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Some of us will remember a time when communication 
was limited to ringing the dinner bell, using the telephone, 
or writing a letter. Conducting a literature review meant 
developing an intimate relationship with the card catalog 
in your local library, taking copious notes, and waiting 
for access to that specific journal. Today, information 
technology has rendered our old communication systems 
obsolete, even nostalgic (When did you last receive a 
letter?), but it has also blurred the once clearly marked lines 
of professional boundaries.

Not too long ago, patient contact was limited to work 
hours. Patients had the option of going to the emergency 
department or contacting a physician’s answering service 
should they need treatment or advice after hours. Or your 
shift ended, and your patient contact ended with it; the 
ball was passed to whoever was assuming the patient’s care. 
Although to some extent this is still true, patients have a 
lot more options for making contact after hours, obtaining 
information concerning their caregivers, or researching 
the hospital with the highest best practice ratings through 
use of the internet. Providers have these options as well, 
as evidenced by caregivers using cell phones or e-mail to 
proffer patient contact outside of work or office hours.

Distinctions between personal and professional contact 
become more difficult when social networking sites, blogs, 
and online dating services come into the mix. Is a patient 
a “friend” for the purpose of your social networking site? 
Are your comments about your professional life sufficiently 
obscured to avoid recognition by a patient? Are the terms 
you use to describe or identify yourself via email or on your 
social networking site giving the right impression? What 
about the image you are projecting on your profession? 
Does the fact that you are a student mean that you have 
less responsibility for following the tenets of professional 
behavior?

Medical and nursing schools have begun to recognize 
that policies concerning internet use need to be developed 
and used as a teaching tool when discussing professional 
behavior. A study of the online behaviors of medical 
students published in the September 2009 issue of the 
Journal of the American Medical Association (JAMA) 
provides some initial research on web behaviors. Over 
60% of the respondents to this survey reported incidents 
of unprofessional conduct related to internet posting by 
medical students-a few of the incidents even leading to 
dismissal from medical school. The incidents included posts 
depicting sexually explicit content, negative comments 
regarding the educational institution or specific faculty 
members, alcohol or substance abuse, discriminatory 
language, profanity, and breaches of patient privacy. Hence, 
the need for schools and workplaces to promulgate policies 
concerning what constitutes appropriate professional use of 
the internet.

Here are some directions for maintaining professional 
boundaries in the age of information technology obtained 
from (Where else?) the internet:

•	 Avoid	 using	 suggestive	 terms	 such	 as	 “foxylady”	 in	
your email address or other online communications.

•	 Do	 not	 post	 (1)	 pictures	 that	 imply	 or	 display	
alcohol or illicit drug use, (2) pictures or text that 
are sexually explicit, suggestive, or demeaning, 
or (3) pictures or text that may be construed as 
discriminatory.

•	 If	 needed,	 use	 separate	 email	 addresses	 for	
professional and personal communications.  

•	 Use	 security	 controls	 to	 limit	 the	 information	
available to the public on your social networking site.

•	 Do	not	become	a	“friend”	on	a	patient’s	page	and	do	
not allow a patient to become a “friend” on yours. 
The same goes for tweets.

•	 If	 you	 blog	 or	 otherwise	 discuss	 your	 profession	 on	
the internet, make sure that you alter or camouflage 
any information that might be recognized by a 
patient or family member. Consider the possibility of 
a HIPAA violation before you post.

•	 Google	yourself	and	see	what’s	out	 there	about	you.	
If you sent it or posted it, “it” is still out there and 
can be traced.

•	 Slander	 and	 libel	 laws	 apply	 to	 internet	 technology	
as well as more traditional “print” materials, such as 
magazines and newspapers. Don’s set yourself up for 
a lawsuit.

•	 Acknowledge	any	conflicts	of	interest	you	have	before	
endorsing or criticizing a product, therapeutic 
modality, or treatment protocol.

•	 Help	 develop	 a	 policy	 for	 your	 facility.	 Explain	 the	
policy to your patients and staff during their first 
visit or orientation. Review the policy frequently.

•	 Remember	that	younger	staff	and	clients	have	grown	
up with information technology. Making personal 
and professional distinctions may not come naturally 
to them.  

•	 Before	you	post,	ask	yourself	if	this	is	something	that	
you would send in a letter or include in an article or 
educational assignment. Posting is really just another 
form of the written word and the same rules apply.

Professional boundaries exist in order to maintain a 
therapeutic or “curing” relationship between patient and 
caregiver.	Because	patients	 are	 seeking	 treatment	or	 cure,	
the caregivers that provide that treatment hold the power 
in the relationship. For the purpose of licensing boards, 
the patient, because he is the supplicant in the relationship 
between patient and provider, is always considered unable 
to give full, informed consent to any activity which might 
be inappropriate… even when the patient initiates that 
activity.

Social networking technology can obscure that patient/
caregiver relationship, making it difficult to distinguish 
between the “professional with a friendly manner” and 
the “friend,” especially if too much personal contact and 
information are revealed. Patients may see themselves 
as needing a friend, yet become disgruntled when the 
relationship does not produce what they had hoped for in 
terms of a cure or a relationship outside the therapeutic, 
perhaps especially for those patients with mental illness or 
addiction disorders.

Maintaining personal and professional boundaries can 
be more difficult with the myriad communication systems 
available today; nevertheless, it is in the best interests of 
patients and professionals to set clear boundaries to their 
relationships both inside and outside the care setting.
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Editor’s Notes

All independent studies published in 
the Ohio Nurse are free to ONA members 
as always, but now they can be completed 
online through our newly redesigned 
CE4Nurses	 website.	 Non-members	 can	 also	
complete the studies published in this issue 
online	 for	 $12.00	per	 study.	 See	 page	 5	 for	
more details. Non-members: think about 
joining ONA! See page 3 for a membership 
application and five reasons for joining the 
only professional organization in Ohio for 
registered nurses.

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.

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
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The Ohio Nurse is published quarterly in March, June, 
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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 NURSE

Get your copy of Legal 
Regulations and Professional 

Standards for Ohio Nurses
The third edition of Legal Regulations & Professional 

Standards for Ohio Nurses is available for purchase from the 
Ohio Nurses 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.
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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 .

01/01/11 ONDEC
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Registration Form:
Please check the appropriate Post Tests

Complete your post-test online! Go to www.ohnurses.org and click on                           . See page 5 for details. 
Select the studies you are taking:

__	Caring	for	the	Bipolar	Patient

__ Critical Thinking Part V

__ Volunteering

Name: ___________________________________________________________________________________________________

Address: _________________________________________________________________________________________________
 Street City State Zip

Day phone number: ______________________ 	Email	Address: __________________________________________________

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

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

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

ADDITIONAL INDEPENDENT STUDIES:
Additional	independent	studies	can	be	purchased	for	$12.00	plus	shipping/handling	for	both	ONA	members	and	non-
members. A list is available online at www.ce4nurses.org	>	Education	>	Earn	Contact	Hours

ONA OFFICE USE ONLY

Date received: ____________________  Amount:________________________   Check No.: ___________________________

Happy Holidays 
from the 

Ohio Nurses 
Association 

& Ohio Nurses 
Foundation

The Ohio Nurses Association and the Ohio Nurses 
Foundation are going on the road in February and March 
to present the Safe Staffing Summit to five areas of the 
state: Lima, Chillicothe, Cincinnati, Columbus and Akron.

About the Summit
Ohio law requires that hospitals implement RN Safe 

Staffing Plans to ensure appropriate staffing levels 
are	 maintained	 at	 all	 times.	 By	 law,	 nurses	 must	 have	
representation on nursing care committees that are 
tasked with assessing and developing RN staffing plans. As 
advocates for quality patient care, nurses need to embrace 
the opportunity to collaborate with other hospital leaders 
and participate on these staffing committees.

The focus of the Safe Staffing Summit is to educate 
nurses about the law and how to effectively participate on 
hospital staffing committees. The Summit will begin with 
a two-hour continuing education program provided by the 
Ohio Nurses Foundation. The Ohio Nurses Association will 
conclude the program with a question and answer session 
about the safe staffing law and other issues participants 
bring forth. The Summit will be brought to five areas of the 
state in the attempt to educate as many nurses as possible. 
Look for a location near you!

To Register
Go	to	www.safestaffingsummit.wordpress.com for dates, 

times, locations and registration. The summit is free to 
ONA	members	and	$25	for	non-members.

 
The Safe Staffing Law CE
Objectives:

1.	 Describe	the	nurse	staffing	law	in	Ohio.
2. Discuss the staff nurse’s role in the implementation 

of the law.

Presented by the Ohio Nurses Foundation.
2.0 Contact Hours

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.

Calling all Staff Nurses! The Safe 
Staffing Summit is the Opportunity 
for Nurses to Learn about the Safe 

Staffing Law in Ohio

Non-Union  Full Rate 75% Reduce Rate 50% Reduce Rate 25% Special Rate
Members

District  Monthly Yearly Monthly Yearly Monthly Yearly Monthly Yearly
Number

01, 18 34.96 415.61 26.31 311.71 17.65 207.81 8.99 103.90

03 46.92 559.05 35.27 419.29 23.62 279.53 11.98 139.76

05 35.38 420.61 26.62 315.46 17.86 210.31 9.09 105.15

07, 15, 17, 34.55 410.61 25.99 307.96 17.44 205.31 8.88 102.65
19, 22, 24

08 36.21 430.61 27.24 322.96 18.27 215.31 9.30 107.65

10 38.09 453.11 28.65 339.83 19.21 226.56 9.77 113.29

12 37.88 450.61 28.49 337.96 19.11 225.31 9.72 112.65

13 34.80 413.61 26.18 310.21 17.56 206.81 8.95 103.40

16 39.05 464.61 29.37 348.46 19.69 232.31 10.01 116.15

28 34.21 406.61 25.74 304.96 17.27 203.31 8.80 101.65

33 38.26 455.11 28.77 341.33 19.29 227.56 9.81 113.78

34 38.55 458.61 28.99 343.96 19.44 229.31 9.88 114.65

35 37.46 445.61 28.18 334.21 18.90 222.81 9.61 111.40

37 33.71 400.61 25.37 300.46 17.02 200.31 8.68 100.15

RATES
EFFECTIVE
01/01/2011
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By: Angie Chesser, PhD, RN, CNS, BC

This independent study has been developed for nurses to 
better	understand	how	to	care	for	the	patient	with	Bipolar	
Disorder.	0.75	contact	hours	will	be	awarded	for	successful	
completion	 of	 this	 independent	 study.	 Copyright	 ©	 2010,	
Ohio Nurses Foundation.

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

Expires	10/2012.

OBJECTIVES
Upon	completion	of	this	independent	study,	the	learner	

will be able to:
1.	 Identify	the	signs	and	symptoms	of	Bipolar	Disorder.
2. Describe the pharmacological and psychosocial 

treatment	 modalities	 available	 to	 help	 Bipolar	
patients.

3. Recognize the crucial role non-psychiatric nurses 
have	 in	caring	 for	Bipolar	patients	 in	varied	health-
care settings.

The author and planning committee members have 
declared no conflict of interest. There is no commercial 
support or sponsorship for this independent study.

Crucial Role of Non-Psychiatric Nurses in 
Caring for Bipolar Patients

Non-psychiatric nurses play a crucial but often 
unrecognized	 role	 in	 caring	 for	 Bipolar	 patients.	 Bipolar	
patients have a chronic and persistent mental illness 
which can be diagnosed anywhere along the life span–
from childhood through old age. Like all patients with 
mental	 illness,	 Bipolar	 patients	 have	 physical	 as	 well	 as	
emotional health needs and access the health care system 
through multiple settings (outpatient nurse practitioner 
and physician visits, home health care, emergency room, 
medical/surgical hospitalizations, nursing homes).  
Increasing evidence now demonstrates the interconnection 
between patients mental and physical health outcomes. 
The New Freedom Commission on Mental Health 2003 
reported	 that	up	 to	75%	of	primary	care	 visits	 are	 related	
to mental illnesses such as mood, anxiety and substance 
abuse disorders.1 The impact of mental health on clinical 
outcomes of many other health conditions such as 
myocardial infarctions, stroke, cancer and diabetes is also 
now being recognized.2,	3,	4

Research results have shown increasingly alarming 
information regarding the physical health and mortality 
of	 Bipolar	 patients.	 One	 study	 found	 that	 patients	 with	
chronic	 mental	 illnesses	 such	 as	 schizophrenia,	 Bipolar	
Disorder	 and	 depression	 lose	 25	 or	 more	 years	 of	 life	
expectancy when compared to persons without mental 
illness.5 Recently a literature review study published in 
the journal Psychiatric Services (Feb 2009) suggests that 
Bipolar	patients	have	a	higher	mortality	from	natural	causes	
when compared with persons of similar age and gender in 
the general population without mental illness. Previously 
the	 greater	 premature	death	 rate	 for	Bipolar	 patients	was	
thought to be caused by high rates of suicide and accidents. 
Now evidence is showing that while suicide and accident 
rates are high, they only partially account for the premature 
death	 rates	 seen	 in	 persons	 with	 Bipolar	 Disorder.	 The	
most	common	conditions	leading	to	early	death	of	Bipolar	
patients are heart disease, respiratory disease, stroke, and 
diabetes.6	 Some	 reasons	Bipolar	Disorder	 patients	may	 be	
at higher risk for health problems and premature death are 
outlined in Figure I.

Non-psychiatric nurses have many opportunities to 
impact	 the	 lives	and	health	of	Bipolar	patients	 in	multiple	
ways and in multiple health care settings. Their contacts 
with these patients and their significant others can be 
literally life saving.

Bipolar Basics
Diagnosis

According to the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-IV-TR) published by the American 
Psychiatric	 Association,	 Bipolar	 Disorder	 is	 classified	 as	
a	 mood	 disorder.	 Bipolar	 Disorder	 occurs	 in	 the	 general	
population	 with	 a	 lifetime	 prevalence	 between	 0.4%	 to	
1.6%.	Age	of	onset	is	most	often	between	the	late	teens	and	
mid-twenties but diagnosis can occur from childhood to 
old age.7	Bipolar	Disorder	has	shown	to	have	no	gender	or	
ethnicity differences in the incidence of the disorder. Yet 
some data suggest that female patients are at greater risk 
for depression and rapid mood shift while male patients are 
at a higher risk for mania.

Bipolar	 Disorder	 (previously	 called	 manic	 depression)	
is a chronic, persistent and complex mental illness which 
causes episodic changes in a person’s mood, energy levels, 
behaviors	 and	 thinking.	 Bipolar	 Disorder	 has	 subtypes	
which are diagnosed and differentiated by the signs and 
symptoms patients display and report to caregivers. The 

Caring for the Bipolar Patient: 
Help for the Non-Psychiatric Nurse

two	main	subtypes–Bipolar	I	and	Bipolar	II–will	be	focused	
on	 in	 this	 study.	About	75%	of	 the	patients	 full	 into	 these	
two subtypes. These subtypes cause patients and caregivers 
the most difficulty in management. Recognizing these 
signs and symptoms are important to ensure that a correct 
diagnosis and treatment are given and to understand the 
devastating effects they can have on the quality of life for 
patients and their significant others.

Signs and Symptoms of Bipolar Disorder
Depression

Most	 Bipolar	 patients	 will	 experience	 episodes	 of	
depression. Depression often is what drives them to seek 
treatment initially. Clinical depression is more than just 
feeling down or sad occasionally which we all do. Clinical 
depression is a medical disorder involving physical and 
emotional symptomatology that affects a person’s ability to 
function.	 Emotionally,	 patients	 may	 express	 despondency	
and a lack of interest in areas of life they previously enjoyed 
(family, friends, work). They may express anxiety, agitation, 
lack of concentration, guilt, feeling of worthlessness and 
a hopelessness that things will ever improve. They also 
may have recurrent thoughts of death leading them to 
contemplate or attempt suicide. Physiologically, they may 
report changes in appetite, weight gain or loss, insomnia 
or hypersomnia, lack of libido and low energy. Clinical 
depression if untreated may worsen to a degree that 
patients are unable to meet their basic needs unassisted but 
yet irritably refuse offers of help, assistance or treatment.

Mania and Hypomania
Mania is a mood state which is a distinguishing 

characteristic	 of	 Bipolar	 Disorder.	 Mania	 has	 been	
described	as	 the	 “high”	 side	of	Bipolar	Disorder	 although	
its repercussions can be devastating for patients and their 
significant others. When patients are experiencing mania, 
they display an excessively elevated, expansive and/or 
irritable mood. They express feelings and ideas of increased 
self esteem and grandiosity. They may dart from idea to 
idea and be very distractible, starting multiple projects 
but being unable to complete them. As manic patients’ 
energy levels rise, they may not sleep for long periods of 
time and eat and drink infrequently. They speak in a rapid 
and pressured manner and are very difficult to interrupt 
or redirect. Manic patients may appear euphoric and 
happy but when their plans or projects are questioned or 
redirected, they can quickly become hostile and agitated.

Mania quickly impairs a patient’s judgment and insight 
leading to behaviors which can have long term negative 
consequences leading to guilt and shame. Manic patients 
may engage in risky behaviors such as excessive drug use, 
speeding, gambling, spending sprees and sexual acting out.

Hypomania is a milder form of mania. While it may 
not have the acute lack of insight and judgment associated 
with a full manic episode, it can still impact a patient’s 
life negatively. Hypomania can be experienced as an 
intoxicating sense of well being. Patients may decide during 
a	hypomanic	episode	that	they	do	not	have	Bipolar	Disorder	
and/or other physical conditions and stop taking crucial 
medications and participating in medical and psychosocial 
treatments. Hypomania can also progress into either a 
full manic or depressive episode. Patients experiencing 
hypomania or full mania rarely seek out treatment on their 
own as they believe they are just fine and others trying to 
assist them are misguided or hostile to them.

Rapid Cycling
Rapid	cycling	refers	to	Bipolar	patients	who	experience	

four or more major mood episodes in a twelve month time 
frame with periods of remission between episodes. Rapid 
cycling is more common in women than men.

Mixed Episode
Bipolar	 patients	 having	what	 is	 called	 a	mixed	 episode	

experience for a week or longer rapidly shifting moods 
(mania and depression) each day. This can be a miserable 
experience of despondent agitation.

Psychosis
Bipolar	 patients	 can	 experience	 psychosis	 during	

severe depressive or manic episodes of their illness. They 
may present with delusions (false beliefs) and auditory or 
visual hallucinations. The delusions and hallucinations are 
usually in tune with the patients’ mood state.  Depressed 
patients tend to have delusions and hallucinations that 
are consistent with despondency (not eating because they 
are worthless, imagining they have done something evil, 
hearing a voice saying the world has ended). Manic patients 
tend towards themes that are more paranoid or grandiose 
(believing	 others	 will	 steal	 their	 fortune,	 hearing	 God	
speak to them as a special messenger.)

After	understanding	the	signs	and	symptoms	of	Bipolar	
Disorder, it is important to distinguish between these two 
sub-types:

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.

Instructions to Complete Online
1.	 Go	 to	 www.ohnurses.org and click on the 

CE4Nurses	logo
2. Click on “Ohio Nurse December Issue 

Independent Studies.”
3. Click on each study you want to take and Click 

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

4.	 Complete	the	check-out	process.
5.	 Go	to	the	CE4Nurses	Exam	Manager	either	from	

your	confirmation	email	or	the	CE4Nurses	site.
6. Log in and click on View New Studies. Click 

on the study you want to complete, and follow 
the	 instructions	 provided	 in	 CE4Nurses	 Exam	
Manager to complete the study.

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

70 percent or better is achieved, you will be able to print 
a certificate. If a score of 70 percent is not achieved, you 
may take the test a second time. We recommend that 
the independent study be reviewed prior to taking the 
second post-test. If a score of 70 percent is achieved on 
the second post-test, a certificate will be made available 
immediately for printing.

