 
Alzheimer’s Disease. As one reads this section, bear in mind many of the treatment 
options and nursing care implications are pertinent to any patient with a dementia. Many 
of the medications used to treat Alzheimer’s Disease are also used to treat Lewy Body 
Dementia, Pick’s Disease, or any of the other dementias we have discussed.

Nursing Care and Implications for Dementia

Risk Factors for Dementia: There are many types and causes of dementia. Besides the 
causes and risk factors we have already discussed, other risk factors include: 

Advanced age
Cardiovascular disease
Cerebrovascular disease
Head trauma
Alcohol and/or drug abuse
Malnutrition
Brain Tumors
Hydrocephalus
Kidney disease
Diabetes
Liver diseases
Thyroid diseases
Infections (HIV, syphilis)
Vitamin B deficiencies
Sex (women have a higher rate, adjusted for age)

Diagnosis, Signs and Symptoms:
Besides the tests such as CT scans and Magnetic Resonance Imaging, there are 

a number of tools used to establish a diagnosis of dementia. Other routine tests are 
performed to rule out other causes of dementia, such as laboratory studies (vitamin levels, 
electrolytes, thyroid, glucose, CBC, drug levels, liver and kidney function, 

VDRL); urine tests and electrocardiograms (ECG) are also valuable. A careful 
patient history, often with the family providing much of the information, is essential. An 
electroencephalogram (EEG) may reveal “slowing” of waves or other patterns indicating 
dementia. PET scans are being used more and more in diagnosing cerebral diseases, 
especially as the PET scan technology becomes more readily available to healthcare 
centers. 

The American Psychiatric Association has established criteria for the diagnosis of dementia 
to include: 

1) Erosion of recent and remote memory and 
2) Impairment of one or more of the following area (See Chart 1):

Chart 1

Language Aphasia: Misuse of words or inability to remember and use words 
correctly 

Motor activity Apraxia: Unable to perform motor activities even though the 
physical ability remains intact.

Recognition Agnosia: Unable to recognize objects, even though sensory 
function is intact. 

Executive function Unable to plan, organize activities and/or think abstractly.  

Patients may have unusual difficulty learning names, or may lose events, like forgetting 
a brunch date from the previous morning. Early signs of dementia may include the misuse 
of common words or use of odd locations; for example, the individual may put laundry 
soap in the freezer. Some may show compulsive or impulsive behaviors and cannot be left 
alone. The individual may repeat the same task over and over, such as check and recheck 
a locked door multiple times. Often subtle symptoms attributed to “old age” or stress, are 
exhibited over a period of years and delay the diagnosis of dementia.

Let’s talk about loss of memory for a moment. How many times have you thought 
to yourself that you have developed Alzheimer’s Disease because you could not find 
something or remember a name? We all forget things from time to time and that is normal. For 
example you returned home from work after a busy day and as you were entering your 
home, the phone was ringing. In your hurry to answer the phone, still distracted by the 
busy day, you absent mindedly put your car keys in your coat pocket instead of in your 
purse or on the kitchen counter where you normally store your keys. You answer the phone 
call and proceed with the rest of your day. 

The next morning as you head out the door to go to work again, you can’t find your 
keys. You look in your purse or on the kitchen counter and you can’t find them. You 
look everywhere and no keys! You begin to panic because you don’t want to be late for 
work. You even ask the kids and the dog where your keys are. The entire time you are 
wearing your coat as you are looking for your keys. In exasperation, you stop to think and 
in putting your hands in your coat pocket-there they are! And you don’t even remember 
how they got there. This is normal memory loss, due to being distracted and or tired. (Makes 
you kind of worry about all the distractions you experience every day at work, doesn’t it? 
It makes you wonder what else you’ve forgotten to do at work.) For the person who has 
dementia, she has the car keys in her possession and/or knows where the keys are, however 
she doesn’t remember what she is supposed to do with the keys, or doesn’t remember for 
what the keys are used. When asked what the keys are for, the person with dementia may 
state the keys are actually small knives used to cut things versus start the car or open the 
door to the house.

Confused About Dementias continued from page 9
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INDEPENDENT STUDY
This independent study has been updated by: Jan 

Lanier, JD, RN, and Kathleen Morris, RN, Nursing Practice 
Department, Ohio Nurses Association in January, 2013.

This independent study has been developed to enhance 
nurse’s ability to delegate appropriately and according to 
OBN rules. NOTE: This session can be used to meet your 
one hour OBN requirement on law and rules which affects 
your nursing practice in Ohio.

1.46 contact hours of Category A will be awarded for 
successful completion of this independent study. The author 
and planning committee members have declared no conflict 
of interest. Disclaimer: Information in this study is intended 
for educational purposes only. It is not intended to provide 
legal and/or medical advice or to be a comprehensive 
compendium of evidence-based practice. For specific 
implementation information, please contact an appropriate 
professional, organization, legal source, or facility policy. 
Accredited provider status does not imply endorsement by 
ONA, ANCC or OBN of any commercial products discussed 
in association with this article.

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

Copyright © 2002, 2004, 2006, 2008.2010, 2012, Ohio 
Nurses Association. Expires June 12,2014.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Describe the principles of nursing delegation as 

related to the Ohio Revised and Administrative 
Codes.

STUDY
The registered nurse maintains an independent area 

of practice with accountability for the quality of nursing 
care rendered to patients. This includes accountability in 
delegating nursing care activities to the nursing assistant. It 
is incumbent upon the registered nurse to apprise him or 
herself of the law and rules related to delegation of nursing 
tasks.

Delegation has been an essential element of nursing 
practice for decades. Yet, questions still abound concerning 
delegation more so than nearly any other component of 
nursing practice. This independent study will explain the 
principles of delegation, and address some of the most 
common questions that nurses raise.

The Law and Rules
The root of delegation for Ohio nurses is in the law. 

Ohio Revised Code Section 4723.01(B) (6) states that the 
practice of nursing as a registered nurse includes “teaching, 
administering, supervising, delegating, and evaluating 
nursing practice.” Thus, delegation is recognized as an 
independent function within the scope of a registered 
nurse’s practice. A recent change to the law governing 
licensed practical nurses recognizes that LPNs may delegate 
nursing tasks as directed by a registered nurse.

