
Inside This Issue
Apply for Ohio Nurses Foundation 
    Scholarships Today! . . . . . . . . . . . . . . 2

Ohio Nurses Association Membership
    Application . . . . . . . . . . . . . . . . . . . 3-4

Independent Studies Instructions. . . . . . . 5

Medication Aides–What the Laws 

    and Rules Say. . . . . . . . . . . . . . 5-7 & 9

CE4Nurses.org . . . . . . . . . . . . . . . . . . . 10

HB 346–Two Years Later . . . . . . . . . . . 10

National Priorities Partnership . .11-13 & 15

Make a Nomination for ONF’s Nurses
    Choice Awards . . . . . . . . . . . . . . . . . 14

Developing a Nursing IQ–Part IV: Creativity
    and Critical Thinking . . . . . . . . . . .16-19

Volume 3, Number 4 September 2010

current resident or

Presort Standard
US Postage

PAID
Permit #14

Princeton, MN
55371

Quarterly circulation approximately 213,000 to all RNs, LPNs, and Student Nurses in Ohio.

Improve nursing to improve health care. That is the 
mandate issued by a task force currently exploring the 
future of nursing. This project, begun in 2009 as an 
initiative of the Robert Wood Johnson Foundation in 
conjunction with the Institute of Medicine, is designed to 
advance the practice of nursing as a way to impact the safety 
and quality of a changing American health care system.

The goal of the project is to provide a “transformational” 
report that its participants hope will influence nurses, 
educators, healthcare systems, and policy makers. An 
interesting comment made in the first of three summary 
reports, Forum on the Future of Nursing: Acute Care, 
is that “the United States cannot adequately address 
the challenges facing its health care system without also 
addressing the challenges facing the nursing profession” 
(p. ix).

Summary reports have been issued following work group 
sessions. The first summary report, published in April, 
2010, focused on nursing in the acute care environment. 
The second summary report, published in June of this 
year, addressed the nurse in community health. The third 
session, looking at the future of nursing education, has 
been held and the summary report is forthcoming. A final 
report, combining information from all three sessions, is 
scheduled for publication in the fall of 2010.

Project leaders and participants envision a future 
that includes key leadership roles and functions for 
nurses in all facets of the health care system. Published 
summary reports address the critical role nurses do and 
can play in an evolving healthcare system and speak of 
the “entrepreneurial spirit” required to explore new and 
creative ways to provide nursing care in all settings. There is 
need to let go of “what is” and envision what “can be”, then 
develop strategies to reach new goals. Use of technology 
will be paramount to leveraging the power of the system to 
enhance the role of the nurse. Recognizing that the most 
thorough and safest approach to quality care is provided by 
an interprofessional team, goals of increased visibility and 
function for nurses will enable the nurse to be an equally 
contributing member of that team. The reports suggest 
that “bundling” of payments to teams that provide care is 
an opportunity for future consideration.

Disease prevention, health promotion, and chronic 
disease management are key areas in which nurses have 
the opportunity to impact quality care, according to the 
second summary report, which focused on nurses in 
the community health setting. The role of the nurse as 
a leader in establishing and maintaining partnerships 
among groups in a diverse community was a key point 
addressed by the study group. In the future, opportunities 
will exist for nurses to provide care in all settings where 
people gather–places of worship, work, and recreation, 
among others. Nurses will be key in supporting people in 

maintaining healthy lifestyles and learning to cope with 
chronic conditions, while living their lives to the fullest 
extent possible.

Clearly, the emphasis in these work groups is on the 
opportunity that currently exists for nursing to reframe 
itself as a profession–to identify its roles and to validate the 
outcomes that enhance the health of the public through the 
provision of quality nursing care. This type of nursing care, 
however, is atypical for many nurses. The focus envisioned 
for the future is that of the nurse as an equal partner on 
the health care team, a person who critically analyzes 
patient data, participates in formulation of plans of care, 
develops strategies for ensuring that patients get the care 
that is needed, and evaluates outcomes to demonstrate that 
mutual needs and goals of the patient and the healthcare 
system have been met. 

To embrace the new, it will be important for nurses, 
their employers, and the public to rethink the traditional 
image of “nurse.” A new image must be created and role 
modeled. Leaders of this transformation will not necessarily 
be those in “management”–every nurse will be a leader in 
demonstrating new ways of doing, being, and thinking. 
Roles of nurses at the bedside, in the community, in the 
classroom, and in the research laboratory are changing, 
and leadership at all levels will provide the stimulus to 
support these changes.

This creates an opportunity for each of us to reflect 
on our own roles in nursing. Are you ready to “try on” a 
new approach? Are you ready to advocate for changes in 
the “traditional” way nursing practice has occurred? Do 
you have the “entrepreneurial spirit” to embark on new 
adventures? What do you want nursing to look like in the 
future?

A copy of the first summary is available at http://www.iom.
edu/Reports/2010/A-Summary-of-the-October-2009-Forum-on-the-
Future-of-Nursing-Acute-Care.aspx. The second summary can 
be found at http://www.iom.edu/Reports/2010/A-Summary-of-
the-December-2009-Forum-on-the-Future-of-Nursing-Care-in-the-
Community.aspx. The full report on the future of nursing is 
expected to be released this fall. Stay tuned!

Pamela S. Dickerson, PhD, RN-BC
Chair, Ohio Nurses Foundation Continuing Education 
Provider Council

Improving Nursing: An Eye to the Future Every Nurse is a Leader!
Tell us Your Story

What do you think of when you hear the term “Nurse 
Leader?” Do your thoughts automatically go to those 
famous names we studied in our nursing leadership course? 
Perhaps you think of the nursing management at the 
organization or facility where you practice. What would you 
think if we told you that every nurse, everyday, everywhere 
is a leader? Nurses make decisions, take actions, and deliver 
care in ways that demonstrate leadership all the time, but 
many nurses do not perceive themselves as leaders. We want 
to change that!

Nursing 2015, a collaboration between the Ohio Nurses 
Association, the Ohio Organization of Nurse Executives, 
the Ohio Hospital Association, and the Ohio League for 
Nursing is working to transform the future of nursing in 
Ohio. (Please see the Statement of Professional Nursing 
2015 on page 2.)

A committee of the Nursing 2015 project is developing a 
marketing campaign to share with nurses, and the people 
of Ohio, which demonstrates the various leadership roles 
nurses assume daily, and we need your help. Can you think 
of a time when you felt especially proud of the role you 
played in a situation that altered the outcome for a patient, 
a student, a colleague, or a community? We would love to 
hear your story! 

Please send your leadership story (800 word maximum) 
to srichmond@ohnurses.org. We will read your stories 
and select  examples that best illustrate to the nursing 
community, and the public at large, a side of nursing they 
may not always associate with the profession.

According to a Gallup Poll, nurses are the most trusted 
professionals in the nation, but there is confusion about 
the breadth and depth of what we do. Help us educate our 
colleagues, and consumers, about our role as leaders in the 
health care arena. The selected stories will be used as the 
basis for developing a multi-media marketing campaign 
that will be distributed throughout the state. Your story 
might be seen in print, heard on the radio, or even used 
on television. You will be given credit for the story, and 
you may even be asked to tell it before the cameras. The 
selected stories will also be published in future Ohio Nurse 
issues as space allows.

Terms and Conditions: All stories must be true. Names 
of patients, clients, colleagues, students and facilities must 
be changed to protect their identity. In submitting a story 
you are granting permission for your name and your story, 
if selected, to be used in our campaign. Stories will not 
be returned after submission and Nursing 2015 reserves 
the right to edit or reformat the story to meet space 
requirements. Contact information must be included: 

Every Nurse is a Leader continued on page 2
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Name, address, phone number and email address. 
Deadline is October 15, 2010. Note: There is no monetary 
prize if your story is selected. You will, however, have the 
satisfaction of knowing you contributed to elevating the 
image of nursing in the state of Ohio. Questions should 
be addressed to Lisa Rankin, DEO of the Ohio Nurses 
Association at lrankin@ohnurses.org. 

Statement of Professional Nursing 2015©
Professional nurses are self-directed, accountable, 

and control their environment. Nurses are professionally 
empowered to influence the delivery of high-quality care 
that promotes positive patient outcomes through nursing 
leadership, coordination and collaboration. Nurses are 
adequate in number, diverse, highly educated and valued 
as clinical leaders across the continuum.

The profession of nursing is respected and valued. The 
practice environment is attractive, supportive of work/
life balance, flexible and incorporates state-of-the-art 
technology. Compensation and benefits are reflective of 
nurses’ contributions to the delivery of care.

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

Web site: www.ohnurses.org

Articles appearing in the Ohio Nurse are presented for 
informational purposes only and are not intended as 
legal or medical advice and should not be used in lieu 
of such advice. For specific legal advice, readers should 
contact their legal counsel.

ONF Board of Directors
Officers

Shirley Fields McCoy,  Shirley Hemminger, 
Chairperson Secretary
Orient Cleveland

Gigi Prystash, Paula Anderson,
Treasurer Trustee
Lyons Westerville
Davina Gosnell, Diane Winfrey,
Trustee Trustee
Kent Shaker Heights
Daniel Kirkpatrick, Johanna Edwards,
Trustee Trustee
Fairborn Norton
Lisa Rankin, Gingy Harshey-Meade,
Deputy Executive Officer President & CEO
Blacklick Reynoldsburg
The Ohio Nurse is published quarterly in March, June, 
September and December. 
Address Changes: Send address changes to Molly 
Ackley: mackley@ohnurses.org / 614-448-1041.

For advertising rates and information, please contact 
Arthur L. Davis Publishing Agency, Inc., 517 Washington 
Street, PO Box 216, Cedar Falls, Iowa 50613, (800) 626-
4081, sales@aldpub.com. ONF and the Arthur L. Davis 
Publishing Agency, Inc. reserve the right to reject any 
advertisement. Responsibility for errors in advertising 
is limited to corrections in the next issue or refund of 
price of advertisement.

Acceptance of advertising does not imply endorsement 
or approval by the Ohio Nurses Foundation of products 
advertised, the advertisers, or the claims made. Rejection 
of an advertisement does not imply a product offered for 
advertising is without merit, or that the manufacturer 
lacks integrity, or that this Foundation disapproves of 
the product or its use. ONF and the Arthur L. Davis 
Publishing Agency, Inc. shall not be held liable for 
any consequences resulting from purchase or use of 
an advertiser’s product. Articles appearing in this 
publication express the opinions of the authors; they 
do not necessarily reflect views of the staff, board, or 
membership of ONF.

OHIO NURSEEditor’s Notes
The Ohio Nurse provides an additional benefit to members of the Ohio Nurses Association 

(ONA). All independent studies that are published in the Ohio Nurse are free to ONA members. 
In the first two years of publication, 1,672 free studies, worth $20,064, were taken by ONA 
members. 

To take your independent studies for free, join ONA if you’re not already a member. ONA is 
all about nursing. For more information and the membership application, see page 3.

Gingy Harshey-Meade MSN RN CAE NEA-BC 
Chief Executive Officer, Ohio Nurses Association 
I am a Nurse, Together We are ONA.

Apply for Ohio Nurses 
Foundation Scholarships Today! 

Each year the Ohio Nurses Foundation awards 
thousands of dollars in scholarships to nursing students 
and licensed nurses pursuing further education. For 
scholarship information and criteria, visit www.ohnurses.
org > Foundation > Scholarships and Research Grants. 
Applications are due January 15, 2011.

Every Nurse is a Leader continued from page 1
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Join ONA and Become Part of the Future of Nursing! What Can ONA Do 
For Me? 

The Ohio Nurses Association makes significant 
contributions to the nursing profession as a whole, but 
what does ONA offer its members? 

DISCOUNTED PRODUCTS AND SERVICES 
Members take advantage of a wide array of discounts 

on products and services, including professional liability 
insurance, home and auto insurance, hotels and rental 
cars.

WORKPLACE ADVOCACY 
ONA provides members access to a wide range of 

resources to help them make a real difference in the 
workplace, regardless of work setting. ONA partners with 
the Center for American Nurses to provide members with 
resources to create healthy and safe work environments 
in all health care settings by providing tools to help 
nurses navigate workplace challenges, optimize patient 
outcomes and maximize career benefits.

EDUCATION 
Whether you’ve just begun your nursing career or are 

seeking to enhance or maintain your current practice, 
ONA offers numerous resources to guide you. For 
example, the Ohio Nurses Foundation awards several 
scholarships annually with preference to ONA members. 
Members also save up to $120 on certification through 
ANCC, and can earn contact hours for free through the 
independent studies in the Ohio Nurse. They can also 
earn contact hours online at CE4Nurses.org, among 
many other educational opportunities.

NURSING PRACTICE 
ONA staff includes experts in nursing practice and 

policy that serve our members by interpreting the 
complexities of the Nurse Practice Act and addressing 
practice issues with a focus on ethical, legal and 
professional standards.

LEGISLATIVE ADVOCACY 
ONA gives members a direct link to the legislators 

that make decisions affecting nursing practice. Members 
can become Legislative Liaisons for their district, 
join the Health Policy Council and participate in the 
legislative process in many other ways through their ONA 
membership.

These are just a few of the benefits nurses receive as 
ONA members. Dues range from $33–$47 per month 
and reduced dues rates are offered to new graduates, 
unemployed and retired nurses. Complete and return the 
ONA Membership Application or go to www.ohnurses.
org> Join/Renew to start taking advantage of what ONA 
has to offer.

ONJUN

To pay with a credit card, you must fill out the online membership application at www .ohnurses .org >join .

ONSEP
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Registration Form:
Please check the appropriate Post Tests

Select the studies you are taking:

__ Medication Aides–What the Laws and Rules Say

__ National Priorities Partnership

__ Developing a Nursing IQ–Part IV: Creativity and Critical Thinking

Name: ___________________________________________________________________________________________________

Address: _________________________________________________________________________________________________
 Street City State Zip

Day phone number: ______________________  Email Address: __________________________________________________

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

ONA MEMBERS:
Each study in this edition of the Ohio Nurse is free to members of ONA if postmarked by March 1, 2011. Please send 
post-test and this completed form to: Ohio Nurses Foundation, 4000 East Main Street, Columbus, OH 43213.

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

ADDITIONAL INDEPENDENT STUDIES:
Additional independent studies can be taken online for $12.00 for both ONA members and non-members 
at www.ce4nurses.org.

ONA OFFICE USE ONLY

Date received: ____________________  Amount:________________________   Check No.: ___________________________
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Independent Study 
Instructions

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

General Instructions
1. Please read the independent study carefully.
2. Complete the post-test and evaluation form for 

each study.
3. Fill out the registration form on page 4 indicating 

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

Ohio Nurses Foundation
4000 East Main Street
Columbus, OH 43213

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

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

References
References will be sent with the certificate.

Questions
Contact Sandy Swearingen at 614-448-1030 

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

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

There is no commercial support for any of the 
independent studies of this issue of the Ohio Nurse. The 
authors and planning committee members of these 
studies have declared no conflict of interest.

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

Ohio Nurses Foundation 
Announces $10,000 Grant to 

Research the Cost-Effectiveness 
of Registered Nurse Staffing

The Ohio Nurses Foundation (ONF) is pleased to 
announce a new grant opportunity for Ohio’s nurse 
researchers entitled: Cost-Effectiveness of Registered Nurse 
Staffing. ONF is accepting research proposals which 
investigate the relationships between RN/patient ratios 
and their impact on the financial outcomes of the 
facility.

The overall purpose of the grant is to add to the body 
of knowledge concerning registered nurse caregivers, 
patient outcomes and the financial gains or losses 
realized by the employer. Such research should add to 
the existing efforts to secure a separate budget or cost 
accounting of nursing services, exclusive of room and 
board or per diem charges.

A monetary award of $10,000 for a one year 
period, April 1, 2011-April 1, 2012, will be awarded 
to the winning proposal. Seasoned and novice nurse 
researchers, as well as nursing graduate students, 
are invited to apply. The principal researcher must 
work in Ohio. Preference will be given to Ohio Nurses 
Association members. 

Applications are due by January 15, 2011. Award 
recipients will be notified by March 15, 2011.

For further information and to access the application, 
go to www.ohnurses.org and select Foundation, found 
in the upper right hand corner of the home page, and 
then click on Scholarships and Research Grants, found on 
the left-hand side of the page. Please contact Kathleen 
Morris, Director of Nursing Practice, at kmorris@
ohnurses.org or 614-448-1026 with questions.

ONF will continue to offer up to three (3) research 
grants of $2,000 each per year, as well as a variety of 
scholarships to nursing students and licensed nurses 
pursuing further education. Please visit the www.
ohnurses.org > Foundation > Scholarships and Research 
Grants to take advantage of these opportunities. 
Preference will be given to Ohio Nurses Association 
members. 

This independent study has been developed for nurses 
to better understand the new laws and rules relative to 
medication aides.1.63 contact hours of Category A will be 
awarded for successful completion of this independent 
study. 

The Ohio Nurses Foundation (OBN-001-91) is accredited 
as a provider of continuing education in nursing by the 
American Nurses Credentialing Center’s Commission on 
Accreditation. Expires 6/2012. Copyright © 2006, 2007, 
2009, 2010 by the Ohio Nurses Foundation.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Describe the training an individual must complete to 

become a Certified Medication Aide.
2. Identify three prohibitions relative to medication 

administration by a Certified Medication Aide.

This independent study was developed by: Janice K. 
Lanier, RN, JD. The author and planning committee 
members have declared no conflict of interest. There is no 
commercial support for this independent study. 

Medication Aides – What the Laws 
and Rules Say

Introduction
Beginning in May, 2006 non-nurses were authorized 

to administer certain medications in nursing homes and 
assisted living or residential care facilities. Initially, this was 
a pilot program so only certain facilities were involved. As of 
March 26, 2009, medication aides could be used statewide. 
Although nurses may no longer be performing the actual 
task of handing a medication to a resident; applying a 
topical medication; or administering eye, ear, or nose drops, 
they will continue to be responsible for the overall safety 
of the residents relative to medication administration. For 
that reason, it is essential for nurses to know the extent of 
the authority granted to medication aides by Ohio law and 
the extent of the nurses’ ongoing duties when delegating 
medication administration to a certified medication aide. 
This study provides background information regarding the 
law, reviews principles of delegation and communication 
essential for safe practice, outlines the Board of Nursing 
rules that define how medication aides will be trained and 
regulated, and highlights nursing responsibilities relative 
to medication aides in a nursing home or residential care 
facility utilizing certified medication aides.  

