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Do you consider yourself to be an ethical person? What 
does that mean to you? You don’t tell lies? You do “good” 
things? You make the “right” choices?

Annual surveys done by the USA Today/Gallup Poll since 
1999 have consistently shown that the public perceives 
nurses among the most ethical groups of people who 
provide services to the public. This is a good thing. It 
adds to the credibility of our profession. It contributes to 
the confidence patients and their families have when they 
entrust themselves to our care.

When people answer surveys by saying that nurses are 
ethical, they are basing that response on behaviors they 
have seen from nurses they know. Think about behaviors 
people have seen from you. How would they answer a survey 
about your ethics?

There are actually two distinct areas we look at in 
relation to ethics in health care. Administrative or 
organizational ethics applies to how business is conducted 
and the values foundation for decision-making in day-
to-day operations. For example, what does the home 
care nurse do when a patient asks for a form to be back-
dated so insurance coverage can be obtained? What does 
the continuing education provider do when the learner 
requests that the certificate be dated to fall within the 
previous licensure renewal period? Is it acceptable for an 
employee to take pens and notepads from the office supply 
cabinet for use at home? Organizational/administrative 
ethics relate to decisions made by employees and employers 
about how their work is conducted.

The second type of ethical framework we consider is 
bio- or clinical ethics. In the world of patient care, what 
choices are made, and by whom? How are the rights of the 
patient balanced with the rigors of a therapeutic regimen 
or the policies of a healthcare facility? What happens when 
a patient opts for a course of therapy different than that 
recommended by the healthcare provider? Clinical ethics 
looks at decision making related to patient care.

So what do we mean by “ethics”? People often equate 
“ethical” with “right” behavior, and sometimes with “legal” 
expectations. There is some merit to that perspective. 
The home care nurse is not comfortable back-dating a 
form because (1) he/she was taught that “lying” was not 
the right thing to do, (2) the employer has policies that 
prohibit falsification of records, (3) the board of nursing 
can discipline the nurse for falsification of records, and (4) 
insurance fraud is a felony.

Here is the dilemma, though. What happens when two 
people, or two groups, have differing perspectives about 

what is “right”? We see these issues all the time in nursing. 
The patient believes that the right thing to do is to stop 
non-effective therapeutic treatment and receive comfort 
care, while family members believe another possible 
therapeutic option should be tried. The healthcare team 
believes that a child has the right to the latest medical 
intervention, while the child’s family believes that the right 
approach is through herbal and nutritional therapies. 
Dilemmas can arise over different perceptions of who has 
the “right” to make these decisions.

In these scenarios, there is no “right” answer. In fact, 
in the truest sense of the word, ethical dilemmas involve 
situations where there are two or more perspectives, any 
of which is “right” from the point of view of the person 
holding that perspective. The role of the nurse is to 
facilitate decision-making among the parties involved and 
create dialogue to be sure each party has a voice, not to 
“pick sides” or try to convince people to do what the nurse 
thinks is the “right” choice.

Most healthcare facilities have ethics committees. The 
purpose of an ethics committee is to advise healthcare 
team members (and sometimes patients and families) 
on approaches to resolving ethical dilemmas. Typically, 
ethics committees are multidisciplinary and reflective 
of different cultures, values, and beliefs, either in their 
physical composition or composite knowledge base. Ethics 
committees are not police forces or resources of last resort; 
they are tools to use to gain perspective and assistance in 
the resolution of ethical dilemmas.

It is important for the nurse to recognize the value of 
consultation with an ethics committee. Seeking guidance 
from an ethics committee is not an indication of failure. 
Rather it is a mark of the strength of the nurse to capitalize 
on a resource that can enhance patient care and ensure 
that different views are analyzed and respected, even when 
they are different than one’s own. 

The American Nurses Association has published a Code 
of Ethics for Nurses with Interpretive Statements (2001). There 
are nine key components addressing personal behaviors, 
patient advocacy, and professional issues. The Code of Ethics 
for the profession is a broadly designed document that can 
be applied to organizational/administrative and clinical 
ethical issues in any setting.

There is more to ethics than deciding what is “right” and 
“wrong.” Effective use of your own knowledge and skills; 
self-reflection on your views and values, collaboration with 
colleagues, patients, and families; consultation with your 
ethics committee as appropriate; and referral to the code 
of ethics are all tools you can use to enhance your ability to 
provide ethically-based nursing care.

Note: The author wishes to thank Jackie Langley, BSN, RNC, 
CHPN, for her contributions to this article.

Are Ratios the Answer to 
Staffing Concerns in Ohio?
by Jan Lanier, JD, RN, Deputy Executive Officer, 

Ohio Nurses Association

Nurses throughout Ohio have been receiving information 
about efforts underway to improve patient care and working 
conditions for Ohio nurses. One would think from reading 
these publications that little has been happening in the state 
regarding safe staffing and true health care reform. Nothing 
could be further from the truth! Please take a moment to read 
about what the Ohio Nurses Association (ONA) has been 
doing not only recently but also for many years.