The Ohio Board of Nursing (OBN) adopted rules 
on delegation. These rules are found in the Ohio 
Administrative Code at Chapter 4723-13. The rules help to 
clarify the expectations and responsibilities associated with 
nurse delegation. Specifically, the rules provide definitions, 
discuss conditions and prohibitions, establish criteria for 
delegating to trained unlicensed persons, set minimum 
curriculum requirements for teaching a delegable nursing 
task, and provide guidance on supervision of delegation. 
Each of these sections will be more fully discussed, below.

Pertinent Definitions
The OBN defines delegation as “the transfer of 

responsibility for the performance of a selected nursing task 
from a licensed nurse authorized to perform the activity 
or task to an individual who does not otherwise have the 
authority to perform the task.” Ohio Administrative Code 
4723-13-01(C). 

Delegation is really just a tool which nurses use as 
they plan and organize their work day in determining 
how everything is going to get done. Essentially, it is the 
performance of a particular task that is delegated. Note that 
the nurse still retains responsibility for the outcome, and the 
decision whether to even delegate a task in the first place. It 
is the manual performance which leaves the nurse’s “to do” 
list, and is shifted over to an assistant’s “to do” list instead.

According to the National Council of State Boards of 
Nursing, delegation “is a basic management tool that allows 
nurses to effectively utilize staff to provide safe nursing 
care for an entire group of patients or clients. Delegation 
provides a means to distribute workloads so as to better use 
the time and skills of the licensed nurse. The effective use of 
delegation promotes positive patient outcomes with efficient 
use of resources.”

The nurse must have the authority to perform the 
delegated task on his or her own. Thus, anything which 
does not fall within the nurse’s scope of practice cannot be 
delegated by the nurse. For example, a nurse does not have 
authority to perform surgery, thus a nurse may not delegate 
the performance of surgery to anyone else.

Delegation by Licensed Nurses
Note also that the person to whom a nurse delegates does 

not have authority in their own right to do the task. Nursing 
assistants in hospitals, for example, do not have a scope of 
practice recognized by Ohio law. Thus everything they do is 
at the delegation of another. When a nurse asks an assistant 
to bathe or feed a patient, because the assistant has no legal 
authority to do these tasks on their own, the nurse is actually 
delegating the bathing and feeding tasks. When an assistant 
is properly taught and supervised by a licensed nurse to 
perform the bathing and feeding tasks, Ohio law refers to 
this assistant as a “trained unlicensed person” or State Tested 
Nurse Aide.

Does this mean that every patient care task a trained 
unlicensed person might do qualifies as a “nursing 
task”? According to Ohio law, the answer is yes. Ohio 
Administrative Code 4723-13-01(J) states that a nursing 
task means “those activities which constitute the practice 
of nursing as a licensed nurse and may include, but not be 
limited to, assistance with activities of daily living that are 
performed to maintain or improve the client’s well-being, 
when the client is unable to perform the activity for him or 
herself.” 

Even though the nurse delegates the performance of 
nursing tasks, the nurse still remains accountable for the 
outcome. Often, nurses confuse accountability with liability. 
The nurse will always be accountable for decisions made 
in the context of delegation. To satisfy this accountability 
requirement, the nurse must be able to state a reasonable 
basis for the delegation decisions made. The nurse must 
be able to articulate why the circumstance was right for 
delegation (see discussion on Conditions, below). The nurse 
must be able to identify why he or she believed the task 
was a delegable task, why the patient qualified for the care 
component to be delegated, and why the nurse believed the 
trained unlicensed person was the right person for the job.

When the nurse’s answers to these questions are 
satisfactorily consistent with standards for delegation, the 
nurse has satisfied his or her duty to meet the accountability 
requirements and will likely not be held legally liable for any 
untoward outcome. While it is always possible for a nurse to 
be named as a defendant in a lawsuit for negligence, it must 
be proven that the nurse failed to meet his or her duties, 
including the duty to delegate appropriately. If the nurse can 
articulate appropriate rationale underlying their decision to 
delegate, it should be proven that the nurse met his or her 
duty and is therefore not liable for the untoward outcome.

Melinda is a nurse on the medical-surgical unit of 
her hospital. She has asked Betsy, the nursing assistant, 
to feed Mrs. Pierce her breakfast. While Betsy is feeding 
Mrs. Pierce the meal, Mrs. Pierce chokes on her food 
and subsequently dies. The family brings a lawsuit 
against the hospital, Melinda, and Betsy.

During depositions, Melinda is questioned by the 
attorney as to why she decided to allow Betsy to feed 
Mrs. Pierce her breakfast. Melinda responds that 
Mrs. Pierce has been in stable condition for most of 
her hospital stay, that she had been on solid foods 
for her entire hospital stay, that Mrs. Pierce had no 
symptoms of dysphagia, nor any history of CVA or any 
other condition that might cause suspicion that Mrs. 
Pierce had any trouble swallowing. Further, Melinda 
has worked with Betsy for over 10 years, and Betsy has 
probably fed over 1,000 patients. Melinda trusts Betsy, 
and knows that Betsy always asks questions if she has any 
concerns. Betsy has never had any past problems with 
feeding patients.

Analysis: It appears that Melinda has articulated 
a rational basis for her decision to delegate. The 
conditions appear to have been right for delegation: the 
task required no nursing judgment, the patient seemed 
to be right for delegation and Betsy was apparently 
trained to perform the task and additionally was 
reliable. Melinda has satisfied her duty of accountability 
and should not be held legally liable for the untoward 
outcome.

Prohibitions 
Ohio law prohibits an unlicensed person from passing 

the responsibility for performing a delegated task on to 
another person. Therefore, if a nurse asks his or her assistant 
to ambulate a patient down the hall, the assistant may not 
ask another assistant to walk the patient for them. Likewise, 
an unlicensed person may not perform a delegated nursing 
task on any individual other than the individual specified in 
the delegation. Unlicensed persons, who perform a nursing 
task and do not comply with the provisions of delegation, 
may be held accountable for the unauthorized practice of 
nursing. Ohio Administrative Code 4723-13-03.