Historical perspective
For many years the long-term care industry urged the 

Ohio General Assembly to join the growing number of 
states that authorize non-nurses to administer medications 
in nursing homes and assisted living (residential care) 
facilities (RCFs). Nursing organizations such as the Ohio 
Nurses Association (ONA) and consumer groups were 
able to repeatedly defeat the proposal, citing resident 
safety issues. Then in 2004-2005, despite nursing’s ongoing 
concerns, the long-term care industry was able to convince 
legislative leaders and key individuals in Governor 
Bob Taft’s administration that “medication aides” were 
necessary. Because of the shortage of nurses working 
in long-term care and the expected cuts in Medicaid 
reimbursement to nursing homes necessitated by state 
budget constraints, the idea of medication aides became a 
foregone conclusion to state health policy makers. Nursing’s 
legislative fight then became focused on ways to best assure 
resident safety. The result of those efforts are reflected in 
the safeguards that ultimately became part of the statutory 
language enacted by the legislature.

On July 1, 2005 Ohio law that specifies who can 
administer medications was expanded when Gov. Taft 
signed HB 66 (the 3,000 page state budget bill) giving the 
Ohio Board of Nursing authority to regulate a new entity-
certified medication aides (medication aides–certified 
or MA-Cs), and to develop the mechanisms needed to 
appropriately train would-be MA-Cs. Sections 4723.61 
through 4723.69 of the Revised Code were added to the 
Nurse Practice Act, and the Board of Nursing was directed 
to have regulatory rules in place to implement the statutory 
mandate no later than February 1, 2006.1

In response to nursing’s concerns about the lack of 
any data to show whether medication aides pose a risk 
to resident safety, the legislature required the use of 
medication aides to first be tested in limited pilot programs 
to be operated between May 1, 2006 and June 30, 2007. The 

Medication Aides–What the 
Laws and Rules Say

use of medication aides was to become a statewide reality 
on July 1, 2007 unless the General Assembly expressly 
acted to curtail the practice pending the results of the 
pilot program. In late 2006, it became apparent that the 
Board did not have sufficient data to produce a reliable 
report; therefore, the General Assembly enacted language 
(in HB 119) that extended the pilot aspect of the program 
until the Board certified at least 75 medication aides who 
then administered medications for at least 91 days. At that 
point, certain reporting requirements were triggered. 
On February 23, 2009, the Board submitted its report to 
the legislature and effective March 26, 2009, the use of 
medication aides extended statewide. The Board’s rules 
governing medication aides can be found in Chapter 4723-
27 of the Ohio Administrative Code.

Who are medication aides?
Not just anyone can call himself/herself a “medication 

aide”. Only individuals certified by the Board of Nursing 
may use that title and administer medications. To be 
eligible for this certification by the Board, an individual 
must:

•	 Be	at	least	18	years	of	age;
•	 Hold	a	high	school	diploma	or	GED;
•	 Be	a	 state	 tested	nurse	aide	 if	working	 in	a	nursing	

home or have at least one-year of direct care 
experience if working in an RCF; and

•	 Complete	a	criminal	records	check.
Eligible individuals must also satisfactorily complete 

the required medication aide training program, pass a 
board authorized standardized examination, and obtain 
certification from the Board of Nursing. Certification as a 
medication aide must be renewed biennially with the MA-C 
required to complete 15 hours of continuing education 
each renewal cycle. The continuing education must include 
one hour related to Chapter 4723 of the Revised Code 
and the rules of the Board of Nursing; one hour related 
to establishing and maintaining professional boundaries; 
and 10 hours related to medication or medication 
administration. The remaining three hours may cover any 
other related topic.2

The Board will not issue a medication aide certificate 
by endorsement. That means if someone has been a 
medication aide in a state other than Ohio, that individual 
must still complete the required training program, pass the 
examination, and meet all other criteria set forth by the 
Board to be eligible for a medication aide certificate.

If a medication aide allows his/her certificate to go 
inactive or lapse for more than two years, that person 
must retake and successfully complete the medication aide 
training program within six months prior to submitting an 
application to re-instate the certificate.

Practice Tips
Individuals who qualify to be an MA-C by virtue of 

having one-year of direct care experience in an RCF may 
not administer medications in a nursing home. Their 
certification document will include documentation of this 
restriction. If these individuals subsequently satisfy the 
requirements to become a state tested nurse aide, the Board 
will issue an unrestricted certificate.

Throughout the duration of the medication aide pilot 
program (May 1, 2006 until March 26, 2009), MA-Cs 
administered medications only in nursing homes or RCFs 
approved by the Board to participate in the pilot. The 
certificates issued to these MA-Cs were considered “pilot 
program medication aide certificates.” Between March 
26, 2009 and April 30, 2010, the Board issued “interim 
medication aide certificates.” Beginning on May 1, 2010, 
the Board began to issue certificates that must be renewed 
biennially.

Nurses in administrative roles should check the wallet-
sized certificates issued by the Board to determine the 
extent of the MA-C’s authority with respect to medication 
administration and to verify that the certificate is current 
and valid.

The Board may take disciplinary action affecting a 
medication aide’s certificate according to processes used to 
take action involving licensed nurses and other individuals 
regulated by the Board. The same infractions that can 
result in disciplinary action for licensed nurses apply to 
MA-Cs as well and are set out in Rule 4723-27-09 of the 
Administrative Code. Board action involving MA-Cs 
will be posted on the Board’s web site (www.nursing.ohio.
gov) and publicized in the Board’s quarterly publication, 
“Momentum.”

Medication Aides continued on page 6
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What medications may an MA-C administer?
The enabling statute is relatively non-specific regarding 

the medications that may be given by a medication aide.3 

The law states that the MA-C may give oral medications, 
topical medications, medications administered as drops 
to the eye, ear, or nose; medications given rectally or 
vaginally, and medications requiring administration on an 
as-needed basis only if a nursing assessment is completed 
before the medication is administered. The Board rules 
go on to define “oral medication” as anything that can be 
taken by mouth4, which would therefore include metered 
dose inhalers. Nose drops are interpreted per Board rule 
as including nasal sprays (aerosols, nebulizers and inhalers 
provided no oxygen is included in the administration), and 
ointments include preparations that are to be administered 
to the eyes or ears.5 Topical medications may be applied to 
intact skin only.

Medication aide authority—Delegation6

A medication aide has no independent authority to 
administer medications. Rather, an MA-C’s authority arises 
solely through delegation by a registered nurse (RN) or 
licensed practical nurse (LPN) acting at the direction of 
an RN. Further, the delegating nurse must hold a current 
valid license authorizing medication administration that 
has no medication-related restrictions on it imposed by the 
Board of Nursing. Nurses who are participating in one of 
the Board’s alternative programs (the alternative program 
for chemical dependency or the practice intervention 
and improvement program) may delegate medication 
administration unless the participation agreement entered 
into with the Board restricts the authority of the nurse to 
administer medications.

Although the law and rules state that nurses may not 
withdraw delegation on an arbitrary basis or for any 
purpose other than those related to resident safety,7 
nurses remain responsible for fulfilling their own duties 
relative to delegation. These duties include evaluating 
both the resident’s needs and the aide’s skills and 
abilities, communicating the parameters of the delegated 
responsibility, and supervising the aide’s performance. 
It is through this evaluation and assessment process that 
the nurse determines whether there are safety reasons for 
withholding/withdrawing delegation. A registered nurse or 
licensed practical nurse who delegates in accordance with 
standards for delegation will not be liable in damages for 
injury, death, or loss to person or property that arises from 
the actions or omissions of an MA-C.8

Evaluation
The principles underlying the delegation of medication 

administration to a certified medication aide are similar 
to those guiding delegation of any nursing task or activity. 
That means the nurse must evaluate the resident’s mental 
and physical stability, the medication to be administered, 
the time frame during which the medication is to be 
administered, the route of administration, and the ability 
of the medication aide to safely administer the medication 
in light of the above considerations. For example, an MA-C 
is passing medications and one of the residents who is to 
receive an antibiotic begins to complain of nausea and 
pruritus. In addition, the resident, who in the past has 
been compliant with the medication regimen, is suddenly 
adamant about not taking the medication. Even though the 
MA-C has been safely administering the drug for several 
days, it is the nurse’s responsibility to assess the resident’s 
status and take appropriate steps to assure that the 
antibiotic is not administered if doing so would jeopardize 
the resident’s safety. Similarly, if one of the medications 
the MA-C is to administer is an eye drop, the nurse must 
verify that the aide actually demonstrated competence 
using that route of administration during the medication 
aide training program.9 If the aide has not administered 
eye drops, a nurse must personally oversee the aide’s 
performance of that task (and any others not completed 
according to the checklist) until the nurse is satisfied the 
aide can safely perform the requisite task.

Practice Tips:
Nurses who delegate medication administration to an 

MA-C are expressly responsible for the following:
•	 Completing	 the	assessment	of	a	resident	 to	whom	an	

as-needed medication is to be given and determining 
the resident’s need for the medication;

•	 Reviewing	 the	medication	 delivery	 process	 to	 assure	
there have been no errors stocking or preparing the 
medication;

•	 Accepting,	 transcribing,	 and	 reviewing	 medication	
orders;

•	 Monitoring	 the	 resident	 for	 side-effects	 or	 changing	
health status;

•	 Reviewing	 the	documentation	 completed	 by	 the	MA-
C; and

•	 Supervising	the	medication	aide.

The rules for delegation of medication administration, 
just like the rules for delegating any other nursing task, do 
not address how the delegation process is to be documented. If 
a nurse (or MA-C) is suspected of inappropriate delegation, 
the Board of Nursing will review all relevant records and 
interview the parties involve to determine whether the 
principles of delegation have been followed. For example, 
in the case of an as-needed medication, documentation 
should reflect that a nurse was contacted and authorized 
administration of the medication by the MA-C. The 
Medication Administration Record may be reviewed to 
determine whether it clearly communicated the parameters for 
administering a particular drug to a particular resident.

Practice Tips: 
Nurses should take special notice of the limitation that 

MA-Cs may not perform tasks unrelated to medication 
administration while passing medications. This limitation is 
included as a resident safety measure to help assure that the 
MA-C is not distracted during a medication pass. [See Rule 
4723-27-02 (L) OAC].

Unlike licensed nurses and others over whom the Board of 
Nursing has jurisdiction at all times when they are engaged 
in practice, the Board’s jurisdiction over certified medication 
aides is limited to when they are performing tasks related to 
medication administration. That means when the individual 
is acting solely in his/her state tested nurse aide capacity, the 
rules of the Board are not applicable. How this will impact 
the Board of Nursing’s disciplinary activities with respect to 
MA-Cs remains to be seen. In other states where medication 
aides are regulated by the Board of Nursing, the Board 
typically has jurisdiction over all nurse aides.

Practice Tips:
A medication aide is not limited to administering unit 

dose medications provided there is no dosage calculation or 
“pill splitting” required.

Medication aides may administer medications prescribed 
by any authorized prescriber, including an advanced practice 
nurse holding prescriptive authority.

Medications administered by a medication aide must 
come from a properly labeled container that includes the 
medication name, the medication dose, the name of the 
resident to whom the medication is to be given and the 
expiration date of the medication. Although the rules do 
not directly address whether an aide may administer a 
contingency drug, the language in the standards rule 
(4723-27-02 OAC) recognizes by inference that the aide 
may administer these drugs provided they are stored and 
supplied in accordance with pharmacy board rules AND are 
supplied by the delegating nurse to the medication aide. In 
other words, the MA-C may not have independent access to 
contingency medications.

Medication available over-the-counter must include the 
original manufacturer’s label and must be purchased and 
prescribed for the resident.

Communication
The safety of delegation is inherently dependent on the 

clarity of the communication between the delegating nurse 
and the delegatee. The nurse who is delegating medication 
administration must clearly communicate information 
regarding the residents to whom the aide is to administer 
medications, the medications to be administered, the time 
frames during which the medications are to be given, and 
any special instructions concerning the administration of 
medications to specific residents. Much of this information 
can be written on the medication administration record 
(if applicable) or on other documents typically used for 
medication administration purposes in a particular facility.  

Of equal importance, the nurse must clearly identify 
how the aide is to respond to the unexpected or to the 
abnormal, in other words, what to report to the nurse.  
The curriculum content required by the Board in the 
medication aide training program includes four hours on 
communication and interpersonal skills and four hours 
on circumstances for reporting to the licensed nurse.  
Nonetheless, it is the delegating nurse who must clearly 
set forth his/her expectations in this regard, taking into 
consideration the residents actually being cared for on any 
given day and any other variables that may be involved.

Supervision
In a nursing home setting a nurse must provide on-

site supervision of an MA-C. In a residential care facility, 
supervision may be provided by a nurse who is not on 
site BUT who is immediately and continuously available 
through some form of telecommunication.

Delegation of as-needed or PRN medications
Because administration of an as-needed medication 

inherently requires a nursing assessment, the law and rules 
treat nursing homes and residential care facilities differently 
when a resident has an order for a PRN medication. If a 
nurse is not on-site in an RCF to determine the resident’s 
need for the medication, the aide may administer only over-
the-counter PRN medications.  Further, the off-site nurse 
must first determine the resident’s need for the medication 
based on his/her knowledge of the resident’s health status, 
the resident’s clinical record, the data provided by the aide, 
and the nurse’s determination of the safety of having the 
aide administer the medication. This determination must 
be made each time a resident’s health status appears to 
warrant administration of a PRN medication.

When a nurse is available on-site, delegation of an as-
needed medication is not limited to over-the-counter 
medications. However, the nurse must first make certain a 
nursing assessment performed by a registered nurse is on 
record. The nurse must then determine the resident’s need 
for the medication and evaluate other resident-related 
safety factors on a case-by-case basis. In other words, a nurse 
cannot give blanket approval for an MA-C to administer all 
PRN medications to a particular resident who is repeatedly 
expressing a specific complaint. The MA-C and nurse 
must communicate with each other about the resident’s 
request or demonstrated need for the medication, and the 
nurse must determine whether the medication should be 
administered by the MA-C.

What may NEVER be delegated—Prohibitions
Certain activities may not be performed by an MA-C 

even if a nurse were willing to delegate them. These general 
prohibitions include:

•	 Medications	 to	 be	 administered	 to	 a	 pediatric	
resident;10

•	 Medications	administered	 through	a	gastrostomy	or	
jejunostomy tube or through an oral or naso gastric 
tube;

•	 Oxygen;
•	 Medications	 containing	 a	 schedule	 II	 controlled	

substance. The aide may not even have access to 
these drugs;

•	 Inhalants,	nebulizers,	aerosols,	or	other	medications	
requiring dosage calculations;

•	 Medications	that	are	not	approved	drugs;
•	 Medications	administered	as	part	of	a	clinical	trial;
•	 Injections,	including	intravenous	procedures;	
•	 Splitting	 pills	 for	 purposes	 of	 changing	 the	 dose	

being given;11

•	 Receiving,	 transcribing	 or	 altering	 a	 medication	
order; and

•	 Administering	the	initial	dose	of	a	medication.

Standards of practice for a Certified Medication Aide12

Standards of practice for an MA-C parallel the 
expectations established for licensed nurses and others 
regulated by the Board of Nursing. That means, in part:

•	 Certified	 medication	 aides	 are	 responsible	 for	
documenting accurately, timely, and completely the 
medications they administer. (Nurses should not 
document medications administered by MA-Cs);

•	 The	 MA-C	 to	 whom	 the	 task	 of	 medication	
administration has been delegated may not delegate 
that task to any other person;

•	 An	MA-C	may	not	perform	nursing	 tasks	unrelated	
to medication administration when engaged in 
administering medications;

•	 The	 MA-C	 must	 wear	 his/her	 applicable	 title	
(medication aide-certified or MA-C) at all times 
when administering medications;

•	 The	MA-C	must	maintain	resident	confidentiality;	
•	 The	MA-C	must	treat	each	resident	with	respect	and	

dignity; 

•	 The	 MA-C	 must	 maintain	 professional	 boundaries	
with each resident; and  

•	 The	 MA-C	 must	 demonstrate	 competence	
and accountability in the task of medication 
administration, including appropriate recognition, 
referrals, and consulting with the delegating nurse.

Medication aides are expected to take measures to 
ensure resident safety that include reporting to the nurse 
in a timely manner the following:

•	 The	 potential	 need	 for	 an	 as-needed	 medication	
based on expressions of discomfort demonstrated by 
the resident or other indications;

•	 Refusal	 by	 the	 resident	 to	 comply	 with	 medication	
administration;

•	 Any	deviation	from	the	delegated	procedure;
•	 Any	 unanticipated	 reaction	 by	 the	 resident	 to	 the	

medication; and
•	 Anything	 about	 the	 condition	 of	 the	 resident	 that	

should cause concern to the MA-C.

Standards also require that MA-Cs:
•	 Verify	 the	 identity	 of	 the	 resident	 to	 whom	 the	

medication is to be given;
•	 Witness	the	resident	swallow	an	oral	medication	that	

is to be ingested or otherwise take the medication as 
prescribed; and

•	 Utilize	the	medication	delivery	process	in	use	in	the	
nursing home or RCF.

If a certified medication aide fails to conform to these 
standards that would be grounds for disciplinary action by 
the Board of Nursing.13

Medication Aides continued on page 7

Medication Aides continued from page 5

Training medication aides14

One of the keys to a nurse’s comfort level with delegating 
medication administration to an MA-C will be the extent 
and quality of the training programs in place to prepare 
medication aides. While the statute requires a minimum 
70 hours of training, the rules require 120 hours15, 80 of 
which must be the didactic (classroom) and laboratory 
component and 40 must include the actual administration 
of medications in a clinical setting with one-on-one 
supervision by a licensed nurse. The Board of Nursing 
must approve the training program before the program 
can admit any would-be MA-Cs. Programs can use a model 
curriculum developed by the Board staff or may use their 
own curriculum provided it contains the requisite content.  
Required topic areas include:
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Medication Aides continued from page 6

•	 Communication	and	interpersonal	skills–4	hours;
•	 Resident	rights–1	hour
•	 Six	rights	of	medication	administration–3	hours
•	 Drug	terminology–4	hours;
•	 Fundamentals	of	specific	body	systems–20	hours;
•	 Basic	pharmacology–12	hours;
•	 Safe	administration	of	medications–20	hours;	
•	 Principles	of	infection	control–2	hours;	
•	 Documentation–2	hours;
•	 Circumstances	 for	 reporting	 to	 a	 licensed	 nurse–4	

hours;
•	 Medication	errors–4	hours;	and
•	 The	role	of	the	MA-C–4	hours.

The training programs also must include a mechanism 
for evaluating whether the candidate possesses the reading, 
writing, and mathematical skills sufficient to assure safe 
medication administration.16 A registered nurse must be 
the program administrator and a registered nurse must also 
teach the didactic and laboratory portions of the program. 
During the didactic and laboratory portion, students and 
instructors must be present in the same location. In other 
words, the instruction must be provided in person rather 
than by means of electronic communication. The rules 
do not constrain, however, who can conduct a program.  
Training programs may take place in a nursing home or 
residential care facility or may be conducted by community 
colleges or vocational schools, provided they meet Board 
standards and receive approval. 