Past ONA Achievements
•	 Whistleblower	protection	in	law	for	nurses
•	 Needle-stick	protection
•	 Recognition	of	advanced	practice
•	 Forgivable	 loans	 and	 grants	 for	 individuals	 wanting	 to	

further their nursing education
•	 Protection	 of	 the	 scope	 of	 practice	 from	 erosion	 by	

unlicensed individuals
•	 Positions	for	nurses	in	important	policy-making	venues

Recent ONA Achievement:
•	 ONA,	 through	 the	 efforts	 of	 its	 thousands	 of	 nurse	

members and its health policy advocacy initiatives, was 
successful in achieving passage of safe staffing standards 
legislation in 2008. This law (HB 346), unlike the 
mandated nurse/patient ratio approach adopted only 
by California, provides a meaningful role for direct care 
registered nurses in making staffing decisions that are 
evidence-based and flexible.

Why is the ratio approach to nurse staffing flawed?
•	 Despite	the	optimism	expressed	by	the	California	Nurses	

Association (CNA) that championed the ratio bill, solid 
data attesting to its success have not been compiled as yet. 
While opponents claimed the law would unduly burden 
facilities and force hospital closures, that outcome has 
not happened either. The reality is somewhere in the 
middle of all the grandiose claims (AJN, March, 2008)

•	 Nurses	who	believe	a	ratio	bill	will	solve	their	problems	
are being misled. Staffing is a complex issue that does 
not lend itself to simplistic solutions like a numerical 
ratio bill. Once those ratios are codified in statute, 
changing them becomes extremely cumbersome. As 
changing technologies continue to affect patient acuity, 
those realities cannot readily be reflected in the required 
ratios. A far more flexible approach is needed—one that 
allows experienced nurses, NOT political whimsy, to 
dictate appropriate staffing standards.

•	 Proponents	 argue	 that	 the	 number	 of	 nurses	 licensed	
in California has increased since passage of the ratio 
bill and equate the increase with the proposition that 
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the ratios attract nurses to return to the bedside or 
increase the attractiveness of nursing as a profession for 
those who are just joining the workforce. Ohio has seen 
a similar increase in the number of registered nurses it 
licenses, even without having enacted a ratio bill. The 
conclusion tying ratios to more licensed nurses is not 
supported by evidence. More nurses are being licensed 
in both states for a variety of reasons not the least of 
which being efforts by ONA to recruit more nurses 
and to secure financial support from the State of Ohio 
that allows more nurses and potential nurses to attend 
school.

How does the ONA approach that utilizes nursing care 
committees rather than ratios work?

•	 The	 new	 law	 recognizes	 the	 vital	 role	 direct	 care	
registered nurses play in assuring better patient 
outcomes by requiring the nursing care committees 
charged with developing the staffing recommendations 
be composed of at least 50% direct care RNs.

•	 Variables	 are	 identified	 that	must	 be	 considered	when	
developing a staffing plan, recognizing that numbers 
alone are not the sole consideration when making 
staffing decisions. The acuity of the patient, the skill 
level of the nurse, the staffing mix, the configuration 
of the unit, availability of technology, and other matters 
are also important factors that are not captured in a 
simplistic ratio bill.

•	 When	 a	 ratio	 statute	 addresses	 staffing	 requirements	
only for nurses, financial considerations make it likely 
that support personnel will be eliminated in order to 
stay within the requirements of the law. The result is 
RNs being expected to do more and more non-nursing 
activities taking them away from direct patient care.

•	 Enforcement	 is	often	cited	as	 a	 shortfall	 in	Ohio’s	 law.	
Reports indicate that California is not enforcing its 
staffing ratios even with the authority to do so. Finding 
an enforcement mechanism that would work in Ohio for 
any legislation including ratios is difficult under current 
law in part because Ohio is the only state that does NOT 
license its hospitals.

•	 ONA	did	not	claim	HB	346	was	a	perfect	bill.	Its	passage	
was a first step. How well the law is implemented will 
determine whether additional legislation is needed. 
ONA will be watching.

Nurses as advocates—Health care reform
At a time when health care reform is at a critical juncture, 

the nursing profession can ill afford to be waging internal 

battles. Instead, nurses everywhere must demonstrate their 
commitment to improving health outcomes as well as their 
ability to work cooperatively together. The message should 
be clear—nurses are well-educated practitioners who are 
the eyes and ears of medicine. They are the safety net of the 
system and can make a positive impact on patient outcomes. 
Despite the pivotal role nurses play in efforts to address the 
health care crisis, they are frequently not included in policy-
making discussions about this critical issue. Nurses’ unique 
perspectives and contributions are often missing from the 
evolving reform initiatives. That needs to change! ONA has 
been sharing that message with Ohio elected officials for 
many years and will continue to do so. 

•	 ONA	 closely	 monitored	 and	 testified	 before	 Ohio’s	
Health Care Access and Affordability Committee during 
the 127th General Assembly emphasizing the economic 
impact of RNs on health care.  

•	 ONA	 members	 have	 participated	 in	 numerous	 health	
care reform initiatives, both state-sponsored and those 
emanating from the private sector. That participation 
continues.