Conditions for Delegation of Medication Administration
The delegation of medication administration is limited 

to specific medications or specific settings for which law 
and rule has been established to address medication 
administration via delegation. Ohio Administrative 
Code 4723-13-05 states a licensed nurse may delegate the 
administration of only the following medications: (1) Over-
the-counter topical medications to be applied to intact skin 
for the purpose of improving a skin condition or providing 
a barrier; and (2) Over-the-counter eye drop, ear drop, and 

suppository medications, foot soak treatments, and enemas.
There are very limited exceptions to Rule 4723-13-

05 OAC. These exceptions are specified in Ohio law for 
MR/DD and long term care settings. The distinguishing 
hallmark of many of these settings is that the primary 
purpose of these facilities is for purposes other than the 
provision of healthcare. Thus, according to Ohio law, 
because a school has as its primary purpose the provision 
of education–and not the provision of health care–an 
exception is carved out to allow designated school personnel 
to administer medications to children. The long term care 
setting recently became the site for the use of certified 
medication aides (CMAs). These individuals administer 
medications pursuant to delegation by a licensed nurse. An 
entire separate chapter of Board of Nursing rules (Chapter 
4723-27 Ohio Adm. Code) addresses the use of medication 
aides.

Ohio law also carves out exceptions for unlicensed 
persons to assist with self-administration of medications. 
This exception allows the unlicensed person to remind an 
individual when to take the medication, observe to ensure 
that the individual follows the directions on the container, 
remove the medication container from storage and hand 
it to the individual, open the container if the individual 
is unable to do so, and place the medication into the 
individual’s mouth or apply it to the skin if the individual 
is mentally alert but physically unable to do so. Ohio 
Administrative Code 4723-13-02. 

Criteria and Standards for Delegating to Trained 
Unlicensed Persons

Prior to reaching the decision to delegate, the nurse must 
assess both the individual patient as well as the particular 
task to be delegated under the circumstances. This is often 
collectively referred to as assessing the “conditions” for 
delegation.

When the nurse considers the potentially delegable 
task, the nurse must assure that no nursing judgment or 
expertise is required for the trained unlicensed person 
to perform the task. The task results must be reasonably 
predictable and can be safely performed according to exact, 
unchanging directions with no need to alter the standard 
procedures for performing the task. The task must also not 
require repeated nursing assessments. If the task were to be 
performed incorrectly, there must be minimal associated 
risks which are not life-threatening.

Once the nurse has determined that the task is delegable, 
the nurse must consider whether the delegation of the 
task would be appropriate given the patient’s particular 
circumstances. The nurse must evaluate the individual 
patient to identify the types of nursing care needed; the 
complexity and frequency of the nursing care needed, 
whether the patient is stable, and review the evaluations of 
the patient by the other members of the health care team.

Melinda, a nurse on a medical-surgical floor, has 
delegated to Betsy the assistant, the task of bathing 
Mrs. Pierce. Mrs. Pierce was admitted two days ago 
for complaints of light-headedness, which have been 
resolved for over 24 hours.

Analysis: The task is bathing of a patient. No nursing 
judgment, expertise, or repeated nursing assessments 
are required to give Mrs. Pierce her bath. The expected 
result is that Mrs. Pierce will have hygienically clean 
skin. The bath can be given according to exact 
directions which essentially do not change. If the bath is 
performed improperly, the effects will be minimal and 
not life-threatening.

The patient is Mrs. Pierce who is in stable condition. 
At this point, she is simply being observed and vital 
signs are being checked once every four hours. This 
nursing care is neither complex nor frequent. She has 
been seen by her primary care physician, who also finds 
her to be stable and is planning to discharge her in the 
morning.

The task and the patient are appropriate for 
delegation.

The National Council of State Boards of Nursing 
has summed up conditions for delegation into a “Five 
Rights” statement. These five rights include: right task, 
right circumstances, right person, right direction and 
communication, and right supervision. The “right task” 
assures that the task is one that is delegable for a specific 
patient. The “right circumstances” determine appropriate 
patient setting, available resources, and consideration of 
other relevant factors. The “right person” means that the 
right person (nurse who has legal authority to perform 
the task) is delegating the right task to the right person (a 
properly trained unlicensed person) to be performed on the 
right patient. 

Once the nurse has delegated, the nurse retains the 
authority to withdraw the delegation at any time and 
upon the discovery of the absence of any of the necessary 
conditions.

Ohio Administrative Code 4723-13-05 additionally 
enumerates several conditions for delegation, all of which 
must be present for delegation to occur. Legal requirements 

Delegation by Licensed Nurses continued on page 12
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include:
(1) That the nursing task is within the scope of practice 

of the delegating nurse as set forth in 4723.01 of the 
Revised Code.

(2) That the nursing task is within the knowledge, skills and 
ability of the nurse delegating the task

(3) That the nursing task is within the training, ability, 
and skill of the trained unlicensed person who will be 
performing the delegated task

(4) That appropriate resources and support are available 
for the performance of the task and management of the 
outcome

(5) That adequate and appropriate supervision by the 
licensed nurse is available in accordance with rule 4723-
13-07 of the Administrative Code.

(6) That
 (a) The nursing task requires no judgment based on 
  nursing knowledge and expertise on the part of the 
  unlicensed person performing the task;
 (b) The results of the nursing task are reasonably 
  predictable;
 (c) The nursing task can be safely performed according 
  to exact, unchanging directions, with no need to 
  alter the standard procedures for performing the 
  task;
 (d) The performance of the nursing task does not 
  require that complex observations or critical 
  decisions be made with respect to the nursing task;
 (e) The nursing task does not require repeated 
  performance of nursing assessments; and
 (f) The consequences of performing the nursing task 
  improperly are minimal and not life-threatening. 

Melinda, a nurse on an intermediate care burn unit, 
has delegated to Betsy the assistant, the task of bathing 
Mrs. Pierce. Mrs. Pierce was admitted two days ago for 
third degree burns over 50% of her body. 

Analysis: The task is bathing of a patient. Typically, 
no nursing judgment, expertise, or repeated nursing 
assessments are required to give a bath; however, 
this is not the case with a burn victim. The results 
are unknown–Mrs. Pierce may have skin grafting, 
may experience substantial pain with bathing, may 
experience significant vital sign changes during 
bathing. In this circumstance, the bath cannot be 
given according to exact and unchanging directions. 
If the bath is performed improperly, there could be 
substantial risks of harm to Mrs. Pierce. 