All training programs must provide each student 
with the clinical skills checklist used during the training 
program to indicate satisfactory performance of all skills 
needed for safe medication administration utilizing all of 
the approved routes. If a student has not had an opportunity 
to demonstrate a particular skill, that deficit will be 
reflected on the checklist. Before the MA-C may perform 
that skill outside of the training program, he/she must be 
supervised by a licensed nurse to determine that the aide 
uses the proper techniques. Once that requirement is met, 
the nurse should update the skills checklist accordingly. For 
example, although an MA-C is authorized to administer 
medications vaginally, there may not be a resident with a 
medication administered using that route during the actual 
training period. If an MA-C subsequently is expected to 
administer a vaginal medication, a nurse must supervise 
the performance of that task until satisfactory performance 
is demonstrated and appropriately documented on the 
checklist. 

After completing the training, the MA-C candidate must 
pass a standardized examination administered by a board-
approved independent testing entity. The test will include both 
written and clinical components. The aide must achieve an 
80% score on the written test and 100% on identified critical 
elements of the clinical test in order to pass the examination. 
The test may be taken one additional time if a passing score is 
not achieved initially. After that, the individual must complete 
the training program again to be eligible to re-test. The tests 
will be given in locations throughout Ohio on a schedule 
established by the testing company.

In an attempt to address timeliness issues, the training 
program must be structured so that a class of students 
completes it in no fewer than 20 business days and in no 
more than 90 days. The examination must be taken no 
more than 60 days after the student completes his/her 
classroom and supervised clinical practice components of 
the program.  

Conclusion
The safety of using MA-Cs depends in large measure 

on how effectively nurses delegate the task to them. In the 
past, when non-nurses have been authorized to administer 
medications, some nurses would tend to separate 
themselves from the entire medication administration 
process. They often neglected to assess the effects the 
medications were having on the patient or resident as 
well as the patient’s ongoing overall health status. While 
nurses may believe their practice has been eroded by the 
creation of medication aides, in reality only the task of 
actually giving the medication has been relegated to other 
individuals. The nurse remains responsible for all other 
aspects of medication administration. The new law may 
affect how nurses practice, but it will not alter their overall 
accountability for resident/patient outcomes. 

The statute provides that a person employed by a nursing 
home or residential care facility that utilizes medication aides 
who reports in good faith a medication error at the nursing 
home or residential care facility is not subject to disciplinary 
action by the Board of Nursing or any other government 
entity regulating that person’s professional practice and is 
not liable in damages to any person or government entity 
in a civil action for injury, death, or loss to person that 
allegedly results from reporting the medication error.17 What 
this language fails to specify is to whom this report must 
be made. Interestingly, it could be interpreted that the act 
of self-reporting precludes disciplinary action by the Board 
of Nursing; whereas, a report made by a third party would 
not result in the same immunity for the individual actually 
committing the error. 

How this section of the law will be interpreted by the 
Board remains to be seen.

1. To comply with this requirement, the Board of Nursing first 
adopted emergency rules effective for 90 days. No public 
testimony was heard prior to the effective date, however. In 
order to adopt permanent rules, the Board had to comply 
with certain requirements, including conducting a public 
hearing and submitting the rules to the Joint Committee on 
Agency Rule Review (JCARR) for a determination that all 
rule-filing processes were followed. The permanent rules 
became effective when the temporary rules expired May 1, 
2006. A Medication Aide Advisory Council was established in 
the law to provide input regarding the rules. The Council was 
comprised of representatives from nursing organizations, the 
trade associations representing the long-term care and assisted 
living industries, consumer and family groups, long-term care 
ombudsmen, and state agencies involved in nursing home 
regulation and reimbursement.

2. Rule 4723-27-06 of the Administrative Code.

3. Section 4723.67 of the Revised Code.

4. Rule 4723-27-01 of the Administrative Code.

5. Rule 4723-27-02 (B) of the Administrative Code.

6. The rule that primarily addresses delegation is 4723-27-03 of 
the Administrative Code. Nurses should also review the rules 
in Chapter 4723-13 of the Administrative Code for general 
principles of delegation applicable to any nursing task.

7. Section 4723.67 (A) of the Revised Code & Rule 4723-27-03 
(D) of the Administrative Code.

Medication Aides Post Test continued on page 9

8. Section 4723.68 (A) of the Revised Code.

9. Each MA-C is required to have a skills checklist issued by the 
training program that indicates the skills the aide actually 
performed during the clinical portion of the training. Rule 
4723-27-08 of the Administrative Code.

10. A pediatric resident is defined as someone under 18 years of 
age. Rule 4723-27-01 of the Administrative Code.

11. This language is taken directly from the statute. Efforts to add 
clarity during discussions about these rules were not successful.

12. Standards of practice can be found in Rule 4723-27-02 of the 
Administrative Code.

13. Rule 4723-27-09 (B) of the Administrative Code

14. Training program requirements and standards are found in 
Rules 4723-27-07 and 4723-27-08 of the Administrative Code.

15. Language in the law sets the requirement for a minimum 
number of hours in the training program; therefore, the Board 
of Nursing, through its rules, is able to require additional 
training hours without running afoul of the law.

16. This requirement is in statute at Section 4723.66 (B)(2) of 
the Revised Code. How that requirement is met is left to the 
discretion of the training programs.

17. Section 4723.69 (B) of the Revised Code.
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Get your copy of 
Legal Regulations and 

Professional Standards 
for Ohio Nurses

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

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

Asthma is a chronic inflammatory disease that 
affects the respiratory tract’s air passages resulting in 
inflammation that produces hypersensitivity. A variety 
of triggers can stimulate the air passages to narrow 
due to muscle constriction, swelling and excess mucus 
production that narrows the airways. Asthma episodes 
or attacks are characterized by coughing, wheezing, chest 
tightness, shortness of breath and rapid breathing. Asthma 
is considered the most common chronic illness in the 
United States; 31.3 million Americans have been diagnosed 
with asthma. In Ohio, an estimated 9.9 percent of adults 
currently have asthma and 14.9 percent have received a 
diagnosis of asthma in their lifetime.1 Of children, 15.4 
percent have been told they have asthma.2 Nurses in 
virtually any practice setting are likely to provide care for 
persons with asthma. 

In 2009, Bahadori, et. al. published a meta-analysis 
of the economic cost of asthma. They concluded that 
despite the availability of effective preventive therapy, costs 
associated with asthma are increasing. Strategies including 
education of patients and physicians and regular follow-up 
are required to reduce the economic burden of asthma.3 
Proper treatment and control of asthma is an additional 
challenge. More than half of Ohio children with asthma 
had an asthma attack or visited the emergency department 
in the past 12 months. Children missed 14.7 million school 
days due to asthma4. Among Ohio adults with asthma, 22.4 
percent report daily asthma symptoms, 51.6 percent report 
difficulty sleeping at least once a month due to asthma 
and 12.9 percent said they were unable to carry out usual 
activities due to asthma some time in the past 12 months. 
Adults missed 11.8 million work days due to asthma.5 

While anyone can have asthma, there are notable 
disparities in the diagnosis and successful treatment of the 
disease. In Ohio, asthma prevalence rates among African 
Americans are 50 percent higher than for whites. Ohioans 
earning $15,000 or less are almost three times more likely 
to have asthma than those with incomes over $50,000. 
Females had nearly twice the inpatient hospital discharge 
rate of males with the primary diagnosis of asthma. From 
1999-2003, the largest increase in hospital discharges with 
the primary diagnosis of asthma was among adults aged 65 
and above.1

Because of the challenges associated with asthma, a 
group called the Ohio Asthma Coalition (OAC) was formed 
in 2003 through a partnership of the Ohio Department 

Asthma in Ohio
of Health (ODH) Asthma Program (www.odh.ohio.gov/
asthma) and the American Lung Association of Ohio 
(www.midlandlung.org). The mission of the coalition is to 
improve the quality of life for people with asthma through 
information sharing, networking and advocacy. The OAC 
is a collaborative group of medical and public health 
professionals, business and government agency leaders, 
community activists and other interested persons with the 
vision of “living well with asthma.”

The ODH Asthma Program and the OAC produced 
the Ohio Statewide Asthma Plan for addressing asthma 
across Ohio in 2004 and is in the process of revising 
the plan through 2014. The plan has three major goals 
including surveillance of asthma, decreasing emergency 
visits and hospitalizations for asthma and decreasing 
asthma disparities. The OAC also hosts a biennial 
education and research conference starting in 2006. More 
information about the OAC can be found at http://www.
ohioasthmacoalition.org.

To promote asthma research and education, the OAC 
is planning to hold its third conference, the 2010 Ohio 
Asthma Education and Research Conference, on October 
8, 2010. This exciting offering will be held at the Fawcett 
Conference Center in Columbus, Ohio. The keynote 
speaker will be Mike McGeehin, PhD, MSPH, Director, 
Division of Environmental Hazards and Health Effects, 
National Center for Environmental Health, Centers for 
Disease Control and Prevention (CDC). Dr. McGeehin 
will address Climate Change and Health Effects. The 
conference will feature prominent researchers and 
educators from around the nation and the state and will 
have four tracks to interest a wide variety of people working 
in asthma. Registration may be completed for individual 
breakout sessions or for a single track: Environmental, 
Technical, Education, Clinical. A call for abstracts has 
been issued for those interested in participating in the 
poster session. For more information about the upcoming 
conference, including registration information, please go 
to the OAC Web site http://www.ohioasthmacoalition.org.

1. Behavioral Risk Factor Surveillance System (BRFSS), 
2009.

2. Ohio Family Health Survey, 2008.
3. Bahadori, et.al. BMC Pulmonary Medicine 2009, 9:24 

doi:10.1186/1471-2466-9-24
4. National Health Interview Survey, 2007
5. National Asthma Survey, BRFSS, 2008

Join the Ohio Nurses 
Association Today!

Application on pages 3 & 4.
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DIRECTIONS: Please complete the post-test and 
evaluation form. There is only one answer per question. The 
evaluation questions must be completed and returned with 
the post-test to receive a certificate.

Name: _______________________ Final Score: ____________

Circle the one correct answer selecting from the options 
provided. There is only one correct answer.

Multiple Choice:

1. An individual who is certified by the Board of Nursing as 
a Medication Aide:

 a. May administer medications to residents of group 
  homes for the mentally retarded/developmentally 
  disabled.
 b. May administer medications independently without
  supervision of a licensed nurse.
 c. May administer medications to any nursing home 
  resident regardless of the resident’s age.
 d. Must complete 15 hours of continuing education 
  every two years in order to be eligible to renew the 
  medication aide certificate. 

2. A registered nurse who is supplied by a staffing agency 
has never worked with medication aides. The nurse asks 
the medication aide to apply an antibiotic ointment to 
an open skin lesion on resident A’s left heel. The aide 
should:

 a. Apply the antibiotic according to the nurse’s 
  delegation and document the administration in the 
  resident’s medical administration or clinical record.
 b. Explain to the nurse that the medication is something
  a medication aide cannot administer.
 c. Ask the nurse to supervise the application if the aide
  has never applied an antibiotic ointment to a skin
  lesion before.
 d. Not apply the medication and trust that the night 
  shift nurse who is an employee of the facility will do it.

3. The Board of Nursing may revoke a medication aide’s 
certificate to administer medications:

 a. Only if the aide agrees to the revocation.
 b. At no time because the Department of Health 
  regulates certified medication aides.
 c. If the Board has evidence that the aide took a 
  schedule II controlled substance meant for a resident 
  so that the aide would not have to leave work early due 
  to the pain of a migraine headache.
 d. Whenever the Board receives a complaint that the 
  aide was repeatedly late for work.

4. A medication aide may administer:
 a. Oral medications that are given as part of a clinical 
  trial.
 b. Oral medications requiring dosage calculation.
 c. A topical medication that is to be applied to intact 
  skin.
 d. Insulin, provided it is not the first dose of the drug 
  that a particular resident receives. 

5. A medication is maintained by a nursing home as a 
contingency drug and stored in accordance with rules of 
the Pharmacy Board. A medication aide:

 a. May never administer a contingency medication.
 b. May administer the medication only if a nurse 
  provides the appropriate dose of the medication and 
  delegates administration of the drug to the aide.
 c. May administer the medication if ordered to do so by 
  the nursing home physician.
 d. May take the medication from the contingency supply 
  and administer it.

6. A certified medication aide is passing the 9 a.m. 
medications in the nursing home. The nurse on duty 
must attend to a resident who is demonstrating signs 
of renal failure and so the nurse is unable to take the 
vital signs of other residents who soon will be leaving 
the facility for doctor’s appointments off site. The nurse 
should:

 a. Ask the medication aide to put off administering the 
  medications and take the vital signs instead.
 b. Personally take over the medication administration 
  task while the aide takes the vital signs.
 c. Ask the aide to take the vital signs when giving these 
  particular residents their medications.
 d. Ask another aide who is not assigned medication 
  administration to take the vital signs.

7. A nurse may ask a certified medication aide to: 
 a. Administer an as-needed oral medication to a nursing 
  home resident only after the nurse first determines  

 the resident’s need for the medication.
 b. Administer an as-needed oral medication that is a 
  schedule II controlled substance only if the nurse has 
  completed an assessment of the resident’s need for 
  the medication and supervises the aide when the drug 
  is administered.
 c. Administer oxygen.

 d. Administer the first dose of an oral contraceptive to a 
  17-year-old female who is in a nursing home for 
  rehabilitation following a serious car accident.

8. A nurse may withdraw delegation to a certified medication 
aide to administer medications when the nurse: 

 a. Decides that the aide has not been cooperating with 
  co-workers with respect to resolving scheduling 
  conflicts that arise periodically in the facility.
 b. Observes the aide violating facility policy by eating at 
  the nurse’s station.
 c. Determines that the aide has failed to attend in-service 
  training on the use of resident tracking devices.
 d. Observes the aide put a medication at the resident’s 
  bedside and leave the room without observing the 
  resident swallow the medication.

9. A staffing agency supplies an MA-C for the 7 p.m. to 7 
a.m. shift as requested by the nursing home. The licensed 
nurse who will be delegating medication administration 
to the MA-C should do all of the following EXCEPT:

 a. Personally observe the MA-C prepare and administer 
  all the medications given throughout the shift.
 b. Ascertain that the MA-C’s certificate to administer 
  medications is not limited to RCFs.
 c. Review the aide’s training program checklist to 
  determine whether there are any skills the aide has not 
  completed.
 d. Clearly communicate to the MA-C any special 
  considerations applicable to particular residents 
  relative to the medications the aide will be 
  administering.  

10. The nursing home physician has ordered that a newly 
admitted resident receive 750 mg Flagyl p.o. tid. The 
medication has been ordered but not yet delivered by the 
pharmacy; however, the home has Flagyl 375 mg available 
in the contingency drug box. This is the first dose of oral 
Flagyl for this particular resident. The nurse: 

 a. May delegate administration of the medication to an 
  MA-C.
 b. May delegate administration of the medication to an 
  MA-C only if the nurse removes the correct dose of the 
  medication from the contingency box and gives it to 
  the MA-C for administration to the resident.
 c. May use his/her own discretion regarding whether to 
  delegate administration of the medication to the MA-C 
  based on the nurse’s concerns that the aide has 
  previously made several serious medication errors.
 d. Is prohibited from delegating the administration of the 
  medication to the MA-C.

True/ False

____  11. A nurse is participating in the Board of Nursing
  alternative program for chemical dependency 
  because he/she has diverted drugs. Part of the 
  agreement restricts the nurse from administering 
  schedule II controlled substances. This nurse may 
  not delegate medication administration to an MA-C.

____  12. A licensed nurse who works in an RCF may 
  delegate administration of a PRN schedule III 
  controlled substance to an MA-C if the nurse is
  available on site to determine the resident’s 
  need for the medication.

____  13. A nurse who delegates medication 
  administration to an MA-C in accordance with 
  standards for delegation is not liable in damages 
  if the aide administers an overdose of the drug.

____  14. A nursing home that wishes to utilize medication 
  aides may conduct its own training program and 
  structure it so that participants are able to 
  complete the required course work in two weeks.

____  15. A nurse who has delegated medication 
  administration to an MA-C must monitor the
  contents of the medication cart to assure that the 
  medications supplied by the pharmacy are 
  consistent with what has been ordered by the 
  physician.

____  16. A medication aide training program need only be
  70 hours in length in accordance with section 
  4723.66 (B) of the Ohio Revised Code although 
  Board of Nursing rules require 120 hours.

____  17. A state tested nurse aide must have one year of 
  direct care experience in order to be eligible for 
  certification as a medication aide.

____  18. An MA-C may not administer nor have access to 
  schedule II controlled substances.

____  19. The nurse delegating medication administration 
  to the MA-C tells the aide to administer the 
  medication only if the resident has eaten 
  breakfast. The aide leaves the medication at the 
  resident’s bedside because breakfast has not yet 
  been served and tells the resident to take the pills 
  when the meal tray arrives. The aide’s actions are 
  consistent with medication administration 
  standards.

____  20. Rules of the Department of Health governing the
  administration of medications by an MA-C can be 
  found in Chapter 4723-27 of the Ohio 
  Administrative Code.

____  21. A nurse who delegates medication administration 
  to an MA-C remains accountable for the overall 
  resident outcome.

____  22. The Ohio Board of Nursing may not take 
  disciplinary action against an MA-C if the aide 
  fails to document his/her medication 
  administration because this documentation 
  remains the nurse’s responsibility.  

____  23. An MA-C must complete 24 hours of continuing 
  education biennially in order to be eligible to 
  renew his/her certificate.

POST TEST AND EVALUATION – MEDICATION AIDES – WHAT THE LAWS & RULES SAY

Evaluation

1. Were the following objectives met?

 a. Describe the training an individual must complete to become a Certified Medication Aide. ___Yes ___No

 b. Identify three prohibitions relative to medication administration by a Certified

  Medication Aide.  ___Yes ___No

 
2. Was this independent study an effective method of learning?  ___Yes ___No

 If no, please comment:

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

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

SEND WITH REGISTRATION FORM ON PAGE 4



Page 10 Ohio Nurse September 2010

by Jan Lanier, RN, JD

Research continues to show that nurse staffing levels 
make a difference in patient outcomes. Higher levels of 
nurse staffing are associated with better patient outcomes, 
fewer untoward complications, and lower mortality rates. 
However, efforts to enact laws that address staffing issues 
were unsuccessful in Ohio until just a couple of years ago. 
At that time, the importance of staffing to patient outcomes 
led the Ohio Nurses Association (ONA) to join forces with 
the Ohio Organization for Nurse Executives (OONE) 
and the Ohio Hospital Association (OHA) to pursue 
staffing legislation. The end result of this unprecedented 
collaboration, which became known as the Nursing 
2015 Initiative and has been a model for others across 
the country, was passage of long-awaited staffing plan 
legislation.