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

each study.
3. Fill out the registration form indicating which 

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

 Ohio Nurses Foundation
	 4000	East	Main	Street
	 Columbus,	OH	43213

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

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

References
References will be sent with the certificate.

Questions
Contact	 Sandy	 Swearingen	 at	 614-448-1030	

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

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

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.
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Bipolar I: These patients have experienced one or more 
episodes of full mania. While technically depression is not 
necessary to receive this diagnosis, most patients will have 
both episodes of mania and depression. Rarely patients 
experience mania episodes only.

Bipolar II: These patients have experienced at least one 
depression episode and episodes of hypomania (but never a 
full	manic	episode).	Correct	diagnosis	of	Bipolar	Disorder	
is a complex process necessitating careful evaluation of 
mood states and a partnership between the caregiver and 
patient. To avoid misdiagnosis when a patient presents with 
depression symptoms, it is important to evaluate if there 
have been any past periods of hypomania or mania which 
can	suggest	 this	 is	Bipolar	Disorder.	Also	Bipolar	Disorder	
patients have co morbidities, most frequently anxiety and 
panic disorders and substance abuse, which can complicate 
the diagnostic picture.

What causes Bipolar Disorder?
Unfortunately	 no	 one	 cause	 of	 Bipolar	 Disorder	

has been identified. It appears that multiple factors 
contribute	 to	 a	 person	 developing	 Bipolar	 Disorder.	
Genetic	 factors	 especially	 a	 family	 history	 of	 Bipolar	
Disorder has been demonstrated in twin, adoption and 
family research studies.8	 Biochemical	 changes	 in	 the	
brain relating to imbalances in neurotransmitters can 
produce mood instability resulting in depression and 
mania. Finally, environmental factors can interact with 
genetic susceptibility and biochemical imbalances. It is 
believed that stressful life events and such factors as sleep 
deprivation	 and	 substance	 abuse	 can	 trigger	 a	 Bipolar	
Disorder	Episode.

Bipolar Disorder Treatments
Medications

Once	 a	 patient	 is	 diagnosed	 with	 Bipolar	 Disorder,	
medication becomes a critical part of his/her treatment 
regimen. Medication is used to try to prevent and stabilize 
acute episodes of depression or mania and to maintain 
periods of mood stability. Medication management of 
Bipolar	Disorder	can	be	a	complex	and	frustrating	process	
for	 patients	 and	 health	 care	 professionals.	 Unfortunately,	
there is no one combination of medications which works 
well for most patients. This can often lead to a repeated 
trial and error process to find the right combination of 
medications needed to manage a given patient’s mood 
instability. The three main categories of medication used 
to	treat	Bipolar	Disorder	are	mood	stabilizers	(Lithium	and	
anticonvulsants), antipsychotic medications (both older 
conventional drugs and increasingly the newer atypical 
antipsychotics), and antidepressants. Antidepressants are 
not	given	alone	(unopposed)	to	diagnosed	Bipolar	patients	
because they may induce mania unless they are combined 
with a mood stabilizer or antipsychotic medication.

Medication management can be an ongoing struggle 
for	 Bipolar	 patients,	 those	 who	 care	 about	 them	 and	 the	
professionals treating them. Medication noncompliance is 
a	 common	problem	and	occurs	 for	many	 reasons.	Bipolar	
Disorder patients often endure taking complex medication 
regimens involving multiple medications which are 
expensive, have unpleasant side-effects and may not be 
perceived as being effective in increasing their quality of 
life.	Bipolar	patients	when	seriously	depressed	may	not	have	
the energy or concentration to manage a complex drug 
regimen.

When manic they may not believe they are ill or 
they may feel that medications rob them of the positive 
feelings (increased energy, competence and creativity) 
they	 experience	 while	 manic.	 When	 Bipolar	 patients	
finally achieve a consistent period of mood stability, they 
may believe they are cured and no longer need their 
medications. Medication physical and emotional side effects 
are of great concern and cause much noncompliance. Some 
mood stabilizers require onerous blood tests to keep the 
medication at therapeutic levels. Lithium and other mood 
stabilizer side effects can be gastrointestinal problems, hair 
loss, motor problems, fatigue, cognitive impairment, sexual 
issues, weight gain, skin eruptions and visual disturbances. 
Atypical antipsychotic medications can cause weight gain, 
high lipid levels, diabetes, dizziness, constipation, skin 

rashes, cataracts, hypotension, heart problems, seizures, 
cognitive problems and involuntary movements. Finally 
antidepressant medications can cause gastrointestinal 
problems, agitation, insomnia, tremors, dry mouth, 
headaches and sexual problems.

Empathy	about	what	patients	may	experience	physically	
and emotionally as they struggle for mood stability with 
medication regimens can help health professionals better 
understand why medication noncompliance occurs.

Psychosocial Treatments
Like	 any	 chronic	 illness,	Bipolar	 patients	 need	 to	 both	

take medications and learn to make life style adjustments to 
manage their symptoms and enhance their quality of life. 
Bipolar	Disorder	can	have	devastating	impacts	on	a	person’s	
physical and emotional health. Psychosocial therapies are 
available to assist patients in understanding and accepting 
that they have this disorder, monitoring and managing life 
style issues to prevent and manage symptoms and stress, 
and dealing with the myriad of issues this disorder causes 
between patients and their support systems. Patients with 
Bipolar	 Disorder	 should	 be	 referred	 and	 encouraged	 to	
work with mental health professionals and peer support 
organizations in order to receive the ongoing treatment 
and support they need to manage this chronic illness. It is 
also	important	for	Bipolar	patient’s	medical	care	providers	
to ask for the patient’s consent to communicate with their 
mental health providers so their medical and psychiatric 
care can be coordinated. Also, contact with a patient’s 
mental health provider can be a great support to health 
care	 providers	 in	 better	 understanding	 Bipolar	 Disorder	
and what approach to the patient may work best, especially 
in crisis situations.

Evidence Based Psychosocial Treatments for Bipolar 
Disorder9

Psychoeducational Treatment
Psychoeducational approaches provide both educational 

information and support in managing the patient’s 
emotional responses to the information. Psychoeducation 
can be provided individually or in group settings. For 
Bipolar	patients	a	psychoeducational	approach	would	cover	
such topics as:

1)	 Understanding	 what	 Bipolar	 Disorder	 is	 and	 what	
treatments are available to help manage it.

2) Knowledge about signs and symptoms and how to 
recognize risk factors and warning signs of relapse.

3) How to recognize and develop strategies to cope with 
stressful life events.

4)	 Recognizing	 and	 developing	 protective	 factors	 in	
their lives which support treatment compliance.

5)	 How	 to	 access	 and	utilize	 the	health	 care	 system	 to	
manage their illness and crisis situations if they 
occur.

Interpersonal Social Rhythm Therapy (IPSRT)
IPSRT is a short term approach designed to help 

Bipolar	 patients	 recognize	 and	 manage	 how	 changes	
in sleep routines, social stimulation/conflicts and their 
daily routines can impact their mood symptomatology. 
The philosophy behind this therapeutic approach is that, 
for	 patients	 biologically	 and	 genetically	 prone	 to	 Bipolar	
Disorder, stressful changes in their relationships and daily 
routines can contribute to increasingly problematic mood 
states. Patients are helped to identify and track connections 
between stress and their mood symptoms. Then by learning 
new interpersonal skill sets and adjusting daily routines to 
balance social stimulation with rest, they are empowered in 
managing their illness.

Cognitive Behavioral Therapy
The	philosophy	behind	this	therapy	for	Bipolar	patients	

is that problematic and chronic emotions can be impacted 
by distorted and irrational thoughts. Thus the way patients 
perceive a situation and think about it can affect how they 
feel	and	behave.	CBT	therapists	help	patients	examine	how	
their thinking patterns impact their feelings and behaviors 
related	to	acceptance	of	having	Bipolar	Disorder,	managing	
the disorder, treatment compliance and stress reduction.

Encouraging	 Bipolar	 patients	 to	 participate	 in	
psychosocial therapies can assist them in managing 
their illness by helping with medication compliance, and 
increasing the quality of their lives.

How Non-Psychiatric Nurses can help Bipolar Patients and 
their Significant Others

Hopefully	 understanding	 Bipolar	 Disorder	 and	 its	
potentially devastating physical and emotional impact on 
patients and those who care about them can assist nurses in 
non-psychiatric settings to respond in helpful ways. Nurses 
may	 encounter	 Bipolar	 patients	 in	 a	 variety	 of	 in-patient	
and outpatient settings accessing care for multiple health 
problems.	 Keep	 in	 mind	 each	 encounter	 with	 a	 Bipolar	
patient can impact their present and future health in a 
magnitude of ways.

How to reach out to Bipolar Patients and Significant 
Others.

1)	 Do all you can to decrease stigma in your health care 
setting.

Patients with mental illness face stigma as they live their 
lives. Comics make jokes about them, the media portrays 
them as dangerous, and advertisers sell products using 
distorted images of them. Stigma impacts their ability to 
work and find housing. Stigma may make them reluctant 

to	seek	help	for	fear	of	being	labeled	“crazy”.	Unfortunately	
people with mental illness may feel stigmatized in health 
care settings making them less likely to seek out screenings 
and treatment for physical health problems. Nurses 
working in any health care setting can work to make it 
more	 hospitable	 for	 Bipolar	 patients.	 First,	 be	 aware	 of	
the most common health problems (heart, respiratory, 
stroke	 and	 diabetes)	 that	 Bipolar	 patients	 may	 develop.	
Encourage	 Bipolar	 patients	 to	 get	 screenings	 and	 assist	
them in managing any health issues found. Ask them about 
their	lived	experience	with	Bipolar	Disorder	and	how	their	
physical and psychosocial treatments are working. Request 
consent to discuss their care with mental health providers. 
Managing	Bipolar	Disorder	and	other	chronic	illnesses	can	
be a difficult journey and your expertise and support can 
make an enormous difference.

Also look at your environment. If you provide health 
information pamphlets, magazines or videos running in 
your	 waiting	 area,	 include	 some	 on	 Bipolar	 Disorder	 and	
other mental health and substance abuse topics. Seeing 
this information is available communicates this health care 
setting is open to caring for persons with mental illness. 
Finally, include mental health topics when planning staff 
education opportunities to increase all staffs’ knowledge 
and comfort level.

2) Be	Alert	to	the	Risks	of	Suicide	and	Substance	Abuse

Bipolar	 patients	 have	 a	 high	 risk	 of	 both	 suicide	 and	
substance abuse.10,	 11	 Because	 the	 risk	 and	 consequences	
of	 suicide	 and	 substance	 abuse	 are	 so	high	 in	 the	Bipolar	
patient population, all health care professionals interacting 
with them should screen for these problems. Screening 
for suicide and substance abuse should be done in a non-
judgmental and empathetic manner. Suicide risk for 
depressed	Bipolar	patients	 is	 increased	when	they	are	 in	a	
mixed state, are anxious or agitated, and/or are using drugs 
or alcohol. A history of previous suicide attempts and/or a 
family history of suicide also increase risk. Patients should 
be asked about suicidal thoughts, do they have a plan 
and if they have the means to carry out the plan. When 
faced	 with	 a	 suicidal	 Bipolar	 patient	 it	 is	 best	 to	 arrange	
transportation for them to be further evaluated by a mental 
health professional or in a local emergency room or crisis 
center. They may need emergency hospitalization. Do not 
allow patients who are suicidal to be alone in your health 
care setting or to drive themselves for further evaluation. 
Should the patient, who you believe to be suicidal, leave 
your facility before a mental health evaluation can be 
arranged or completed, you may need to contact the police, 
have	 a	 physician	 fill	 out	 an	 “Application	 for	 Emergency	
Admission” form (available on Ohio Department of Mental 
Health website) and have the police locate and transport 
the patient for the needed evaluation. This can be a life 
saving intervention.

Bipolar	 patients	 with	 substance	 abuse	 problems	 are	 at	
greater	risk	for	physical	health	problems,	Bipolar	treatment	
non-compliance and suicide due to lack of impulse control.  
Screening for substance abuse issues and encouraging 
the patient to accept treatment can also be a life saving 
intervention. Do not be discouraged if the patient denies 
substance abuse, refuses help or has a relapse. Your 
nonjudgmental and empathetic alliance with the patient 
may in the future allow them to see the negative connection 
between substance abuse and the quality of their life and 
accept help.

Support for Significant Others of Bipolar Patients
Significant others provide a critical support system and 

safety	net	for	patients	living	with	Bipolar	Disorder.	Yet	often	
they feel overwhelmed, exhausted and alone trying to assist 
the	 Bipolar	 patient.	 Caring	 for	 and	 about	 the	 significant	
others	 of	 Bipolar	 patients	 can	 help	 both	 them	 and	 the	
patient. Nurses may come in contact with significant 
others in many ways. Often they contact a patient’s medical 
caregiver when the patient is in crisis and does not have or 
has refused on-going mental health help.

Assisting significant others can involve referring them 
to local mental health crisis or treatment programs. It 
is also important to inquire about how the significant 
other is doing, acknowledge the difficulty of what they 
are experiencing and provide helpful educational and 
peer support resources. (See Figure 2) Many national 
organizations such as National Alliance for the Mentally 
Ill	 (NAMI)	 and	Depression	 and	 Bipolar	 Support	 Alliance	
(DBSA)	have	local	chapters	significant	others	can	join.	Peer	
support	 from	 others	 trying	 to	 help	 a	 Bipolar	 person	 can	
offer an antidote to the overwhelmed and lonely feelings so 
often experienced and can offer needed education on the 
disorder and local resources.

Conclusion
Working	 with	 Bipolar	 patients	 and	 their	 significant	

others can be difficult in non-psychiatric settings, but 
forming an alliance with them can be life saving in so 
many	 ways.	 Helping	 Bipolar	 patients	 feel	 comfortable	 in	
accessing medical care, screening for high risk medical and 
emotional conditions, assisting them in managing medical 
life threatening illnesses in coordination with mental 
health providers and supporting their significant others 
impacts both the quality and length of their lives. Non-
psychiatric nurses certainly can play an often unheralded 
role for these patients.

Caring for the Bipolar Patient continued from page 5
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Figure I
Bipolar Patient’s Risk Factors

Contributing to Poor Physical Health

•	 Health	Habits
 - Poor diet
 - Lack of exercise
 - Smoking
 - Chronic stress responses
 - Substance abuse

•	 Health	Care	Access	and	Utilization
 - Social factors–isolation, homelessness, lack of  insurance
 - Lack of access to preventive healthcare or a “medical home”
	 -	 Side	effects	from	medications	used	to	treat	Bipolar	Disorder
 - Stigmatization of mentally ill felt in health care settings

•	 Health	Care	System
 - Disconnect between services treating psychiatric illness and physical health 
  conditions
	 -	 Training	for	non-psychiatric	health	care	workers	in	caring	for	Bipolar	patients

Figure 2
Support for Bipolar Patients and

Their Significant Others

National Alliance for the Mentally Ill
www.nami.org

Depression and Bipolar Alliance
www.dbsalliance.org

National Institute of Mental Health
www.nimh.nih.org

Bipolar Significant Others
www.bpso.org

American Psychiatric Association
www.psych.org

Mental Health America
www.nmha.org
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Drugs to treat BIPoLar DIsorDers

Generic (Brand) Name
Bipolar 

Depression Mania
Bipolar 

Maintenance

aripiprazole (Abilify®) Off-label use
FDA approved for acute and mixed 
mania in adults and pediatric 
patients ages 10 to 17

FDA approved

Carbamazepine (Carbatrol®, 
Equetro®, Tegretol®, Tegretol® -XR) Off-label use Equetro is FDA approved for acute 

and mixed mania Off-label use

Chlorpromazine (Thorazine®) FDA approved

Divalproex sodium (Depakote®) FDA approved

Valproate (divalproex)  
(Depakene®, Depacon®, Depakote®, 
Depakote® ER)

Off-label use
FDA approved for acute mania 
(divalproex) and mixed episodes 
(divalproex ER)

Off-label use

Haloperidol (Haldol®) Off-label use

Lamotrigine (Lamictal®, Labileno®, 
Lamictin®) Off-label use Off-label use as an adjunctive and 

second-line therapy
FDA approved for 
bipolar I disorder

Lithium (Eskalith®, Eskalith CR®,  
and others) Off-label use FDA approved FDA approved

olanzapine (Zyprexa®) Off-label use
FDA approved for acute and mixed 
mania (as monotherapy and adjunct 
to lithium or valproate)

FDA approved

olanzapine-fluoxetine combination 
(Symbyax®) FDA approved Off-label use

A handy source of up-to-date information on current  
medications for psychiatric illnesses Clip & Save: Drug Chart

#
oxcarbazepine (Trileptal®) Off-label use Off-label use

Quetiapine fumarate (Seroquel®) FDA approved

FDA approved for acute mania 
associated with bipolar I disorder 
(as monotherapy and adjunct to 
lithium or divalproex)

FDA approved for 
patients with bipolar I 
disorder (as adjunct to 
lithium or divalproex)

                             (Seroquel XR™) Off-label use Off-label use

risperidone (Risperdal®,  
Risperdal® Consta®) Off-label use

FDA approved for acute and mixed 
mania (as monotherapy and 
adjunct to lithium or valproate)

Off-label use

thioridazine (Mellaril®) Off-label use

topiramate (Topamax®) Off-label use

trifluoperazine (Stelazine®) Off-label use

Ziprasidone (Geodon®) Off-label use FDA approved for acute and mixed 
mania Off-label use

antidepressant agents (various) Off-label usea

Note. Data on off-label use are mixed. Caution is recommended with these agents.

Disclaimer. The information in this chart is for educational purposes only and should not be used as a primary source of drug information when prescribing treat-
ments for patients. It also contains information about off-label use of medications.

a Antidepressant agents should be used along with a medication used for bipolar maintenance.

Original sources: Depression and Bipolar Support Alliance. (2006). Finding peace of mind: Treatment strategies for depression and bipolar disorder.  
Retrieved December 5, 2006, from http://www.dbsalliance.org/site/PageServer?pagename=about_publications_fpom. 
Stahl, S.M. (2006). Essential psychopharmacology: The prescriber’s guide (Rev., updated ed.). New York: Cambridge University Press. 
Available product prescribing information was also used in the creation of this chart, which was then reviewed by a psychopharmacologist.
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Lung fever, catarrh, ague, coryza, grip, grippe, or la 
grippe… the words used to describe influenza and other 
diseases have changed, but the perplexity of disease 
prevention and one’s personal responsibility for the public 
health have remained.

The	first	immunization	law	in	the	United	States	was	enacted	
in	 Massachusetts	 in	 1809,	 mandating	 smallpox	 vaccination	
(Salmon, 2003). To the best of my knowledge, no riots or 
public demonstrations occurred as a result of this vaccination 
requirement. Subsequent state laws requiring immunization 
were not always as well-received as the smallpox laws; some 
states repealing the mandatory aspects of their vaccination 
laws.	By	the	early	1900’s,	the	U.	S.	Supreme	Court	upheld	the	
right of the states to pass and enforce immunization laws. 
Compulsory immunization as a prerequisite for public school 
attendance soon followed (Omer, et al, 2009). Today, every 
state has at least a modicum of immunization requirements 
related to school attendance. So too, some colleges have 
found it necessary to mandate immunization to prevent the 
spread of life-threatening meningococcal disease. There 
are immunization requirements or recommendations for 
training in the health sciences, service in the armed forces, 
and worldwide travel. Yet, exceptions for reasons of religion, 
conscience, or medical history have been crafted in many 
states, allowing a segment of the citizenry to be forgiven 
the requirement for immunization. Overall, the history of 
immunization and disease prevention has been a sterling 
example of how some former scourges of day-to-day existence 
have been diminished, even unto virtual elimination.