The patient, Mrs. Pierce, is not in stable condition. At 
this point, she is undergoing delicate nursing care with 
frequent and complex assessments. The results of these 
assessments can change her plan of care at any given 
moment. A great number of people comprise her health 
care team and these other members are performing 
their own complex and frequent assessments of Mrs. 
Pierce.

The task is not appropriate for delegation. 
Separately, the patient is inappropriate to receive this 
delegated task. 

Susan works as a registered nurse in a physician’s 
office. Nancy is an assistant in the office. The physician 
instructs Nancy to administer a medication to Mrs. 
Parker. The medication is not an over-the-counter 
medication, and if the administration is not done 
properly, Mrs. Parker could sustain adverse effects.

Analysis: A licensed nurse may not delegate 
medication administration to an unlicensed person. 
However, a physician may do so if it is done according 
to the physician’s practice act of the Ohio Revised Code. 
Section 4731.053 of the Ohio Revised Code allows 
physicians to delegate administration of medications, in 
facilities where the substantial purpose is the provision 
of health care, to unlicensed persons providing 
the physician remains on-site. The law prohibits 
the physician from transferring this supervisory 
responsibility to anyone else, other than another equally 
qualified physician. 

The delegation flows from physician to assistant 
and is appropriate. The nurse is not involved, is not 
accountable and is not liable. (The nurse does need to 
speak up though, if the task appears to be carried out 
incorrectly). The physician may not ask the nurse to 
supervise the performance of the delegable task. The 
physician may not relinquish supervision to anyone 
other than another physician in the office and remains 
accountable for the outcome. 

One final note–a licensed nurse is not responsible for 
the delegation by another licensed health care practitioner 
to an unlicensed person. Although the Ohio Nurse Practice 
Act has several prohibitions against particular types of 
delegation, practice acts for other healthcare professionals 
do not necessarily contain the same sort of prohibitions. 
Thus, if a non-nurse delegates to an unlicensed person a 
task within the non-nurse’s scope of practice, the unlicensed 
person may perform the task, even if the same task is 
nondelegable under the Nurse Practice Act.

Minimum Curriculum Requirements For Teaching A 
Delegable Nursing Task

The Ohio Nurses Association’s Nursing Practice 
Statement NP19, Guidelines for Registered Nurses in Delegating 
Tasks to Nursing Assistants, reminds that nursing assistants 
possess different knowledge levels and capabilities. Nurses 
must additionally remember that nursing assistants use 
on-the-job training and ongoing staff development to 
understand and apply basic principles of client care, 
primarily focused on activities of daily living. The practice 
statement goes on to assert that competencies of the nursing 
assistant may include provision of basic patient care such as 
recording of vital signs and intake and output, provision of 
personal care such as bathing and assistance with eating, 
utilization of basic restorative skills such as range of motion 
exercises, enlisting mental health and psychosocial skills 
such as recognition of the patient’s spiritual needs, using 
effective communication skills including adequate and 
appropriate documentation, and practicing effective team 
member skills such as acceptance of delegation. 

When training an unlicensed person to perform 
a nursing task, Ohio Administrative Code 4723-13-06 
requires inclusion of instruction on infection control and 
universal precautions. The Code also requires that, as to the 
particular task instruction, the nurse provide information 
and directions on the concepts underlying the delegable 
nursing task. The nurse should give directions on how to 
correctly perform the delegable task according to current 
standards of care and make step-by-step directions readily 
available to the nursing assistant. Once the nurse has 
provided a demonstration of the task, the nurse should 
observe and document a satisfactory return demonstration 
of the same task. 

Supervision of Delegation
The initiation of the delegation process must include 

thorough instructions to the trained unlicensed person. The 
nurse should communicate directions and expectations for 
each task.

The nurse should assist the trained unlicensed person 
in determining priorities among the delegated tasks. Ohio 
Administrative Code 4723-13-05 requires the nurse identify 
a specific time frame during which the delegated nursing 
task may be performed.

As the task is being performed, the nurse must provide 
appropriate supervision. Such supervision includes 
direction, monitoring, intervention as needed and assuring 
documentation of the task. If the assistant has questions or 
expresses reservations about performing the delegated task, 
the nurse should address these issues as part of maintaining 
open lines of communication. 

Another integral part of the supervision role is that of 
evaluation. As the trained unlicensed person completes 
the task, the nurse should take the opportunity to provide 
feedback on the performance, and suggest any modifications 
to technique for future reference.

On an ongoing basis, Ohio law requires the nurse to 
document details of the delegation including notation 
stating the degree to which the nursing care needs of the 
individual are being met, the performance by the trained 
unlicensed person of the delegated nursing task, the need 
for further instruction, and the need to withdraw the 
delegation.

If the substantial purpose of the setting is the provision 
of health care, the nurse’s supervision must be on-site. If 
the substantial purpose is for other than health care, the 
supervision provided by a licensed nurse may be on-site 
direct supervision, or indirect supervision provided the 
nurse is available through some form of telecommunication. 

In settings where the substantial purpose is other than 
health care, the nurse must initially make the determination 
as to whether direct or indirect supervision is appropriate. 
This determination is based on several factors, including the 
number and health status of individuals requiring nursing 
care, the types and numbers of nursing tasks which will be 
delegated, the continuity, reliability and dependability of the 
trained unlicensed persons performing the delegable tasks, 
the distance and accessibility of settings if in more than one 
location, and the availability of emergency aid should the 
nurse be too far from the setting to arrive at the setting in a 
timely manner.

Delegation by the LPN
When directing an LPN to delegate a nursing task, the 

registered nurse must be mindful that only the RN has a 
scope of practice which allows analysis of an assessment 
of the patient. By law, the LPN contributes to the nursing 
assessment by using basic principles of the nursing process 
by collecting, documenting and reporting data related to the 
client’s health status.

Assessment is a systematic, dynamic process by which 
the registered nurse, through interaction with the client, 
significant others, and health care providers, collects 
and analyzes data about the client. A clinical judgment 
is then rendered about the client’s response to the actual 
or potential health conditions or needs identified. Only 
a registered nurse can make changes to a client’s plan of 
care based on data collected by the RN, LPN or unlicensed 
individual.