Ohio’ staffing plan bill, HB 346 from the 127th General 
Assembly, became effective in the fall of 2008 and requires 
hospitals to have staffing plans that meet certain criteria. 
Under the new law, direct care registered nurses are 
required to comprise at least 50 percent of the nursing care 
committee responsible for developing the staffing plan 
recommendations for the facility. Hospital chief nursing 
officers are also required to participate on the nursing 
care committee. In addition, the plans must be consistent 
with nationally recognized evidence-based standards and 
address issues such as complexity of care, patient acuity and 
nurse competency.

HB 346 – Two Years Later
Highlights of Ohio’s Safe Staffing Law

 Plans must address the selection, implementation, 
and evaluation of minimum staffing levels for all 
inpatient hospital units in order to ensure that 
the hospital has a staff of competent nurses with 
specialized skills needed to meet patient needs.

 Plan must include a policy for identifying additional 
nurses to provide direct care when patients’ 
unexpected needs exceed the planned workload for 
direct care staff.

 Plan must identify a model for adjusting the plan for 
each inpatient unit.

 The Nursing Care Committee must review the plan 
at least annually.

 A copy of the plan must be provided to each nurse at 
no cost and to the public upon request for a fee not 
to exceed copying costs.

 Public notice regarding how to obtain a copy of the 
plan must be posted conspicuously.

While achieving passage of the bill was laudable, all 
three organizations recognized that implementation of 
the standards set forth in the new law would take hard 
work. Beginning in late 2008, through the efforts of the 
Nursing 2015 participants, educational seminars were 
held to provide nurses and others information about the 
law’s requirements and some tools they would need to be 
effective partners in the committee process. Chief nursing 
officers, members in nursing administration and staff 
nurses from across the state attended these events. A tool 
kit was devised and made available through both ONA 
and OHA websites. Since the law went into effect, ONA, 
OONE, and OHA have continued to work with their 
respective members to ensure compliance with the law’s 
requirements.

In late 2009 and early 2010, ONA contacted every 
hospital in Ohio to request a copy of their staffing plans. 
Notably, over 90 percent of the hospitals complied with 
the request. ONA’s intent in requesting the plans was 
to determine whether the staffing plans reflected the 
requirements established in HB 346. The results showed 
that, while some facilities are compliant with the new 
staffing law, there is still work to be done to ensure all 
hospitals meet the requirements of the law. To that end, 
OHA has committed to working with its hospital members 
to achieve 100 percent compliance with the law by all of its 
members.

With the goal of achieving 100 percent compliance 
in mind, ONA, OONE and OHA embarked on another 
ambitious project to provide the tools needed to make 
total compliance a reality. Educational sessions, staffing 
plan templates, personal contacts with hospitals and other 
strategies are being developed by ONA, OONE and OHA 
representatives in an effort to further advance compliance 
with the staffing law. Nurses across the state can assist in 
this endeavor by contributing their expertise to these 
efforts within their own facilities whenever and however 
possible. Any nurse in Ohio is also welcome to join any of 
the Nursing 2015 Teams, each representing a specific area 
of nursing practice. Please see the ONA website at the 
Nursing 2015 link for further information and meeting 
dates. The HB 346 tool kit is still available at http://
nursing2015.wordpress.com/hb-346-tool-kit/ for anyone 
who would like more information. 

Although much work remains to be done, all three 
organizations have renewed their commitment to the 
principles set forth in HB 346. The Nursing 2015 Initiative 
remains determined that HB 346 will achieve its intended 
result of safer care for all Ohioans and a more satisfied 
nursing workforce. 

CE4Nurses.org is your one stop online center for 
quality continuing education for nurses. Meet the OBN 
requirement for 1 contact hour in law and rules (Nurse 
Practice Act) governing nursing practice in Ohio required 
for renewal of an Ohio nursing license.

CE4Nurses.org allows nurses to:
•	 Select	a	continuing	education	topic	to	study
•	 Read	the	independent	study
•	 Take	the	post-test
•	 Print	a	CE	certificate
•	 Provide	feedback	to	us

All in one visit! All completely online! All at the time 
and place of your choice!

CE4Nurses.org is a program of the Ohio Nurses 
Foundation. 

The Ohio Nurses Foundation (OBN-001-91) is accredited 
as a provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission on 
Accreditation.
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This independent study has been developed to provide 
nurses with an overview regarding the National Priorities 
Partnership and the National Priorities and Goals which 
aim to focus performance improvements in healthcare. 1.0 
contact hour will be awarded. 

The Ohio Nurses Foundation (OBN-001-91) is 
accredited as a provider of continuing nursing education by 
the American Nurses Credentialing Center’s Commission 
on Accreditation. Expires 7/2012. Copyright, 2010 Ohio 
Nurses Foundation.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Define the National Priorities Partnership and the 

National Priorities and Goals.
2. Identify strategies to achieve goals of eliminating 

harm, eradicate disparities, reduce disease burden, 
and remove waste.

This independent study was developed by: Barbara 
Brunt, MA, MN, RN-BC, NE-BC. The author and planning 
committee members have declared no conflict of interest. 
There is no commercial support for this independent study. 

STUDY
It is a commonly held belief that the American 

healthcare system is broken. We are experiencing an 
economic and healthcare crisis. The number of uninsured 
is very high and growing. The health of our population 
is declining and disparities in care still persist. Unless 
America rethinks and revamps its healthcare system, 
our global eminence and domestic social and economic 
well-being will continue to slip away (National Priorities 
Partnership, n.d.). 

Consider the following facts:
1. The United States spends more per capita on 

healthcare than any other industrialized country. Yet 
our results on many important indicators of quality, 
such as preventable deaths and timely access to 
primary care, fall significantly below those of similar 
nations. (The Commonwealth Fund, 2008) 

2. In 2006, U.S. health care spending increased 6.7 
percent to $2.1 trillion, or $7,026 per person. The 
health care portion of gross domestic product 
(GDP) was 16.0 percent, slightly higher than in 2005. 
Prescription drug spending growth accelerated in 
2006 to 8.5 percent, partly as a result of Medicare 
Part D’s impact. (Catlin, Cowan, Hartman, & Heffler, 
2008)

3. The percentage of persons under age 65 years with 
private coverage was 67% in 2007. Since 1990, the 
percentage of nonelderly persons without coverage 
has remained stable, but the number has increased 
by more than 6 million persons, to 43.3 million in 
2007. (Cohen, et al., 2009) 

4. Racial and ethnic minorities, and those in low 
income groups, face disproportionately higher rates 
of disease, disability, and mortality (Institute of 
Medicine, 2002). Even though some strides have been 
made since 2002, there are still significant disparities 
in the United States (Cohen, 2008).

One of the organizations that have been working on 
these challenges is the National Quality Forum (NQF). 
NQF is a unique, multi-stakeholder organization that has 
been instrumental in advancing efforts to improve quality 
through performance measurement and public reporting. 
NQF is a private, not-for-profit membership organization 
with more than 375 members representing virtually every 
section of the healthcare system. Its mission to improve the 
quality of American healthcare consists of three parts:

1. Setting national priorities and goals for performance 
improvement

2. Endorsing national consensus standards for 
measuring and publicly reporting on performance

3. Promoting the attainment of national goals through 
education and outreach programs (National Quality 
Forum, 2009) 

In 2008 NQF convened the National Priorities 
Partnership (NPP) and it is one of its 28 members. The 
partners represent multiple stakeholders drawn from 
both the public and private sectors who have significant 
influence over healthcare and are committed to working 
together to deliver a high-value, high-performance 
healthcare system for all Americans. A list of members of 
the NPP is provided in Appendix A.

“The promise of our healthcare system is to provide 
all Americans with access to healthcare that is safe, 
effective, and affordable. But our system, as it is today, is 
not delivering on that promise. We must fundamentally 
change the ways in which we deliver care” (NPP, 2008, p. 7). 
Improving results will require focused efforts of patients, 
healthcare organizations, healthcare professionals, 
community members, payers, suppliers, government 
organizations, and other stakeholders. As a first step, the 
partners identified a set of National Priorities and Goals 

National Priorities Partnership
ONF-10-34-I

to help focus performance improvement efforts on high-
leverage areas, those with the most potential to result in 
substantial improvements in health and healthcare and to 
accelerate fundamental change in our healthcare system.

The overarching goals of the NPP are to eliminate harm, 
eradicate disparities, reduce disease burden, and remove 
waste. Six priority areas were identified that the partners 
believed, with combined and collective efforts, could have 
the most impact. These are:

1. Engage patients and families in managing their 
health and making decisions about their care.

2. Improve the health of the population.
3. Improve the safety and reliability of America’s 

healthcare system.
4. Ensure patients receive well-coordinated care within 

and across all healthcare organizations, settings, and 
levels of care.

5. Guarantee appropriate and compassionate care for 
patients with life-threatening illnesses.

6. Eliminate overuse while ensuring the delivery of 
appropriate care. (NPP, 2008)

While these are aspirational goals, there have been 
successful small scale improvement projects that could 
provide direction on strategies to use on a national level. 
The rest of this independent study will focus on additional 
information on each of the six priorities.

Engaging patients and families in managing their health 
and making decisions about their care

The vision for this goal is to have a healthcare 
system that honors each individual patient and family, 
offering voice, control, choice, skills in self-care, and 
total transparency, and that can and does adapt readily 
to individual and family circumstances, and to different 
cultures, languages, and social backgrounds. (NPP, 2008)

Strategies central to reaching this goal include asking all 
patients for feedback on their experience of care with the 
goal of improving that care, providing tools and support 
systems that enable patients to manage their care, and 
ensuring that all patients have access to information and 
assistance that enables them to make informed decisions 
about treatment options. Inherent in this is the ability of 
the healthcare provider to adapt to individual and family 
circumstances, culture, language, and social background.

Hibbard, Mahoney, Stock, and Tusler (2007) found that 
engaged patients, who seek out information about their 
condition and work collaboratively with their providers, 
are more likely to demonstrate health self-management 
behaviors (such as diet, exercise, and weight management) 
as well as disease-specific health management behaviors 
(such as keeping a diary of blood sugars when diagnosed 
with diabetes). Patients who are engaged as active partners 
in their healthcare team are vital to achieving better health 
outcomes, lower service utilization, and lower costs. An 
understanding of health management strategies can help 
patients avoid setbacks, which can lead to burdensome 
treatments and even hospitalization.

Professional caregivers can help patients become more 
engaged in their care. By seeking feedback on patients’ and 
families’ experiences of care, healthcare professionals can 
help improve quality and deliver care that is more patient-
centered and responsive to their patients’ needs. Patients 
can be empowered to take a more active role in their care 
when healthcare professionals provide the right kind of 
information and decision support, providing evidence-
based recommendations, which patients can consider along 
with their personal values and preferences.

Weinstein, Clay, and Morgan (2007) found that when 
patients are fully aware of the risks and benefits, they may 
opt for care that is less invasive in nature, especially those 
patients with conditions that have multiple treatment 
alternatives and tradeoffs to consider. Other studies 
(O’Connor, Llewellyn-Thomas, & Flood, 2004) have shown 
that shared decision-making can reduce the number of 
patients choosing more invasive surgical procedures by 21 
to 44 percent without adversely impacting health outcomes.

Other strategies that have been used include decision 
aids to help patients make the best decision, chronic disease 
self-management programs tailored to specific populations, 
and the requirement by the Centers for Medicare and 
Medicaid Services (CMS) that all hospitals use the Hospital 
Consumer Assessment of Healthcare Provider and Services 
(HCAHPS) survey instrument that has information about 
the hospital experience. This helps consumers compare 
hospital performance and get meaningful information for 
their own decision-making.

Making patient and family engagement a national 
priority will reduce harm by ensuring that patients 
understand their treatment options. In the United 
States, health literacy, the ability to obtain, process and 
understand information that is communicated regarding 
health status and healthcare, is poor, with only 12 percent 
of America’s 228 million adults having the skills to manage 
their own healthcare proficiently. This includes weighing 
the risks and benefits of different treatments, knowing how 
to calculate health insurance costs, and being able to fill 
out complex medical forms (Only about 1 in 10, 2008).

Today almost 50 million Americans speak a language 

other than English at home, and 23 million have limited 
English proficiency (Flores, 2006). Health outcomes vary 
widely among different groups based on race, ethnicity, 
gender, socioeconomic status, and other variables. Tools 
and strategies that are culturally and linguistically 
appropriate can help reduce disparities. 

Self-management programs which teach problem-
solving skills can help patients better manage their care 
and reduce disease burden. These have been shown to be 
more effective than information-only patient education and 
have produced good outcomes in minority populations. 
Outcomes included improved health status, improved 
health behaviors, mental stress management, and reduced 
healthcare utilization in a Hispanic population (Lorig, 
Ritter, & Gonzalez, 2003).

Patients need a full understanding of all their treatment 
options, along with the benefits, risks, and tradeoffs 
associated with those options to make informed decisions 
about their care. There is growing evidence that patients 
who do receive this kind of decision support tend to make 
more conservative (and potentially less costly and less risky) 
decisions (NPP, 2008).

Goals to achieve this priority are:
1. All patients will be asked for feedback on their 

experience of care, which healthcare organizations 
and their staff will then use to improve care.

2. All patients will have access to tools and support 
systems that enable them to effectively navigate and 
manage their care.

3. All patients will have access to information and 
assistance that enables them to make informed 
decisions about their treatment options (NPP, 2008, 
22).

Improve the health of the population
The vision for this goal is to have communities that 

foster health and wellness as well as national, state, and 
local systems of care fully invested in the prevention of 
disease, injury, and disability–reliable, effective, and 
proactive in helping all people reduce the risk and burden 
of disease (NPP, 2008).

With 60 percent of American deaths attributable to 
behavioral factors, social circumstances, and physical 
environmental exposures, we must ensure the optimal use 
of preventive services and superior clinical preventive care, 
provide support for healthy lifestyle behaviors, and address 
social and environmental issues that lead to poorer health 
outcomes (Kindig, Asada, & Booske, 2008). 

The Partners believe that this work must take place 
at the community level, with national, state, and local 
involvement enabled through the development of stronger 
partnerships and coordination of care between the public 
health and healthcare delivery systems.

Making population health a national priority will 
reduce harm by encouraging preventive health screening 
and care. More than 1,500 Americans die from cancer 
each day, yet less than 50 percent of adults are up-to-date 
with colorectal cancer screening and only 67 percent of 
women have been screened for breast cancer in the past 
two years (Partnership for Prevention, 2007). Thirty six 
thousand people die and 200,000 are hospitalized annually 
due to complications from influenza, yet only 37 percent 
of adults over 50 years old get an annual flu vaccination. 
By immunizing 90 percent of adults over age 50 against 
influenza annually, approximately 12,000 additional lives 
could be saved each year (Partnership for Prevention, 
2005).

Disparities would be reduced if everyone in the 
population received the same access and quality of care. 
Racial and ethnic minorities, and those in low income 
groups, face disproportionately high rates of disease, 
disability, and mortality (Institute of Medicine, 2002).  

Tobacco use remains the leading preventable cause of 
death and contributes to the development of many serious 
diseases, including coronary heart disease, stroke, and 
peripheral vascular disease. There are 443,000 deaths in 
the United States attributed to cigarette smoking each 
year (CDC, 2009b). Likewise, being overweight leads to 
many other diseases, such as diabetes, hypertension and 
stroke.  During the past 20 years there has been a dramatic 
increase in obesity in the United States. In 2008, only one 
state (Colorado) had a prevalence of obesity less than 20%. 
Thirty-two states had prevalence equal to or greater than 
25%; six of these states (Alabama, Mississippi, Oklahoma, 
South Carolina, Tennessee, and West Virginia) had a 
prevalence of obesity equal to or greater than 30% (CDC, 
2009a). Smoking cessation, good nutrition, and physical 
activity can help reduce the disease burden.

The ultimate goal is to reduce waste and ensure 
that all patients consistently receive the most effective 
recommended preventive services and do not receive 
tests for which there is poorly documented evidence of 
benefit. Merenstein, Daumit, and Powe (2006) found 

National Priorities Partnership continued on page 12
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that unwarranted tests, based on U.S. Preventive Services 
Task Force recommendations, have been estimated to be 
ordered more than 40 percent of the time during annual 
health exams.

Strategies that have been implemented to achieve this 
goal include programs to ensure all members receive 
evidence-based preventive screening based on age and 
gender, reports summarizing the overall health of the 
community, nurse-managed, transdisciplinary health 
centers, and employer health and wellness programs.

Goals to achieve this priority are:
1. All Americans will receive the most effective 

preventive services recommended by the U.S. 
Preventive Services Task Force.

2. All Americans will adopt the most important healthy 
lifestyle behaviors known to promote health.

3. The health of American communities will be 
improved according to a national index of health 
(NPP, 2008, p. 26).

Improve the safety and reliability of America’s healthcare 
system

The vision for this goal is to have a healthcare system that 
is relentless in continually reducing the risks of injury from 
care, aiming for “zero” harm whenever possible–a system 
that can promise absolutely reliable care, guaranteeing that 
every patient, every time, receives the benefits of care based 
solidly in science. The Partners envision healthcare leaders 
and professionals intolerant of defects or errors in care who 
constantly seek to improve, regardless of their current levels 
of safety and reliability (NPP, 2008).

The Institute of Medicine (1999) found that each year 
more people die as a result of avoidable medical errors 
than they do from car accidents, breast cancer, or AIDS. 
Quality and safety vary from healthcare organization to 
healthcare organization. Although some hospitals have 
made significant strides in this area, overall there still is a 
performance gap in this area. The Agency for Healthcare 
Research and Quality (AHRQ) national data suggest that 
although our healthcare expenditures are growing at more 
than 7 percent per year, patient safety is improving at only 1 
percent per year (AHRQ, 2007).

Critical to improving safety is the establishment of a 
“ just culture” that supports the reporting of situations 
that threaten the safety of patients or caregivers and 
that view the occurrence of errors and adverse events as 
opportunities to make the healthcare system better.

Making safety a national priority will reduce harm by 
decreasing errors. According to Klevens, et al. (2007) 
approximately 1.7 million healthcare-associated infections 
(HAIs) occur annually in U.S. hospitals and are responsible 
for nearly 99,000 deaths. HAIs include, but are not limited 
to, catheter-associated bloodstream infections, surgical site 
infections, catheter-associated urinary tract infections, and 
ventilator-associated pneumonia (VAP).  HAIs in hospitals 
are a significant cause of morbidity and mortality in the 
United States.