Why then, the perennial struggle to improve the influenza 
immunization rates of health care workers? To date, the 

statistics concerning influenza immunization among 
healthcare workers have been uniformly dismal, well below 
50%.	Surveyed	healthcare	workers	have	 shared	 their	 reasons	
for not receiving the influenza immunization, including: fear 
of adverse reactions -39%, fear of contracting the disease 
-19%,	 vaccine	 not	 effective	 enough	 -18%,	 limited	 contact	
with	 high	 risk	 patients	 -18%,	 and	 too	 busy	 -17%	 (Clark, et 
al, 2009). Programs aimed at increasing vaccination have 
successfully employed a variety of tactics, such as: offering 
free vaccine, taking the vaccine to the healthcare worker on 
all shifts, requiring education for those declining vaccination, 
requiring signed declination forms, and implementing various 
“Scarlet Letter” measures for those who decline vaccination, 
including the wearing of masks while providing patient care 
or a badge which indicates vaccination status. While some 
of these programs have greatly enhanced the number of 
employees receiving influenza immunization, the percentage 
of immunized employees still remains below that of facilities 
mandating vaccination.

Unfortunately,	 the	 push	 for	 mandatory	 influenza	
immunization of health care workers is persistent and growing; 
not least of all because facilities implementing mandatory 
influenza immunization programs have been recognized, 
even awarded, as exemplars of patient safety. Recently, the 
Centers for Disease Control and Prevention (CDC) was chided 
by the Infectious Disease Society of America (IDSA) for not 
including mandatory influenza immunization of health care 
workers	 in	 their	 June	 22,	 2010	 draft	 document,	 “Updated	
Guidance:	 Prevention	 Strategies	 for	 Seasonal	 Influenza	 in	
Healthcare Settings.”

The pressure on health care facilities to improve 
immunization rates also comes from the Joint Commission, 
who	 in	 2005	 developed	 a	 standard	 requiring	 accredited	
facilities to offer influenza immunizations to staff (NFID, 
2008). Likewise, the National Quality Forum (NQF) and the 
Healthcare Facilities Accreditation Program (HFAP) share 
similarly endorsed safe practices suggesting that healthcare 
facilities comply with current CDC recommendations for 
influenza vaccinations for healthcare personnel. At the very 
least, employers of healthcare providers must try to control the 
spread of seasonal influenza to vulnerable patients through 
the immunization of their direct and indirect caregivers. 
So, the mandatory immunization movement is very apt to 
continue on its propulsive pathway until, indeed, mandatory 
influenza immunization among healthcare providers is the 
norm. “At will” employees will be subject to whatever policy 
regarding immunization that employers chose to elect …
up to and including termination of an employee who refuses 
immunization.

Historically, adult immunization statistics have lagged 
behind those of children. While most states achieve a rate of 
immunization in the eightieth percentile by the time children 
approach elementary school, adult immunization lags 
considerably,	 only	 reaching	 the	 50-60%	mark	 for	 influenza	
and pneumococcal vaccine in 2000. In 2008, a majority of 
adult consumers surveyed (60%) did not believe the vaccine 
necessary. A concern regarding possible side effects was cited 
by	43%	of	those	surveyed.	Over	one-third	(38%)	reported	that	
their health care provider did not discuss the vaccine (High, 
2009).	 Barriers	 to	 adult	 immunizations	 exist	 in	 segments	 of	
the population related to access, cost/insurance coverage, 
and race or ethnicity as well. Regardless, health care providers 
generally do have access to free or low cost vaccine and 
education concerning vaccination through their employers.

If nursing is truly all about prevention, why aren’t we 
accepting influenza immunization? Is it a matter of education, 
misinformation, or something else altogether? A study 
conducted at Children’s Mercy Hospital in Kansas City, 
Missouri in 2009 led researchers to conclude those that oppose 
mandatory immunization fall into two distinct groups: those 
that support individual choice while understanding of the 
worth of immunization, and those that harbor misconceptions 
or	fear	of	the	vaccine	(Larson,	2010).	The	authors	of	the	study	
recommended improved educational programs to target the 
group who expressed fear and misunderstanding.

The American Nurses Association (ANA) has developed 
a number of influenza immunization campaigns over the 
years which strongly encourage vaccination, but also support 
individual choice. This year, a new endeavor aimed at 
educating nurses regarding all vaccines has been released in 
the form of a website: www.anaimmunize.org. The site offers 
education and support for vaccine providers and recipients 
with eye towards supporting immunization as a means of 
protecting individual and public health while recognizing the 
rights of individuals to make informed decisions regarding 
vaccination. An electronic newsletter and links to position 
statements are included on the site.

The	CDC	is	expected	to	release	its	updated	“The	Flu	Ends	
with	U”	campaign	materials	shortly,	including	e-cards,	video,	
and messages for Facebook and Twitter among others. The 
materials are all free of charge.

We live in the land of individual choice …supportive of 
the left, the right, and the middle. This sometimes makes 
it harder to determine individual duty versus duty to the 
community at large. Fortunately, nurses do have documents 
to guide their decision-making, beginning with Nursing’s Social 
Policy Statement. Perhaps more telling than the statement itself 
is the discussion of the social context of nursing, especially the 
relationship between the nurse and society:

“Society grants the professions authority over functions 
vital to itself and permits them considerable autonomy in 
the conduct of their affairs. In return, the professions are 
expected to act responsibly, always mindful of the public trust. 

Self-regulation to assure quality in performance is at the heart 
of this relationship. It is the authentic hallmark of a mature 
profession.”

Does the nurse have a duty to protect his/her patient 
from communicable disease, if possible? Is the duty to the 
patient or community a reasonable exchange for the trust and 
autonomy accorded the profession? I say, it is. After all, did 
we not all learn that the patient’s needs come first? No, not 
to the exclusion of persons who have a medical or religious 
objection to vaccination, but at least to protect patients 
from those who may be potential sources of disease. No one 
expects their caregiver to be the source of disease; nor do they 
expect to come to an office, clinic, or hospital that promotes 
immunization yet does not extend that expectation to their 
staff. I say, when you decide to become a caregiver, you agree 
to give up some of your autonomous decision-making in the 
interests of those you serve, that you have an obligation to 
those you treat to act in a manner consistent with disease 
prevention, including immunization if at all possible.

Nurses are generally quick to demand adequate protective 
gear when caring for an infectious patient, and so they should. 
Are we not then going to provide our patients the same 
protection from us? Influenza is no more benign a disease 
than measles, hepatitis, or pertussis; many, maybe most victims 
will	recover,	but	some	will	not	…as	evidenced	by	the2009-2010	
H1N1	 epidemic	which	proved	deadly	 to	 children,	 expectant	
mothers, those with chronic disease, and a few nurses. 

The Code of Ethics for Nurses, provisions two and three, 
exhort us to commit to and advocate for the patient:

Provision Two: The nurse’s primary commitment is to the 
patient, whether an individual, family, group, or community.

Provision Three: The nurse promotes, advocates for, and 
strives to protect the health, safety, and rights of the patient.

Doesn’t this ethical code, written by nurses for nurses, 
suggest that individual members of the nursing profession do 
all that they can to protect, through words and actions, the 
well-being of the patient and the public? Doesn’t this extend 
to being immunizied, if at all possible?

While I say that nurses should be conscientious in keeping 
their immunizations up to date, you may have a different 
idea. Please share your thoughts via our Facebook page …a 
question	 regarding	 immunization	 for	 the	 2010-2011	 season	
will appear shortly.

There are many issues surrounding the implementation of 
an immunization plan for direct and indirect care providers. 
While this piece focuses on the puzzle of individual choice 
versus potential obligation to the public health, there are many 
other	problems	 that	 came	 to	 light	with	 the	H1N1	pandemic	
…not least of all, availability of the vaccine. If you recall, the 
state of New York planned to impose mandatory vaccination 
for health care workers, until they could not get a ready supply 
of the vaccine. Various areas of the country seemed unable 
to	purchase	N-95	 respirators	 for	 their	 caregivers.	Ultimately,	
respirators were released from the National Stockpile. Then 
there is the issue of adequate, non-punitive sick leave policies 
for those that do encounter the disease, policies that allow for 
adequate recovery time and don’t impose additional hours or 
weekends as an outcome of having used ill time. 

Influenza vaccination of employees, whether voluntary or 
mandatory, is only one piece of a comprehensive prevention 
policy. All the other issues must be addressed and resolved 
to the satisfaction of employers, employees, and recipients of 
care.

The next flu season is already here. Although the World 
Health Organization recently called an official close to the 
H1N1	 pandemic,	 the	 CDC	 has	 received	 reports	 on	 cases	 of	
influenza A during the summer months. The first shipments 
of	the	2010-2011	vaccine	are	in	the	mail.	It	seems	the	flu	never	
really goes away. Are you ready for another flu season?
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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: ____________

Please circle one answer.

True or False

1.	 Bipolar	Disorder	is	a	short	term	illness
 a. True
 b False

2.	 Bipolar	Disorder	is	easy	to	diagnose
 a. True
 b False

3.	 Bipolar	Disorder	is	a	mood	disorder
 a. True
 b False

4.	 Bipolar	Disorder	 has	 gender	 and	 ethnic	 difference	
in incidence

 a. True
 b False

5.	 Bipolar	patients	may	struggle	with	substance	abuse
 a. True
 b False

6.	 Which	 statement	 about	 Bipolar	 Disorder	 is	 not	
correct:

 a. Mania and depression do not occur together
 b. Mania or depression can progress to psychosis
 c. Manic patients rarely seek help
 d. Rapid cycling is more common in women

7.	 Non-Psychiatric	Nurses	can	help	Bipolar	patients	by:
 a. being supportive of their significant other
 b. assisting them in managing medical chronic 
  illness
 c. decreasing stigma in medical care settings
 d. telling them to stop medications when side 
  effects occur and call their MD or NP
	 	 1)	 a,	c	and	d
  2) a, b and c
  3) b, c and d
	 	 4)	 All	of	the	above

8.	 Bipolar	 patients	 may	 stop	 taking	 their	 medication	
because:

 a. they cannot tolerate the side effects
 b. feel it takes away positive feelings
 c. they want attention from health care providers
 d. when they achieve mood stability, the feel cured.
	 	 1)	 a,	c	and	d
  2) a, b and d
  3) b, c and d
	 	 4)	 All	of	the	above

9.	 Bipolar	patients	are	at	high	risk	for:
 a. suicide
 b. orthopedic problems
 c. substance abuse
 d. cardiac problems
	 	 1)	 b,	c	and	d
  2) a, b and d
  3) a, c and d
	 	 4)	 None	of	the	above

10.	 Bipolar	 Disorder	 is	 best	 treated	 with	 antidepressant	
medications alone.

 a. True
 b False

11.	 Bipolar	Disorder	patients	may	have	poor	health	habits	
such as poor diet and exercise leading to physical 
health problems.

 a. True
 b False

12.	 Bipolar	Patients	usually	seek	treatment	during	a	manic	
phase.

 a. True
 b False

13.	 Bipolar	Disorder	patients	do	best	using	a	medication	
alone treatment strategy.

 a. True
 b False

14.	 Peer	Support	organizations	can	be	helpful	to	Bipolar	
Patients.

 a. True
 b False

15.	 Stigma	impacts	Bipolar	Disorder	patients	in	accessing	
both medical and psychiatric healthcare.

 a. True
 b False

16.	 Bipolar	 Disorder	 patients	 rarely	 have	 medication	
compliance.

 a. True
 b False

17.	 Bipolar	Disorder	 patients	 can	 benefit	 from	psycho-	
educational treatment strategies.

 a. True
 b False

18.	 The	 New	 Freedom	 Commission	 on	 Mental	 Health	
(2003) reports what percentage of primary care 
visits are related to mental illnesses?

	 a.	 55%
 b. 80%
	 c.	 75%
 d. 20%

19.	 Interpersonal	Social	Rhythm	Therapy	helps	Bipolar	
Disorder patients by:

	 a.	 Encouraging	them	to	have	multiple	social	
  relationships.
 b. Teaching them to recognize and manage how 
  changes in sleep, daily routines and social 
  stimulation/conflicts impact their moods.
	 c.	 Encouraging	them	to	withdraw	from	social	
  relationships.
	 d.	 Encouraging	them	to	monitor	how	thinking	
  patterns impact their moods.

POST TEST AND EVALUATION – CARING FOR THE BIPOLAR PATIENT: HELP FOR THE NON-PSYCHIATRIC NURSE
Complete your post-test online! Go to www.ohnurses.org and click on                           . See page 5 for details. 

Evaluation

1.	 Were	the	following	objectives	met?

	 a.	 Identify	the	signs	and	symptoms	of	Bipolar	Disorder.	  ___ Yes  ___No

 b. Describe the pharmacological and psychosocial treatment modalities
	 	 available	to	help	Bipolar	patients.	  ___ Yes  ___No

	 c.	 Recognize	the	crucial	role	non-psychiatric	nurses	have	in	caring	for	Bipolar
  patients in varied health-care settings.  ___ 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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by Barbara Walton, MS, RN

INDEPENDENT STUDY
This independent study has been developed for nurses to 

better	 understand	 critical	 thinking.	 1.09	 contact	 hour	 will	
be awarded for successful completion of this independent 
study.	 Expires	 5/20/2012.	 Copyright	 ©	 2009	 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. 

OBJECTIVES
Upon	completion	of	this	independent	study,	the	learner	

will be able to:
1.	 Recognize	 the	 three	 components	 of	 successful	

intelligence.
2. Define tacit knowledge.
3. List self-activation methods to develop one’s practical 

intelligence.

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. 
There is no commercial support or sponsorship for this 
independent study. Disclaimer: Information in this study is 
intended for educational purposes only. It is not intended to 
provide legal and/or medical advice.

Developing a Nursing IQ–Part V: Practical Intelligence: 
Surviving in the Real World

The Theory of Successful Intelligence: 
It’s not all about IQ.  

Dr. Robert Sternberg, a psychologist, proposes that IQ 
tests, SAT’s and ACT’s measure only a portion of our total 
intelligence. As a matter of fact, he states that IQ tests, SAT’s 
and the like measure for the most part, our inert intelligence. 
Inert intelligence is defined as intelligence that is unable to 

move or act; it is not reactive with other elements and is 
not goal-directed. Many IQ tests call for the regurgitation 
of information learned from books such as solve a math 
problem,	 define	 a	 word,	 etc.	 Even	 when	 given	 a	 problem	
to solve, one may rely on an algorithm, again learned from 
a book, to solve this particular problem. The problem is a 
structured one that conveniently can be solved using the 
learned algorithm.  

However, inert intelligence is not real world. Algorithms 
learned from a book seldom fit the everyday real world 
problems we encounter. While the inert intelligence we 
acquire during the course of our academic education 
certainly gives us a basis to enter into the real world, it 
doesn’t give us all we need in order to function. We have to 
be able to recognize when to apply learned information as 
well as have to apply that knowledge to a given real world 
situation.

Sternberg also contends that IQ test scores can actually 
harm a person. If a person scores poorly on an IQ test, he 
or	 she	 may	 be	 labeled	 as	 being	 “dumb”.	 Because	 of	 the	
“dumb” label, expectations are also set at a lower level for 
that individual. No one expects much from the “dumb” 
person, and this becomes a self-fulfilling prophecy. The 
individual then, being labeled “dumb,” often has very low 
or no expectations for him or herself. It becomes a vicious 
cycle and the individual lives up to expectations that are far 
below what he or she could accomplish.

Furthermore, when a “dumb” person does happen to 
perform well, perhaps in a subject he or she really enjoys, 
the good work is viewed with suspicion and an assumption 
that he or she “cheated” may be made. Yet we have all 
encountered “dumb” individuals who go on to become very 
successful	in	life,	i.e.,	Thomas	Edison,	and	Albert	Einstein.		

Ironically there are ramifications for the individual 
who achieves high scores on IQ tests. The individual is 
labeled as being “smart” and the expectation bar is set very 
high for that person. In some cases, there may be so many 
high expectations; it is difficult for the individual to meet 
all	 those	 expectations.	 Because	 the	 individual	 is	 labeled	
“smart,” s/he is expected to be “smart” in all aspects of his/

her lives. When a “smart” individual encounters a situation 
he or she doesn’t know how to handle, or is less than stellar, 
he or she doesn’t know how to handle the situation. He 
doesn’t	know	how	to	be	second	best	or	the	B	student,	when	
he has always been the best or the straight A student. The 
smart individual then begins to think of himself as a failure. 
In the face of failure, the smart individual may choose to 
withdraw from the situation.

Sam, for example, had been a stellar student, becoming 
valedictorian of his high school class and maintaining an 
A+ average in advanced college placement courses. He 
was in all sorts of extracurricular activities that included a 
variety of sports, band, debate club, and the theater group 
in high school. He excelled at everything he did. With high 
expectations for continuing excellence, Sam went on to 
college. However, in college many of his courses were graded 
on a curve and there were individuals in Sam’s classes who 
scored higher on tests than Sam did. While Sam was at 
the front of the curve at his high school, he found he was 
struggling in some classes to fall in the middle of the curve 
in	college.	Sam	came	home	with	a	2.7	(B-/C+)	grade	point	
average in college. His parents, who always expected him to 
excel, were very disappointed and accused Sam of “partying” 
too much and told him he better “buckle down” and study 
harder. Sam felt like a total failure! 

During the next semester, Sam studied every moment 
he could, even seeking out tutoring. His next report card 
showed his grade point average to be 2.8! He became 
despondent. He was working so hard, but there were other 
students who were more academically gifted than he was. 
Sam decided he was just wasting his time and since in his 
eyes he was failing, he withdrew from college. He came 
home and got a job working at a fast food restaurant earning 
minimum wage. He simply did not know how to cope with 
the fact he was not the “smartest” person in college; thus 
he withdrew from the situation. In essence, he committed 
academic suicide. 

Developing a Nursing IQ – Part V: Practical Intelligence: Surviving in the Real World

Developing a Nursing IQ continued on page 11



December 2010 Ohio Nurse Page 11

In some instances, one may see others commit 
professional suicide, meaning that when these individuals 
cannot cut it in the real world, they will withdraw to a “safe” 
place. While Sam wasn’t the smartest person in college, 
perhaps he chose to work at the fast food restaurant because 
that was an environment where he could appear to be the 
“smartest” person. It was a safe environment for him, but far 
below his abilities and capabilities. 

IQ tests, while they measure our inert intelligence, should 
perhaps be viewed with a bit of skepticism. IQ test results are 
not predictors for future performance. There certainly must be 
an explanation for why we see “dumb” people exceeding in 
life, while “smart” people simply are not living up to their 
potential. This is what led Dr. Sternberg to his theory of 
Successful Intelligence. He simply states IQ is a measure of 
knowledge achievement (inert knowledge) while Successful 
Intelligence is a measure of those who excel. Low IQ scores 
do not preclude high yields of Successful Intelligence and 
high IQ scores do not guarantee high yields of Successful 
Intelligence either. IQ and Successful Intelligence are not 
dependent on one another. There must be something more 
to our intelligence than what is measured in an IQ test. 

Dr. Sternberg proposes there are three areas of 
intelligence and that people who use and balance all three 
intelligences are those who are successfully intelligent and 
go on in life to excel. The three intelligences are analytical 
intelligence, creative intelligence and practical intelligence. 

Analytical, Creative and Practical Intelligence Defined
Sternberg identifies three areas of intelligence that, 

when used in balance with one another, yield successful 
intelligence. The intelligences are:

Analytical intelligence has to do with learning things 
and analyzing things. Inert intelligence is a small part of 
analytical intelligence. Critical thinking, in its narrowest of 
definitions, and nursing process are examples of analytical 
intelligence. (Critical thinking in a broader definition 
would include creative and practical intelligence as well as 
analytical intelligence). Solving a structured problem from a 
book is another example of analytical intelligence. However, 
most problems encountered in everyday life are not well 
structured. Many times we have to figure out just what 
the problem is before we can begin to solve it. Evaluation 
is a form of analytical intelligence. Consider patients you 
encounter. Many times they will report a problem, only you 
discover the problem is something entirely different.