•	 ONA	monitors	 the	 state	 budget	 process	 and	 advocates	
tirelessly to preserve important health-related programs 
and services and to assure appropriate reimbursement 
for providers. Access to affordable, quality health care 
forms the foundation of ONA’s message in all venues.

•	 ONA	 recognizes	 that	 the	 nursing	 profession’s	 strength	
is in its numbers. Rather than fostering divisiveness, 
ONA has been a leader in bringing nurses and nursing 
organizations together to achieve common goals. 
Examples include the Nursing Leadership Summit that 
has met quarterly at ONA for more than five years and 
the extremely successful Nurses Day at the Statehouse 
event. Both of these initiatives collectively bring 
together representatives from over 30 nursing specialty 
organizations, providers, and educational institutions 
to find ways to work effectively on common goals and 
interests. The Nursing 2015 Initiative is yet another 
example of how ONA facilitates nurses working together 
to address the many issues that affect the workplace 
and the profession as a whole including environmental 
concerns, educational issues, and leadership. These 
collaborative efforts demonstrate that more can be 
achieved working together than working at cross 
purposes.  

What’s happening in your facility with respect to staffing?
How is The Safe Staffing Law being implemented?

Let ONA know by calling us at 1-800-735-0056 or email Jan 
Lanier at jlanier@ohnurses.org. To learn more about these 
initiatives or to become a participant contact ONA at (614) 
237-5414.

The official publication of the Ohio Nurses Foundation 
for Nursing, 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 
the informational purposes only and are not intended 
as legal advice and should not be used in lieu of such 
advice. For specific legal advice, readers should contact 
their legal counsel.
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Join ONA and Become Part of the Future of Nursing!
4000 East Main Street, Columbus, Ohio 43213-2983
614/237-5414	•	Fax	614/237-6074	•	800/430-0056	•	www.ohnurses.org
An	equal	opportunity	and	affirmative	action	organization	•	ONA	dues	are	nonrefundable
2009 APPLICATION FOR MEMBERSHIP Member of the American Nurses Association

 ___________________________________  ___________________  ______   ______________   _______________________
Last Name First Name MI Degrees Social Security Number

 ________________________________________  _____________________________   _______________________________
Street Address City, State and Zip County

( ___ )  _______________________  ( ____ )  __________________________   _____________________________________
Home Phone Cell Phone Home Email

( ___ )  _______________________  ( ____ )  __________________________   _____________________________________
Work Phone Work Fax Work Email

 _______________________________________________________________________  US Citizen?   (__)Yes   (__)No 
Employer

 __________________________  ___________________   ____________________________   __________________________
RN License Number License State Basic School of Nursing Grad. Mo/Yr (basic program)

SELECT MEMBERSHIP CATEGORY   See page 4 for membership rates
Full Rate
(__) Employed full or part-time

75% Reduced Rate
(__) New graduates who joined ONA within 12 months of graduating from their basic nursing program qualify for this 
         rate for their second consecutive year of membership only

50% Reduced Rate
(__) Not employed
(__) First year of membership for new graduates from basic nursing education program who join within 12 months of 
         graduating
(__) Full-time student (please provide documentation)
(__) 62 or over and earning less than $12,000 annually

25% Special Rate
(__) 62 or over and not employed
(__) Totally disabled

SELECT PAYMENT PLAN   $10.00 fee for returned checks
(__) Annual Payment–Enclose check payable to Ohio Nurses Association or charge to your credit card.

__________________________________________________ _____ / ____
Visa	/	MasterCard	/	American	Express	/	Discover                 Exp Date

__________________________________________________
Signature

(__) Electronic Dues Payment Plan (EDPP)–Monthly payments will be deducted from your checking account. Sign 
         authorization below and enclose check payable to Ohio Nurses Association for the first month’s EDPP payment.

AUTHORIZATION to provide monthly electronic payments to Ohio Nurses Association (ONA): This 
is to authorize ONA to withdraw monthly dues payments on or after the 15th day of each month from 
my checking account designated by the enclosed check for the first month’s payment. I understand this 
amount includes a monthly service fee of 33 cents. ONA is authorized to change the amount by giving 
the undersigned thirty (30) days notice. The undersigned may cancel this authorization upon receipt by 
ONA of written notification of termination twenty (20) days prior to the deduction date as designated 
above. ONA will charge a $5.00 fee for any returned drafts.

 Signature for EDPP Authorization _____________________________________________________________

(__) Payroll Deduction–Available only at facilities where there is an agreement between the employer and ONA. If you 
         are not sure, contact your payroll department or ONA. A payroll deduction authorization form must be signed 
         before deductions can begin. Contact ONA for the deduction amount.

Mail to: ONA Dues Processing Department, P.O. Box 14845, Columbus, Ohio 43214-0845

Give Yourself an Edge— 
Join ONA Today!

While the occupational outlook for nursing is excellent 
even in a lagging economy, it varies between occupational 
setting and geography. The Bureau of Labor Statistics 
predicts that while the profession will continue to grow 
and add jobs, growth will slow in the hospital setting which 
employs 59% of the country’s 2.5 million registered nurses. 
Growth is expected to rise in physicians’ offices, outpatient 
settings and other areas that have more regular work hours, 
but there will be greater competition for those jobs.