Observation is the act of watching carefully and 
attentively. It includes the report of what is seen or noticed. 
LPNs are responsible for, and accountable for, their own 
nursing practice in accord with the standards of nursing 
practice, nursing theory, and educational parameters. An 
LPN can make observations and collect data based on 
individual competency. However, the registered nurse must 

review the observations and make the judgment of what 
actions to take as a result of the observation. 

The logic of direction involves determining each licensed 
practical nurse’s current clinical competence and assigning 
nursing care responsibilities based on that assessment. 
The registered nurse must use nursing judgment to make 
these individualized decisions according to each situation. 
Employers and administrators may suggest which nursing 
acts should be delegated and to whom the delegation may 
be made. However, it is the registered nurse who ultimately 
decides whether delegation occurs and is accountable 
for these decisions. While tasks and procedures may be 
delegated, the functions of assessment, evaluation, and 
nursing judgment should not be delegated to unlicensed 
assistive personnel.

LPNs may also perform a task that is beyond their 
basic education and preparation, provided the LPN has 
the necessary knowledge, skill and ability to perform the 
activity, the activity is ordered by a licensed physician, 
dentist, optometrist, chiropractor, podiatrist or advanced 
practice nurse, and performance of the task is not otherwise 
prohibited by law.

Working With Other Licensed Nurses
The law specifies that LPNs work at the direction of a 

registered nurse, licensed physician, dentist, optometrist, 
chiropractor or podiatrist. While that “direction” is not 
synonymous with “delegation,” the nurse who is directing 
the LPN’s practice must assess the condition of the patient 
or client. The type, complexity and frequency of the nursing 
care needed; the training, skills, and ability of the LPN; and 
the availability of resources needed to safely provide the 
required care OAC 4723-4-03 (K). 

When a registered nurse is functioning as “Charge 
Nurse” of a unit, the charge nurse often informs the other 
registered nurses or licensed practical nurses of their patient 
care assignments. Questions often arise as to whether this is 
delegation. One of the hallmark definitions of delegation 
is that a task is “delegated” when it is given to someone 
who does not have the authority in their own right to 
perform the task. (Because LPNs have a defined scope of 
practice, delegation is not occurring). When one licensed 
individual instructs a second licensed individual to perform 
a task within the second licensed individual’s own scope of 
practice, this is not delegation; rather it is more properly 
referred to as “assignment.”

Assignment means that a nurse or other licensed 
healthcare practitioner designates another nurse to 
be responsible for specific patients or selected nursing 
functions for specifically identified patients. Assignment 
occurs when the legal authority to perform a task already 
exists. Assignment is horizontal in nature, and does not 
entail delegation.

Nurses remain accountable for assignment decisions as 
much as they are accountable for delegation decisions. Both 
delegation and assignment decisions must be made on the 
basis of reasonable, accountable decision making, taking 
into consideration the skill levels of the care givers, patient 
needs and other circumstantial considerations.

The charge nurse is a registered nurse who has a strong 
Association of clinical knowledge and skills on which to base 
judgments and make decisions, has organizing abilities to 
direct nursing tasks and operations, and has interpersonal 
skills to facilitate communication and the work of others.

The charge nurse accepts the responsibility for, and 
is accountable for, his or her own nursing practice. A 
registered nurse who assumes the role of charge nurse also 
assumes the responsibility inherent in the role. Fundamental 
responsibilities for charge nurses include disseminating 
assignments, assuring the acceptance of the assignments 
and seeing that the assignments have been carried out. 
The charge nurse checks performance and outcomes of 
nursing tasks, compares these with predetermined standards 
and reports the results. These tasks are fundamental to 
maintaining the delivery of quality patient care.

Conclusion
The concept of delegation is not new to nursing practice. 

Delegation of duties has been carried out at home, in the 
office, in schools and in many other walks of life. Where 
delegation of duties are such that they may directly affect the 
quality of patient care, Ohio law and rules, the Ohio Nurses 
Association, and the Ohio Board of Nursing are significant 
resources to aid in the understanding of delegation 
principles, so that the nurse may delegate with confidence.

Chapter 4723-13 Delegation of Nursing Tasks
4723-13-01 Definitions.

For the purposes of this chapter, the following definitions 
shall apply:
(A) “Board” means the Ohio board of nursing.
(B) “Delegation” means the transfer of responsibility for 

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

(C) “Delegating nurse” means the nurse who delegates a 
nursing task or assumes responsibility for individuals 
who are receiving delegated nursing care. 

(D) “Dialysis technician” means an individual who holds 
a current valid certificate issued under Chapter 4723. 
of the Revised Code that authorizes the provision of 
dialysis care.

Delegation by Licensed Nurses continued on page 13
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(E) “Direction” means communicating a plan of care to 
a licensed practical nurse. Direction by a registered 
nurse is not meant to imply the registered nurse 
is supervising the licensed practical nurse in the 
employment context.

(F) “Licensed nurse” means a registered nurse or a 
licensed practical nurse licensed to practice nursing in 
Ohio.

(G) “Medication aide” means an individual who holds a 
current valid certificate issued under Chapter 4723. 
of the Revised Code that authorizes the individual to 
administer medications in nursing homes or residential 
care facilities

(H) “DODD” means the Ohio department of developmental 
disabilities.

(I) “Nursing tasks” means those activities that constitute 
the practice of nursing as a licensed nurse and may 
include, but are not limited to, assistance with activities 
of daily living that are performed to maintain or 
improve the client’s well-being, when the client is 
unable to perform that activity for him or herself.

(J) “Unlicensed person” means an individual, not 
currently licensed by the board as a registered nurse or 
licensed practical nurse, or an individual who does not 
hold a current valid certificate to practice as a dialysis 
technician or administer medications as a medication 
aide.

Effective: 02/01/2012
R.C. 119.032 review dates: 10/13/2011 and 10/15/2016
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.07
Prior Effective Dates: 12/01/1995, 02/01/2002, 02/01/2003, 
02/01/2004, 02/01/2007

4723-13-02 General information.
(A) A nursing task may be delegated to an unlicensed 

person only by a licensed nurse who shall delegate in 
accordance with this chapter.