Mrs. Sweet came into her physician’s office repeatedly 
with high blood sugars and elevated hemoglobin A1C levels. 
She persisted in saying she was taking her insulin and was 
avoiding sugars. She maintained there was something wrong 
with her insulin because it didn’t seem to be working. A new 
prescription was given to her; she filled it at the pharmacy, 
but returned to the physician’s office with the same elevated 
blood sugar levels. This was repeated a number of times 
with no correction of the blood sugars. The nurse analyzed 
there was still a problem and evaluated that the solutions 
they were offering were not working.  The nurse knew they 
had to do something else. 

Creative intelligence	 was	 primarily	 the	 focus	 of	 Part	 4	
of this series and deals with synthesis of ideas. Creatively 
intelligent individuals connect ideas to formulate new ideas 
that others have missed. A big part of creative intelligence is 
making connections with what one knows in order to define 
problems. To continue our story about Mrs. Sweet, the 
nurse asked Mrs. Sweet to show her how she was injecting 
her insulin. Mrs. Sweet had excellent technique and was 
accurate with the dose of insulin. When she finished, Mrs. 
Sweet commented that she always administered the insulin 
in one particular spot on her thigh because “it didn’t 
hurt to give the shot there.” The nurse picked up on this 
comment and found Mrs. Sweet had been administering her 
insulin in the same spot and not rotating her injection sites. 
The particular “spot” was now a thickened almost callous 
like area of skin. No wonder the insulin “wasn’t working” 
anymore! It wasn’t that the insulin wasn’t working; the 
problem was it was being incorrectly administered which is 
a completely different problem. The nurse had synthesized 
the problem. 

Here’s another example of creative intelligence. 
Many years ago when continuous tube feedings were just 
beginning to be the up and coming mode of nutritional 
support, nurses struggled with how to maintain and 
administer these feedings. Accurate feeding pumps were 
not yet developed and available. Regina was a nurse who 
frequently had to administer continuous feedings to her 
patients. The old feeding pumps that were in use at the 
time didn’t administer the feedings with the accuracy that 
was now demanded. Regina had the idea to take a douche 
bag, cut the tubing off leaving approximately four inches 
of tubing. Next she spiked mini-drip IV tubing into the 
remaining douche bag tubing. Miraculously it fit. She then 
put the tube feeding solution into the douche bag and ran 
the IV tubing, now connected to the douche bag through 
an IV pump. Voila! She had synthesized a way to accurately 
deliver continuous tube feedings to patients.  

She had the idea to take readily available equipment and 
she literally connected these together to devise her system. 
For a number of years on her nursing unit, that was how 
nurses delivered continuous feedings to patients.

Practical intelligence has to do with putting our ideas 
into use. Some people refer to practical intelligence as 
common sense, or to paraphrase an old Nike athletic shoe 

advertisement, “ just do it”. Individuals who possess practical 
intelligence are able to translate their ideas into action. 
Practically intelligent individuals have a knack for taking 
information they have gained and making use of it.

Consider Mrs. Sweet again. The nurse, using her creative 
intelligence, had identified she was dealing with an insulin 
administration problem. Now she needed to develop a plan 
and put that plan into work. The nurse reminded Mrs. 
Sweet of the importance of rotating injection sites and Mrs. 
Sweet said she had remembered hearing this information 
previously, but had forgotten. The nurse also consulted 
with the physician who revised the dosage of insulin upon 
hearing the problem was an administration problem. 
The nurse had utilized her practical intelligence. She 
formulated ideas, devised a plan and executed her plan; she 
is successfully intelligent.

Consider Regina the nurse who created the method 
to deliver continuous tube feedings. Not only did she 
recognize and define the problem and formulate a solution 
(creative intelligence), she acted on her ideas (practical 
intelligence). She actually tinkered with the equipment, and 
made her ideas come to life when she began using her IV 
tubing/douche bag tube feeding system. There are many 
individuals who have great ideas, but they never put their 
ideas into play. The difference between someone with great 
ideas and Regina is the can-do attitude Regina possesses. 
She follows through, while others never execute their ideas. 
The world is full of individuals who are “someday” going 
to do this and such, but it is the practically intelligent who 
actually “ just do it.”

How we come by practical intelligence: tacit knowledge, 
experience, and reflection

Practical intelligence is a display of our tacit knowledge. 
Tacit knowledge is that action-oriented common sense 
practical know how type of intelligence. Tacit knowledge 
does not necessarily correlate with IQ. In other words, a 
person can have high IQ, but a low level of tacit knowledge.  

Sometimes these individuals are described as being 
“book smart” but have no common sense. On the other 
hand there are those who have less than great IQ scores, but 
have high levels of tacit knowledge. Often these individuals 
are described as being “down to earth and practical” or as 
possessing “a lot of street smarts”. Think about this for a 
moment. Let’s say you encounter a unique clinical situation 
you have never encountered previously. You decide to 
consult a nurse colleague. You are working with two nurses. 
One is book smart; the other colleague is that down to 
earth, practical person. Which one do you choose to consult 
regarding the problem? Why? What might each nurse 
contribute to solving your patient problem? 

Very often, the nurse who is the down to earth, practical 
nurse will be the one consulted. The book smart nurse, 
while he or she may be able to recite a theory, he or she 
has	no	idea	how	to	make	use	of	that	theory.	But	the	“street	
smart” nurse, while he or she may not be able to recite 
theory, will more often than not have a solution for you 
to try. Tacit knowledge is a predictor for future performance and 
success. When an individual possesses both high levels of 
IQ and tacit knowledge, that combination makes for an 
extremely successful individual. 

There are three parts to tacit knowledge.  
1.)		Tacit	 knowledge	 is	 about	 knowing	 how	 and	 about	

doing. 
2.)  Tacit knowledge is relevant to the attainment of goals 

people value.
3.)  Tacit knowledge is typically acquired without help 

from others.

Consider Regina again. She devised a system, using IV 
tubing and a douche bag, to administer continuous tube 
feedings to her patients (knowing and doing). She did this 
in an independent manner. No one assisted Regina. The 
solution she devised was relevant to attaining her goal of 
accurately administering continuous tube feedings. This is 
an excellent example of practical intelligence. When asked 
why and how she came up with this idea, Regina simply 
replied it seemed like common sense to her and she thought 
she’d give it a try. Regina is successfully intelligent. She uses 
all three intelligences: analyzes the problem (analytical 
intelligence), creates a solution (creative intelligence) and 
gives life to her ideas (practical intelligence). She exhibits 
self-efficacy or a “can-do” attitude. Successfully intelligent 
individuals display self-efficacy and get the job done.

Tacit knowledge comes from our experiences. Our IQ 
does not increase with experience, but our tacit knowledge 
does. It is our experiences that give us practical intelligence. 
It is important to note that it is not necessarily the amount 
of experience you have, but it is how much you profit or 
benefit from your experiences that is key. This is why one 
may know colleagues who have been practicing nursing 
for many years, yet they still seem to be functioning at an 
advanced beginner level of practice. It also explains why 
another nurse, with perhaps only a few years of practice is 
functioning at a proficient or even expert level of practice. 
The difference between these nurses is that the second 
nurse has profited or benefited from her experiences. How 
do	 we	 benefit	 from	 our	 experiences?	Utilizing	 the	 critical	
thinking strategy of reflection is key. When one reflects about 
experiences, one learns and increases tacit knowledge. I like 
to say it’s not the experiences that make the nurse, but it’s what the 
nurse makes of the experiences. 

How does one reflect? Think back on your day and ask 
yourself what you learned. What new experiences did you 
encounter?	Give	thought	not	only	to	clinical	situations,	but	

interpersonal situations as well. Perhaps you encountered a 
difficult patient or colleague. Ponder how you could have 
handled communications in a better manner with that 
individual. Many individuals write in diaries or journals 
chronicling their thoughts. Often seeing your thoughts on 
paper and having an opportunity to re-read your ideas has 
the added benefit of re-enforcing what you have gained. 
Give	 consideration	 to	 observing	 co-workers.	 How	 do	 they	
handle situations? How do they handle clinical situations? 

One can learn from observing a situation that was not 
handled very proficiently as well. In observing the mistakes 
of others, one can learn not to repeat the mistakes made by 
the other person. Often at meal breaks, colleagues discuss 
patients or tell “war stories” about clinical situations either 
present or past. Listen to these stories, they are reflections of 
clinical practice and clinical decision making. Much can be 
learned from listening to a nurse recount a clinical situation. 
Not only does the nurse who is recounting the story learn, 
but the listeners learn as well. When the person has finished 
recounting his or her story, ask what was learned from that 
situation. Share your own observations about the story you 
heard.	Engage	in	a	conversation	about	the	scenario.

Case studies are also a form of reflection. Whether the 
case study is one presented in an independent study or one 
presented at a conference, it offers reflection. Along with the 
case study presentation a discussion follows. The discussion 
is reflection. It is an excellent way for advanced beginners to 
experts to learn and gain practical intelligence.

Developing and Nurturing Practical Intelligence: Moving 
toward Successful Intelligence

Self-activation versus Self-sabotage: Helping yourself and 
others develop practical intelligence.

Besides	 reflection,	 how	 else	 might	 one	 develop	 and	
nurture one’s practical intelligence? Many individuals 
sabotage themselves with obstacles that are often self-
created. Charlotte is a nurse with three years of experience. 
She	 has	 had	 three	 different	 jobs	 in	 as	 many	 years.	 By	
now, one would expect Charlotte to be able to function 
independently and able to complete her patient care 
assignments. However, Charlotte continues to ask for 
assistance from her co-workers on a routine basis. When 
she doesn’t finish her patient care assignments, she often 
blames her co-workers because they “didn’t come and help 
her.” Her co-workers, who have their own busy assignments, 
have come to resent helping Charlotte, especially when they 
observe her sitting at the nurses’ station drinking coffee.

When they have asked her for assistance, she says she is 
too busy and they should ask someone else. Some of her 
colleagues have even tried to assist Charlotte with time 
management skills, but Charlotte doesn’t seem to learn 
these skills. Some charge nurses, in making daily patient 
assignments, have felt sorry for poor Charlotte and given 
her a lighter assignment than the other nurses. This has 
only fostered more resentment towards Charlotte.

Charlotte is not a stupid person. She did well in school 
and often contributes good ideas at staff meetings exhibiting 
some	 creative	 intelligence.	 But	 she	 does	 not	 execute	 her	
ideas and she clearly isn’t putting her education into action. 
Charlotte is sabotaging herself and her co-workers with this 
dependent attitude. She clearly lacks practical intelligence. 

In the remainder of this independent study, we will 
explore twenty items that contribute to the evolution 
of one’s practical intelligence. As one learns to balance 
analytical, creative and practical intelligences, one achieves 
successful intelligence. We can use these items to nurture 
our own practical intelligence or to assist another person in 
nurturing their practical intelligence.

1.	 The successfully intelligent individual motivates himself or 
herself. It doesn’t matter how much or what talents one 
has if one doesn’t use them. Motivation accounts for at 
least as much as intellectual skills. Motivation is often 
the main difference that accounts for success in one 
individual versus another. Motivation can come from an 
internal or external source. 

External	 motivators	 would	 include	 things	 like	 pay,	
awards, recognition from a superior or peers, or a 
promotion. Internal motivation is our own self-satisfaction. 
Because	 external	motivators	 are	 transient,	 for	 a	 person	 to	
be able to sustain his or her motivation, internal motivation 
is preferable. Internal motivation gives one a need to master 
a skill or project. Internal motivation provides a sheer desire 
to work hard and see a job well done and distinguishes 
genius. Yes, individuals who are talented and skilled put 
those talents and skills to use to the best of their abilities, 
and take self-satisfaction are individuals who are labeled as 
geniuses.

Geniuses	 are	 not	 just	 the	 Albert	 Einsteins	 or	 Thomas	
Edisons	of	the	world.	Look	around	you	at	those	productive	
talented people you know. They are geniuses even when 
it comes to completing some of the most mundane work. 
Thinking back to Charlotte, do you think she is motivated? 
She possesses knowledge and skill, but is she utilizing it 
to her full potential? Perhaps Charlotte does not want to 
succeed. With success often comes more responsibility 
that perhaps Charlotte does not desire. One has to want 
to succeed. Just wanting to succeed is a motivator. Ask the 
individual	what	motivates	him	or	her.	Give	the	person	a	list	
of internal and external motivators and ask him or her to 
identify or rank his or her motivators.  

Developing a Nursing IQ continued on page 12
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What motivates you? If you are working with a motivated 
individual it is best to stay out of his or her way. Allow that 
individual to pursue his or her goals and interests. With 
enough motivation, the person will achieve the goal, gain 
more successful intelligence in the process, and everyone 
benefits.

2. Successfully intelligent individuals learn to control their 
impulses. Impulsive behaviors tend to hinder intellectual 
work and do not allow for reflection. If one acts on the 
first idea one has and gets carried away with that idea, 
one may be missing out on a better idea. There may be 
better solutions than the first idea. Let ideas incubate 
for awhile; kick the idea around for awhile. Then, if 
you determine it’s the best idea, go with it. There are 
successfully intelligent individuals who act very quickly. 
Those successfully intelligent individuals who do act 
quickly and decisively are acting based upon past 
experiences.

Help nurture practical intelligence by learning to review 
one’s	 work	 and	 ideas.	 Utilize	 incubation.	 Use	 analytical	
intelligence to critique ideas, creativity to adjust the idea, 
and practical intelligence to put the idea into action. Reflect 
on results. However, endless reflection is not desirable 
either. One who reflects and “thinks about” things endlessly 
also does not accomplish anything.

3. Successfully intelligent individuals know when to persevere. 
Many individuals, upon not achieving success the first 
time around, give up. They do not persevere. Perhaps 
they are not willing to re-evaluate their ideas, fine tune 
them and try again. Successfully intelligent individuals 
know how to rework problems and possible solutions and 
often, in spite of a lack of support, will achieve success. 
Also important, successfully intelligent individuals know 
when to quit. They recognize when a problem cannot be 
solved and move on. Successfully intelligent people do 
not keep solving the same problem over and over again. 

Mary is one of Charlotte’s colleagues. Mary has tried a 
number of times to assist Charlotte with time management 
and work organizational skills to no avail. She has come to 
the conclusion Charlotte is being lazy and feels Charlotte is 
simply taking advantage of her co-workers by getting them 
to do a lot of the work she should be doing. Knowing she 
has not been successful in changing Charlotte’s behaviors, 
Mary gives up. She recognizes that Charlotte is the only one 
who can change her own behaviors. Mary also refuses to 
play into the scenario by always helping Charlotte, unless it 
is a situation whereby Mary realizes Charlotte’s request for 
assistance is reasonable.

4.	 Successfully intelligent individuals know how to make the most 
of their abilities. Successfully intelligent individuals know 
what they are good at doing as well as what they are 
not good at doing. Successfully intelligent tend to love 
what they do because they choose to undertake work for 
which they have ability to do.  

Jane is a nurse who has wonderful teaching skills. She has 
always gravitated towards teaching roles being a preceptor, 
patient educator and now enjoys a role in continuing 
education. However, at one point in Jane’s career she had 
been a manager. While she competently did the job, she 
hated every minute of it and struggled to complete many of 
her managerial duties, especially when she had to fire an 
individual from her staff. 

She began to have health problems while serving as a 
manager. She developed high blood pressure, sleeping 
difficulty and severe heartburn problems. She realized that 
in this particular job she was not utilizing her strengths. She 
decided to leave this position and return to teaching where 
she has created her own business in continuing education. 
She recognized her strengths were in teaching, not 
managing. Rather than stay in a position where she was not 
able to use her talents and the fact she was miserable, she 
changed positions. And that high blood pressure, insomnia 
and heartburn, they all resolved spontaneously when she left 
management! 

Too often individuals stay in jobs where they do not use 
their talents. The sad thing is when they don’t use their 
talents, they are not happy. Often when they are unhappy, 
like Jane, it may translate into health problems or take a toll 
on personal relationships. They turn into someone no one 
likes or respects. It’s interesting to ask a tyrant why they stay 
in the particular position they hold. Often they will tell you 
it is because of the money, job title or power, all external 
motivators. If you asked them what their ideal job would be, 
you will often get a very different answer compared to the 
job they currently hold. 

What about you? Are you doing what you love to do?  
What are your talents and abilities? Make a list of things 
you love to do and are good at versus those you do not like 
and struggle to do. (Or have the person you are nurturing 
do this.) Review this list. Are you able to do the things you 
like frequently enough? Is there too much in your job or 
your life that you do not like doing? Are you having health 
or interpersonal problems because of it? What can you do to 
change this situation?

5.	 Successfully intelligent individuals translate thought into 
action. People can become buried in thoughts. They 

have all kinds of great ideas, but don’t know what to do 
with them. How many times have you heard someone 
say “Some day I’m going to….”, only they never seem 
to	 do	 anything.	But	how	does	 one	 get	 started?	Putting	
together	an	action	plan	is	a	good	place	to	begin.	Break	
the idea or project down into smaller increments or a 
“To Do List. ” Next, you will want to prioritize the items. 
You may want to develop a time line or set deadlines to 
accomplish milestones of the project. This is especially 
important if you need time management assistance. 
Then start! You can assist others in this same manner. 

Individuals who are less successful often have regrets 
about things they have done, i.e., if only I had done thus and 
so. Successfully intelligent individuals, if they have regrets 
at all, have regrets about the things they have not done. 
Successfully intelligent individuals realize the only way to 
benefit from an idea is to put it into action.

6. Successfully intelligent individuals have a product orientation 
and focus on the end result. Many people aren’t as 
successful as they might be because they get caught 
up	 in	 the	 process	 of	 doing	 versus	 producing.	 Bob	 is	 a	
nurse who gets caught up in process. He is a home care 
nurse assigned to Mr. Hoover and he fills Mr. Hoover’s 
pillboxes every two weeks. What would take any other 
nurse	45	minutes	to	complete	takes	Bob	three	hours.	He	
fills the pillboxes, then goes back and double and triple 
checks the medications. Often he removes pills and then 
starts anew on the project.

Unfortunately,	 in	 spite	 of	 Bob’s	 diligence,	 when	 other	
nurses have visited, they have found errors in Mr. Hoover’s 
medications.	 Bob	 is	 certainly	 busy	 the	 entire	 time	 he	 is	
working	to	fill	the	pillboxes,	he	just	isn’t	productive.	Besides	
taking a long time to complete, he doesn’t complete the 
task accurately and leaves Mr. Hoover at risk. Successfully 
intelligent individuals don’t get bogged down in minutia. 
There is more than one way to complete just about any given 
task. Rather than waste or spend time getting bogged down 
in the multiple ways of “how” to do something successfully 
intelligent individuals keep looking forward to the “what” 
they are completing.

Successfully intelligent individuals are concerned 
with process, but the ultimate goal is the end product. 
Successfully intelligent individuals want results. In our 
society, we have increasingly become a consumer society. 
We purchase disposable products, download music, watch 
television, communicate via computers, and purchase the 
latest	gizmo	and	gadget.	But	what	do	we	create?	What	do	we	
make? Successfully intelligent individuals have a producer 
mentality versus a consumer mentality.

7. Successfully intelligent individuals complete tasks and follow 
through. Some individuals have problems completing 
tasks for a variety of reasons. These non-completers may 
be afraid of failure or they may be afraid of success. 
With success come new responsibilities or people now 
expecting more from that individual. Some people may 
not complete tasks because they don’t know what they 
will do next.  

Successfully intelligent individuals know what they will do 
next. They generally are not at a loss for things to do. Some 
individuals fall prey to Zeno’s Paradox. Zeno’s Paradox 
states that a body in motion wishing to reach a given point 
must first traverse half the distance, then half the remaining 
distance, then half the distance again, ad infinitum. If one 
always goes half the distance, he or she will never reach the 
final destination. Successfully intelligent individuals get to 
where they are going. They follow through. They recognize 
the difference between lifelong learning and being a 
perpetual student!