Racial, ethnic, and socioeconomic minorities still 
do not receive equal care, and they face higher rates of 
disease, disability, and mortality resulting in part from a 
greater likelihood of suffering from avoidable errors that 
occur in the delivery of healthcare, For example, African 
Americans have higher rates for postoperative surgical and 
central venous catheter complications and are more likely 
to have an adverse drug event associated with insulin or 
oral hypoglycemic; Hispanics and Asians have lower rates 
of appropriately timed antibiotics (AHRQ, 2007). Reducing 
disparities will improve safety.

Ventilator-associated pneumonias (VAPs), which in many 
cases are preventable, result in an estimated additional 
length of stay of nearly two weeks and an additional cost of 
$40,000 to a hospital admission. Leape and Berwick (2005) 
found that the use of a VAP bundle protocol may decrease 
VAP by 62 percent. This would certainly help reduce the 
disease burden.

Beyond the toll of human life, preventable errors have 
been estimated to cost the U.S. $17 billion to $29 billion 
per year in healthcare expenses, lost worker productivity, 
lost income, and disability (IOM, 1999). Serious adverse 
events include but are not limited to pressure ulcers, falls, 
blood product injuries, adverse drug events associated with 
high alert medications, wrong-site surgeries, air embolisms, 
and foreign objects retained after surgeries. If there were 
less errors, healthcare dollars spent to counter adverse drug 
events or to treat complications would be available for other 
interventions and we would reduce waste.

Strategies used to improve safety include reduction in 
door-to-balloon time for STEMI (ST-elevation-MI) patients, 
no payment for costs associated with preventable errors, 
surgical site infection prevention, public reporting of 
infection rates, and implementing various evidence-based 
interventions.

Goals to achieve this priority are:
1. All healthcare organizations and their staff will strive 

to ensure a culture of safety while striving to lower 
the incidence of healthcare-induced harm, disability, 
or death toward zero. They will focus relentlessly on 
continually reducing and seeking to eliminate all 
healthcare-associated infections and serious adverse 
events.

2. All hospitals will reduce preventable and premature 
hospital-level mortality rates to best-in-class.

3. All hospitals and their community partners 
will improve 30-day mortality rates following 
hospitalization for select conditions (acute 
myocardial infarction, heart failure, pneumonia) to 
best-in-class (NPP, 2008, p. 31).

Ensure patients receive well-coordinated care within and 
across all healthcare organizations, settings, and levels of 
care

The vision for this goal is a healthcare system that 
guides patients and families through their healthcare 
experience, while respecting patient choice, offering 
physical and psychological supports, and encouraging 
strong relationships between patients and the healthcare 
professional accountable for their care (NPP, 2008).

Care coordination is a national priority as patients 
with multiple chronic conditions often receive care 
from numerous health care organizations in multiple 
care settings and may see up to 16 physicians annually 
(Bodenheimer, 2008). It is estimated that 157 million 
people in the United States will be living with at least one 
chronic illness and the number of individuals with multiple 
chronic conditions is expected to reach 81 million by 2020 
(Anderson, 2008). As these patients navigate through the 
healthcare system and transition from one care setting to 
another, they are often unprepared to manage their care. 
Poor communication, incomplete transfer of information, 
and a lack of follow-up can lead to confusion and poor 
outcomes.

Care must be well coordinated to avoid waste, 
conflicting plans of care, and problems with medications, 
tests, and therapies.  Medication reconciliation practices, 
which are now mandated by The Joint Commission, can 
have a positive impact on outcomes by reducing medication 
errors and adverse drug effects. According to Whittington 
and Cohen (2004), medication reconciliation practices 
have demonstrated reductions in medication errors by 70 
percent and reductions in adverse drug events by more 
than 15 percent.

Having consistent access to the same healthcare 
professional over time is an essential element for care 
coordination and may be the most important factor in 
obtaining optimal preventive care. Both the cost of care 
and the potential for medical errors are greater when 
patients receive care from many healthcare professionals 
and do not have an identified and accountable primary 
source of care. Primary care practices that offer easy access 
to care, a long-term personal relationship with the primary 
care professional, integrated and comprehensive team 
care, and the coordination of specialty care and referrals 
may have the greatest potential to provide the level of care 
coordination that all Americans deserve (NPP, 2008).

Transition programs geared toward patients with chronic 
illness that include ongoing plans directed by advanced 
practice registered nurses to address discharge planning 
and home follow-up can decrease hospital readmissions, 
increase the length of time between discharge and 
readmission, increase patient and family satisfaction, 
decrease caregiver burden, and decrease healthcare costs 
(Naylor, et al, 2004).

Making care coordination a national priority will reduce 
harm by decreasing adverse events. According to Coleman 
and Berenson (2004), nearly one in five patients discharged 
from the hospital to home experience an adverse event 
within three weeks, and two-thirds of them are due to 
adverse drug events. Some of these require treatment in 
emergency departments and/or admission or transfer to 
another facility.

One way to reduce disparities is to improve primary 
healthcare services to reduce hospitalizations and 
emergency department visits. However, there are still 
significant variations in access to primary care depending 
on race, income and insurance. 

Nearly 18 percent of Medicare patients are readmitted 
to the hospital within 30 days, and 75 percent of those 
readmissions were identified as potentially preventable. 
Nearly 20 percent of patients’ admissions to the hospital 
with a preventable admission had at least one preventable 
readmission within six months and emerging evidence 
suggests that many patients are not receiving timely follow-
up visits with the primary care provider (NPP, 2008).

The cost to Medicare of preventable hospital 
readmissions that occur within 30 days of discharge is 
estimated to be upwards of $15 billion. For those 20 
percent that have another preventable admission within six 
months, the costs skyrocket to $729 million, or $7,400 per 
readmission (MedPAC, 2007).

Strategies that have been used to meet this goal 
include transitional care models led by advanced practice 
nurses, emergency department classification systems, 
culturally-sensitive medication reconciliation programs for 
community residents, and disease management programs 
for specific diseases.

Goals to meet this priority are:
1. Healthcare organizations and their staff will 

continually strive to improve care by soliciting and 
carefully considering feedback from all patients 
(and their families, when appropriate) regarding 
coordination of their care during transition.

2. Medication information will be clearly 
communicated to patients, family members, and the 

next healthcare professional and/or organization of 
care, and medications will be reconfirmed each time 
a patient experiences a transition in care.

3. All healthcare organizations and their staff will 
work collaboratively with patients to reduce 30-day 
readmission rates.

4. All healthcare organizations and their staff will work 
collaboratively with patients to reduce preventable 
emergency department visits (NPP, 2008, p. 37).

Guarantee appropriate and compassionate care for 
patients with life-limiting illnesses

The vision for this goal is to have healthcare capable of 
promising dignity, comfort, companionship, and spiritual 
support to patients and families facing advanced illness or 
death with all of the resources that community, friends, and 
family can bring to bear at the end of life (NPP, 2008).

Patients who are diagnosed with life-limiting illnesses 
and those facing the end of their lives deserve high-
quality and compassionate care that addresses all of their 
needs. The American College of Physicians developed 
a clinical practice guideline (Qaseem, et al, 2008) with 
5 recommendations, suggesting regular assessments 
for pain, dyspnea and depression, use of therapies with 
proven effectiveness to reduce pain, manage dyspnea and 
depression, and ensuring that advance care planning 
occurs for all patients with serious illness.

Palliative and hospice care programs give patients and 
family members the opportunity to help develop and guide 
care programs in a manner that is most comfortable for 
them and that meets their physical, social, and spiritual 
needs. Evidence suggests that patients enrolled in palliative 
care programs are more satisfied with their care and have 
fewer emergency room visits, fewer hospital and nursing 
facility days, and fewer physician visits than those in a 
comparison group. Enrolled patients in one study averaged 
a 45 percent decrease in costs as compared to usual care 
patients (Brumley, Enguidanos, & Cherin, 2003).

Making palliative and end-of-life care a national priority 
will reduce harm by preventing or alleviating suffering 
through an emphasis on effective pain management. Other 
symptoms, such as shortness of breath and depression, 
can also be managed through effective clinical support to 
prevent unnecessary distress. Although the use of hospice 
and palliative care services has increased in recent years, 
these services are still underutilized and many patients who 
could benefit from these services are never referred at all 
or are referred too late for the services to truly help (NPP, 
2008).

In 2000, the vast majority of patients receiving hospice 
services were white (82 percent), 8 percent were identified 
as African-American, and 8 percent were Hispanic, 
indicating a clear disparity in the provision of end-of-life 
care. According to Jennings, Ryndes, D’Onofrio, and Bailey 
(2003), cultural, language, and religious differences may 
present barriers to appropriate referrals to palliative or 
hospice care, and difficult subjects regarding death and 
dying may not be adequately discussed.

On top of the losses experienced by their loved ones 
facing life-limiting illnesses or death, families and 
caregivers are confronted with emotional, physical, and 
economic challenges and need support to cope with added 
responsibilities. Caregivers can experience significant 
physical and psychological stress, contributing to a decline 
in their own health, and palliative care, with its holistic 
focus, has the potential to reduce this disease burden on 
family members and caregivers (NPP, 2008).

Approximately 25 percent of Medicare’s expenses were 
paid for patients in their last year of life, and these expenses 
will continue to rise as we face an aging population 
(Hogan, Lunney, Gabel, & Lynn, 2001). Palliative care 
consultation teams have been associated with significant 
hospital savings. Patients receiving palliative care in the 
hospital who were discharged alive saw a net savings of 
nearly $1,700 in direct costs per admission and nearly $300 
in direct costs per day (NPP, 2008).

Strategies to meet this goal include development of 
certification programs and core competencies in Hospital 
and Palliative Care, development of palliative care 
programs, having a consumer-focused website called Caring 
Connections and a New Hope program for children and 
adolescents who have lost a loved one, and the initiation of 
an End-Of-Life Nursing Education Consortium project.

Goals to meet this priority are:
1. All patients with life-limiting illnesses will have access 

to effective treatment for relief of suffering from 
symptoms such as pain, shortness of breath, weight 
loss, weakness, nausea, serious bowel problems, 
delirium, and depression.

2. All patients with life-limiting illnesses and their 
families will have access to help with psychological, 
social, and spiritual needs.

3. All patients with life-limiting illnesses will 
receive effective communication from healthcare 
professionals about their options for treatment; 
realistic information about their prognosis; timely, 
clear, and honest answers to their questions; advance 
directives; and a commitment not to abandon them 
regardless of their choices over the course of their 
illness.

4. All patients with life-limiting illnesses will receive 
high-quality palliative care and hospice services 
(NPP, 2008, p. 41).

National Priorities Partnership continued from page 11

National Priorities Partnership continued on page 13
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Eliminate overuse while ensuring the delivery of 
appropriate care

The vision for this goal is to have healthcare that 
promotes better health and more affordable care by 
continually and safely reducing the burden of unscientific, 
inappropriate, and excessive care, including tests, drugs, 
procedures, visits, and hospital stays (NPP, 2008).

Although a significant amount of attention on healthcare 
focuses on the care that Americans do not receive, there 
is growing evidence that a significant portion of the care 
we receive is actually redundant and unwarranted, and 
sometimes even harmful. Researchers at the Dartmouth 
Medical School (Fisher, et al, 2003) have shown there 
is significant variation in healthcare spending between 
regions of the United States, only 40 percent of which can 
be attributed to different rates of illness and price. The 
remaining variation can be explained by practice variations 
that have little to do with evidence-based medicine, but 
rather with the capacity to provide healthcare. Areas with 
more specialists have more consultations and consequently 
provide more surgeries and procedures and have higher 
expenditures, regardless of whether such care is warranted.

The idea that “more does not necessarily mean better” 
is starting to resonate outside the quality community and 
is entering into broader public consciousness. A book by 
Brownlee (2007) on this topic was read by millions, and 
many news outlets and national consumer organizations, 
including the New York Times, U.S. News & World Report, the 
Wall Street Journal, AARP and Consumers Union, all ran 
articles that have increased public awareness of this issue 
(NPP, 2008).

Making overuse a national priority will reduce harm 
by avoiding the inappropriate use, misuse, or overuse 
of medical interventions, such as inappropriate use of 
antibiotics, unwarranted surgeries and procedures, and 
unnecessary testing. Beyond the negative impact of wasted 
resources that we can ill afford, the areas of inappropriate 
use identified may cause unnecessary harm to millions of 
Americans (New England Healthcare Institute [NEHI], 
2009). The NEHI call to action included doing a better job 
of controlling costs by preventing illness, managing chronic 
disease, and strengthening primary care for all Americans.

Effectively addressing the burden of unnecessary care 
is one way to remedy the problem of disparities in how 
care is and is not provided. The discussion of healthcare 
disparities typically focuses around the lack of access to 
services and the lack of appropriate care; however, assuring 
access to appropriate healthcare services early on can also 
help to reduce more costly utilization downstream. Studies 
have indicated that the overutilization of emergency 
departments and unnecessary hospitalizations are more 
common in minority populations (NPP, 2008).

There were several examples provided of ways to help 
reduce disease burden. The rising number of cesarean 
sections can have long-term unintended consequences for 
women and their offspring. Women who have c-sections are 
at increased risk for chronic pelvic pain, bowel obstruction, 
and complications of pregnancy. On the other end of the 
spectrum approximately 20 percent of patients are given 
chemotherapy in the last 14 days of life (Murillo & Koeller, 
2006), at which point the disease has progressed to such an 
extent that the chemotherapy has essentially no chance of 
helping.

According to Dartmouth research (Dartmouth Atlas 
Project, 2007), individuals who live in “high-spending” 
areas receive approximately 60 percent more in services 
than those who live in “low-spending” areas. Furthermore, 
the low-spending regions perform as well or better on 
a range of quality indicators. Reducing preventable 
hospitalizations by 5 percent for ambulatory care–sensitive 
conditions could result in savings of more than $1.3 billion 
(AHRQ, 2000).

Strategies to meet this goal include decision support 
tools embedded in electronic medical records, “advanced 
notification” programs requiring physicians to get pre-
approval for tests, homecare interventions and monitoring 
to prevent readmissions, and information to consumers on 
the issue of overuse and potential dangers of inappropriate 
medical care (NPP, 2008).

Goals to meet this priority are:
All healthcare organizations will continually strive 

to improve the delivery of appropriate patient care and 
substantially and measurably reduce extraneous service(s) 
and/or treatment(s).  There are nine recommended areas 
of concentration:

1. Inappropriate medication use, targeting antibiotic 
use and polypharmacy

2. Unnecessary laboratory tests, targeting panels and 
special testing

3. Unwarranted maternity care interventions, targeting 
cesarean section

4. Unwarranted diagnostic procedures, targeting 
cardiac and chest computed tomography, lumbar 
spine magnetic resonance imaging, bone or 
joint x-rays, endoscopy, and admission or routine 
monitoring

5. Inappropriate nonpalliative services at the end of 
life, targeting chemotherapy in the last 14 days of 
life, aggressive interventional procedures, and more 
than one emergency department visit in the last 30 
days of life

6. Unwarranted procedures, targeting spine surgery, 
percutaneous transluminal coronary angioplasty/
stent, knee/hip replacement, coronary artery bypass 
graft, hysterectomy, and prostatectomy

7. Unnecessary consultations
8. Preventable emergency department visits and 

hospitalizations, targeting potentially preventable 
visits, hospital admissions lasting less than 24 hours, 
and ambulatory care-sensitive conditions

9. Potentially harmful preventive services with no 
benefits, targeting BRCA mutation testing for 
breast and ovarian cancer, coronary heart disease 
screening for low risk patients, carotid artery stenosis 
screening, cervical cancer screening for females over 
65 years, and prostate cancer screening for males of 
75 years (NPP, 2008, p. 47).

National Priorities Partnership recognizes the only way 
to achieve the bold goals they have set is for all partners 
to take bold actions. There are a handful of extremely 
effective mechanisms that can truly drive change in the 
healthcare system: performance measurement, public 
reporting, payment systems, research and knowledge 
dissemination, professional development, and system 
capacity. These require leadership and commitment to 
support change at the federal, state, and local levels, and 
working together to achieve the goals (NPP, 2008).

In each of these areas, guidelines were outlined for the 
selection of measures.  For performance measurement, they 
were:

1. Measures should be linked directly to the national 
priorities and goals

2. Measures should have a clear and compelling use
3. Measures should be parsimonious and not impose 

undue costs or burden on those providing data
4. Measures should balance the need for continuous 

improvement with the stability needed to track 
progress over time.

For public reporting, they were:
1. Measures should be meaningful to consumers and 

reflect a diverse array of healthcare professionals’ 
clinical activities

2. Those being measured should be actively involved
3. Measures and methodology should be transparent 

and valid

4. Measures should be based on national standards to 
the greatest extent possible.

For payment systems, they were:
1. Payments should be tied to results
2. Systems should foster appropriate care and 

stewardship of resources
3. Payments should support coordination, integration, 

and delivery capacity
4. Programs should be simple and understandable
5. Patients should get the right incentives
6. Programs should encourage evidence-based care, 

while fostering innovation

For research and knowledge dissemination, they were:
1. The national priorities and goals should inform 

the research agenda–basic science, clinical, and 
translational, specifically the research agenda should 
build the evidence base for knowing what works 
and for whom, and for how to best translate this 
knowledge into routine practice.

2. Infrastructure should be in place so that there is 
the capacity for rapidly and reliably disseminating 
best practices as well as a feedback loop for 
ongoing learning and monitoring for unintended 
consequences.

For professional development education and certification, 
they were:

1. Provide patient-centered care
2. Work in interdisciplinary teams
3. Employ evidence-based practice
4. Apply quality improvement
5. Utilize informatics (NPP, 2008, p. 49-54).

Every American, regardless of economic, social, or 
cultural class, deserves high quality healthcare. As nurses, 
we need to be aware of initiatives to transform health care 
and need to embrace transparency, public reporting, and 
best-in-class measures of performance to work on achieving 
the national priorities and goals. Benefits will include 
engaged patients and families managing their health and 
health-care decisions, improved health of the population, 
improved safety and reliability of the health care system, as 
well as patients receiving well-coordinated care within and 
across all healthcare organizations and settings.