So what can you do to edge out the competition and 
ensure that you can always have the nursing job that you 
want? Join the Ohio Nurses Association! We are a multi-
purpose professional association that serves union 
and non-union nurses. We are the recognized leader 
and advocate for all Ohio nurses, regardless of work 
environment.

We provide you with quality nursing practice information 
and continuing education to keep you on the cutting edge 
of your field. We advocate for you at the Statehouse every 
day to protect your ability to care for your patients. We are 
developing a program to help non-union nurses effectively 
deal with labor and employment situations, and we provide 
collective-bargaining services to our union members. We 
also provide you with opportunities to get involved, network 
with colleagues and help shape the future of nursing. 

When you join the Ohio Nurses Association, your dues 
include membership in the American Nurses Association 
and your local district nurses association, so you are 
represented at the national, state and local level. Dues 
range from $33-$47 a month for non-union nurses based 
on where you work or live. Additionally, we understand the 
economic challenges faced by new graduates, unemployed 
and retired nurses and we offer reduced dues rates to 
accommodate those situations. You can pay your ONA dues 
monthly by having your dues automatically deducted from 
your bank or you can pay the full dues amount annually 
by check or credit card. See dues table on the next page to 
determine your monthly dues rate.

So what are you waiting for? Advance your career and 
become a part of the future of nursing in Ohio. Fill out 
and return the below application or go to www.ohnurses.
org and click on Join/Renew to join online.
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Join ONA and Become Part of the Future of Nursing!

---------------------------------------------------------------------------------- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -
TO BE COMPLETED BY ONA:  Date__________  District______  Mtype______  Emp__________  Chk#__________  
Amount ___________

Ohio Nurses Association Membership Assessments and Dues Rates RATES EFFECTIVE 01/01/2009
Check below to determine your district. ONA Bylaws state that you must live or 
work in your district. Indicate choice if you live in one district and work in another.

District Name and Counties

Use this dues table if you ARE NOT an ONA COLLECTIVE BARGAINING MEMBER (ONA Non-Union Member)
Non-collective bargaining membership assessments and dues include the National, State and District fees.

Non-Collective Bargaining Members Full Rate 75% Reduce Rate 50% Reduce Rate 25% Special Rate
District Number Annual EDPP Annual EDPP Annual EDPP Annual EDPP

01 409.94 34.49 307.46 25.95 204.97 17.41 102.49 8.87
03 553.38 46.45 415.04 34.92 276.69 23.39 138.35 11.86
05 414.94 34.91 311.21 26.26 207.47 17.62 103.74 8.97
06, 07, 15, 17, 18, 19, 22, 24 404.94 34.08 303.71 25.64 202.47 17.20 101.24 8.77
08 424.94 35.74 318.71 26.89 212.47 18.04 106.24 9.18
10 447.44 37.62 335.58 28.30 223.72 18.97 111.86 9.65
12 444.94 37.41 333.71 28.14 222.47 18.87 111.24 9.60
13, 14 407.94 34.33 305.96 25.83 203.97 17.33 101.99 8.83
16 458.94 38.58 344.21 29.01 229.47 19.45 114.74 9.89
28 400.94 33.74 300.71 25.39 200.47 17.04 100.24 8.68
30 405.94 34.16 304.46 25.70 202.97 17.24 101.49 8.79
33 449.44 37.78 337.08 28.42 224.72 19.06 112.36 9.69
34 452.94 38.08 339.71 28.64 226.47 19.20 113.24 9.77
35 439.94 36.99 329.96 27.83 219.97 18.66 109.99 9.50
37 394.94 33.24 296.21 25.01 197.47 16.79 98.74 8.56

Use this dues table if you ARE an ONA COLLECTIVE BARGAINING UNION MEMBER (ONA Union Member)
Collective bargaining membership assessments and dues include the National, State and District fees.

Collective Bargaining Members Full Rate 75% Reduce Rate 50% Reduce Rate
District Number Annual EDPP Annual EDPP Annual EDPP
01 525.14 44.09 393.85 33.15 262.57 22.21
03 668.58 56.05 501.43 42.12 334.29 28.19
05 530.14 44.51 397.60 33.46 265.07 22.42
06, 07, 15, 17, 18, 19, 22, 24 520.14 43.68 390.10 32.84 260.07 22.00
08 540.14 45.34 405.10 34.09 270.07 22.84
10 562.64 47.22 421.98 35.49 281.32 23.77
12 560.14 47.01 420.10 35.34 280.07 23.67
13, 14 523.14 43.93 392.35 33.03 261.57 22.13
16 574.14 48.18 430.60 36.21 287.07 24.25
28 516.14 43.34 387.10 32.59 258.07 21.84
30 521.14 43.76 390.85 32.90 260.57 22.04
33 564.64 47.38 423.48 35.62 282.32 23.86
34 568.14 47.68 426.10 35.84 284.07 24.00
35 555.14 46.59 416.35 35.03 277.57 23.46
37 510.14 42.84 382.60 32.21 255.07 21.59

One dollar ($1.00) per month of your dues goes to 
an account set up to support ONA’s political efforts. 
You may choose at anytime to opt out of this dues 
designation. Opting out does not reduce the dues 
amount. If you are interested in opting out, please 
contact the Director of Health Policy at 614/237-5414.