8. Successfully intelligent individuals are initiators. Many 
individuals have to wait to be told what to do. Or 
others spend time mulling things over for such a long 
time, they never make up their minds and pursue their 
goals. An inability to initiate often results from a fear of 
commitment. Successfully intelligent individuals usually 
do not have to be told what to do. Successfully intelligent 
individuals see things that need to be done and they do 
them!

9. Successfully intelligent individuals are not afraid to risk failure. 
A fear of failure seems to begin early in life. If a person 
is a low achiever, because she or he has experienced 
so much failure, he or she takes an attitude of “why 
try again, I’ll only fail again”. They undervalue their 
skills and abilities because of all the failure they have 
experienced, and thus decide not to risk more failure. 
At the other end of the spectrum, those that are high 
achievers	may	also	develop	a	fear	of	failure.	Because	they	
have been high achievers, they have not experienced 
failure and do not know how to handle it; thus they avoid 
situations in which they may risk failure for that reason. 
They will “play it safe” rather than appear foolish by a 
failure. A fear of failure results in a lack of motivation 
to achieve (whether a low achiever or a high achiever). 
Do you have a fear of failure? What holds you back from 
getting started towards reaching a goal?

Successfully intelligent individuals tend to have a 
need to achieve, and often take on tasks that have no 
guarantee of success. They are not afraid to risk failure. 
Think back to Regina, who put together a douche bag and 

IV tubing to create a system to deliver continuous tube 
feedings to patients. There was no guaranteed success to 
her	 contraption.	 But	 she	 did	 it	 anyway	 and	 it	 worked	 and	
solved	 a	problem	 in	her	nursing	unit.	Even	 if	 they	do	 fail,	
a successfully intelligent individual does not view it as a 
failure. They look at it as a gain of experience. They now 
know what not to do, correct their mistake and move on.  

There is an old saying “Nothing ventured, nothing 
gained” that describes the risk taking of successfully 
intelligent individual. In other words, they are willing to try 
in order to gain a solution. And if in the course of trying 
they make a mistake or fail, they persevere.

10.	Successfully intelligent individuals do not procrastinate. 
Let’s	 face	 it,	 we	 all	 procrastinate	 at	 times.	 But	 when	
we procrastinate, we don’t achieve. Less successful 
individuals can become expert procrastinators, getting 
so immersed in daily trivia it gobbles up their time. They 
never get started on long term goals. With many of these 
individuals it may take forever just to get everyday work 
done and they never get started on projects that could 
make a difference in their lives.

Another interesting item of note about procrastinators 
is that they are always pressed for time. It’s because they 
are always putting things off, then when a deadline is upon 
them, they have to rush to complete the task. Often in their 
rush to complete a task, they do not do a very good job 
either! Procrastinators are very often late for appointments 
and social functions-often to the irritation of their hosts. 
To help this person, help them set goals, both long term 
and short term. Often procrastinators underestimate the 
amount of time it takes to complete a task, which adds to 
them feeling pressed for time. Help them set reasonable 
time expectations to complete the various parts of a task. 
If you are having difficulties with procrastination and time 
management, find someone who you deem to be good at 
these things and seek their advice. Look for someone who 
amazes you in regard to how much they accomplish in a day.

Mary Ann is a nurse who is a great time manager. She 
gets	an	enormous	amount	accomplished	in	one	day.	Besides	
working full time, she has three children, who are active in a 
variety of activities and Mary Ann herself is involved in some 
community and church activities. Yet she handles each day 
with a mastery of her time, accomplishing much and never 
seems to appear rushed. When asked about her productive 
life, she states she hates to waste time and it’s all in the 
planning	 and	having	 a	plan	B	 to	 fall	 back	on,	 just	 in	 case	
plan A fails! Successfully intelligent individuals are aware of 
the penalties of procrastination. They tend to schedule their 
time wisely. They schedule their time in order to get things 
done and done well. There is much to be learned about time 
management from a successfully intelligent person.  

11.	Successfully intelligent individuals accept fair blame. Some 
individuals accept no blame. They have an “I can do no 
wrong” attitude which only results in alienating others 
as they are perceived as being arrogant. On the other 
hand, there are others who accept blame for everything 
and are always apologizing, even for things over which 
they have control or accountability. 

Misattribution of blame can be seriously debilitating. 
If a person always accepts blame, it can result in low to no 
motivation to attempt anything. Successfully intelligent 
individuals accept blame for their own mistakes. They 
only accept blame if it is their fault. Successfully intelligent 
individuals don’t make excuses or blame someone else. 
They may say something like: “I’m sorry; I made a mistake, 
let me correct that right now.” Furthermore, successfully 
intelligent individuals expect others to do the same. Peggy 
is a nurse who works on a medical-surgical unit where a lot 
of post-operative abdominal surgery patients are admitted. 
Time and again, the wrong diets arrived from the dietary 
department for many of Peggy’s patients. Time and again, 
Peggy phones the dietary department to re-order meals for 
her patients. Often the replacement meals do not arrive for 
an hour or more, leaving patients hungry and angry. 

On Mr. Vittles’ third post-operative day and third day 
of incorrect meals, Mr. and Mrs. Vittles launched into an 
attack on Peggy. They were both irate that something as 
simple as the correct meal couldn’t seem to be delivered 
to Mr. Vittles. They even began to question whether he was 
receiving correct medications, since correct meals were not 
materializing. Peggy, tired of apologizing for this problem, 
over which she had no control, decided to take another 
approach. Peggy found the dietary director and asked 
her to pay a visit to Mr. Vittles. Peggy escorted the dietary 
director into Mr. Vittles’ room and introduced them. Peggy 
explained to Mr. Vittles that the dietary director was the 
person who supervised the staff who prepared the patients’ 
trays, and that it was the director who could fix the problem. 

Mr. Vittles then proceeded to air all his concerns about 
the	 meal	 problems	 to	 the	 dietary	 director.	 Guess	 what	
happened after that? Right, the meal problem was fixed. 
Peggy had stopped accepting the blame for a problem 
over	 which	 she	 had	 no	 control.	 But	 when	 the	 appropriate	
person was face to face with the problem, and accepted 
accountability, the problem got resolved. 

As nurses, how many problems do we accept the blame 
for, on a daily basis, over which we have no control? If this 
is happening to you, you may be contributing to prolonging 
the problem by apologizing for it when you have no control 
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over	 the	problem.	Be	 successfully	 intelligent	 and	 customer	
focused. It’s fine to say, “I’m sorry this has happened, but let 
me get the person who can fix this to talk with you.” Then 
follow through. Successfully intelligent individuals do not 
accept accountability for those things they cannot fix.

12.	Successfully intelligent individuals reject self-pity. There are 
individuals who seem to wallow in self-pity. The self-pity 
seems	to	never	end	for	some	individuals.	Everyone	and	
everything	 in	 their	 life	 is	 wrong!	 Even	 if	 it	 a	 beautiful	
sunny day, the person sitting on the pity pot will find a 
reason why the beautiful sunny day is a problem. The 
self-pitying	person	reminds	me	of	Eeyore	who	is	always	
down about something. One wonders if some of these 
individuals even know how to smile or laugh. You say 
“good morning” to them and they respond with “What’s 
so	good	about	it?”	Excessive	self-pity	is	both	maladaptive	
and is off-putting to others. While the person is 
wallowing in self-pity, they are accomplishing nothing or 
if they do manage to accomplish something, it is usually 
poor quality work. After all, it won’t be right anyway, so 
why should they even try?

And while you started out as a pretty happy person, 
after	being	around	 this	Eeyore,	 you	are	now	 feeling	down,	
and you don’t know why! Who wants to be around a person 
who wallows in self-pity? Successfully intelligent individuals 
have	 little	 to	no	 time	 for	 self-pity	or	poor	quality	work.	Be	
mindful of your own level of self-pity. While you cannot 
change the behaviors of others, you can limit your exposure 
to these individuals, or at least recognize them for what they 
are and not allow yourself to be dragged down with them.

13.	Successfully intelligent individuals are independent. 
Successfully intelligent individuals rely primarily on 
themselves. Successfully intelligent individuals do 
not expect others to take on their responsibilities. It is 
important to role model independence, self-initiation 
and motivation so that others may learn to do so as well. 
If one always tells and shows another how to do, they will 
never learn to be independent. Instead the person will 
learn to wait and be told and shown what to do and how 
to do it. 

While some guidance needs to be offered in the 
beginning as someone is learning, it is then important 
for the individual to develop his or her tacit knowledge 
(learning without the assistance of others) in order to 
achieve independence. In precepting advanced beginner 
nurses, Sue often simply observes their actions, only 
intervening if she thinks the new nurse is going to do 
something dangerous or harmful to the patient. Sue is 
allowing her new orientees opportunities to develop their 
independence.

14.	Successfully intelligent individuals seek to surmount personal 
difficulties.	 Everyone	 has	 sorrows	 or	 tragedies	 in	 their	
lives at times. The successfully intelligent keep their 
personal lives separate from their professional lives. 
They attempt to not allow personal problems to 
influence performance in a professional arena. However 
one may be so devastated by a personal problem, that in 
spite of the best efforts, it may take a toll on one’s work. 
If one is distracted by a bitter divorce, physical abuse or 
an unexpected death, one may make mistakes at work. 
This can happen even to the best person.

However, it is the successfully intelligent person who 
recognizes the source of distraction and deals with it. They 
may make an extra effort to be diligent or perhaps they take 
some time off until the sorrow passes, then they return to 
work without the distraction. However some individuals may 
choose to wallow in their problems excessively. This results 
in gross interference in their work and personal life. 

15.	Successfully intelligent individuals focus and concentrate to 
achieve their goals. Many individuals find they are easily 
distracted or have a short attention span. We see many 
individuals that have been labeled as having an attention 
deficit, and perhaps some of these individuals do indeed 
benefit from current medications. The problem with 
high levels of distractibility is that these individuals 
don’t	get	much	done.	But	how	many	people	simply	never	
learned to focus and concentrate? Perhaps teaching 
these individuals how to create structure for themselves 
would be helpful.  

Again, helping them create a to-do list and prioritizing it 
may be of assistance. Recognize when you do your best work. 
Some individuals are morning people, while others peak 
in the afternoon or evening hours. If you are a morning 
person, you may want to tackle projects during the morning 
versus the afternoon when you experience the ‘slumps’.

What kind of environment does one need in order to 
remain focused? Some individuals seem to be able to be 
productive with music blaring, while others require quiet. Is 
there a time of day when you can be left alone with minimal 
or no interruptions? Could someone else answer the phone? 
Could you close an office door to assure some peace and 
quiet?  

At	 St.	 Good	 Sam’s	 Hospital,	 a	 Joint	 Commission	
inspection found nursing documentation to be woefully 
inadequate.	 Even	 the	 nurses	 were	 not	 satisfied	 with	 their	
own documentation. In arriving at solutions to fix this 

problem, the nurses recognized that the great number of 
interruptions and the fact they did not even have a desk to 
sit at were contributing to their documentation woes. One 
nurse hit upon the idea to use an empty janitor’s closet as 
an office. The nurses found two desks in the basement of 
the hospital and asked maintenance to move the desks into 
the closet that now had a hand written “Nurses’ Office” sign 
posted on the door.  

Next the nurses procured (pirated from another office) 
two chairs and stocked the desks with their forms, pens 
and paper. They then implemented “office time” where 
the nurse who covered you for lunch would also cover your 
patients for you while you went into the office to complete 
your documentation. What the nurses found was that within 
twenty to thirty minutes tops, they were able to complete 
all their documentation, update care plans and patient 
teaching records. They also found they gave a better change 
of shift report. When Joint Commission returned for a re-
inspection, they gave accolades to the nurses for the vast 
improvements made in a short period of time. What these 
nurses did was create an environment where they could 
stay focused and concentrate on the task (documentation) 
at hand and gave it structure in the form of “office time”. 
What’s even more interesting is that this solution of a 
“Nurses’ Office” did not cost the hospital a penny! This 
illustrates quite a use of analytical, creative and practical 
intelligence on the part of these nurses. These nurses are 
successfully intelligent in that they became aware of the 
circumstances that would allow them to function at their 
best and they created and used that environment.

16.	Successfully intelligent individuals spread themselves neither 
too thin nor too thick. When we spread ourselves too thin, 
we over commit and end up completing only small 
amounts on many projects, or do not complete projects 
at all. For those who over commit, learning to say no 
may be helpful. At the other extreme, there are those 
who spread themselves too thick and don’t commit to 
enough. Perhaps these individuals say “no thank you” 
too often.  

In under committing one misses opportunities and this 
may result in a decreased level of accomplishment. In fact if 
one always declines invitations to take part in opportunities, 
eventually one will stop being invited at all. Successfully 
intelligent individuals do not take on every opportunity 
that	passes	their	way.	But	they	do	have	a	sense	for	knowing	
what is too little or too much for them to handle at any 
given time. Successfully intelligent individuals allot their 
time to achieve maximum performance, but they recognize 
when it is unrealistic for them to take on another project 
and decline respectfully. You might hear these individuals 
saying something like: “I’d love to participate on your 
committee, but right now I have other commitments that 
would preclude me from giving your project the attention 
it requires. I appreciate you asking me, but I’m going to 
decline this time. If another project presents itself in the 
future, please consider me again.”

17.	Successfully intelligent individuals have the ability to 
delay gratification. Many individuals seek rewards for 
accomplishing small projects. Perhaps the person is an 
author and writes only short articles and seeks to have 
them published, when he or she could have written a 
book and garnered even more success. Successfully 
intelligent individuals recognize success does not come 
overnight, thus it requires a delay in gratification. 
However, for those who are not willing or able to delay 
gratification, they often give up and abandon their 
goals.  

Kelly graduated from college and had the goal of 
becoming a nurse. While at a community college taking her 
prerequisite courses, she became certified as a phlebotomist. 
She wanted a job in a clinic, offering Monday through 
Friday,	9	AM	to	5	PM	hours	as	did	everyone	else.	Since	the	
only jobs available were on the midnight shift with rotating 
weekends and holidays at the hospital, she abandoned the 
idea of being a phlebotomist to help her pay for school. Next 
Kelly became a certified nurses’ assistant  (CNA) and she 
desired work on a pediatric unit in the hospital, but only on 
the day shift. 

Again, the only jobs available were on the afternoon and 
midnight shifts and there were no positions for CNA’s on 
the pediatric unit. The only place she could find a day shift 
position was working as a CNA in a nursing home. Kelly, not 
wanting to work any shift but days and not wanting to work 
with the geriatric population, abandoned her goal of being 
a CNA. Kelly is not willing to delay gratification for working 
when and where she wants for a job in the meantime to help 
pay for nursing school. Plus she has spent time and money 
on obtaining these two certifications and is now not using 
them. What will happen if she is successful in completing 
her nursing education, but isn’t able to obtain the “ job of 
her dreams”?  

Will she abandon nursing all together? Successfully 
intelligent individuals recognize they may have to “pay their 
dues” first delaying gratification before they achieve their 
ultimate goal. Successfully intelligent individuals are willing 
to “pay their dues”.

18.	Successfully intelligent individuals have the ability to see the 
forest for the trees. For some individuals, taking on a big 
project or task is too overwhelming for them. They 
choose to get bogged down in minutia and trivial 
details and are either unwilling or unable to deal with 

the bigger task at hand. And yes, small details can be 
very important at times. It is important to give the 
correct medication to the correct patient. It is important 
to deflate that urinary catheter balloon before one 
removes	 it.	 But	 some	 individuals	 obsess	 over	 these	
details checking, rechecking and triple checking and 
consulting with everyone, but in the meantime, the 
urinary catheter is still in the patient and has not been 
removed!  

Successfully intelligent individuals, while paying 
attention to details, are able to sort out the consequential 
details from those that are inconsequential. Does it really 
matter if one deflates the urinary catheter balloon before 
one offers the patient a urinal? Or is it more important to 
deflate the balloon fully with a syringe before one attempts 
to remove the catheter? Successfully intelligent individuals 
recognize there is more than one way to complete a given 
procedure, and they are able to maintain the integrity of a 
procedure, while entertaining various ways to complete the 
procedure. Successfully intelligent individuals know the 
answers to these questions: Why am I doing this?  What do I 
hope to achieve?  They see the forest for the trees.

19. Successfully intelligent individuals have a reasonable level of 
self-confidence and a belief in their ability to accomplish their 
goals. Self-confidence is essential for success. Too little 
self-confidence gnaws away at our ability to get things 
done due to self-doubts. If we constantly doubt ourselves 
it results in a self-fulfilling prophecy or ineptitude and 
inaction. If we don’t have confidence in ourselves, how 
can	 we	 expect	 others	 to	 have	 confidence	 in	 us?	 Being	
a nurse, it is essential to maintain a level of confidence 
in our actions as it provides a level of comfort to our 
patients.  

If you were the patient, would you want a nurse who is 
exhibiting self-doubt about to undertake a procedure on 
you? Most people want someone who is confident that 
she knows what she is doing. At the other extreme are 
individuals who have too much self-confidence. These 
individuals often come across as being arrogant or won’t 
admit when they do not know all there is to know. Overly 
confident individuals often have difficulty admitting when 
they have made a mistake and perhaps need to make 
improvements. Often they are reluctant to ask for help when 
they need it. They may take on tasks or projects for which 
they are not or are ill prepared, resulting in calamitous 
errors.

Mark	 is	 a	 nurse	 who	 works	 in	 the	 ICU.	 He	 was	 taking	
care	 of	 Mrs.	 Blupuffer	 when	 she	 began	 to	 experience	
difficulty breathing.  Mark had seen a number of patients 
intubated and since he knew where the endotracheal tubes 
were	 stored,	 he	 decided	 to	 intubate	 Mrs.	 Blupuffer.	 Mark	
had never intubated any other patient previously, nor was he 
granted that privilege as a practicing staff nurse. Needless 
to say, since he did not know how to perform the procedure, 
he botched it. Anesthesia was paged when another nurse saw 
what Mark had done and was able to successfully intubate 
Mrs.	 Blupuffer	 without	 further	 incident.	 When	 discussing	
this incident with his nurse manager, Mark stated he 
thought it was entirely appropriate for him to attempt the 
procedure,	 since	 he	 had	 seen	 it	 done	 previously.	 Because	
of the arrogance that often exudes from these individuals 
it may cause resentment from others. Arrogance also blocks 
the free exchange of ideas, because the overly confident 
individual always has to be right. Successfully intelligent 
individuals know how to strike the right balance of self-
confidence and belief in their abilities.  

20. Successfully intelligent individuals balance analytical, 
creative and practical intelligences. This is the definition of 
successful intelligence. It knows when and how to use 
our analytical intelligence (critical thinking strategies), 
formulate new ideas with our creative intelligence, 
then put those plans into action by employing our 
practical intelligence. Successfully intelligent individuals 
recognize there are times to be analytical while other 
situations call for creativity. There are times to be 
creative, but there are situations that do not call for 
creativity. One may not want a real creative accountant 
because one could find him or herself in trouble with 
the Internal Revenue Service! Successfully intelligent 
individuals use a continuum of all three intelligences. 
This allows for fluid thinking that yields problem 
resolution, productive individuals and a further gain in 
tacit knowledge. 

In today’s world of healthcare with financial 
considerations, the rapid influx of new technologies, more 
patients, sicker patients, and ever more new procedures to 
learn, just to name a few of the things we deal with everyday, 
we need successfully intelligent nurses. Healthcare is crying 
out for nurses who can move beyond inert knowledge and 
excel through the use of successful intelligence. We need 
nurses who can analyze problems, create solutions, evaluate 
the best options, and put their plans into action. It is hoped 
this series of independent studies has inspired the reader 
to think about one’s thinking (metacognition) and work 
towards honing one’s successful intelligence. 