(B) Nothing in this chapter shall be construed to prevent 
any person registered, certified, licensed, or otherwise 
legally authorized in this state under any law from 
engaging in the practice for which such person is 
registered, certified, licensed, or authorized.

 “Otherwise legally authorized” may include, but is not 
limited to, authorization for medication administration 
pursuant to section 3313.713 of the Revised Code, 
DODD personnel authorized to perform tasks or 
activities pursuant to sections 5123.41 to 5123.47 of 
the Revised Code, and individuals authorized to 
administer medications or perform tasks pursuant to 
Title 47 of the Revised Code.

(C) Nothing in this chapter shall prohibit an unlicensed 
person from assisting an individual who can safely 
self direct his or her own care, including , helping the 
individual with self-administration of medications in a 
facility where the substantial purpose of the setting is 
other than the provision of health care. An unlicensed 
person assisting with self-administration of medications 
may do only the following: 

 (1) Remind an individual when to take the 
  medication and observe to ensure that the 
  individual follows the directions on the container;
 (2) Assist an individual in the self-administration of 
  medication by taking the medication in its 
  container from the area where it is stored and 
  handing the container with the medication in it 
  to the individual. If the individual is physically 
  unable to open the container, the unlicensed 
  person may open the container for the individual;
 (3) Assist upon request by or with the consent of, 
  a physically impaired but mentally alert 
  individual, in removing oral or topical medication 
  from the container and in taking or applying the 
  medication. If an individual is physically unable 
  to place a dose of medicine in the individual’s 
  mouth without spilling or dropping it, an 
  unlicensed person may place the dose in another 
  container and place that container to the mouth 
  of the individual; or
 (4) Assisting an individual with self-administration 
  does not mean that an unlicensed person can 
  administer medication to an individual, whether 
  orally, by injection, or by any other route.
(D) Nothing in this chapter shall prohibit an 
 unlicensed person from administering medication 
 under the following circumstances:
 (1) The giving of oral or the applying of topical 
  medication in accordance with sections 5123.41 to 
  5123.47 of the Revised Code and in accordance 
  with rules 5123:2-6-01 to 5123:2-6-07 of the 
  Administrative Code;
 (2) When medication is administered by an 
  individual employed by a board of education, or 
  a school charted by the state board of education, 
  who has been designated according to section 
  3313.713 of the Revised Code to administer 
  to a student a drug prescribed by an authorized 
  prescriber; or
 (3) In accordance with any other law or rule that 
  authorizes an unlicensed person to administer 
  medications.

Effective: 02/01/2012
R.C. 119.032 review dates: 10/13/2011 and 10/15/2016
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.03
Prior Effective Dates: 12/01/1995, 02/01/2000, 02/01/2002, 
02/01/2003, 02/01/2004, 02/01/2007

4723-13-03 Prohibitions.
(A) No person to whom a nursing task is delegated shall 

delegate the nursing task to any other person.
(B) An unlicensed person who performs a nursing task 

and does not comply with all the provisions as set forth 
in this chapter, and who is not otherwise excepted 
from licensure pursuant to section 4723.32 of the 
Revised Code, or otherwise legally authorized, shall 
be engaging in the unauthorized practice of nursing, 
which is prohibited by section 4723.03 of the Revised 
Code.

(C) Nothing in this chapter shall be construed to allow an 
unlicensed person to perform a delegated nursing task 
on any individual other than the individual specified 
by the delegating nurse. 

R.C. 119.032 review dates: 10/13/2011 and 10/13/2016
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.03, 4723.07
Prior Effective Dates: 12/01/1995, 04/01/1997, 04/01/1998, 
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4723-13-04 Conditions for delegation of medication 
administration. [Rescinded].

Rescinded eff 2-1-07

4723-13-05 Criteria and standards for a licensed nurse 
delegating to an unlicensed person.
(A) A registered nurse may delegate a nursing task to an 

unlicensed person if all the conditions for delegation 
set forth in this chapter are met.

(B) A licensed practical nurse may delegate to an 
unlicensed person only at the direction of the 
registered nurse and if all the conditions for delegation 
set forth in this chapter are met.

(C) Except as otherwise authorized by law or this chapter, 
a licensed nurse may delegate to an unlicensed person 
the administration of only the following medications: 

 (1) Over-the-counter topical medications to be 
  applied to intact skin for the purpose of 
  improving a skin condition or providing a barrier; 
  and
 (2) Over-the-counter eye drop, ear drop, and 
  suppository medications, foot soak treatments, 
  and enemas.
(D) Prior to delegating a nursing task to an unlicensed 

person, the delegating nurse shall determine each of 
the following:

 (1) That the nursing task is within the scope of 
  practice of the delegating nurse as set forth in 
  section 4723.01 of the Revised Code.
 (2) That the nursing task is within the knowledge, 
  skill, and ability of the nurse delegating the 
  nursing task;
 (3) That the nursing task is within the training, 
  ability, and skill of the unlicensed person who will 
  be performing the delegated nursing task;
 (4) That appropriate resources and support are 
  available for the performance of the task and 
  management of the outcome; and
 (5) That adequate and appropriate supervision by a 
  licensed nurse of the performance of the nursing 
  task is available in accordance with rule 4732-13-
  07 of the Administrative Code.
 (6) That:
  (a) The nursing task requires no judgment based 
   on nursing knowledge and expertise on the 
   part of the unlicensed person performing the 
   task;
  (b) The results of the nursing task are reasonably 
   predictable;
  (c) The nursing task can be safely performed 
   according to exact, unchanging directions, 
   with no need to alter the standard procedures 
   for performing the task; 
  (d) The performance of the nursing task does 
   not require that complex observations or 
   critical decisions be made with respect to the 
   nursing task;
  (e) The nursing task does not require repeated 
   performance of nursing assessments; and
  (f) The consequences of performing the nursing 
   task improperly are minimal and not life-
   threatening.
(E) Prior to delegating a nursing task, the delegating nurse 

shall:
 (1) Identify:
  (a) The individual on whom the nursing task 
   may be performed; and
  (b) A specific time frame during which the 
   delegated nursing task may be performed.
 (2) Complete an evaluation of the conditions that 
  relate to the delegation of the nursing task to be 
  performed, including:
  (a) An evaluation of the individual who needs 
   nursing care;

  (b) The types of nursing care the individual 
   requires;
  (c) The complexity and frequency of the nursing 
   care needed; 
  (d) The stability of the individual who needs 
   nursing care; and
  (e) A review of the evaluations performed by 
   other licensed health care professionals.
(F) The delegating nurse shall be accountable for the 

decision to delegate nursing tasks to an unlicensed 
person.