ONA Dues are not deductible as a charitable 
contribution for federal income tax, but can be 
partially deductible as a business expense. A percent 
of the dues not deductible is calculated each year 
based on the amount spent lobbying. When preparing 
your taxes, contact ONA for the percentage that is 
deductible in the year you make this payment.

01 Ashtabula County: Ashtabula
03 District Three: Columbiana, Mahoning, Trumbull
10 District Ten: Butler, Champaign, Clark, Darke, Greene, 

Mercer, Miami, Montgomery, Preble, Shelby
17 East Central: Harrison, Jefferson, Tuscarawas
07 Erie-Huron: Erie, Huron
16 Greater Cleveland: Cuyahoga, Geauga
18 Knox-Licking: Knox, Licking
19 Lake County: Lake
24 Lorain County: Lorain
12 Mid-Ohio: Delaware, Fairfield, Fayette, Franklin, Logan, 

Madison, Pickaway, Union
05 Mohican: Ashland, Crawford, Marion, Morrow, Richland

28 Muskingum Valley: Coshocton, Guernsey, Morgan, 
Muskingum, Noble, Perry

35 Northwest Ohio: Fulton, Henry, Lucas, Ottawa, Sandusky, 
Seneca, Wood, Defiance, Williams

30 Ross County:	Highland,	Jackson,	Ross,	Vinton
14 Southern Hills: Athens, Gallia, Hocking, Meigs
15 Southern Ohio: Adams, Lawrence, Pike, Scioto
08 Southwestern Ohio: Brown, Clermont, Clinton, Hamilton, 

Warren
33 Stark Carroll: Carroll, Stark
34 Summit and Portage: Portage, Summit
37 Washington County & Eastern Valley: Belmont, Monroe, 

Washington
22 Wayne-Holmes-Medina: Holmes, Medina, Wayne
13 West Central Ohio: Allen, Auglaize, Hancock, Hardin, 

Paulding

President’s Message: 
Standards for Building or 
Rebuilding Health Care 

Facilities
by Gingy Harshey-Meade, MSN, 

RN, CAE, NEA-BC

The Nursing 2015 Initiative is a collaboration 
between the Ohio Hospital Association (OHA), the Ohio 
Organization of Nurse Executives (OONE), and the Ohio 
Nurses Association. Through this collaboration, Nursing 
2015’s Red Team has developed and established standards 
for new builds and rebuilds for health care facilities with 
the goal being that nurses, health care providers and 
patients will have an environment that supports maximum 
health. 

The standards developed by the Red Team for building 
or rebuilding health care facilities are:

1. All standards will incorporate and be founded on the 
following concepts:
•	 Evidenced	Based	Design	
•	 Sustainability	
•	 Earth	Friendly	
•	 Wayfinding	 (Wayfinding is a problem-solving process 

by which people understand and make decisions about 
navigating architectural and urban spaces.)

•	 Healing	 Environment	 (Positive distraction is to be 
incorporated into healing environment.) 

•	 Infection	Free
2. All standards require an Adaptable/Dynamic/Fluid 

environment that is effective, efficient, secure, and 
supportive to the nurse and consumer. 

3. All standards require an infrastructure that:
•	 Supports	clean	air	that	has	ongoing	quality	controls	

in place 
•	 Supports	 user	 controlled	 lighting,	 natural	 and	

artificial, which is conducive to the use of the area 
at all times and supports a positive working and 
healing environment 

•	 Diminishes	or	eliminates	hazards	through	ongoing	
evaluation of services, products, equipment & 
structure 

•	 Supports	a	physical	injury	free	environment.	
For additional information about these standards, the 

Red Team or the Nursing 2015 Initiative please visit www.
ohnurses.org and click on Resources > Nursing 2015. 

About OHA, OONE and ONA
OHA currently represents approximately 170 hospitals 

and 40 health systems throughout Ohio. OHA also has 
more than 1,900 personal members of 11 affiliated societies, 
one of which is OONE, a professional organization for 
nurse executives and managers. ONA is a membership 
organization that represents over 8,500 registered nurses 
and has been promoting and protecting nurses, the nursing 
profession and those who receive nursing care for over 100 
years.