Developing a Nursing IQ continued from page 12

Developing a Nursing IQ continued on page 14
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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: ____________

Please circle one answer.

1.	 Inert	intelligence	is	goal	oriented.	
 A. True
	 B.	 False

2. Algorithms usually fit everyday problems we 
encounter.

 A. True
	 B.	 False

3. Having a low IQ may set the stage for low 
expectations.

 A. True
	 B.	 False

4.	 Those	 with	 high	 IQ’s	 may	 view	 themselves	 as	
failures when they encounter a situation they don’t 
know how to handle.

 A. True
	 B.	 False

5.	 IQ	test	results	are	predictor	for	future	performance.
 A. True
	 B.	 False

6. People who use primarily one form of intelligence 
are deemed to be successfully intelligent.

 A. True
	 B.	 False

7. Inert intelligence is a part of analytical intelligence 
as is critical thinking.

 A. True
	 B.	 False

8.	 Evaluation	of	a	situation	calls	for	the	use	of	creative	
intelligence.

 A. True
	 B.	 False

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

 A. True
	 B.	 False

10.	 Practical	intelligence	involves	putting	our	ideas	into	
action and is sometimes called ‘common sense’.

 A. True
	 B.	 False

11.	 A	‘can-do’	attitude	contributes	nothing	to	successful	
intelligence.

 A. True
	 B.	 False

12.	 Tacit	 knowledge	 is	 action	 oriented	 and	 correlates	
directly to IQ scores.

 A. True
	 B.	 False

13.	 A	 person	 with	 high	 tacit	 knowledge	 may	 be	
described as being practical and down to earth.

 A. True
	 B.	 False

14.	 Tacit	 knowledge	 is	 relevant	 to	 the	 attainment	 of	
goals and is about knowing and doing.

 A. True
	 B.	 False

15.	 Self-efficacy	 means	 one	 possesses	 a	 ‘can-do’	
attitude.

 A. True
	 B.	 False

16.	 Experiences	contribute	to	our	tacit	knowledge	and	
practical intelligence.

 A. True
	 B.	 False

17.	 Reflection	 is	 a	 strategy	 one	 can	 employ	 in	 order	 to	
gain profit from one’s experiences.

 A. True
	 B.	 False

18.	 War	stories	and	case	studies	add	very	little	to	reflection	
and tacit knowledge. 

 A. True
	 B.	 False

19.	 Reflection	is	the	only	method	to	gain	tacit	knowledge.
 A. True
	 B.	 False

20. Self-sabotage can prevent one from realizing 
successful intelligence.

 A. True
	 B.	 False

21.	 Internal	 motivation	 provides	 the	 desire	 to	 see	 a	 job	
well done and may distinguish genius.

 A. True
	 B.	 False

22. Successfully intelligent individuals know when to 
persevere and when to give up.

 A. True
	 B.	 False

23. Putting together a to-do list and prioritizing the items 
is an action plan.

 A. True
	 B.	 False

24.	 Successfully	intelligent	individuals	know	that	the	only	
way to benefit from an idea is to put it into action.

 A. True
	 B.	 False

25.	 Zeno’s	Paradox	states	that	by	repeatedly	going	half	the	
distance toward a goal, one will achieve the goal.

 A. True
	 B.	 False

26. Successfully intelligent individuals always have to be 
told what and how to complete a given task.

 A. True
	 B.	 False

27. Fear of failure has no effect on low or high achievers.
 A. True
	 B.	 False

28.  Procrastinators seem to always be pressed for time 
and could benefit by setting goals.

 A. True
	 B.	 False

29 Misattribution of blame can be debilitating and de-
motivating.

 A. True
	 B.	 False

30.	 By	 accepting	 blame	 for	 a	 problem	over	which	 one	
has no control, one may be contributing to the 
problem.

 A. True
	 B.	 False

31.	 Role	 modeling	 independence,	 self-initiation	 and	
motivation is a good way for others to learn these 
skills.

 A. True
	 B.	 False

32. Creating an environment that limits distractions 
can help maintain focus and is always costly.

 A. True
	 B.	 False

33.  Successfully intelligent individuals neither over nor 
under commit to projects.

 A. True
	 B.	 False

34.		 One	may	have	to	delay	gratification	and	‘pay	one’s	
dues’ on the way to achieving ultimate goals.

 A. True
	 B.	 False

35.	 A	reasonable	level	of	self-confidence	is	essential	for	
success, while arrogance blocks the free exchange 
of ideas. 

 A. True
	 B.	 False

Bonus Question:

I am a successfully intelligent nurse!
 A. True
	 B.	 False

POST TEST AND EVALUATION – DEVELOPING A NURSING IQ - PART V: PRACTICAL INTELLIGENCE: SURVIVING IN THE REAL WORLD
Complete your post-test online! Go to www.ohnurses.org and click on                           . See page 5 for details. 

Evaluation
1.	 Were	the	following	objectives	met?

 a. Recognize the three components of successful intelligence.   ___ Yes  ___No

 b. Define tacit knowledge.   ___ Yes  ___No

 c. List self-activation methods to develop one’s practical intelligence.  ___ 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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A New CE4Nurses!
Newly redesigned continuing education website from the Ohio 

Nurses Foundation lets nurses conveniently earn CE online to be 
launched in January.

The Ohio Nurses Foundation is proud to announce the 
re-launch of its online center for continuing education, 
CE4Nurses	in	January	2011.

CE4Nurses	 has	 been	 the	 premier	 destination	 for	Ohio	
nurses to get quality continuing education at affordable 
prices–and the Ohio Nurses Foundation is making it 
even easier for nurses to get the contact hours they need 
to maintain their license and stay at the forefront of their 
practice.

All	courses	available	through	CE4Nurses	are	provided	by	
the	Ohio	Nurses	Foundation–the	only	CE	provider	in	Ohio	
that	is	both	approved	by	the	Ohio	Board	of	Nursing	to	offer	
CE	 and	 accredited	 as	 a	 provider	 of	 CE	 by	 the	 American	
Nurses Credentialing Center. 

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

The	new	CE4Nurses	will	let	nurses:
•	 Purchase	as	many	studies	as	they	want	at	one	time
•	 Store	 the	 studies	 they’ve	 purchased	 to	 complete	 at	

their convenience
•	 Save	answers	 in	 the	middle	of	a	 test	and	come	back	

to it later
•	 Flag	questions	that	are	skipped	and	go	back	to	them	

later
•	 Review	all	answers	before	submitting	the	test
•	 Re-take	the	test	up	to	two	additional	times	if	needed
•	 Print	a	certificate	upon	passing	the	study
•	 See	 all	 studies	 taken	 at	 CE4Nurses	 and	 print	

certificates any time
•	 Complete	 the	 3	 studies	 published	 in	 the	Ohio Nurse 

online (and free for Ohio Nurses Association 
members)

By	 taking	 Category	 A	 Studies	 through	 CE4Nurses,	
nurses are guaranteed that their one-hour requirement 
of Category A meets the guidelines set forth by the Ohio 
Board	of	Nursing.

50 Studies Available January
To get started, go to www.ohnurses.org and click on the 

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

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.

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. 

Ohio Nurses Foundation Announces $10,000 Grant to Research the 
Cost-Effectiveness of Registered Nurse Staffing

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) small 

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. 
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Jan Lanier, RN, JD

This independent study has been developed to provide 
nurses with an overview and introduction to volunteering 
and	the	Ohio	nursing	law	and	rules.	1.39		contact	hours	in	
Law and Rules (Category A) will be awarded. Copyright © 
2010	Ohio	Nurses	Foundation.

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

Expires	10/2012
 

OBJECTIVE
Upon	completion	of	this	independent	study,	the	learner	

will be able to:
1.	 Describe	how	the	law	regulating	nursing	practice	
 applies to nurses working in a volunteer capacity.

The author and planning committee members have 
declared no conflict of interest.

There is no commercial support for this independent 
study.

Independent Study 
Nurses frequently volunteer to provide nursing care in 

a variety of settings–as a parish nurse, during natural or 
man-made disasters, at free clinics, or as school health aides 
to name just a few. As volunteers, nurses play a key role in 
meeting patients’ health care needs.  While volunteering 
is laudable, nurses should make certain they avoid the 
potential “traps” that await them if they are not up-to-
date with respect to relevant laws and rules applicable to 
volunteers.

This study begins with a legal definition of nursing 
practice and then considers how licensure status affects a 
nurse’s authority to provide care. Practice standards, as they 
apply to volunteer nurses, are also addressed. Finally, the 
study looks at other relevant issues such as tax implications 
and immunity from liability so that nurses are prepared to 
find their way through the “ jungle” of volunteering.

“Volunteer” means to offer or bestow one’s services 
without solicitation or compulsion. (Webster’s Revised 
Unabridged	 Dictionary,	 1913).	 The	 Fair	 Labor	 Standards	
Act (FLSA) goes on to state a volunteer is, “one who 
performs hours of service for a public service agency or 
organization for civic or humanitarian reasons, without 
promise, expectation, or receipt of compensation for 
services rendered.” Conceivably, one could become a 
volunteer almost without realizing what is happening. For 
example, when a nurse spontaneously agrees to help out a 
neighbor with his/her health care needs, or agrees to be 
the “nurse” during a school field trip he/she is engaging 
in nursing practice. At other times, a nurse’s volunteer 
status is more intentional–the parish nurse or the free 
clinic volunteer provides more formalized opportunities 
for nurses to use their expertise to benefit the larger 
community. Regardless of the circumstances, in Ohio, 
the law regulating nursing practice applies whether one 
receives compensation for the care provided or not. In 
other words, if one engages in activities that constitute the 
practice of nursing, as that practice is broadly defined in 
law, the individual must comply with relevant statutory and 
regulatory mandates.

What constitutes the practice of nursing in Ohio? For 
a registered nurse (RN) that practice includes clinical 
components as well as activities that may not entail direct, 
hands-on patient care. Clinically, RNs execute prescribed 
regimens and administer medications and treatments 
prescribed by authorized individuals. This is the only 
dependent function defined for RNs. That means in 
order to engage in these activities, the RN must have an 
appropriate order from an authorized practitioner. RNs do 
not need an order to engage in independent functions that 
include identification of patterns of human responses to 
actual or potential health problems amenable to a nursing 
regimen and execution of a nursing regimen that includes 
selection, performance, management, and evaluation of 
nursing actions. A nursing regimen includes prevention, 
restorative, and health promotional activities. In addition, 
independent RN practice includes assessing health status 
for the purpose of providing nursing care; providing 
health counseling and health teaching; and administering, 
teaching, supervising, delegating, and evaluating nursing 
practice.	 (Section	4723.01	 (B)	Ohio	Revised	Code).	While	
Licensed Practical Nurses (LPNs) practice at the direction 
of RNs, physicians, dentists, optometrists, podiatrists, 
or chiropractors, activities constituting LPN practice 
also involve certain aspects of teaching and delegation 
in addition to medication administration and providing 
treatments	 pursuant	 to	 appropriate	 orders.	 Unlike	 RNs,	
an LPN has no independent practice role regardless of the 
setting	 in	which	that	practice	occurs.	(Section	4723.01	(F)	
Ohio Revised Code).

As you can see the definitions of practice for both 
RNs and LPNs are all encompassing and include many 
activities typically expected of volunteers. Merely because 
the expected activities do not involve direct hands-on care 
does not mean that the volunteer nurse can ignore the 
legal requirements related to practice, including licensure 
requirements. 

Once the law defines nursing practice, it goes on to 
state that only someone who holds a current valid license 
issued	by	the	Ohio	Board	of	Nursing	may	engage	in	those	
activities. Furthermore, the titles RN or LPN may be used 
only if the nurse is appropriately licensed. These titles 
along with NP (nurse practitioner), CNS (clinical nurse 
specialist) CRNA (certified registered nurse anesthetist), 
CNW (certified nurse-midwife), and APN (advanced 
practice nurse) are all considered protected titles that are 
conferred by virtue of continuing to meet all requirements 
for licensure.  Conversely, educational credentials are not 
addressed in the law and using them is not dependent on 
licensure status, provided the title does not represent to the 
public that the individual is authorized to practice nursing. 
In other words, an individual who earns a baccalaureate 
degree	 in	nursing	(BSN)	may	use	 those	 initials	 regardless	
of licensure status so long as the individual is not engaging 
in nursing practice or holding themselves out as a licensed 
nurse.

Putting it into practice
The requirement that one must hold a current valid 

license to engage in nursing practice means that if an 
individual has placed his/her license on inactive status 
or has allowed the license to lapse by failing to renew 
it, the individual can no longer engage in activities 
that constitute nursing practice. Further, the initials 
RN, LPN, or other protected titles cannot be used. If 
you are being asked to serve in a volunteer capacity 
because of your nursing expertise, you must make 
sure you hold a current valid license before taking on 
the position or responsibility. Remember, under Ohio 
law whether one will or will not receive compensation 
makes no difference.

A retired nurse who decides not to renew her license as 
an RN would not be able to volunteer as a parish nurse to 
the extent the activities fit within the definition of nursing 
practice. He/she could act as an unlicensed individual, 
but would have to act pursuant to delegation by a duly 
licensed RN. Limits with respect to the kinds of tasks that 
the unlicensed person could perform would apply, so the 
delegating nurse would have to be aware of those limitations, 
particularly with respect to medication administration. 
Board of Nursing rules prohibit delegation of medication 
administration by a nurse unless specific statutory authority 
exists to allow it.

As with most laws, exceptions to the licensure 
requirements are included as part of the statute, and the 
laws regulating nursing practice are no different–hence 
the “ jungle”! In Ohio one may engage in activities that fall 
within the definition of “nursing practice” without a license 
in the following circumstances:

•	 Currently	 enrolled	 students	 in	 nursing	 education	
programs	 approved	 by	 the	 Board	 of	 Nursing	 when	
the student is acting under the auspices of the 
educational program and supervised by a faculty 
member or teaching assistant;

•	 When	 rendering	 medical	 assistance	 if	 under	 the	
direction, control and supervision of a licensed 
physician;

•	 When	 acting	 as	 a	 nurse	 aide,	 orderly,	 or	 other	
auxiliary worker in a patient’s home, nursing home, 
hospital, etc.;

•	 When	providing	nursing	services	to	family	members	
or in emergency situations; or

•	 When	 caring	 for	 the	 sick	 in	 connection	 with	 the	
practice of religious tenets of any church and by and 
for its members.

The law also specifies that an Ohio license is not needed 
IF the nurse holds a current valid license issued by another 
jurisdiction in the following situations:

•	 Nurses	 employed	 by	 or	 under	 contract	 with	 the	
United	 States	 government	 (military	 or	 veterans	
affairs nurses);

•	 Nurses	who	are	employed	by	an	out-of-state	entity	to	
transport a patient through Ohio for no more than 
72 hours;

•	 When	consulting	with	an	Ohio	licensed	practitioner;
•	 When	 teaching	 as	 a	 guest	 lecturer	 for	 a	 nursing	

education program, continuing nursing education 
program, or in-service presentation;

•	 When	conducting	evaluations	of	nursing	care	for	an	
accreditation body; 

•	 When	 directly	 employed	 or	 under	 contract	 to	
provide care to someone in Ohio for no more than 
six months in any one calendar year; or

•	 When	 providing	 nursing	 care	 during	 any	 disaster	
that has been officially declared by an appropriate 
public official.

(Section	4723.32	Ohio	Revised	Code)

These are the only exceptions to licensure recognized 
in Ohio, which means if individuals do not fit within the 
stated parameters, they must hold a current valid Ohio 
license to engage in activities that are within the definition 
of	 nursing	 practice.	 Each	 state’s	 laws	 will	 differ	 in	 the	
licensure exceptions they recognize; therefore, if a nurse 
plans to provide care in another state, he/she should check 
that state’s laws to determine whether licensure is or is not 

required.
Practicing nursing without a license is considered 

the unauthorized practice of nursing and is a criminal 
offense. Many believe that unauthorized practice occurs 
only when non-nurses perform activities reserved by law 
for licensed individuals. However, a nurse who allows 
his/her license to lapse or who places the license on 
inactive status and then engages in nursing practice is 
also	 violating	 the	 law.	According	 to	 the	Board	of	Nursing	
in its publication Momentum,	 Summer	 2010,	 “The	 legal	
consequences for unlicensed practice of nursing may 
include felony charges for the non-nurse, nursing student 
(acting outside the education program), out-of-state 
licensee or suspended licensee. A lapsed or inactive 
licensee	may	 face	misdemeanor	 charges.”	Being	 convicted	
of any felony or a misdemeanor in the course of practice 
can	 also	 result	 in	 licensure	 action	 by	 the	Board.	 In	 other	
words the nurse could face charges in a court of law and 
upon conviction (plea of guilty to, no contest, or treatment 
in lieu of conviction) face loss of the nursing license in an 
administrative proceeding.

One further consideration relates to what is termed 
“aiding and abetting” the unlicensed practice of nursing, 
which is prohibited under Ohio law. Nurses who are 
responsible (with or without compensation) for recruiting 
volunteers to staff a free clinic or other volunteer initiative 
must be especially vigilant about their recruits. If nurses 
do not verify the licensure status of their volunteers and 
utilize them in nursing roles, they are aiding and abetting 
unlicensed	 practice.	 As	 the	 Board	 of	 Nursing	 cautions,	
“…(T)he need to be vigilant in identifying and avoiding 
unlicensed practice is critical because aiding and abetting 
another’s unlicensed practice of nursing may subject a 
licensed	 nurse	 to	 Board	 action.”	 (Momentum, Summer, 
2010).	 Unlicensed	 individuals	 may	 not	 be	 utilized	 to	
perform activities that are defined as nursing practice. 
Only with appropriate delegation by a licensed nurse 
may these unlicensed individuals perform delegable 
nursing tasks or activities. Furthermore, a clinic or other 
volunteer program may not via any mechanism, including 
social networks, advertise or hold out that its unlicensed 
personnel (volunteers) are nurses. Doing so is considered 
to be engaging in or aiding and abetting the unlicensed 
practice of nursing.

Putting it into practice
Scenario 1 

There is a tragic flood accompanied by a series of tornadoes 
in northeast Ohio that has resulted in multiple injuries to 
thousands of people. The governor has declared that a state 
of emergency exists. A retired nurse from Kentucky wants to 
help out the victims. Her license is on inactive status, and she 
holds no other license to practice nursing, Can she volunteer 
to help triage patients, treat injuries, start IVs etc.?

The activities would be considered the practice of nursing 
in Ohio, and this individual does not hold a current, valid 
license to practice; therefore, unless one of the exceptions 
applies, the individual would not be allowed to practice here. 
The circumstances described would not be considered an 
exception to licensure in Ohio. Because the nurse does not 
hold a current license from another jurisdiction, she could 
not volunteer her services. However, because each state’s 
laws differ as to what is considered nursing practice and also 
recognize exceptions differently, if the disaster were to have 
happened in another state the answer might change. Also 
note the exception recognized under Ohio law applies only to 
officially declared disasters.

Scenario 2
A retired nurse whose license expired last August has 

been asked by her daughter to help provide care to her 
granddaughter who has significant disabilities. The child 
needs multiple medications throughout the day and also is on 
intermittent tube feedings. Another child will be visiting the 
home, and this child has a serious seizure disorder for which 
Dyastat has been prescribed. Can the grandmother help out?

The care needed does constitute the practice of nursing 
and the grandmother does not hold a current valid license; 
however, the law recognizes an exception if caring for family 
members. In this scenario there is also another child involved 
who is not part of the family. This child may need to have 
emergency medication administered should she experience a 
seizure lasting more than 5 minutes. Again, the law recognizes 
an exception to licensure in emergency situations; therefore, 
the grandmother could care for both children.