Agency for Healthcare Research and Quality  (AHRQ) Alliance for Pediatric Quality  (APQ)

American Association of Retired Persons (AARP) American Board of Medical Specialties (ABMS)

American Federation of Labor-Congress of Industrial American Nurses Association (ANA)
Organizations (AFL-CIO) 

Assessment and Qualifications Alliance (AQA) Center for Health Care Reform, Brookings Institution 

Centers for Disease Control and Prevention (CDC) Centers for Medicare and Medicaid Services  (CMS)

Certification Commission for Healthcare Information Commission for Performance Improvement (CPI)
Technology  (CCHIT) 

Consumer Reports Best Buy Drugs HealthPartners, representing America’s Health 
Insurance Plans 

Hospital Quality Alliance (HQA) Institute for Healthcare Improvement (IHI) 

Institute of Medicine (IOM) Leapfrog Group 

National Association of Community Health Centers  National Business Group on Health
(NACHC)

National Committee for Quality Assurance (NCQA) National Governors Association

National Heart, Lung, and Blood Institute, National National Partnership for Women and Families
Institutes of Health (NHLBI-NIH)

National Quality Forum (NQF) Pacific Business Group on Health

The Joint Commission (TJC) U.S. Chamber of Commerce

Appendix A
Partners in National Priorities Partnership

(Listed in Alphabetical Order)

National Priorities Partnership continued from page 12

National Priorities Post Test continued on page 15

Visit us on the web 
                  anytime...
                     anywhere...

www.ohnurses.org
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Do you know someone who is not a nurse or a legislator 
that has supported the nursing profession? Or an organization 
that deserves recognition for how they value nurses? Or have 
you seen a media campaign that portrays nursing in a positive 
way? Then nominate them for a Nurses Choice Award!

Nurses Choice Award Categories

Individual
An individual who is not a nurse or a legislator who has 

made a significant contribution to nursing.
To nominate an individual for the Nurses Choice 

Awards, please submit the following:
•	 Name,	 address,	 phone	 number	 and	 email	 address	 of	

nominee.
•	 Narrative	of	no	more	than	100	words	on	the	individual	

nominee’s contribution to nursing and its impact on 
the profession.

•	 Three	(3)	 letters	of	support	(no	more	than	100	words	
each).

Organization
An organization that consistently demonstrates that it 

values registered nurses.

Make a Nomination for ONF’s Nurses Choice Awards!
To nominate an organization for the Nurses Choice 

Awards, please submit the following:
•	 Name	of	organization,	
•	 Name	of	contact	person	at	 the	organization	 to	accept	

the award on behalf of the organization, along with an 
address, phone number and email address.

•	 Narrative	 of	 no	 more	 than	 100	 words	 on	 what	 the	
organization does to show it values nursing.

•	 Three	(3)	 letters	of	support	(no	more	than	100	words	
each).

Media
A media campaign that positively and accurately portrays 

nursing.
To nominate a media campaign for the Nurses Choice 

Awards, please submit the following:
•	 Name	of	the	media	campaign.
•	 Name	 of	 the	 organization	 that	 produced	 the	 media	

campaign.
•	 Name	of	contact	person	at	 the	organization	 to	accept	

the award on behalf of the media campaign, along with 
an address, phone number and email address.

•	 Narrative	of	no	more	than	100	words	on	describing	how	
the campaign portrays nursing in a positive manner.

•	 A	 sample	 of	 the	 campaign	 (hard	 copy	 samples	 or	
video).

•	 Three	(3)	 letters	of	support	(no	more	than	100	words	
each).

Nominations are due January 31, 2011. Send submissions 
to:

Ohio Nurses Foundation
Attn: Nurses Choice Awards
4000 East Main Street
Columbus, Ohio 43213

Submissions that don’t include required information will 
not be considered. Winners and their nominators will be 
notified in Mid-March. Winners will be invited to attend the 
Nurses Choice Awards and Scholarship Luncheon on April 
1, 2011 to accept their award. Questions should be directed 
to Gingy Harshey-Meade, CEO, Ohio Nurses Foundation at 
gingy@ohnurses.org or 614-448-1020.



September 2010 Ohio Nurse Page 15

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: ____________________ Final Score: ___________

Please circle one answer.
1. Which country spends more per capita on 

healthcare than any other industrialized country?
 a. Japan
 b. United States
 c. Canada
 d. Great Britain

2. The organization that convened the National 
Priorities Partnership (NPP) is

 a. National Committee for Quality Assurance
 b. The Joint Commission
 c. Institute for Healthcare Improvement
 d. National Quality Forum 

3. Which of the following is NOT one of the 
overarching goals of the NPP?

 a. Eliminate harm
 b. Eradicate disparities
 c. Increase disease burden
 d. Remove waste

4. Strategies to engage patients and families in 
managing their health and making decisions 
about their care include:

 a. Asking all patients for feedback on their 
  experience of care
 b. Providing tools and support systems that help 
  patients manage their care
 c. Ensuring all patients can make informed 
  decisions about treatment options
 d. All of the above

5. Self management programs which teach 
problem-solving skills have been shown to be 
more effective than information-only patient 
education.

 a. True
 b. False

6. The vision for improving the health of the 
population envisions communities that foster 
health and wellness and the prevention of 
disease, injury and disability.

 a. True
 b. False

7. What percent of American deaths are attributable 
to behavioral factors, social circumstances, and 
physical environmental exposures?

 a. 50 percent
 b. 55 percent
 c. 60 percent
 d. 65 percent

8. Strategies to help reduce the disease burden 
include ALL but which of the following:

 a. Smoking cessation
 b. Good nutrition
 c. Mandatory health screenings
 d. Physical activity

9. According to the Institute of Medicine, which of 
the following is responsible for the most deaths 
each year?

 a. Car accidents
 b. Breast cancer
 c. AIDS
 d. Medical errors

10. Improving the safety and reliability of America’s 
healthcare system includes having a healthcare 
system that continually looks for ways to increase 
the risks of injury from care and encourage 
defects.

 a. True
 b. False

11. Strategies to improve safety include ALL but which 
of the following:

 a. Aiming for “zero” harm
 b. Establishing a culture of safety
 c. Surgical site infection prevention
 d. Paying for preventable medical errors

12. Ensuring that patients receive well-coordinated 
care within and across all healthcare organizations, 
settings, and levels of care requires a healthcare 
system that guides patients and families through 
their healthcare experience.

 a. True
 b. False

13. Care coordination is enhanced by:
 a. Poor communication
 b. Incomplete transfer of information
 c. Physical and psychological supports
 d. Lack of follow-up

14. Transition programs geared toward patients with 
chronic illness that address discharge planning and 
home follow-up can do all of the following EXCEPT:

 a. Decrease hospital readmissions
 b. Decrease the length of time between discharge 
  and readmission
 c. Increase patient and family satisfaction
 d. Decrease caregiver burden 
 
15. Nearly 18 percent of Medicare patients are 

readmitted to the hospital within 60 days and 55 
percent of those readmissions were identified as 
potentially preventable.

 a. True
 b. False

16. Guaranteeing appropriate and compassionate care 
for patients with life-limiting illnesses ensures 
dignity, comfort, companionship and spiritual 
support to patients and families facing advanced 
illness or dying.

 a. True
 b. False

17. The American College of Physicians 
developed clinical practice guidelines with 
recommendations for individuals facing the end 
of their lives.  These included all of the following 
EXCEPT:

 a. Regular assessments for pain, dyspnea, and 
  depression
 b. Use of experimental therapies to reduce pain
 c. Ensuring advanced care  planning occurs
 d. Management of dyspnea and depression

18. Palliative care teams have contributed to fewer 
emergency room visits, fewer hospital and 
nursing facility days and fewer physician visits by:

 a. Meeting physical, social, and spiritual needs
 b. Emphasizing cultural, language and religious 
  differences
 c. Increasing disease burden on caregivers
 d. Withholding information about treatment 

options

19. Eliminating overuse includes a healthcare 
system that reduces the burden of unscientific, 
inappropriate and excessive care.

 a. True
 b. False

20. Examples of inappropriate medical interventions 
include all of the following EXCEPT:

 a. Inappropriate use of antibiotics
 b. Unwarranted surgeries and procedures
 c. Decision support tools in electronic medical 
  records
 d. Unnecessary testing

21. There were 5 recommended areas of 
concentration to eliminate overuse, including 
medications, tests, C-sections, and diagnostic 
procedures:

 a. True
 b. False

POST TEST AND EVALUATION – NATIONAL PRIORITIES PARTNERSHIP

Evaluation

1. Were the following objectives met?

 a. Define the National Priorities Partnership and the National Priorities and Goals. ___Yes ___No

 b. Identify strategies to achieve goals of eliminating harm, eradicate disparities, reduce 

  disease burden and remove waste.  ___Yes ___No

 
2. Was this independent study an effective method of learning?  ___Yes ___No

 If no, please comment:

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

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

SEND WITH REGISTRATION FORM ON PAGE 4
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INDEPENDENT STUDY
This independent study has been developed for nurses to 

better understand different types of intelligence, creativity 
and critical thinking 1.16 contact hours will be awarded for 
successful completion of this independent study. 

The Ohio Nurses Foundation (OBN-001-91) is accredited 
as a provider of continuing nursing education by the American 
Nurses Credentialing Center’s Commission on Accreditation. 
Expires 7/2012. Copyright 2010, Ohio Nurses Foundation.

OBJECTIVES
Upon completion of this independent study, the learner will 

be able to:
1. List the three components of successful intelligence.
2. Define analytical, creative and practical intelligence.
3. Utilize steps to developing one’s own and nurture 

creative intelligence in others.

This independent study was developed by: Barbara G. 
Walton, MS, RN, NurseNotes, Inc. The author and planning 
committee members have declared no conflict of interest.

The Theory of Successful Intelligence
Successful Intelligence. We have all encountered 

individuals who were very intellectually gifted; in fact, we would 
call these people “smart.” Yet when it comes to real life, these 
same “smart” people can’t seem to make it. For example, Lisa, 
who wanted to be a nurse for as long as she can remember, was 
valedictorian of her high school class and had maintained a 
4.0 grade point average through both her baccalaureate and 
master’s programs in nursing. 

However, she was not able to maintain a career in nursing. 
Lisa finds a nursing job, but soon quits, often citing she doesn’t 
like her co-workers or doesn’t like that type of patient. She 
then pursues another search for yet another job. Today, she 
works as a clerk in a bookstore and is barely able to pay her 
bills. Lisa says she is not successful and is not happy with her 
life. Peggy, on the other hand, had struggled through her 
entire academic career, barely maintaining passing grades in 
some classes, but also managed to obtain a master’s degree. In 
fact, Peggy describes herself as not being the “brightest bulb in 
the box” when it comes to academics. Peggy has been active in 
the practice of nursing for 25 years–holding positions ranging 
from staff nurse to preceptor, and most currently, clinical 
nurse specialist. Furthermore, Peggy is frequently invited 
to speak at national nursing conferences and is a published 
author. Why the difference in these two individuals? Why is 
Lisa not enjoying the same fruits of her career that Peggy is 
now reaping? 

In his writings, Robert Sternberg proposes a theory of 
Successful Intelligence. Successful intelligence is more than our 
IQ’s. Successful intelligence is defined as the integrated set of 
abilities needed to attain success in life–however an individual 
defines it, within that individual’s sociocultural context. We 
certainly need people with Successful Intelligence in today’s 
healthcare world. Let’s look at the key items in this definition 
a little closer. 
1. Successful intelligence is a set of abilities one uses to attain success 

in life however one defines it. It is not just our IQ’s, social 
skills or physical attributes that make us successful, but 
a combination of abilities, traits, likes and dislikes that 
contribute to our success. We all possess sets of abilities 
that are as individual as we are. Also note, success is 
defined differently among individuals and cultures. Ask 
your colleagues how they define success. For each person 
you ask, you will obtain a different definition. 

 One may define success as having attained a specific bank 
balance. Another may define success as having a secure, 
happy family life, while another person may define success 
as having made it through another day while remaining 
clean and sober. How each person achieves success depends 
on their abilities and their application of those abilities in 
everyday life. Clearly Lisa and Peggy have different sets of 
abilities that are being utilized to make Peggy successful, 
while Lisa struggles.

2. Success is defined only in terms of sociocultural context. It does 
not occur in the abstract, but with respect to standards 
or expectations held either by others or personally by the 
individual. Success in one setting may not be deemed 
success in another. A student who achieves a “B” average in 
one setting may be viewed as a great success. Perhaps this 
student was only a “D” student in the past and has worked 
very diligently to improve studying skills. Thus, the “B” is a 
great success. While another “B” student, who comes from 
a family of all “A” students, may be viewed as a failure. 

 Mike and Karen had the opportunity to work in a foreign 
country where being married, having lots of children 
with the wife being a stay-at-home mother, and practicing 
a particular faith was deemed a measure of success. 
However, Mike and Karen, while they were a married 
couple, had no children. Karen not only worked outside 
the home but also had her own business and they did not 
practice any particular type of faith, let alone the faith of 
this country. By the sociocultural context of this country, 
Mike and Karen are not a successful couple. Based on this 

Developing a Nursing IQ–Part IV: 
Creativity and Critical Thinking

sociocultural difference, Mike and Karen decided not to 
take the company transfer.

3. A person’s ability to recognize and make the most of his or 
her strengths. Almost everyone is good at something. 
Successfully intelligent individuals figure out what they do 
well and make the most of it. A person who is artistically 
inclined perhaps chooses to make his livelihood as an 
artist. Another person, who is very athletic, makes her 
living as a professional athlete. Perhaps Lisa has not 
figured out what her strengths are yet, while Peggy not only 
has identified her strengths, she is clearly capitalizing on 
them.

4. A person’s ability to recognize and compensate for or correct his 
or her weaknesses. No one is good at everything and the 
successfully intelligent learns to cope with weaknesses. The 
athlete, who possesses no artistic abilities, is wise to either 
take art classes or avoid art as a livelihood. Lisa, our nurse 
in the introduction, keeps going from one nursing job to 
another. Perhaps she has not recognized, compensated or 
corrected a weakness she has; thus she keeps failing at each 
nursing job.

5. A person’s ability to adapt to, shape and select environments by 
adjusting thinking or behavior to fit better into the environment in 
which he or she is functioning or by choosing a new environment. 
By adapting, the individual learns what it takes to conform 
within a setting. In nursing school we learned to conform 
to the rules and demands of our instructors and the 
school. We adapt to our individual state requirements for 
licensure by maintaining and fulfilling those requirements. 
By shaping the environment, we make changes in the 
environment to fit our beliefs or values. 

 Jean is an experienced nurse who came to work in the 
Neuro ICU. In Neuro ICU, no one ever took breaks during 
the twelve-hour shifts. Jean had always taken breaks in 
other units where she had worked. At a staff meeting she 
suggested that staff cover one another while they took 
breaks off the unit. At first the group thought, how could 
they possibly take a break away from the unit? Then after 
thinking about it for a while, people joined Jean in taking 
breaks in the cafeteria. Jean had shaped the environment 
to include breaks, which she valued and everyone else 
needed! By selecting the environment, we choose the 
environment. 

Have you ever chosen to leave a job, a relationship or place 
to live that is no longer serving a viable purpose in your life? 
Or perhaps one finally realized the job or relationship was 
never really meeting any of one’s needs. Successfully intelligent 
individuals learn to balance adapting, shaping and selecting 
environments. We usually adapt and shape an environment 
in an attempt to make that situation work for us. But if those 
attempts fail and continue to fail, eventually the successfully 
intelligent person will move on to a new environment. 

If you think about “choosing which battles are worth 
fighting and fight them (shaping), otherwise adapt or leave 
(adapt and selection),” that is part of what a successfully 
intelligent person does.

Sternberg proposes that there are three areas of intelligence 
that when balanced yield successful intelligence. It is in 
balancing these intelligences that we attain success. The three 
intelligences are: analytical intelligence, creative intelligence and 
practical intelligence. 

The following summarizes each of the intelligences that 
comprise Successful Intelligence:

•	 Creative	 intelligence	 formulates	 and	 defines	 problems	
and ideas.

•	 Analytical	intelligence	analyzes	the	problems	and	ideas.
•	 Practical	intelligence	puts	the	ideas	into	use	in	everyday	

life.

Individuals who are successfully intelligent make use of all 
three of these intelligences. Successfully intelligent individuals 
are “ jacks of all trades” and are able to use analytical 
intelligence when needed, or creative and/or practical 
intelligence when needed. We will discuss each of these briefly. 
Then the remainder of this module will be dedicated to 
exploring creativity. In a subsequent module, we will explore 
practical intelligence in more detail.

Analytical Intelligence: Critical thinking is a form of 
analytical intelligence. As we analyze patient problems and 
choose the most effective and efficient nursing interventions, 
we are practicing analytical intelligence. Nursing process is a 
form of analytical intelligence and is a form of critical thinking. 

As we have learned with nursing process, analytical intelligence 
is not linear, but a cyclical process, in which the solution may 
become part of the next problem. Let’s say you need shelter. 
You purchase a home, but the home needs maintenance and 
repair work, creating another problem. 

Joe has rheumatoid arthritis accompanied by severe 
pain. He takes a narcotic analgesic, which is very effective in 
alleviating his pain, but the narcotic causes him to become 
constipated. So while we fix one problem, the solution creates 
another problem. 

Much of what we do in school is analytical intelligence. 
When we memorize information, recite multiplication tables, 
recall the chambers of the heart, or solve structured problems 
from books, we are using analytical intelligence. In solving 
well-structured problems, we often use algorithms. When we 
follow the algorithm or path, we are pretty much guaranteed 
success in solving the structured problem accurately. When we 
accurately solve problems, we are rewarded with a high grade. 
Test scores, however, are not predictors or guarantees for 
future performance. We’ve all seen the A student like Lisa who 
can’t seem to make it in the real world. However, how many 
problems in real life are well-structured? Think about the 
patients you deal with on any given day. How many of them “fit 
the textbook” picture? How many patients have more than one 
problem? How does one problem influence another problem? 
What about the patient, who does not take her medications 
because she cannot afford them, cannot read the labeling on 
the pill bottles due to poor vision, has dementia, lives alone, 
and has no family? 

For many of us, this is the usual type of patient we see every 
day. But where does one begin with this patient? The problems 
are so numerous and often ambiguous, we aren’t even sure 
what all the problems are. What algorithm does one apply to 
this patient’s situation? Analytical intelligence will certainly 
assist us in caring for this patient. We can analyze individual 
problems, but to synthesize the connections between problems 
takes creative intelligence.

Creative Intelligence: Creativity is an active decision. It 
is not just something someone has or does not have. Creative 
intelligence involves generating new ideas. Creatively intelligent 
individuals are good “synthetic” thinkers. By this we mean 
creative thinkers are good at making connections that others 
have not recognized. In other words, creatively intelligent 
individuals synthesize (create) connections and formulate new 
ideas.

Let’s revisit Joe, our patient with rheumatoid arthritis. Susan 
thinks it is his lack of activity that causes his constipation. Joe 
is not able to undertake a lot of activity during flare-ups of 
his arthritis. It is during the flare-ups that he experiences 
the constipation problem. This is what leads Susan to believe 
it is the lack of activity causing the constipation, thus she 
continually instructs Joe to continue to pursue his exercise 
regimen even during flare-ups. 