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

The second edition of Legal Regulations & Professional 
Standards for Ohio Nurses is available for purchase from the 
Ohio Nurses Association (ONA). 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 or on CD for $22.00 plus applicable 
sales tax. To order your copy, please visit www.ohnurses.
org and click on “Practice” > “Legal Regulations Guide,” or 
contact Kathleen Morris, Director of Nursing Practice, at 
kmorris@ohnurses.org or (614) 448-1026.
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Independent Study 
Instructions

One of the purposes of the Ohio Nurse is to help nurses 
meet their obligation to stay current in their practice. On 
the following pages are three independent studies:

•	 Delegation	by	Licensed	Nurses	(Category	A)
•	 The	Staff	Nurse	and	the	Safe	Staffing	Law	In	Ohio
•	 Are	You	 in	Congestive	Nursing	Failure:	Legal	 Issues,	

Critical Thinking and the Impact on Practice 

FEES: The three independent studies in this edition 
of the Ohio Nurse are free to members of the Ohio Nurses 
Association. There is a fee of $12.00 per study for non-
members. 

You may order additional independent studies for a fee 
of $12.00 per study plus shipping and handling for both 
ONA members and non-members.

General Instructions
1. Please read the article carefully.
2. Complete the post-test, evaluation form and the 

registration form. We will accept copies of these forms 
so that you can keep the original in your files.

3. When you have completed all of the information, 
return the post test, registration form and payment (if 
applicable) to: Ohio Nurses Foundation, Dept. LB-12, 
PO Box 183134, Columbus, OH 43218-3134.

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 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 
issued.
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References will be sent with the certificate.
If you have any questions, please feel free to call Sandy 

Swearingen, at 614-448-1030 (sswearingen@ohnurses.org), 
or Zandra Ohri, MA, MS, RN, Director, Nursing Education, 
at (zohri@ohnurses.org) 614-448-1027.

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 in 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.

by Zandra Ohri, MA, MS, RN, Director of Nursing 
Education, Ohio Nurses Association

The Ohio Board of Nursing (OBN) recently revised its 
rule dealing with Category A continuing education (Rule 
4723-14-01). The change, which became effective February 
1, 2009, states that “Any category A continuing education 
obtained on or after February 1, 2009 must be approved by 
an OBN Approver or offered by an OBN approved provider 
unit that is headquartered in Ohio.” Category A continuing 
education is education specifically related to the Ohio 
Revised Code, Chapter 4723 (the law regulating nursing 
practice) and/or the Ohio Administrative Code chapters 
4723-1 through 4723-27, the rules adopted by the OBN. At 
least one hour of Category A CE is required to renew an 
Ohio nursing license (RNs, LPNs) or to renew a certificate 
to practice (dialysis technicians, community health workers, 
medication aides in long term care).

What does all this mean to you?
Any Category A CE obtained before February 1, 2009 can 

be used to meet the renewal requirements for registered 
nurses during the 2009 renewal cycle and for LPNs in the 
2010 cycle. If you did not complete that requirement before 
February 1, 2009, you must make certain that the Category 
A CE course you take satisfies the new rule.  So, how will 
you know that?

The Ohio Nurses Association (ONA) is an OBN 
Approver as are several other organizations. For a complete 
list and contact information, visit the OBN Web site at 
www.nursing.ohio.gov and click on the Education link 
on the home page. The list is located under “Continuing 
Education.” They include the Licensed Practical Nurses 
Association of Ohio, Ohio League for Nursing, Ohio 
Department of Mental Health, Ohio Dept. of MR/DD, 
Upper	 Valley	 Medical	 Center–Education	 &	 Development;	
Health Alliance, Northwest State Community College 
Division of Allied Health & Public Service, Omnicare 
Great Lakes Region Division of Education, University of 
Cincinnati College of Nursing, and Ohio Organization of 
Nurse Executives (until 7/09).

If a program offering Category A continuing education 
has been approved by an OBN Approver, that program 
meets the requirements of the new rule. A statement should 
be included both in the course advertising and completion 
certificates. For ONA, this statement reads:

“This continuing nursing education activity was approved by 
the Ohio Nurses Association (OBN-001-91), an accredited approver 
by the American Nurses Credentialing Center’s Commission on 
Accreditation.” 

The statement used by other OBN Approvers is somewhat 
different. It may read: “This offering has been approved by the 
Ohio Board of Nursing for x contact hours of continuing education( 
blank contact hours of which are in Category A) through the OBN 
Approver Unit located at (Approver Unit Name)(OBN-###-###).”

Continuing education programs and independent 
studies may also be offered by so-called “provider units”.  
These are individuals, organizations, or companies that 
have shown the ability to plan, implement, and evaluate 
continuing education activities including Category A 
offerings. The new rule requires these provider units to 
be headquartered in Ohio AND approved as a provider of 
continuing education by an OBN Approver. The advertising 
and CE certificates for the programs offered by a provider 
unit must include a statement indicating it has been 

New Category A
Continuing Education Rules

approved as a provider of continuing education and identify 
the OBN Approver it has used to obtain its approval status.  
Again, for ONA the statement would read:

“(Provider Name) (OH-###) is an approved provider of 
continuing nursing education by the Ohio Nurses Association 
(OBN-001-91), an accredited approver by the American Nurses 
Credentialing Center’s Commission on Accreditation.” 

The statement will be somewhat different for provider 
units who have been approved by another OBN approver.

To make sure your Category A continuing education 
meets the new requirements, look for these statements 
before taking the course.