Scenario 3
A nurse from California has retired and allowed her license 

to lapse. She is not licensed in any other state. During her 40-
year career she was well-known for her expertise in caring for 
people requiring complex wound care. She has been invited 
by a colleague in Ohio to be a presenter at a continuing 
education conference on wound care to be held in Columbus. 
May she participate?

The law defining the practice of nursing in Ohio includes 
teaching nursing practice. The law goes on to state that Ohio 
licensure is not required to teach in a continuing education 

Volunteering–It Can be a Jungle Out There!
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program IF the nurse holds a current license in another state. 
Because this nurse is not licensed in California or elsewhere, 
she would not be able to act as a presenter even if she did not 
hold herself out as an Ohio registered nurse.

Scenario 4
Many members of a large church are out of work and 

without access to routine health care. The pastor has asked 
a neighborhood registered nurse to set up a parish nurse 
program for the congregation. The nurse has agreed to do 
so and recruited other nurses to act as volunteers for the 
program. She suspects that some of the volunteers have placed 
their licenses on inactive status. She has placed notices in the 
church bulletin that read:

OPENING NExT SUNDAY–HEALTH 
SCREENINGS–AFTER ALL SERVICES. 

NURSES WILL BE ON HAND TO TAKE BLOOD 
PRESSURES AND ANSWER QUESTIONS ABOUT 

YOUR HEALTH STATUS. NO CHARGE, ALL AGES 
WELCOME.

Is there a problem with what this nurse has done?
The law regulating nursing practice prohibits not only 

unlicensed practice but also aiding and abetting in that 
practice. By utilizing volunteer nurses without regard for 
their actual licensure status the nurse may be aiding and 

abetting in unlicensed practice. In addition, by advertising 
that the screenings will be performed by “nurses” she is holding 

these volunteers out as licensees, which may be misleading/
inaccurate. Acting in this manner could subject the nurse to 

Board action affecting her license.

Keeping a license current
Because	 no	 one	 can	 predict	 when	 a	 volunteer	

opportunity might arise, keeping a nursing license current 
and valid is an important consideration for all nurses. In 
Ohio, a license must be renewed every two years.  Renewal 
can	be	accomplished	online,	by	regular	United	States	mail	
or	in-person	at	the	Board’s	office	in	Columbus.	The	Board	
of Nursing sends notices to all currently licensed nurses to 
remind them of the pending expiration of their license; 
however, once a license is lapsed or placed on inactive 
status,	the	Board	is	no	longer	obligated	to	send	its	reminder	
notices. It then becomes the nurse’s responsibility to 
initiate	contact	with	the	Board	to	change	his/her	licensure	
status.  If a nurse has been out of practice for five years or 
longer,	 the	24	hours	of	 continuing	education	 required	 for	
license renewal must meet certain prescribed criteria. (Two 
contact hours of category “A” law and rule; six contact hours 
covering nursing process and critical thinking, clinical 
reasoning or nursing judgment related to patient care; 
six contact hours related to pharmacology including drug 
classifications, medication errors, and patient safety; two 
contact hours related to clinical or organizational ethics in 
health care; and eight contact hours related to the area in 
which	 the	 nurse	 will	 be	 practicing.	 Section	 4723.24	Ohio	
Revised Code). If the nurse’s license has been inactive or 
lapsed	 for	 less	 than	 five	 years,	 the	24	hours	of	 continuing	
education required for re-licensure need not meet specific 
criteria,	except	for	1	hour	of	Ohio	nursing	law	&	rules.

Practice requirements
Once an appropriately licensed nurse has agreed to 

volunteer his/her services, other considerations come into 
play. The law regulating nursing practice states that failure 
to practice in accordance with acceptable standards of safe 
practice	may	 result	 in	 disciplinary	 action	 by	 the	Board	 of	
Nursing.	(Section	4723.28	(B)(19)	Ohio	Revised	Code).	The	
Board	has	adopted	a	series	of	rules	that	set	out	the	accepted	
standards	 of	 safe	 practice	 (Chapter	 4723-4	 of	 the	 Ohio	
Administrative Code), and these rules apply to all nursing 
practice whether rendered as a volunteer or not. In other 
words, competent practice is required regardless of the 
circumstances. The rules setting out standards of practice 
address two primary components of safe care–competent 
practice and activities of the nurse intended to ensure 
overall patient or client safety.

Standards addressing competent practice
Board	 rules	 require	 the	 nurse	 to	 demonstrate	

competence and accountability in all areas of practice in 
which he/she is engaged. That includes:

•	 Maintenance	of	current	knowledge	as	 to	 the	duties,	
responsibilities, and accountabilities of safe practice; 
and

•	 Recognition,	referral/consultation,	and	intervention	
when a complication arises.

Nurses cannot reasonably be expected to be competent 
in	every	area	 in	which	nursing	practice	occurs,	and	Board	
rules do not require that level of competence. Rather, the 
nurse must be competent and accountable in the areas 
of practice in which he/she is engaged. That means for 
example, a nurse who routinely practices in labor and 
delivery must keep up-to-date on practices and procedures 
developments, and changes typically encountered in a labor 
and	delivery	setting	but	not	those	for	a	NICU.	Nurses	may	
move from one specialty area to another and when that 
happens, it is the nurse’s responsibility to take whatever 
steps are needed to become familiar with all aspects of that 
new practice area.

Likewise, a nurse who volunteers to provide disaster 

relief must have current knowledge as to the duties he/
she will be expected to perform. Obviously, in certain 
circumstances a nurse may be thrown unexpectedly into 
a disaster situation without preparation. In that instance 
he/she would be expected to provide the safest possible 
care based on his/her knowledge, skills, and abilities. 
However, a nurse who routinely volunteers to provide care 
in a disaster would be expected to obtain and maintain 
up-to-date practice knowledge with respect to the duties 
entailed in that practice. Additionally, participating in 
a health screening effort is not limited to the screening 
activity alone. A nurse who notes a complication must act 
appropriately to ensure the safest possible outcome for the 
patient, which may include referral or consultation with an 
appropriately licensed practitioner. 

Putting it into practice
A parish nurse volunteer has been asked by a parishioner 

to assess a “spider bite” that has become red, swollen and 
painful. Upon observation, the nurse determines follow-up 
care is required. She also observes alarming bruising to the 
parishioner’s lower extremities.

Standards of acceptable practice require this nurse to 
both recognize the significance of her findings and intervene 
appropriately. Depending upon the policies and procedures 
of the parish nurse program the nurse should consult with a 
physician/APN or make the necessary recommendations and 
referrals for immediate follow-up care.

The rules setting forth practice standards also recognize 
that nursing practice includes activities that go beyond basic 
preparation. With constantly evolving technologies, nurses 
are often asked to learn new skills and techniques. When 
that happens, the nurse must ensure that he/she completes 
the requisite educational preparation, which must emanate 
from a recognized body of knowledge and that he/she can 
demonstrate the knowledge, skills, and abilities to provide 
that care. Further, the nurse must have a specific order 
from a legally authorized practitioner, and the activity in 
question must not be prohibited by any other law or rule. 
(Rule	4723-4-03	Ohio	Administrative	Code.	See	also	Rules	
4723-4-04	 and	 4723-4-05	 Ohio	 Administrative	 Code	 for	
rules specific to LPN and APN competency respectively).

This standard takes into account the need for nurses to 
enhance their skills, especially in certain specialty areas. 
It does not, however, negate certain prohibitions also 
contained in law. RNs and LPNs are expressly prohibited 
from practicing medicine, surgery or any of its branches. 
(Section	 4723.151	 Ohio	 Revised	 Code).	 Nurses	 without	
prescriptive authority may not recommend medications or 
medication dosages for legend drugs. Advanced practice 
nurses with certificates to prescribe are the only nurses 
in Ohio with this authority. Also, an RN or LPN may 
not engage in activities that constitute the practice of 
medicine or surgery. (This prohibition excludes APNs to 
the extent they are acting in concert with their statutory 
scope	 of	 practice).	 Unfortunately,	 whether	 a	 particular	
task or activity is the practice of medicine or surgery can 
be	 a	 difficult	 question	 to	 answer.	 The	 Board	 of	 Nursing	
is regularly asked to respond to questions about specific 
activities and has begun issuing “interpretive guidelines” 
that	 can	 be	 found	 on	 the	 Board’s	 website	 (www.nursing.
ohio.gov). The Ohio Nurses Association (ONA) Council 
on Practice Statements is another resource to help nurses 
decide whether they may perform a particular task without 
risking regulatory board action. (The practice statements 
are available at the ONA website, www.ohnurses.org). If a 
nurse has concerns about an aspect of his/her practice the 
Board	or	ONA	may	be	contacted	for	guidance.

Regardless of the activity, all standards require the 
nurse to successfully complete the accepted educational 
preparation and to maintain documentation of meeting 
that expectation. It is not enough to “see one, do one”. The 
rule requires both an educational component that is based 
on a recognized body of knowledge and demonstration 
of the requisite skills to safely perform the task. Finally, 
nurses are not authorized to independently undertake 
performance of tasks that constitute implementation 
of medical treatments or medication administration. 
There must always be a valid order from an authorized 
practitioner.

Standards for competent practice also include 
expectations that the nurse implement orders in a timely 
manner unless he/she believes or has reason to believe 
that the order may be inaccurate, not properly authorized, 
not current or valid, harmful or potentially harmful, 
or contradicted by other documented information. 
In addition, the nurse is expected to clarify orders by 
consulting with the appropriate licensed practitioner, 
to notify the practitioner if an order is not implemented, 
document what transpires, and take all steps necessary to 
ensure patient safety. Finally, a competent nurse consults 
and makes referrals in a timely manner; maintains 
confidentiality of patient information; uses acceptable 
standards of care as a basis for any observation, advice, 
instruction, teaching, or evaluation; and communicates 
information that is consistent with acceptable standards of 
safe care.

This series of standards related to competent practice 
pose some interesting challenges in the volunteer context. 
With respect to practitioner orders–when a volunteer 
sees a patient it is often difficult to determine whether 
there is an order and/or whether it is current, accurate, 
and appropriate. If a volunteer nurse’s assessment reveals 

observations that are inconsistent with the medical regimen 
described by the patient, the nurse should attempt to clarify 
the situation. If the nurse is expected to implement an 
order that he/she has reason to believe is not safe the nurse 
should attempt to verify the order with the practitioner and 
should not implement the order if he/she believes it is not 
appropriate to do so. If the order is not implemented, the 
nurse should inform the practitioner of the circumstances 
and take all steps needed to ensure the patient’s safety. 

When in doubt regarding an order, the nurse should:
Verify
Clarify

Notify &
Fortify

Maintaining patient confidentiality can be especially 
daunting in many circumstances in which a volunteer 
nurse may be practicing. Discussion of the patient’s 
condition and sharing of personally identifying health care 
information should be limited to those with a need to know 
for the purpose of providing necessary health care. It may 
be tempting to discuss one’s volunteer experiences, for 
example, at the end of a long night at a homeless shelter 
clinic. Such sharing could easily result in a breach of 
patient confidentiality.

Similarly, a nurse may volunteer as a health aide at 
a school clinic and in that capacity may have access to 
confidential and sensitive health care information for many 
students. Anything learned in the course of volunteering 
must remain confidential and should not be shared with 
friends or family members or anyone who does not have a 
medical need to know.

Standards focused on patient safety
Standards addressing patient safety require the nurse 

to display his/her applicable title when providing direct 
nursing care, even when communicating electronically.  
The	nurse	must	delegate	 in	accordance	with	Board	rules/
standards	 (Chapter	 4723-13	 Ohio	 Administrative	 Code)	
and also document and report accurately, timely, and 
completely nursing assessments or observations, the care 
provided,	and	the	patient’s	response	to	the	care.		Errors	or	
deviations from orders should be reported appropriately. 
Falsification of records is prohibited. In addition, nurses 
must implement measures to promote a safe environment; 
establish and maintain professional boundaries; provide 
privacy during care; and treat each patient with courtesy, 
respect, and dignity. Not surprisingly, standards of practice 
prohibit sexual conduct with a patient; physical, verbal, or 
emotional abuse; and misappropriation of patient property. 
(Rule	4723-4-06	Ohio	Administrative	Code).

Nurses, even when acting in a volunteer capacity, must 
wear a pin, badge, or something similar identifying them 
as licensed nurses. This enables patients and their family 
members to have information as to the skill level of their 
caregivers and helps them identify what level of help and 
care to expect from the various individuals they may 
encounter.

Nurses working as volunteers may very likely be working 
with unlicensed individuals, including nurses who do not 
hold a current valid license to practice nursing in Ohio 
(or qualify for one of the licensure exceptions recognized 
under Ohio law). Delegation of nursing tasks will likely be 
an important tool that nurses will rely upon to meet care 
needs of their patients. In doing so, nurses must be aware 
of the rules governing delegation and recognize that 
while responsibility for performing specific tasks may be 
delegated, the nurse remains responsible for the overall 
outcomes experienced by the patient.

For purposes of delegation, a “nursing task” is defined 
as an activity that constitutes the practice of nursing as 
a licensed nurse and may include (but not be limited to) 
assistance with activities of daily living that are performed 
to maintain or improve the patient’s well-being, when the 
patient is unable to perform that activity for him/herself. 
(Rule	 4723-13-01	 (J)	Ohio	Admin.	Code).	The	delegating	
nurse must be aware of the limits on delegation set forth in 
Ohio	Board	 rules,	 particularly	with	 respect	 to	medication	
administration.	 Generally,	 a	 nurse	 may	 not	 delegate	 the	
administration of medications to an unlicensed person 
except for certain over-the-counter topical medications 
to be applied to intact skin for the purpose of improving 
a skin condition or providing a barrier; ear and eye drops; 
suppositories; foot soak treatments; or enemas. (Rule 
4723-13-05	 (C)	 Ohio	 Admin.	 Code).	 This	 prohibition	
applies even if the unlicensed person to whom the nurse is 
delegating the task has been licensed as a nurse in the past.  

Before	delegating	a	nursing	 task,	 the	nurse	must	make	
certain the task is delegable and that the unlicensed person 
has the skills needed to safely perform the task. To be 
delegable the task must be one that:

•	 Requires	no	 judgment	based	on	nursing	knowledge	
and expertise on the part of the unlicensed person;

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

unchanging directions with no need to alter the 
standard procedures for performing the task;

•	 Does	 not	 require	 complex	 observations	 or	 critical	
decisions with respect to the nursing task;

Volunteering continued on page 18
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•	 Does	 not	 require	 repeated	 performance	 of	 nursing	
assessments; and

•	 The	consequences	of	performing	the	task	improperly	
are minimal and not life threatening.

Given	 these	criteria,	 it	 should	come	as	no	surprise	 that	
nurses may delegate to unlicensed individuals certain tasks 
but not the entire nursing process. Assessments, planning, 
and evaluation of care typically remain the purview of RNs. 

Further considerations guide the delegation process. 
The delegating nurse must have the knowledge, skills, and 
ability to perform the task and the task must be within the 
scope of practice of the delegating nurse. There must also 
be appropriate resources and support available for both the 
performance of the task and management of the outcome. 
Finally, adequate supervision, which need not be direct on-
site supervision in most instances, must be provided by an 
RN.	 (Rules	 4723-13-05	 (D)	 and	 4723-13-07	 Ohio	 Admin	
Code).

Delegation is an important tool that enables nurses 
in any situation to meet the demands of the health care 
system. It allows for allocation of human resources in a way 
that ensures safe care, if the principles of delegation are 
followed. The nurse is the key to safe delegation. Nurses 
should be aware of their ongoing responsibilities to the 
patients even when delegation has occurred. The nurse 
must ensure the unlicensed person has been taught the task 
and can demonstrate correct performance. The nurse also 
communicates his/her expectations with respect to the task 
to the unlicensed person, including when and what should 
be reported to the nurse. Supervision and evaluation of 
the unlicensed person’s performance of the delegated 
task is also critical. This does not mean the nurse must 
constantly be looking over the shoulder of the unlicensed 
person. Rather, periodic observation may be sufficient. 
When volunteers are individuals whose license to practice 
nursing is no longer current or valid, the delegating nurse 
may feel more comfortable about delegating; however, that 
does not mean the criteria determining whether a task is 
delegable can be ignored. Delegation is situation specific. 
No task is always delegable. It will depend on the needs 
of the particular patient, the skill level of the unlicensed 
person, and whether the nurse is able to provide sufficient 
direction, procedural guidance, and evaluation.

Putting it into practice
Scenario 1

A nurse has volunteered to act as a parish nurse, 
which includes regular blood pressure screenings. 
A parishioner who has been participating in the 
screenings reports feeling lightheaded on several 
occasions during the past week, and he has experienced 
headaches as well. The nurse is led to believe that 
these symptoms are new. He has forgotten to bring the 
card that contains previous blood pressure readings 
obtained by another parish nurse and confides that 
he has not been taking his blood pressure medications 
because he cannot afford the prescription refill. His 
blood	 pressure	 is	 190/136.What	 considerations	 must	
guide the nurse’s response to this situation? 

The nurse, although acting as a volunteer in a church 
setting, is nonetheless required to respond to what the 
parishioner is describing in a manner that is consistent 
with acceptable standards of safe care. That means, the 
nurse must document his/her observations and also report 
to the appropriate practitioner the fact that the prescribed 
medication has not been taken as ordered. Although the 
parishioner has reported for a routine screening, the nurse’s 
actions must go beyond a mere recording of data. The nurse 
should advise the parishioner of the importance of following 
up with his treating practitioner and of the need to take 
medications as prescribed. Finally, confidentiality must be 
maintained; however, there is also a requirement that findings 
be documented accurately, timely and completely. Often, as 
in this example, that expectation is fulfilled by giving the 
parishioner a card containing the requisite assessment data. 
When that information is not available to the nurse for one 
reason or another, the ability to make sound assessments can 
be compromised. In this case the parishioner has forgotten to 
bring along his card documenting previous visits with another 
parish nurse, which makes it difficult for this nurse to know 
what has happened previously and also to record her own 
findings. What is the back-up plan should this documentation 
be unavailable? Ideally, one should be in place and it must 
ensure confidentiality of the information. Finally, the nurse 
should wear identification indicating his/her applicable 
licensure title, and if contacting a practitioner regarding the 
parishioner, the nurse’s title should be communicated to that 
individual as well.

Putting it into practice
Scenario 2

A nurse, with a current valid license to practice as a 
registered nurse has volunteered to help out a friend by 
providing care one-day-per-week to a young child with 
multiple health care needs, including cerebral palsy. 
The	 nurse	 has	 worked	 for	 over	 25	 years	 in	 labor	 and	
delivery and is not familiar with the medications she 
will	be	administering	via	a	G-tube	to	the	child.	She	is	
also not up-to-date regarding the care needs of people 
with	diabetes	or	BPD	(bilateral	pulmonary	dysplasia),	
which are two of the conditions the child experiences. 
The child’s verbal skills are limited. During the 
morning a physical therapist will be in the home to 
provide therapy. The volunteer nurse will transport the 
child to school and make sure she is settled into her 
kindergarten classroom each afternoon. The child’s 
mother will pick her up at the end of the school day.

On day one, the mother leaves for work after briefly 
orienting the nurse/volunteer to the equipment 
and medication administration schedule. Almost 
immediately the nurse realizes she is in unfamiliar 
territory. What should her concerns be?