(G) If a licensed nurse determines that an unlicensed 
person is not correctly performing a delegated nursing 
task, the licensed nurse shall immediately intervene.

R.C. 119.032 review dates: 10/13/2011 and 10/13/2016
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.03, 4723.07
Prior Effective Dates: 12/01/1995, 02/01/2002, 02/01/2007, 
02/01/2010

4723-13-06 Minimum curriculum requirements for 
teaching a nursing task.

A licensed nurse shall include all of the following when 
teaching an unlicensed person to perform a nursing task:
(A) Presentation of information on infection control and 

universal precautions;
(B) Presentation of information and directions on the 

concepts underlying the nursing task;
(C) Presentation of information and direction on how to 

correctly perform the specific nursing task according 
to current standards of practice following step-by-step 
directions readily available to the unlicensed person; 

(D) Demonstration of the nursing task; and
(E) Observation and documentation of a satisfactory 

return demonstration by the unlicensed person of the 
nursing task.

R.C. 119.032 review dates: 10/13/2011 and 10/13/2016
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.03, 4723.07
Prior Effective Dates: 12/01/1995, 02/01/2002, 02/01/2007

4723-13-07 Supervision of the performance of a nursing 
task performed by an unlicensed person.
(A) When a licensed nurse delegates a nursing task to an 

unlicensed person in accordance with this chapter, 
supervision of the performance of the nursing task 
by the unlicensed person shall be provided by the 
delegating nurse. For purposes of this rule, supervision 
includes initial and ongoing direction, procedural 
guidance, and evaluation, and may include direct 
observation of the performance of the nursing task. 
The delegating nurse shall evaluate the performance 
by the unlicensed person of the delegated nursing 
task, the need for further instruction, and the need to 
withdraw the delegation.

(B) If the substantial purpose of the setting, institution, 
or agency where a delegated nursing task is being 
performed is the provision of health care services, the 
supervision provided by the delegating nurse shall be 
on-site direct supervision.

(C) If the substantial purpose of the setting, institution, 
or agency where a delegated nursing task is being 
performed is other than the provision of health 
care services, the supervision provided by the 
delegating nurse may be on-site direct supervision, 
or indirect supervision provided by the delegating 
nurse who is always accessible through some form of 
telecommunication. Prior to the delegation of any 
nursing task in a setting, institution, or agency where 
the substantial purpose of the setting, institution, or 
agency is other than the provision of health care, a 
registered nurse shall conduct an assessment. The 
assessment and the following factors shall be used by 
the delegating nurse to determine the supervision 
required by the delegating nurse. 

 (1) The number of individuals who require nursing 
  care and the health status of the individuals;
 (2) The types and number of nursing tasks that will 
  be delegated;
 (3) The continuity, dependability, and reliability of 
  the unlicensed person who will be performing 
  the delegated nursing task;
 (4) If the delegating nurse is assuming responsibility 
  for more than one setting, the distance between 
  settings, the accessibility of each setting, and 
  any unusual problems that may be encountered in 
  reaching each setting; and
 (5) The availability of emergency aid should the 
  nurse be too far from the setting to arrive at the 
  setting in a timely manner.

R.C. 119.032 review dates: 10/13/2011 and 10/13/2016
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.03, 4723.07
Prior Effective Dates: 12/01/1995, 02/01/2002, 02/01/2007

Delegation by Licensed Nurses Post Test  continued on 
page 14

Delegation by Licensed Nurses continued from page 12
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Delegation by Licensed Nurses
Post Test and Evaluation

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

Name: _____________________________________________

Date: ______________________ Final Score:  ___________

1. When the nurse delegates, the nurse is transferring, 
or giving away, a particular responsibility. What 
responsibility is being given away?

 A. Responsibility for legal liability for the nursing 
  task.
 B. Responsibility for the performance of the 
  nursing task.
 C. Responsibility for the supervision over the 
  nursing task.
 D. Responsibility for the training of the nursing 
  task.

2. What may a nurse never delegate?
 A. Tasks not within the nurse’s scope of practice.
 B. Tasks to a trained unlicensed person.
 C. Activities of daily living.
 D. A nursing task to someone who does not 
  otherwise have authority to perform the task.

3. Ohio law lists three specific nursing tasks which are 
prohibited from delegation. Of the following, which 
is permissible to delegate?

 A. Use of the nursing process in its entirety.
 B. Nursing tasks requiring judgment based on 
  nursing knowledge or expertise.
 C. Activities of daily living that are performed to 
  maintain or improve the client’s well-being, when 
  the client is unable to perform the activity for 
  him or herself.
 D. Tasks outside the nursing scope of practice.

4. Supervision over delegation includes everything 
below, except:

 A. Monitoring.
 B. Performance.
 C. Intervention as needed.
 D. Assuring documentation of the task. 

5. Ohio law allows delegation of over-the-counter 
medications in very limited circumstances. Under the 
law, a nurse may delegate:

 A. An over-the-counter topical medication for the 
  purpose of improving a skin condition or 
  providing a skin barrier.
 B. Over-the-counter eye drops and ear drops.
 C. Over-the-counter suppository medications, foot 
  soak treatments and enemas.
 D. All of the above.

6. Prior to delegation, the nurse must assess all of the 
following, except:

 A. Whether universal precautions are required.
 B. Who will be performing the task.
 C. The patient.
 D. The task.

7. The following tasks are always delegable:
 A. Feeding a patient.
 B. Bathing a patient.
 C. Ambulating a patient.
 D. No task is always delegable.

8. Registered nurse supervision over the trained 
unlicensed person’s performance of a delegated task 
includes:

 A. Evaluation.
 B. Assignment.
 C. Delegation by the unlicensed person to another
  unlicensed person.
 D. Reviewing the unlicensed person’s assessment of 
  the patient.

9. Minimum requirements for teaching a nursing task 
include:

 A. Information on infection control and universal 
  precautions.
 B. Demonstration of the nursing task.
 C. Direction on how to perform the task following 
  step-by-step instructions.
 D. All of the above.