Mary Jo, another nurse, considers Joe’s situation. She 
recognizes it is the narcotics that are causing Joe’s constipation. 
He experiences the constipation only during flare-ups, but it 
is only during flare-ups that Joe uses the narcotic analgesics. 
Mary Jo recommends a bowel management program to Joe that 
is successful in remedying his constipation. Mary Jo recognized 
and synthesized a connection in the information about Joe’s 
problem that Susan had missed. We will spend more time 
discussing creative intelligence and how one develops creative 
intelligence in the remainder of this module.

Practical Intelligence: Practical intelligence has to do 
with putting what we have learned into use. How much one 
knows or where one learned it is less important than how one 
successfully puts that knowledge to work in the practice of 
one’s profession or life. Consider Lisa and Peggy again, our 
nurses in the introduction. Lisa, while very analytically gifted 
and successful in school, has learned a lot about nursing but is 
not able to make use of any it in her everyday life. Here she is 
with a master’s degree in nursing, yet she works in a bookstore 
to make ends meet. Peggy, on the other hand, while she admits 
to struggling in school, has created a successful livelihood 
for herself as she has been able to put into use what she has 
learned. Peggy is an excellent example of having practical 
intelligence.

Creative Intelligence: Creativity in Nursing

Synthetic Thinkers. Creative intelligence does not just 
apply to being artistically talented and creating works of 
art. Creative intelligence can apply to works of art, but also 
includes the novel ideas a person creates. If you read Part 2 of 
the Developing a Nursing IQ series, you will recall we discussed 
Benjamin Bloom’s taxonomy of the cognitive domain for 
learning.

Within the cognitive domain was a level of thinking 
Bloom described as “synthesis.” Synthesis occurs when we 
make connections between pieces of information we have to 
formulate a new idea. You will also recall synthesis is a high 
level of cognitive function practiced by expert level nurses. 
A creatively intelligent individual readily uses synthesis to 
formulate new ideas. She makes new connections between 
what she knows, observes, senses and feels to create. A creative 
thinker can and does have bad ideas as well as good ideas. A 
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successfully intelligent individual then taps into her analytical 
intelligence to evaluate her ideas. Next, the successfully 
intelligent individual takes what has been deemed a good idea, 
and uses her practical intelligence to translate the idea into a 
reality. 

Creatively intelligent individuals are often said to “buy low 
and sell high” when it comes to ideas. These individuals often 
start with an idea that is undervalued (buy low) or rejected 
by others. But as they persevere with their ideas, defying the 
crowd, they come to lead the crowd once the crowd realizes the 
idea turned out to be a good one (selling high). 

Think about Florence Nightingale. She entered the 
profession of nursing when it was not considered proper for a 
“lady” to take on such a profession-not that nursing was even 
considered a profession at the time! Florence Nightingale next 
fought the military hierarchy in order to procure supplies for 
the wounded soldiers in Crimea. Florence not only went up 
against the grain of the military, she was going up against men! 
In the mid-1850’s, when women were to be seen and not heard, 
Florence was quite the rebel. While she pursued nursing, 
transforming it into a profession, she was buying low, but ended 
up by selling high when she created the first school of nursing 
in England and procured the accolades of the general public 
and the politicians of her day.

There are many other examples of individuals going against 
the grain with an original idea. Consider Semmelweiss, Henry 
Ford, Thomas Edison, Albert Einstein, Galileo, Copernicus, 
or Margaret Sanger. All of these individuals were considered 
heretics in their time. Today we readily use their original 
ideas without giving any thought to the hardships that they 
persevered as they pushed their ideas forward. Think about 
individual nurses you have encountered. How many of these 
colleagues have you stood in awe of their creativity in dealing 
with patients? How many times have you thought they were 
nuts for thinking such thoughts or coming up with such 
“crazy” ideas? What about yourself? What creative ideas have 
you pursued in regard to patient care? How many times have 
you met with rejection of your ideas?

Creat ively intel l igent indiv iduals are often 
underappreciated or their ideas are initially rejected. It took 
Florence Nightingale months to procure supplies she needed 
for the soldiers under her care. It wasn’t until she tapped into 
politician friends, who applied pressure on the military, that 
she obtained the supplies she desperately needed. When today 
we see how right Florence was in her pursuit of nursing, why 
was she met with so much resistance? Why was Galileo kept 
under house arrest by the church for putting forth the idea 
that the planets orbited the sun? Why were Ford and Edison 
viewed as kooks as they pursued their many inventions and 
innovations? Consider this: These individuals were all going 
against the crowd. They were upsetting the status quo with 
their new ideas and thoughts. Many members of the crowd 
had vested interests in maintaining the status quo. Imagine 
what candle makers thought of Edison’s light bulbs! What did 
buggy makers think of Ford’s Model A? What did the rich elite 
think of Ford’s mass produced Model A? After all, up until 
Henry Ford began to mass produce cars that the working class 
could afford, only the wealthy could afford such luxury. Cars 
were a status symbol, and thanks to Henry Ford, they were now 
available to the working man! 

In regard to Florence Nightingale, the military certainly did 
not want a woman coming in and telling them how to take care 
of their own soldiers. The military regarded her as a usurper 
of their power! After having witnessed the effects of giving 
birth, child after child, seeing husbands widowed as their wives 
died in childbirth, leaving them with too many mouths to feed, 
Margaret Sanger spent time in jail for promoting birth control. 
Imagine the audacity of a woman giving control of the number 
of births, let alone the choice to give birth, to women and their 
husbands when the Comstock Acts made birth control illegal! 
All of these individuals bought low with their ideas, then sold 
high. Another interesting thing is that once the creatively 
intelligent sell an idea, they often abandon it and move on to 
the next idea. 

Reconsider the individuals named here and think about 
their many accomplishments. They didn’t create just one thing, 
they were proliferate creative thinkers! Yet consider this, Ford, 
Einstein and Edison all struggled academically. Einstein didn’t 
begin speaking until he was three years old. Ford and Edison 
were both labeled as “dumb” students. If these individuals were 
so dumb, how is it they were able to become as successful as 
they did? I believe the answer is that they used a balance of the 
three intelligences. They were able to synthesize ideas no one 
else had recognized previously. They had enough analytical 
intelligence to evaluate their ideas as to which ideas were good 
ones versus which ideas didn’t have a lot of merit. Plus they 
were able to tap into their practical intelligence to bring their 
ideas to fruition and sell the idea to the crowd, thus swaying the 
crowd and selling high! How is it these individuals developed 
their creative intelligence? In the next section we will explore 
how creative intelligence develops.

The Development of Creative Intelligence. Creativity is as 
much an attitude as it is ability. Think about young children; 
they are very creative and imaginative. However, when they 
enter school, they are taught to conform. They are told to color 
within the lines; wrong answers are penalized with big red X’s. 
Six year old Kaitlin had been given an art assignment to draw 
a picture of her home. She not only drew her home; she drew 
flowers in the garden and added her cat and dog in the front 
yard as well. She gave one of the flowers bright green petals. 
The teacher, upon grading her picture, told her there was no 
such things as green flowers and proceeded to put a big red X 
through the green flower. The red X ruined Kaitlin’s picture! 

Imagine how she felt after working so hard on her picture. 
She wasn’t rewarded for drawing more than her home, but 
penalized for putting a green flower in the picture! In Norway, 
“The Law of Jante” states that anyone who is a stand out must be 
cut down to size: conformity is the rule. Kaitlin’s creativity and 
efforts had been cut down to size!

Think about your nursing practice for a moment. How 
many times have you been penalized and cut down to size by 
colleagues because you did something differently? What do 
we do to our novice and advanced beginner nurses when they 
come along with new ideas? Do we always recognize the value 
of their ideas? Let’s look at this scenario. 

Kim is a very experienced critical care nurse who works 
within a float pool at a large hospital. Kim was assigned to 
Surgical ICU and was assigned to care for Mr. Kirk. Mr. Kirk 
had undergone coronary artery bypass grafting with mitral 
valve repair the previous day. He had been somewhat unstable 
through the night. During Kim’s shift, Mr. Kirk experienced 
a number of cardiac dysrhythmias that required a variety of 
medications. He also experienced fluctuations in his blood 
pressure and Kim initiated vasopressor medications as well. 
After bleeding out through a chest tube, it was also found his 
hemoglobin was low, and she administered two units of packed 
blood cells as well as a number of boluses of fluid to sustain 
his blood pressure, kidney function and perfusion. Kim had 
replaced electrolytes, monitored his urine output, kept him 
suctioned for copious secretions, and kept his family updated 
as to changes in his status and the care she and the medical 
team were providing. 

When Mr. Kirk spiked a temperature, she again contacted 
the physicians, drew blood cultures, administered Tylenol and 
initiated antibiotic therapy. Four times during her shift Mr. 
Kirk exhibited lethal dysrhythmias, but because of Kim’s quick 
actions, she prevented him from progressing into cardiac 
arrest. At the end of her shift, Mr. Kirk was alive and more 
stable, all because of Kim’s diligence and expertise.

After impatiently listening to Kim’s change of shift report, 
the oncoming nurse had only one question for Kim. The 
question was “When did he have his last bowel movement?” 
This question was the equivalent to the big red X on Kaitlin’s 
green flower. Kim had been cut down to size. It didn’t matter 
about all the excellent nursing care she provided; or that she 
kept Mr. Kirk alive. She had not addressed whether he had had 
a bowel movement during her shift. 

Kim’s nursing care for Mr. Kirk illustrated analytical 
intelligence (critical thinking), creative intelligence (she 
synthesized theories about Mr. Kirk; if his blood pressure 
is low, I need to monitor his kidney function) and practical 
intelligence (she put her theories into practice). She had done 
an outstanding job! Yet the Law of Jante was applied, cutting 
down her outstanding work! Why did the oncoming nurse 
do this? Was it because Kim was an outsider to this nursing 
unit? How could she dare come into this unit and do such 
an excellent job when she was only a float nurse? Was she 
upsetting the status quo with her excellence? 

We’ll never know the answers to these questions. But we 
do know that when “cut down” often enough and forced into 
conformity, our creative intelligence is lost. How many nursing 
innovations and ideas have we lost because of the Law of Jante? 
How can we avoid the Law of Jante? Let’s look at how creative 
intelligence is nurtured and developed.

There are fourteen steps we will consider in developing our 
creative intelligence and move towards becoming successfully 
intelligent. We can also use these steps in assisting others in 
developing their creative intelligence.
1. Actively seek out individuals who exhibit creative intelligence. 

Consider individuals who use a lot of “what-if” and/or 
“if-then” thinking. By utilizing these critical thinking 
strategies, they are synthesizing thoughts and ideas. In 
other words they are exercising their creative intelligence. 
Form bonds with individuals who have opinions and 
thoughts that vary from your own. You don’t have to agree 
with everything this person thinks or says, but at least give 
consideration to what she is saying. You might synthesize a 
novel idea by making a connection between one of their 
thoughts and one of your own! Remember the adage: two 
heads are better than one. Once you have found a role model 
for creative intelligence, become a role model yourself. 
Assist others in developing their creative intelligence.

2. Question assumptions and encourage others to do so. Ask Why? 
Remember Jean? She asked, “Why don’t we take breaks off 
the unit here”? The Neuro ICU had been working under 
the assumption they couldn’t take breaks away from the 
unit. No one had ever questioned the practice before 
Jean came along. Taking breaks while remaining on the 
unit was just something that had “always been done,” thus 
no one questioned it. When someone says to you, “This 
is the way it’s always been done,” we need to ask, “Why?” 
Perhaps there are assumptions afoot that are irrelevant or 
outmoded. 

In order to encourage their creative intelligence and critical 
thinking, when working with advanced beginner nurses, ask 
them “why do you think we do it this way?” By asking questions, 
it allows for advancement of ideas and thoughts and challenges 
outmoded methods. However, bear in mind; it is not worth 
questioning everything. Those who do question everything may 
be viewed as obstructionist. Successfully intelligent individuals 
give thought to what they question.

3. Allow yourself and others to make mistakes without penalty. We all 
make mistakes. Not all ideas are good ones. Encourage the 
person with the idea to explain or tell why it is a good idea. 
If they can “sell” their ideas to others, chances are the ideas 
are indeed good ones. Sometimes, however, even what 

seemed to be a good idea at the time, turns out not to be 
so. It’s important to learn from the misfire, make changes 
and move on. A big difference between non-successfully 
intelligent and the successfully intelligent individuals is that 
they learn from their mistakes and do not repeat them. 
Non-successfully intelligent individuals make mistakes, but 
fail to learn from them and thus are prone to make the 
same mistakes over and over again. 

Making mistakes is a vital part of learning and creating. 
“That didn’t work, let’s try something else!” “I didn’t handle 
that situation very well, next time I’ll try…” These are the 
statements of someone who learns from his or her mistakes and 
will not repeat the mistakes in the future. When we penalize 
mistakes, we create conformity and eliminate creativity. If a 
creative idea isn’t the right answer and will bring on further 
penalization, an individual might not even risk making the 
suggestion. Think about our long battle with medication 
errors. 

Nurses were penalized for making medication errors, 
and yet it was the nurse who made the error that often knew 
how the error came about and had the best suggestions for 
eliminating the error. But instead of discussing the error and 
listening to that nurse, we penalized her and “counseled” her 
about the error. Only recently have we recognized that errors 
are opportunities to fix system problems and have begun to 
listen to the creative ideas the perpetrator of the error has, 
versus penalizing him or her. 

4. Creatively intelligent individuals take sensible risks and encourage 
others to do so as well. Creatively intelligent individuals are 
willing to take sensible risks. They utilize their analytical as 
well as their practical intelligence to evaluate the viability 
of an idea, thus deeming it sensible, before pursuing the 
risk. Karen is thinking of pursuing a master’s degree, an 
expense of not only dollars but also time and effort on her 
part, because she hears her employer is going to create a 
clinical nurse specialist job on her unit, and she would like 
to hold that position. Karen weighs the amount of time, 
money and effort she will have to risk in order to secure 
that position that isn’t even created yet. She determines it 
is worth the risk because even if that position falls through, 
there will be other opportunities, if not with her current 
employer, but with others. She takes what she deems is the 
sensible risk. 

5. Seek out tasks for yourself and others that allow for creativity. 
Practice makes perfect as they say. One of the best ways to 
develop creative intelligence is to seek out opportunities 
that provide for creativity. 

	 •	 Try	new	things.	
	 •	 Volunteer	to	serve	on	committees.	
	 •	 Offer	to	take	on	the	role	of	preceptor	if	you	have	
  not done so in the past. 
	 •	 Become	active	with	local	nursing	professional	
  organizations. 
	 •	 Network	with	nurses	from	other	arenas	of	nursing.	
	 •	 Become	active	within	community	groups.	
	 •	 Return	to	school	to	pursue	either	advanced	
  nursing education or education in another area 
  that may complement your nursing career. 

Leah is a nurse who returned to school and achieved a law 
degree. She works in healthcare risk management; a creative 
combination of her nursing experience and legal degree. 
Opportunities to expand your horizons are limitless. With each 
opportunity one gains creative intelligence. 

6. Actively define and redefine problems and help others to do so. 
Sometimes we need to redefine a problem or turn it on 
its head to gain a different perspective of just what we 
are dealing with. Consider Mary Jo and her meddling 
supervisor. Mary Jo is a nurse who loves her job. However, 
her immediate supervisor happens to be a micro-manager 
and makes Mary Jo’s life miserable at work. Try as she may 
to deal constructively with this individual, Mary Jo is still 
left to contend with this meddlesome supervisor. 

 Mary Jo came to the conclusion that the only solution to 
the problem was for her to find a different job. But she 
really loves this particular job and hated to give it up just 
because this supervisor was being so miserable. Mary Jo 
had the idea to turn the problem on its head and redefine 
the problem. Instead of her leaving the job she loved, she 
found a new job for the supervisor! The supervisor was 
thrilled with her new job and the pay raise that came with 
it was also welcomed. Mary Jo was thrilled because she was 
able to keep the job she loved and was rid of the meddling 
supervisor. Mary Jo synthesized a win-win situation for both 
of them.

Let’s look at how redefining a problem can help us 
synthesize ideas. Eighty-two year old Mrs. Spock lives 
alone, has arthritis, and some visual acuity problems. Her 
medications include digoxin, which she has taken for many 
years for heart failure, theophylline for COPD, furosemide, a 
potassium supplement and an angiotensin receptor blocker 
for hypertension. In following her medications, Mrs. Spock’s 
physician has, at times, found the potassium level to be too low. 
He increased the dosing of potassium, but then Mrs. Spock 
ended up in the hospital with hyperkalemia. 

In another episode, her physician found her to be 
approaching toxic levels of theophylline. In response to 
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this, her dosage was lowered, but then she experienced an 
exacerbation of her COPD symptoms. At another point in 
time, a neighbor found Mrs. Spock on her bedroom floor, very 
confused and groggy. EMS was called and her blood pressure 
was found to be 72 over 48 and she had a heart rate of 164. 
It was determined by her physician and home care nurses that 
Mrs. Spock was not compliant with her medication regimen. 

Much time was spent educating Mrs. Spock about her 
medications and the need to consistently take them. Mrs. 
Spock was able to identify the need for each of her medications 
and repeatedly said she was taking her medications as 
prescribed. 

Yet, in spite of all this, these various drug toxicity problems 
persisted. Plus, there seemed to be no pattern to the toxicities. 
During a home care visit, Ingrid, a new nurse assigned to Mrs. 
Spock’s case, began to again review Mrs. Spock’s medications 
with her. Mrs. Spock stopped Ingrid and emphatically told 
her she knew all about her medications and was taking all 
her medications as had been prescribed. Furthermore, she 
didn’t understand why everyone kept “harping” about her 
medications. In response to this, Ingrid turned the tables on 
Mrs. Spock and asked her to show her all her medications and 
tell her what they were for and when they were to be taken. Mrs. 
Spock proceeded to get all of her pill bottles and line them up 
on the kitchen table. As she talked about each medication, 
accurately giving its name and use, Ingrid noticed each of the 
bottles were empty. She stopped Mrs. Spock and asked where 
the pills were. 

Mrs. Spock then went into her living room and retrieved a 
paper sack. She presented the sack to Ingrid. Inside the sack, 
Ingrid found all of Mrs. Spock’s medications. Retaining her 
composure, Ingrid asked Mrs. Spock to show her how she took 
her medications. Mrs. Spock stated she took two pills each 
morning. She reached into the bag and removed two pills and 
placed them on the table. At 2 PM she took one pill, again 
Mrs. Spock retrieved one pill from the sack and placed it on 
the kitchen table. At bedtime she took two more pills. Yes, you 
guessed it; Mrs. Spock reached into the sack, retrieved two pills 
and placed those on the table. 