Board of Nursing rules require a nurse to maintain 
current knowledge of the duties, responsibilities, and 
accountabilities of safe practice. Although the nurse has not 
practiced with this type of client in the past, she has agreed to 
regularly provide nursing care to the child; therefore, it is the 
nurse’s responsibility to become familiar with the medications 
to be administered and other health care needs associated with 
the child’s various diagnoses. The nurse should document 
the care she provides each visit and communicate with the 
mother (or appropriate licensed practitioner) should there 
be a deviation in implementing the prescribed treatment 
regimen. For example, were all medications administered? 
What time were they given? Were tube feedings completed 
as ordered? The nurse should also wear a pin or badge to 
indicate her licensure title and communicate that information 
as appropriate to other members of the child’s health care 
team. The nurse should assess the child’s physical status 
to determine, in part, whether she is demonstrating any 
complications associated with diabetes or whether her 
respiratory system is further compromised. These observations 
should be documented as well. Even though care is provided 
in the home the nurse should make certain the child’s privacy 
and dignity are maintained. When transporting the child, 
the nurse should make certain she does so safely. Finally, she 
must respect the confidentiality of the information she obtains 
regarding the child’s medical condition and health care needs, 
communicating only with those having a medical need to 
know the information.

Other considerations
Many nurses are hesitant to volunteer because of 

potential liability risks. Several laws exist to provide civil 
immunity to volunteers in certain situations. Most nurses 
recognize	 the	 “Good	 Samaritan	 Law”	 as	 one	 way	 their	
liability is mitigated; however, that law has it limits. Ohio 
has also enacted statutes that protect nurses working in 
settings providing care to the needy. These laws have 
limitations as well. It is important for nurses to be aware of 
how these laws do or do not apply to them.

The	 Good	 Samaritan	 Law,	 found	 in	 Section	 2305.23	
of the Ohio Revised Code, provides immunity from 
civil liability when an individual–including a nurse or 
physician—renders emergency care or treatment at the 
scene of an emergency, without proper medical equipment 
and without remuneration or expectation or remuneration. 
Clearly	the	Good	Samaritan	Law	is	not	intended	to	provide	
immunity in most volunteer situations.

An	 extension	 of	 the	 protections	 afforded	 by	 the	Good	
Samaritan	Law	is	found	at	Section	2305.234	of	the	Revised	
Code and is intended to address some (but not nearly 
all) volunteer scenarios. When a nurse or physician is 
providing care to an uninsured, needy individual, again 
without remuneration, immunity from civil liability 
may be available, provided the individual is informed 
of the immunity provision and is able to and does give 
informed consent to the care. If, however, the care is 
provided as a result of a court order; includes delivery of 
a baby; or involves an operation, immunity is not available. 
(“Operation” is defined in the law as a procedure that 
involves cutting or otherwise infiltrating human tissue 
by mechanical means, including surgery, laser surgery, 
ionizing radiation, therapeutic ultrasound, or removal of 
intraocular bodies). Immunity is also not provided by the 
statute if the procedure to be undertaken requires deep 
sedation or general anesthesia, is not typically performed 
in an office, or is beyond the practitioner’s scope or area of 
practice expertise. 

Neither	 the	 Good	 Samaritan	 Law	 nor	 Section	
2305.234	ORC	provides	 immunity	 in	most	 of	 the	 practice	
scenarios provided thus far in this study; therefore, 
statutory protections have significant limitations for most 
volunteer situations. Further, Ohio’s immunity statutes 
apply only if the care giver/volunteer does not receive 
nor	 expect	 remuneration.	 Because	 federal	 income	 tax	
regulations recognize that volunteers can and do receive 
“remuneration” without losing their volunteer status, 

and because remuneration may affect one’s immunity 
from liability, it is important to know what constitutes 
remuneration.

Under	 Department	 of	 Labor	 guidelines,	 remuneration	
must be “incidental or insubstantial”, representing no more 
than 20% of what the entity would otherwise pay for the 
same activity based on prevailing wage. Volunteers in public 
agencies may also be provided inclusion in group insurance 
plans and occasionally workers’ compensation, provided 
the value of the benefits is within the 20 percent threshold. 
The remuneration cannot be a substitute for compensation 
or tied to productivity. Other factors to be considered 
include the distance traveled by the volunteer, the time and 
effort expended, how much time the volunteer is available, 
and whether services are provided as needed or year-round. 
[Department	 of	 Labor	 Letter:	 FLSA2005-51	 and	 29	 CFR	
section	553.106	(d)	&	(f)].

Remuneration can be tricky and could affect immunity 
provisions provided by other laws; therefore, to be on 
the safe side, nurses should purchase their own liability/
malpractice insurance coverage even if they have coverage 
through	an	employer.	Employer	coverage	is	valid	only	when	
the nurse is acting on behalf of the employer, not when 
he/she is acting outside of the employment context. When 
considering personal liability insurance the nurse should 
ask whether the plan covers administrative proceedings 
such	as	Board	of	Nursing	 licensure	actions	and	whether	 it	
is a claims made or occurrence based policy. The former 
provides protection only if the nurse holds the policy at the 
time the claim is filed. An occurrence based policy provides 
coverage regardless of when the claim is filed if the nurse 
held	the	policy	at	the	time	the	incident	occurred.	Because	
there can be years between when an incident occurs and 
the time the claim is filed, to ensure ongoing coverage with 
a claims made policy, one must purchase a “tail” once the 
policy is no longer in effect.

One final note about volunteering and taxes–Many 
volunteers are unaware that they are entitled to deduct 
many unreimbursed out-of-pocket expenses incurred in 
rendering gratuitous service to a qualified organization 
(public charity and many non-profit foundations). Such 
expenses include travel fares; mileage or cost of gas and 
oil; toll fees; parking; meals and lodging for overnight away 
from home travel; costs associated with a convention if the 
volunteer is chosen to represent his/her organization; and 
costs of operating personal property in conjunction with 
the volunteer work (such as cost of film). If one intends 
to deduct these expenses, adequate records must be 
maintained, and the organization must describe (before 
a tax return is filed by the volunteer with the IRS) the 
services provided and verify that the volunteer’s expenses 
were unreimbursed. 

To summarize, In Ohio:
* Compensation (volunteer status) is not a factor in 

determining whether one is practicing nursing
* If providing nursing care in Ohio, one must hold a 

current, valid license or meet one of the exemptions 
set forth in law

*	 Unlicensed	 persons	 include	 out-of	 state	 licensees	
and persons with suspended, lapsed, or inactive 
Ohio licenses

* Aiding and abetting the practice of nursing by 
unlicensed persons can subject a licensed nurse to 
disciplinary	action	by	the	Board	of	Nursing

*	 Volunteers	must	 practice	 in	 accordance	with	Board	
of Nursing standards of safe nursing care including 
those applicable to delegation

* Statutes conferring immunity from liability contain 
many limitations and apply only if the limitations are 
satisfied and the nurse receives no remuneration for 
services rendered

* Remuneration is a complex concept having both 
immunity and tax implications for the licensed nurse 
and the entity providing it.

The services of volunteer nurses are essential in order to 
meet health care needs that arise in a variety of situations, 
both routine and extraordinary. It is also essential that 
nurses protect themselves from potential licensure action 
by	 the	 Board	 of	 Nursing	 and	 from	 liability	 in	 a	 court	 of	
law by being aware of the statutes and regulations that 
apply to them as volunteers. The intent of this study was 
not to discourage nurses from volunteering, but rather to 
provide them the compass, road map, and tools needed 
to	 safely	 navigate	 through	 the	 volunteer	 jungle.	 By	 being	
aware of the legal requirements, nurses are fore-armed 
and therefore prepared for whatever they might encounter 
along the way.  

Jungles are full of interesting places and things and offer 
opportunities that cannot be experienced anywhere else. 
Likewise, volunteering can be a rewarding, fulfilling part of 
a nurse’s practice. Just as one would not go into the jungle 
without a guide, nurses should take steps to make sure 
their volunteer experiences are as positive as possible. With 
knowledge, nurses can avoid the traps and pitfalls that one 
frequently encounters when walking through unfamiliar 
territory–that proverbial “ jungle”. 
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Volunteering continued on page 19
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POST TEST AND EVALUATION – VOLUNTEERING–IT CAN BE A JUNGLE OUT THERE!
Complete your post-test online! Go to www.ohnurses.org and click on                           . See page 5 for details.

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 or otherwise indicate the correct answer.

1.	 In	Ohio,	 nursing	 practice	 is	 defined	 only	 as	 direct,	 hands-on	
care of a patient or client.

	 A.	 True	 B.	 False

2. An individual who has failed to renew a license to practice 
nursing may engage in activities defined as nursing practice in 
Ohio if they practice only in a volunteer capacity and notify the 
Board	of	Nursing	of	that	intent.

	 A.	 True	 B.	 False

3. A nurse who is duly licensed in California may provide nursing 
care to victims of a declared man-made disaster in Ohio.

	 A.	 True	 B.	 False

4.	 An	individual	may	use	the	initials	RN	or	LPN	in	Ohio	even	if	
their license to practice nursing has been placed on inactive 
status.

	 A.	 True	 B.	 False

5.	 A	 California	 woman	 is	 in	 Ohio	 to	 help	 care	 for	 her	 aging	
mother who is suffering from dementia. She has been asked to 
be	a	guest	lecturer	for	a	CE	program	on	the	nursing	care	needs	
of aging parents sponsored by the local Alzheimer’s Association. 
The woman was licensed as an RN for 20 years in California but 
that license recently lapsed. Which of the following statements 
is accurate?

 a. The woman may neither care for her mother nor participate
	 	 in	the	CE	program.
 b. The woman may care for her mother but cannot participate 
	 	 in	the	CE	program
 c. The woman may not care for her mother but can participate 
	 	 in	the	CE	program
 d. The woman can both care for her mother and participate in 
	 	 the	CE	program

6. A pastor has asked a nurse parishioner to help establish a parish 
nurse program. The nurse explained to the pastor that she 
would like to help but her license to practice nursing had lapsed. 
The pastor responded that she could serve in an administrative 
capacity and rely on others to perform any activities considered 
to be nursing practice. The nurse agreed to the request. Which 
of the following statements is accurate?

 a. The nurse will not be actually performing any direct care 
  tasks; therefore, she does not need to have a current valid 
  Ohio nursing license to do as the pastor requested.
 b. Although the nurse does not have a current license she can 
  delegate to unlicensed people the performance of the 
  nursing tasks associated with the parish nurse program.
 c. The nurse may not establish the program because as the 
  administrator of the program she will be likely to engage in 
  activities that would meet the definition of nursing practice 
  in Ohio.
 d. The nurse may not establish the program nor may she 
  participate should another nurse agree to serve in an 
  administrative capacity.

7. If a nurse allows his license to practice nursing lapse or he 
places	his	 license	on	inactive	status,	 the	Board	of	Nursing	will	
no longer send license renewal notices to him.

	 A.	 True	 B.	 False

8. A nurse has volunteered to serve as a parish nurse.  She 
learns that the program directors have decided it is best if no 
documentation is maintained of the nursing care provided to 
the parishioners. The nurse has no problem with the decision 
because she realizes how difficult it would be to maintain 
confidentiality of parishioners’ health care information. 
Further, the standards of safe practice rules adopted by the 
Board	of	Nursing	requiring	nurses	to	document	the	care	they	
provide are not applicable if a nurse is acting as a volunteer.

	 A.	 True	 B.	 False

9. A nurse has volunteered to accompany his son’s middle school 
class for an overnight field trip to a science camp. His license to 
practice nursing is on inactive status so he is not going on the 
trip as anything other than a parent volunteer. In the middle of 
the night one of the youngsters in his cabin starts to experience 
respiratory distress. The child has rescue medications in his 
back-pack that must be administered stat. Although the father 
is not licensed to practice nursing, he may administer the 
medication.

	 A.	 True	 B.	 False

10.	A	 nurse	 is	 volunteering	 at	 a	 free	 clinic	 in	 a	 homeless	 shelter.	
Parts of her responsibilities include intake assessments to 
determine the presenting patients’ most immediate health care 
needs. Please indicate which of the following statements reflect 
considerations she must keep in mind when carrying out her 
responsibilities:

 a. The information obtained during the assessment should be 
  obtained and documented in a manner that ensures privacy 
  and confidentiality.
	 b.	 Because	the	client	is	not	likely	to	return	for	follow-up	care	
  there is no need to keep a record of this visit.
 c. There is no need to wear any pin or badge indicating the 
  nurse’s licensure status.
 d. The activities the nurse is to perform do not constitute the 
  practice of nursing; therefore, a current valid RN license is 
  not required.

11.	 The	Good	Samaritan	Law	is	intended	to	provide	immunity	from	
civil liability for a volunteer (including a nurse) who provides 
assistance to victims at the scene of an automobile accident.

	 A.	 True	 B.	 False

12.	Because	 emergency	 response	 personnel	 receive	 remuneration	
for	 their	 services,	 the	Good	Samaritan	Law	 typically	would	not	
provide immunity from civil liability for them.

	 A.	 True	 B.	 False

13.	A	nurse	whose	 license	has	 lapsed	 is	 volunteering	at	 a	 camp	 for	
children with severe disabilities. The RN who is in charge of the 
camp’s health care program has asked the volunteer nurse to 
administer morning medications to the children in her cabin. 
Which of the following statements is accurate?

 a. The RN can delegate medication administration to this 
  volunteer because her past experience as a nurse means she 
  has the skills to do so safely. The RN will be readily available 
  in case any problems arise.
 b. The volunteer cannot administer the medications because 
  she is acting solely in the capacity of an unlicensed person.
 c. The volunteer may administer the medications without 
  delegation by the RN because she did so when she was 
	 	 practicing	nursing	and	remembers	the	5	rights	of	medication	
  administration. 

14.	Nurses	who	want	to	volunteer	to	provide	nursing	care	in	a	state	
other	 than	 Ohio	 should	 check	 with	 the	 Board	 of	 Nursing	 (or	
other regulatory authority responsible for licensing nurses) in 
that state to determine whether they will need a license in that 
state to do so.

	 A.	 True	 B.	 False

15.	A	 volunteer	 has	 written	 an	 article	 about	 her	 experiences	
providing nursing care during Hurricane Katrina. The volunteer 
was licensed as a registered nurse when she provided care; 
however, her license is currently on inactive status. She may not 
use the initials RN but may include her educational credentials 
(MSN) as part of the byline.

	 A.	 True	 B.	 False

16.	A	 retired	 nurse	 who	 does	 not	 hold	 a	 current	 valid	 license	 to	
practice nursing in Ohio who engages in an activity defined as 
nursing practice AND whose activities do not fall within one of 
the recognized licensure exceptions may face criminal charges 
for the unauthorized practice of nursing.

	 A.	 True	 B.	 False

17.	 A	 nurse	 holding	 a	 current	 valid	 license	 in	Ohio	 is	 planning	 a	
trip to Iowa and expects to assist a friend there who will undergo 
surgery followed by chemotherapy. That assistance will include 
activities that constitute the practice of nursing as defined in 
Ohio. The nurse may assume that her Ohio license will be 
recognized in Iowa thus allowing her to provide whatever nursing 
care assistance the friend needs.

	 A.	 True	 B.	 False

18.	A	 nurse	 has	 volunteered	 to	 work	 as	 a	 health	 aide	 in	 a	 nearby	
junior high school. While there she learns that several of the 
8th grade girls are pregnant. During a basketball game she 
overhears some mothers speculating about the girls’ appearance 
and seeming weight gain. The nurse knows that one of the girls 
being discussed is NOT pregnant while the others are. The nurse 
should:

 a. Say nothing one way or another about any of the girls’ 
  circumstances.
 b. Add her own comments because the information is obviously 
  the subject of wide-spread local gossip.
 c. Tell the women that one of the girls is not pregnant so as to 
  end the erroneous speculation.

19.	 The	 law	 regulating	 nursing	 practice	 prohibits	 the	 unlicensed	
practice of nursing as well as aiding and abetting in unlicensed 
practice. Licensed nurses need not concern themselves about this 
provision as long as they do not mislead others about their own 
licensure status.

	 A.	 True	 B.	 False

20. A gentleman presents at a free clinic held in a homeless shelter. 
The clinic is generally staffed by a registered nurse who is not an 
APN. He reports he has a prescription for high blood pressure 
and something else to “make his blood watery”. He has not had 
any follow up blood work for at least a year that he can recall, 
and he takes medication only occasionally. His blood pressure is 
140/90,	but	he	has	extensive	bruising	on	his	inner	arms	and	legs.	
He also is demonstrating signs of skin ulcerations on his feet and 
reports feeling very thirsty and “out of it” sometimes. His eating 
patterns are unpredictable and irregular. The RN asks to see the 

medications he reportedly has been taking but none of the pills 
look familiar to her and the container is not labeled. A variety 
of medications are in the bottle. The name of the prescriber is 
missing. The nurse faces the following challenges:

 a. Although the symptoms described might require the 
  medications described, the nurse has no idea whether the 
  pills he has been taking were actually prescribed for him. 
  Verifying/clarifying the correctness of the prescription is 
  not possible given the current circumstances
 b. The man should be screened for possible diabetes and for 
  clotting times, but the nurse is not authorized to 
  independently order the blood work that seems warranted 
  nor can the nurse make recommendations with respect to 
  the prescribed medications. She must therefore consult with 
  an appropriately licensed practitioner
 c. The man may or may not return to the clinic so although his 
  immediate health care needs are the primary concerns to 
  be addressed, how to better ensure the necessary follow-up 
  must also be a factor in the nurse’s actions

	 	 1.	 All	of	the	above	are	issues	that	affect	the	nurse’s	
   responses to this patient
  2. None of the above is a concern for the nurse
  3. (a) is the only concern
	 	 4.	 (b)	is	the	only	concern

21.	 An	 RN	 may	 on	 his/her	 own	 initiative	 (without	 a	 physician’s	
order) assess a presenting person’s health status for the purpose 
of providing nursing care.

	 A.	 True	 B.	 False

Questions 22-26–Identify whether a nurse must hold a current 
valid license to practice nursing issued by Ohio or another state to 
engage in the following activities in Ohio:

22. Provide care for an uncle
  __ Yes  __ No

23. To serve as a nurse at a military installation critical care unit
  __ Yes  __ No

24.	To	act	as	a	presenter	at	an	in-service	on	the	latest	nursing	care	
techniques related to the care of patients with Parkinson’s 
Disease

  __ Yes  __ No

25.	To	 engage	 in	 nursing	 practice	 as	 a	 student	 during	 a	 clinical	
rotation arranged by the student’s nursing education program

  __ Yes  __ No

26. A medical malpractice insurance policy purchased by an 
employer will be sufficient coverage for any activities undertaken 
by the nurse, whether she/he is acting as an employee or not. 

  __ Yes  __ No

27. If a nurse has delegated a task to an unlicensed person to 
perform, the delegation relieves the nurse of any further 
responsibility for the outcomes experienced by the patient.

  __ Yes  __ No

28. A nurse who is volunteering at a clinic conducted in a homeless 
shelter is responsible for setting up the examination areas in 
the shelter each week. In carrying out this assignment he/she 
should make certain the patients’ privacy is protected to the 
extent possible and should make sure it is possible to conduct 
examinations in a manner that preserves the patients’ dignity.

  __ Yes  __ No

29. A registered nurse is working with multiple volunteers in a clinic 
run by a local church to meet the health care needs of migrant 
workers. Several of the volunteers have worked as RNs in the 
past but have let their licenses lapse. They have not practiced 
nursing	for	over	15	years.	Which	of	the	following	statements	is	
consistent with standards for safe delegation?

 a. The former licensed nurses will not need to complete the 
  training program conducted for volunteers because they 
  should already know how to do most of the tasks volunteers 
  typically are asked to do.
 b. The RN can delegate nursing tasks requiring complex 
  observations or critical decisions to the former licensed 
  nurses because they have the skills to perform the tasks 
  safely.
 c. The former nurses can delegate nursing tasks to the other 
  volunteers and supervise the performance of these tasks.
 d. Although the RN is relieved to know that some of the 
  volunteers have had experience caring for patients, she must 
  make certain their skills are up-to-date, even for apparently 
  simple tasks such as taking blood pressure readings.

Evaluation
1.	 Were	the	following	objectives	met?

 a. Describe how the law regulating nursing practice applies to nurses working 
  in a volunteer capacity.  ___ 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