Entities that are headquartered outside of Ohio will 
no longer meet Ohio’s criteria for Category A continuing 
education unless their courses are approved by an OBN 
Approver. If you received materials from one of these 
entities offering Category A CE independent studies and 
you saved the information planning to complete the work 
later, you would be advised to obtain new materials that 
meet the new requirements. You should be especially 
vigilant in deciding what Category A CE to complete. Read 
the approver statement carefully!

If you receive unsolicited Ohio nursing law independent 
studies or offers for these independent studies from out-
of-state companies, please look for an approval statement 
indicating that the Ohio nursing law activity has been 
approved by ONA or one of the other Ohio Board of 
Nursing approvers. If you don’t see this statement, it 
would be wise to contact the company before using this 
independent study for your Category A contact hour(s).

When in doubt—if all else fails and you are really 
confused, just go to ONA for all your continuing education 
needs and you can’t lose! We have ten different modules 
available in hard copy format or on-line at www.ce4nurses.
org. The titles are:

•	 A Nurse Manager’s Guide to the Ohio Nurse Practice 
Act: Nursing Scope of Practice–1.22 Contact Hours

•	 Delegation by Licensed Nurses–1.02 Contact Hours
•	 Doc “Q” umentation in Nursing: Recording for 

Quality Client Care–1.0 Contact Hour 
•	 The Ethics of Caring–1.2 Contact Hours
•	 Legal Regulations and Professional Standards for 

Ohio Nurses Guide–2.4 Contact Hours
•	 Medication Aides–What the Laws and Rules Say–1.27  

Contact Hours
•	 Nursing Law and Rules in Ohio: An Overview–1.26 

Contact Hours
•	 Professional Boundaries and Sexual Misconduct–1.0  

Contact Hour
•	 The Scope of Practice for Ohio RNs and LPNs–1.5 

Contact Hours
•	 Whistleblowing–How to Ensure That the Law Protects 

You–1.0 Contact Hour
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. 

Visit us 
on the web at 

www.ohnurses.org



Page 6 Ohio Nurse March 2009

Specifically, Ohio Administrative Code 4723-13-05(C) 
permits a nurse to delegate application to intact skin of 
an over-the-counter topical medication for the purpose of 
improving a skin condition or providing a skin barrier, and 
administration of over-the-counter eye drops, ear drops, 
suppository medications, foot soak treatments and enemas. 

Ohio law also carves out exceptions for unlicensed 
persons to assist with self-administration of medications. 
This exception allows the unlicensed person to remind an 
individual when to take the medication, observe to ensure 
that the individual follows the directions on the container, 
remove the medication container from storage and hand 
it to the individual, open the container if the individual 
is unable to do so, and place the medication into the 
individual’s mouth or apply it to the skin if the individual 
is mentally alert but physically unable to do so. Ohio 
Administrative Code 4723-13-02(C). This exception applies 
only in settings where the substantial purpose is not the 
provision of health care.

Criteria And Standards For Delegating to Trained 
Unlicensed Persons

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

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

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

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

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

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

 The task and the patient are appropriate for delegation.

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

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

Ohio Administrative Code 4723-13-05 additionally 
enumerates seven (7) conditions for delegation, all of which 
must be present for delegation to occur. Legal requirements 
include:

(1) The nursing task is within the scope of practice of 
the licensed nurse.

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

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

Delegation by Licensed Nurses continued on page 7

INDEPENDENT STUDY

This independent study has been developed to help 
nurses understand their rights and responsibilities 
regarding delegation by licensed nurses. 1.02 contact 
hours will be awarded for successful completion of this 
independent study. NOTE: This session can be used to 
meet your one hour OBN requirement on law and rules 
which affects your nursing practice in Ohio.

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

Expires 6/2010. Copyright © 2002, 2004, 2006, 2008 
Ohio Nurses Foundation.

This independent study was developed by Peggy 
Maguire, JD, RN, and updated by: Jan Lanier, JD, RN, Ohio 
Nurses Association.

OBJECTIVE
Upon completion of this independent study, the learner 

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

related to the Ohio Revised and Administrative 
Codes.

Study
The registered nurse maintains an independent area 

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

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

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

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

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

Pertinent Definitions
The OBN defines delegation as “the transfer of 

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

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

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

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

Note also that the person to whom a nurse delegates 
does not have authority in their own right to do the task. 
Nursing assistants in hospitals, for example, do not have a 
scope of practice recognized by Ohio law. Thus everything 
they do is at the delegation of another. When a nurse asks 
an assistant to bathe or feed a patient, because the assistant 
has no legal authority to do these tasks on their own, the 
nurse is actually delegating the bathing and feeding tasks. 
When an assistant is properly taught and supervised by a 

licensed nurse to perform the bathing and feeding tasks, 
Ohio law refers to this assistant as a “trained unlicensed 
person” or State Tested Nurse Aide.

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

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

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

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

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

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

Prohibitions
Ohio law is clear that certain nursing tasks, generally 

speaking, may never be delegated to others. Ohio 
Administrative Code 4723-13-03 states a licensed nurse 
shall not delegate administration of medication (with 
some specific exceptions), use of the nursing process in 
its entirety, or nursing tasks requiring judgment based on 
nursing knowledge or expertise. 