Ingrid asked Mrs. Spock how she happened to devise this 
system for taking her medications. Mrs. Spock related to 
Ingrid that each month she would fill her prescriptions, but 
because the pill bottles were too difficult for her to open and 
the labeling was often not readable, Mrs. Spock would empty 
each pill container into the sack. Then she would proceed to 
take two pills each morning, one pill at 2 PM and two pills at 
bedtime, just as she had been instructed to do! This was not 
a problem of compliance on Mrs. Spock’s part. This was a 
problem with packaging and labeling. Ingrid re-defined the 
problem! 

Once she knew it was the packaging and labeling of the 
medications that was the real problem, Ingrid was able to 
intervene appropriately. She phoned Mrs. Spock’s pharmacists, 
explained the situation, and was able to have her medications 
packaged in blister packs. The top of each blister pack 
was labeled in big legible lettering “morning”, “2 PM” and 
“bedtime”. From this point on, Mrs. Spock never had another 
toxicity episode and much to Mrs. Spock’s delight everyone 
stopped “harping” about her medications to her, especially 
since she did accurately know what they were. Ingrid had 
synthesized a new label for the problems Mrs. Spock was 
having.

7. Successfully intelligent individuals seek rewards for creativity and 
reward the creative efforts of others. Everyone thrives when 
efforts are rewarded. Creatively intelligent individuals, 
even if they do not receive rewards from others for their 
efforts, will find the reward in the “doing” of creative 
acts. In other words, the self satisfaction of being creative 
and synthesizing new ideas is enough reward for many 
individuals. But it sure is nice when someone else does 
recognize one’s efforts! It is especially nice if the reward 
comes in the way of monetary gain, a promotion, or an 
award! But all too often, creativity goes unrewarded. 
Knowing this, creatively intelligent individuals tend to 
recognize the efforts of others and point out and/or 
congratulate the individual for his or her efforts.

8. Allow yourself and others time to think creatively. As a society, we 
value quickness. We eat fast food, have high speed internet 
services, and can get our bank balances with the touch of 
a button on our cell phones. When someone is considered 
smart, we often describe him or her as being “quick,” or 
they are “quick thinkers on their feet.” 

Good ideas take time and the first ideas may not be the 
best ideas. It may take a number of ‘fine-tunings’ to get the 
idea just right. It takes time to fully understand all the nuances 
of a problem. Then it takes time to devise solutions to that 
problem once it is understood. Incubation is a process whereby 
one does not think about an idea. The idea ruminates around 
one’s subconscious mind; then all of a sudden–a new idea is 
synthesized and pops into the conscious mind. Some people 
describe this as the “Aha” moment.

Many creatively intelligent individuals use incubation 
regularly and purposefully when trying to solve problems or 
develop new ideas. Incubation takes time and the creatively 
intelligent person appreciates this and allows for that time. 
Another example of incubation is this: Have you ever misplaced 
your cell phone or keys? You’ve looked in all the usual places, 
backtracked to all the places you most recently were, only to 
find no cell phone or keys. You asked all your family members 
if they had seen the cell phone or keys, only to hear they hadn’t 

seen the items either. You begin to panic; thinking this must be 
early onset dementia you are experiencing. Then you decide to 
stop thinking about the lost item and you occupy yourself with 
another activity. 

Then a few hours, or even days later, it all of a sudden 
comes to you where the missing item is. You go to that location 
and, low and behold, there is the cell phone or missing keys! 
What’s more are you clearly recollected leaving the item 
right where you found it. This is incubation and it can be a 
wonderful tool to use when synthesizing new thoughts. The 
next time someone asks you a question and you do not have an 
immediate response, feel free to say “Let me think about that 
for a while.” Then let the idea incubate. You will be amazed at 
what time can do for an idea! 

9. Creatively intelligent individuals tolerate ambiguity and encourage 
the tolerance of ambiguity in others. In part one of this series, 
we discussed how critical thinkers tolerate ambiguity. 
Problems are not always clear cut and creative ideas tend to 
come to us in bits and pieces and develop over time. How 
many times have you had a solution pop into your head, 
long after the situation occurred? It’s kind of like when 
you think of a great response to another person long after 
the conversation ended. With the limited time we have to 
spend with patients these days, it’s very difficult to learn 
everything about the patient in order to fully appreciate 
the intricacies of their lives and how these intricacies 
influence the problem for which they were admitted to our 
care. Even more so, nursing and health care needs creative, 
synthetic thinkers. 

Reconsider Mrs. Spock who we discussed earlier in this 
module. Everyone thought Mrs. Spock must have been 
noncompliant in regard to taking her medications, when 
in fact she was dutifully taking all her medications, but had 
simply shaped her methodology to compensate for packaging 
and labeling problems. It took a nurse spending some time 
with Mrs. Spock to discover just what she was doing with her 
medications. Certainly nothing against her physician, but he 
or she was not taking the time during a ten or fifteen minute 
office visit to have Mrs. Spock demonstrate how she was 
handling her medication. 

Unfortunately, in our culture, we tend to want everything 
to be black or white. We often see things as being the right way 
or the wrong way with no in between. Successfully intelligent, 
creative thinkers not only see the shades of grey; they also 
appreciate the variety the shades of grey offer. The problem for 
a lot of people is that ambiguity makes them uncomfortable 
and can be anxiety provoking, so they strive to solve the issue 
to eliminate their anxiety. 

Creatively intelligent individuals don’t mind ambiguity; they 
know that if they wait and use some incubation, they will arrive 
at the best answer. Successfully intelligent individuals learn to 
delay gratification, because they know that waiting for the best 
answer ultimately provides more gratification than the first 
slap-dash answer that pops into their heads.

10. Successfully intelligent individuals understand the obstacles 
creative individuals must overcome. There will always be 
obstacles and resistance to creativity. For quite a long time 
it has been known H. pylori bacteria was a leading cause of 
ulcers. Thus, ulcers are now treated with antibiotics versus 
antacids. However, the antacid manufacturers were not 
waiting in the wings or eager to hear their multimillion-
dollar antacid business was all in vain. The antacid 
manufacturers produced their own research studies to 
debunk the H. pylori theory. 

But the thinkers behind the H. pylori theory persisted and 
overcame the obstacles meted out by antacid manufacturers 
and eventually gained recognition for their insights into ulcers. 
Eventually they garnered the recognition of the medical 
profession and today we see antibiotic therapy being a first 
line of treatment for ulcers and gastric reflux disease. The 
creatively intelligent H. pylori theorist persevered through 
all the obstacles put forth by the antacid manufacturers. 
Successfully intelligent individuals learn to persevere. There 
are those with creative ideas that do not persevere. They give 
up and their creative intelligence disappears, especially when 
their creativity is punished versus rewarded.

11. Successfully intelligent individuals are willing to grow. 
Complacency is the enemy of successful intelligence. Those 
who are successfully intelligent realize this and make 
efforts to continue to grow, learn new things and broaden 
their experiences. Complacency can come with achieving 
expertise. As we become experts we become comfortable 
with what we know or feel we know all there is to know. 
Once this thought occurs, we stop growing because we 
are comfortable and nothing challenges us anymore. At 
this point of complacency, we stop and the world passes 
us by. If you recall in part two of this series, we likened 
cognitive thought to a tree. When we stop growing, we stop 
nurturing and feeding our tree of knowledge, the tree dies 
but the world keeps moving on, leaving us behind. 

Another pitfall of expertise is entrenchment. Perhaps you 
came up with a model to care for diabetic patients. That model 
was an absolute success. So now you apply that same model 
to all patients, but for some patients that model may not be 
appropriate. Failing to realize this as you persist in applying 
this inappropriate model, you have become entrenched. 
Let’s say you had the idea to always hold a mirror under every 
patient’s nose to make sure they are still breathing. 

You developed this idea when you worked a night shift in a 
long-term care facility and you did not want to awaken patients 

when they were sleeping, just to determine they were still 
alive. Today you work on a labor and delivery unit. You persist 
in holding a mirror under every patient’s nose, just to make 
sure they are still breathing, even though they are obviously 
practicing their Lamaze breathing exercises! At this point, one 
could say you were entrenched with this idea! 

As we become more set in our ways (possibly entrenched), 
it becomes more difficult to change and adapt. Successfully 
intelligent individuals appreciate that learning is a lifelong 
process. They purposely expose themselves to new ideas, new 
hobbies, and new interests so as to avoid becoming entrenched. 

Successfully intelligent individuals know that as we continue 
to learn, we have new information we can synthesize into new 
ideas to be even more creative. Learning from novices can 
be particularly helpful. Novices often come to us with a new 
perspective on things that are not “tainted” by old thinking. 

Creatively intelligent individuals are generally adept at 
viewing things from the vantage point of others. By placing 
themselves in the place of another, they can imagine what 
and/or how the other person might be thinking. By gaining 
insight into another’s thoughts, it gives the creatively intelligent 
person a different perspective and from that he or she is able 
to synthesize new ideas. By maintaining an attitude of lifelong 
learning, the creatively intelligent person often remains more 
flexible in his or her thinking.

Learning new things and being open to new perspectives 
almost becomes a challenge for the creatively intelligent 
person. They purposely take up new interests just to see if they 
can be successful. Pam is very much interested in handicrafts, 
particularly those that are becoming “lost arts.”

Every year Pam sought to learn a new craft. One year she 
taught herself how to knit. Another year she learned to crochet 
and do counted cross-stitch. Gaining success with these needle 
arts, she took up tatting and bobbin lace. Not that she needed 
to become an expert at each of these needle arts, but it was the 
challenge to see if she could do it that inspired Pam. 

Creatively intelligent individuals often ponder what they can 
learn from another person, experience or situation. Creatively 
intelligent individuals thrive on learning new things and 
are constantly on the lookout for new ideas. Their thinking 
remains more fluid and again contributes to synthetic thinking 
and creating new thoughts.

12. Successfully intelligent individuals recognize the importance of 
person-environment fit. Successfully intelligent individuals 
select their environments, seeking a good person-
environment fit. We’ve already discussed the need to 
adapt and shape environments. However, sometimes, 
even though one has tried adaptation and shaping, the 
environment is still not a good fit. Furthermore, creatively 
intelligent individuals know they need to find the 
environment that rewards their creativity. 

When working within an environment that rewards what 
you have to offer, you can then make the most of yourself and 
your creativity within that environment. When we are making 
the most of our creativity, we tend to be at our happiest. When 
we love what we do, we experience increased creativity, are 
more enthusiastic and productive. 

A good person-environment fit not only applies to 
employment situations, but courses of study in school and 
relationships. We all have parts of our jobs that we don’t 
like doing, but as long as we have aspects we enjoy, we will 
persevere in that job. The same is true with school. We all had 
assignments or classes we couldn’t wait to have come to an 
end, while there were others we loved. But we persevere to get 
through with the course work to graduation, then move on to 
employment opportunities.

We generally are able to adapt to the requirements of 
jobs and school. There are times, though, that in spite of our 
adaptation and shaping efforts, the environment is just not a 
good fit. At that point, the successfully intelligent individual 
recognizes the need to move on versus remaining in an 
environment that is not working. 

Perhaps that means changing interests at school. Instead 
of becoming an accountant, one decides to become a nurse. 
Employment-wise, changing environments means changing 
jobs. It may be possible to change jobs and remain with the 
same employer, or one may need to seek employment with a 
totally new employer.

Even in relationships with others, there may come a time 
to leave. If the relationship is so dysfunctional that no amount 
of adapting or shaping will fix it, it may be time to move on. 
Successfully intelligent individuals know when to adapt and 
when to shape. They also know how to choose their battles and 
fight those they deem worthwhile. An individual who always 
adapts is often viewed to be someone who has no gumption, 
has no principles, or is passive. Knowing this, another person 
may take great advantage of this passive person. 

There are some individuals who enter relationships with the 
idea that they can change (shape) the other person. Those who 
rely solely on shaping situations to their liking are often viewed 
as counterproductive, divisive or obstructionist. No sooner is 
everything set, when the shaper wants to change things again. 
Successfully intelligent individuals recognize that the only 
person they can adapt or shape is themselves and no one else. 

13. Successfully intelligent individuals discover their true passions. 
Ask someone who you deem to be successfully intelligent 
what he or she loves to do and he or she will tell you. 
They take the time to consider what they like or dislike. 
Successfully intelligent persons give thought to how they 
want to spend their time and they recognize they would 
rather be doing something for which they have a passion. 

Developing a Nursing IQ continued from page 17
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Think about what you have a passion for. Are you doing it? 
If not, what would it take to get to that point? Do you even 
know what your interests are? If not, there are tools where 
one can discover and define interests. Many of these are 
available through colleges and online to assist individuals 
with career choices. Ask a successfully intelligent person 
how he or she identified his or her passion.

14. Successfully intelligent individuals build self-efficacy and the self-
efficacy of others. They believe in their ability to a.) Get the 
job done, b.) Do what they need to do, c.) Work effectively 
and, d.) Achieve their goals. Successfully and creatively 
intelligent individuals believe in the value of what they are 
doing, even if no one else realizes this value. To build self-
efficacy, also known as a “can-do” attitude, start small and 
work up to bigger projects. Or start with the easiest portion 
of a project and progress to the more difficult, learning as 
you go. Break a large, overwhelming project into smaller 
manageable projects, setting goals to accomplish each 

smaller part. It doesn’t matter where you start, what is 
important is that you do start. 

The main limitation on what one can accomplish is what 
one thinks he or she can do. Carol is a nurse with thirty years 
of experience ranging from critical care to home care and 
held staff nurse to management positions. Tired of working 
within a hospital setting, Carol synthesized the idea to create a 
business providing case management and home care assistance 
to individuals who had sustained traumatic brain injuries and 
their families. But where was Carol to begin this huge project? 

Carol admitted she didn’t know anything about running 
a business. So she started taking some classes through her 
community college and consulting with her local branch of 
the Small Business Administration. In learning about writing 
a business plan, Carol synthesized the idea that a business plan 
was nothing more than a care plan for the business. She was 
already expert at writing care plans, so with this in mind, she 
easily drafted a business plan. When she took a bookkeeping 
class, she realized that an accounting spreadsheet looked like 
a big intake and output sheet. One measured everything that 

went in versus what comes out and strives to achieve a healthy 
balance of hydration. So since she had completed her fair share 
of intake and output sheets on patients during her career, 
applying what she knew to her accounting made what started 
out as an overwhelming project, a very simple matter. 

As Carol continued to learn about business, adding it to her 
knowledge base, she continued to synthesize new ideas and 
soon had twelve clients! She loves the business she has created. 
It has offered her many challenges she has met and she readily 
uses and balances analytical, creative and practical intelligence 
every day. 

Furthermore, she sees the value in what she does every 
day. And in case she ever forgets about the value of what she’s 
doing, her clients remind her. Carol is a successfully intelligent 
person, who is now hiring other nurse colleagues to join her in 
expressing their gifts. Not only are their clients benefiting from 
this use of analytical, creative and practical thinking, but the 
nurses are benefiting as well. They have managed to create a 
wonderful challenging work environment that is filling a much 
needed patient need.

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: _______________________ Final Score: ___________

Please circle one answer.
1. Successful intelligence is an integrated set of skills, 

not just one’s IQ.
 A. True
 B. False

2. How one achieves success depends on one’s abilities 
and the application of those abilities in everyday 
life.

 A. True
 B. False

3. Success is defined in terms of sociocultural context.
 A. True
 B. False

4. Success in one setting guarantees success in other 
settings.

 A. True
 B. False

5. Part of being successfully intelligent is recognizing 
and making the most of one’s strengths.

 A. True
 B. False

6. In adapting to an environment, the individual 
learns to conform to the situation.

 A. True
 B. False

7. Making changes in the environment to fit our values 
is known as shaping.

 A. True
 B. False

8. If adapting and shaping continue to fail, selecting 
another environment may be an option.

 A. True
 B. False

9. The theory of Successful Intelligence includes six 
areas of intelligence.

 A. True
 B. False

10. Nursing process is a form of analytical intelligence.
 A. True
 B. False

11. Analytical intelligence is a cyclical process with the 
solution always becoming part of the next problem.

 A. True
 B. False

12. Test scores are very good predictors and guarantees 
for future performance.

 A. True
 B. False

13. Creative intelligence has to do with synthesizing new 
ideas.

 A. True
 B. False

14. Practical intelligence has to do with how we put into 
use the knowledge we have.

 A. True
 B. False

15. Creative intelligence applies to artistic expression 
only.

 A. True
 B. False

16. Synthesis, part of what creatively intelligent individuals 
do, is a high level of cognitive function.

 A. True
 B. False

17. Creative intelligence synthesizes ideas while our 
analytical intelligence evaluates the idea.

 A. True
 B. False

18. New ideas may have the effect of upsetting the status 
quo.

 A. True
 B. False

19. The Law of Jante states that anyone who is a standout 
must be cut down to size.

 A. True
 B. False

20. Creativity is sacrificed when forced into conformity.
 A. True
 B. False

21. What- if and If-then thinking exemplifies synthesis 
and creative intelligence.

 A. True
 B. False

22. Finding a role model, then becoming one yourself, is 
one way to nurture creative intelligence.

 A. True
 B. False

23. Asking questions allows for the advancement of 
thought and challenges outmoded thinking.

 A. True
 B. False

24. Non-successfully intelligent individuals fail to learn 
from their mistakes and are prone to repeat the same 
mistakes.

 A. True
 B. False

25. Penalizing mistakes creates conformity and enhances 
creativity.

 A. True
 B. False

26. Creatively intelligent individuals take risks they 
deem sensible.

 A. True
 B. False

27. Redefining problems may result in synthesizing a 
solution more readily.

 A. True
 B. False

28. Successfully intelligent individuals reward the 
creative efforts of others.

 A. True
 B. False

29. Incubation occurs when we actively think about a 
problem and takes very little time.

 A. True
 B. False

30. Expertise may foster complacency and 
entrenchment of ideas.

 A. True
 B. False

31. Successfully intelligent individuals purposely expose 
themselves to new ideas and take into consideration 
the ideas expressed by novices, knowing they can 
possibly learn something new.

 A. True
 B. False

32. Good person-environment fit can always be 
achieved via adapting and shaping.

 A. True
 B. False

33. The person who always adapts may be viewed as 
being passive, while the person who always shapes 
situations may be viewed as being obstructionist.

 A. True
 B. False

34. Successfully intelligent individuals build self-
efficacy with a “can-do” type attitude.

 A. True
 B. False

POST TEST AND EVALUATION – DEVELOPING A NURSING IQ–PART IV: CREATIVITY AND CRITICAL THINKING

Evaluation
1. Were the following objectives met?

 a. List the three components of successful intelligence. ___Yes ___No

 b. Define analytical, creative and practical intelligence.  ___Yes ___No

 c. Utilize steps to developing one’s own and nurture creative intelligence in others. ___Yes ___No

 
2. Was this independent study an effective method of learning?  ___Yes ___No

 If no, please comment:

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

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

SEND WITH REGISTRATION FORM ON PAGE 4
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