10. The LPN’s scope of practice includes all of the 
following, except:

 A. Collection of data.
 B. Watching a patient carefully and attentively.
 C. Making a judgment of what actions to take as a 
  result of observations.
 D. Reporting what is seen or noticed.

TRUE OR FALSE

______11. Ohio law specifically recognizes delegation as 
  an independent function within the scope of a 
  registered nurse’s practice. 

______12. When a nurse delegates, the nurse is 
  accountable for the outcome. 

______13. When a nurse delegates, the nurse is legally 
  liable for the outcome. 

______14. To satisfy the duty of accountability, the 
  nurse must be able to articulate a reasonable 
  basis for the delegation decisions made. 

______15. Only the RN may analyze; the LPN can 
  however observe and contribute to the 
  assessment. 

______16. When a nurse observes a physician delegating 
  medication administration to an unlicensed 
  person, the nurse should alert the Ohio State 
  Medical Board immediately. 

______17. Education of nursing assistants primarily come 
  from on-the-job training and ongoing staff 
  development. 

______18. Both RNs and LPNs have legal authority to 
  make clinical judgments. 

______19. An advanced practice nurse may instruct an 
  LPN to perform a task that is beyond the LPN’s 
  basic educational preparation provided the 
  LPN has the necessary knowledge, skill and 
  ability to perform the activity, and it is not 
  otherwise prohibited by law.

______20. When a registered nurse is in charge, and 
  instructs another registered nurse to care for 
  a particular patient, the charge nurse has 
  delegated that patient’s care to the RN.

Evaluation

1. Were you able to achieve the Yes No
 following objective?

 A. Describe the principles of nursing   __ Yes  __No
  delegation as related to the Ohio 
  Revised and Administrative Codes, 
  Chapter 4723.

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

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

   __________________

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

I’m inventing a new model of health care.
I’m not just a nurse.

Apply Today: VAcareers.va.gov/nursing Follow VA Careers

Arlette, VA RN

CALL FOR PROPOSALS
8th Annual CE and Staff Development 

Educators Conference 
The Ohio Nurses Association is planning the 8th Annual CE and Staff Development 

Educators Conference to be held on April 19, 2013 at OCLC Conference Center in Dublin, 
Ohio. Nurses are invited to submit proposals for a poster session. The conference is 
designed for CE and Staff Development educators in any setting.

Posters need to be developed to assist educators in making CE and/or staff 
development more effective, operational and easier. If you have a program or project that 
you would like to present in poster format, please complete and submit the Request for 
Proposals by April 6, 2013.

1. Poster presenters must register and be available to present their poster during the 
poster session times.

2. ONA will supply one easel and one chair per person for each poster presentation. 
No tables are available.

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

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

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

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

CALL FOR PROPOSALS

ONA Biennial Convention
The Ohio Nurses Association is planning the 2013 Biennial Convention to be held 

from October 10–October 13, 2013 at the Dublin Embassy Suites in Columbus, Ohio. You 
are invited to submit abstracts for a CE poster session. 

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

The poster session will be held on Friday, October 11, 2013 at 5:00 p.m.
If you have a program or project that you would like to present in poster format, please 

complete and submit the Request for Proposals by September 1, 2013.
1. Poster presenters must register and be available to present their poster during the 

poster session times.
2. ONA will supply one easel and one chair per person for each poster presentation. 

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

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

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

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

Grant wishes, Tidy up, Salute, Serenade, Play fetch,

Watch over you, Pray with you, Help you grieve.

With Crossroads Hospice, your patients get the kind of special attention they
deserve. Our nurse-to-patient ratio is lower than any other hospice, which
means we can focus more on your patients. Plus, we offer increased support
through Evenmore Care© and our Watch Program©.  To top it off, our volunteers
provide one-on-one time with specialties like pet and music therapies. Special
angels standing by…

888-680-6673  •  www.CrossroadsHospice.com

Visit www.CrossroadsHospice.com/More4

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

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

Experienced 
Registered 
Nurses
• CVICU

• ER

• MICU

• Float/Resource
 Pool

Must have a 
minimum of 2+ years’ 
work experience

Various Nurse 
Practitioner 
Openings

Learn more at 
MercyOnline.org

Mercy Regional Medical Center

Mercy Allen Hospital
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You’re a nurse because you care. You want to make a difference. Malpractice claims 
could possibly ruin your career and your financial future. You always think of others. 
Now it’s time to think about yourself. Set up your own malpractice safety net.

 •  You need malpractice insurance because . . .
   -  you have recently started, or may soon start a new job.
   -  you are giving care outside of your primary work setting.
   -  it provides access to attorney representation with your best interests in mind.
   -  claims will not be settled without your permission.
 •  ANA recommends personal malpractice coverage for every practicing nurse. 
 • As an ANA member, you may qualify for one of four ways to save 10% on 
  your premium. 
This is your calling. Every day you help others because you care. You’re making a 
difference. Personal malpractice insurance helps protect your financial future so you 
can go on making a difference.

800.503.9230  
for more information  

www.proliability.com/60112

Administered by Marsh U.S. Consumer, a service of Seabury & Smith, Inc. Underwritten by Liberty Insurance Underwriters Inc., 
a member company of Liberty Mutual Insurance, 55 Water Street, New York, New York 10041. May not be available in all states. 
Pending underwriter approval. 

CA Ins. Lic. # 0633005  •  AR Ins. Lic. # 245544  
d/b/a in CA Seabury & Smith Insurance Program Management

PATIENT CARE IS YOUR PRIORITY.
PROTECTING YOUR 
FUTURE IS OURS.

60112, 60490, 60507, 60510, 60516, 
60528, 60534, 60546, 61234, 61236, 

62179 (3/13) ©Seabury & Smith, Inc. 2013

Join us at the newest medical 
center, in Alaska’s fastest 

growing economy. We are highly 
ranked in patient satisfaction 

and core measure scores.

Competitive wages with 
exceptional benefits package 
including Medical/Dental/

Vision/Life, 401k with Employer 
Match, Paid Time Off, 

Relocation and Sign On Bonus.

Apply online at
www.matsuregional.com

or email
c.babuscio@msrmc.com