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

Ohio law also prohibits an unlicensed person from 
passing the responsibility for performing a delegated task 
on to another person. Ohio Administrative Code 4723-
13-03(C). Therefore, if a nurse asks his or her assistant to 
ambulate a patient down the hall, the assistant may not ask 
another assistant to walk the patient for them.

Conditions For Delegation of Medication Administration
Ohio law allows delegation of application of over-

the-counter medications in very limited circumstances. 

Delegation by Licensed Nurses



March 2009 Ohio Nurse Page 7

(4) The nursing task is delegable as specified by OBN 
rules.

(5) Appropriate resources and support are available for 
the performance of the task and management of the 
outcome.

(6) The trained unlicensed person performs the 
delegated task only as specified by the licensed 
nurse.

(7) Adequate and appropriate supervision by the 
licensed nurse is available.

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

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

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

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

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

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

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

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

Minimum Curriculum Requirements For Teaching A 
Delegable Nursing Task

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

When training an unlicensed person to perform a 
delegable task, Ohio Administrative Code 4723-13-06 
requires inclusion of instruction on infection control 
and universal precautions. The Code also requires that, 
as to the particular task instruction, the nurse provide 
information and directions on the concepts underlying the 
delegable nursing task. The nurse should give directions on 

how to correctly perform the delegable task according to 
current standards of care and make step-by-step directions 
readily available to the nursing assistant. Once the nurse 
has provided a demonstration of the task, the nurse should 
observe and document a satisfactory return demonstration 
of the same task. 
Supervision of Delegation

The initiation of the delegation process must include 
thorough instructions to the trained unlicensed person. 
The nurse should communicate directions and expectations 
for each task. 

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

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

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

On an ongoing basis, Ohio law requires the nurse to 
document details of the delegation. Particularly, Ohio 
Administrative Code 4723-13-07(A) requires notation 
stating the degree to which the nursing care needs of the 
individual are being met, the performance by the trained 
unlicensed person of the delegated nursing task, the need 
for further instruction, and the need to withdraw the 
delegation.

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

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

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

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

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

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

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

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

registered nurse, licensed physician, dentist, optometrist, 
chiropractor or podiatrist. While that “direction” is not 

synonymous with “delegation,” the nurse who is directing 
the LPNs practice must assess the condition of the patient 
or client. The type, complexity and frequency of the 
nursing care needed; the training, skills, and ability of 
the LPN; and the availability of resources needed to safely 
provide the required care (OAC 4723-4-03 (K)). 

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

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

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

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

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

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

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

Ohio Administrative Code
4723 Ohio Board of Nursing
Chapter 4723-13 Delegation of Nursing Tasks

4723-13-01 Definitions.
For the purposes of this chapter, the following 

definitions shall apply:
(A) “Board” means the Ohio board of nursing.
(B) “Client” means the recipient of nursing care, which 

may include an individual, a group, or a community.
(C) “Delegation” means the transfer of responsibility 

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

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

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

(F) “Direction” means communicating a plan of care to 
a licensed practical nurse. Direction by a registered 
nurse is not meant to imply the registered nurse 
is supervising the licensed practical nurse in the 
employment context.

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

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

(I) “MR/DD” means mental retardation and 
developmental disabilities.

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

Delegation by Licensed Nurses continued from page 6

Delegation by Licensed Nurses continued on page 8
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(e) The nursing task does not require repeated 
performance of nursing assessments; and

(f) The consequences of performing the 
nursing task improperly are minimal and 
not life-threatening.

(F) The delegating nurse shall be accountable for the 
decision to delegate nursing tasks to an unlicensed 
person.

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

Effective: 02/01/2007
R.C. 119.032 review dates: 10/11/2006 and 10/01/2011
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.07
Prior Effective Dates: 12/1/95, 2/1/02

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

A licensed nurse shall include all of the following when 
teaching an unlicensed person to perform a nursing task;

(A) Presentation of information on infection control 
and universal precautions;

(B) Presentation of information and directions on the 
concepts underlying the nursing task;

(C) Presentation of information and direction on 
how to correctly perform the specific nursing task 
according to current standards of practice following 
step-by-step directions readily available to the 
unlicensed person;

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

return demonstration by the unlicensed person of 
the nursing task.

Effective: 02/01/2007
R.C. 119.032 review dates: 10/11/2006 and 10/01/2011
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.03, 4723.07
Prior Effective Dates: 12/1/95, 2/1/02

4723-13-07 Supervision of the performance of a nursing 
task performed by an unlicensed person.

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

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

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

care and the health status of the individuals;
(2) The types and number of nursing tasks that will 

be delegated;
(3) The continuity, dependability, and reliability of 

the unlicensed person who will be performing 
the delegated nursing task;

(4) If the delegating nurse is assuming 
responsibility for more than one setting, the 
distance between settings, the accessibility of 
each setting, and any unusual problems that 
may be encountered in reaching each setting; 
and

(5) The availability of emergency aid should the 
nurse be too far from the setting to arrive at the 
setting in a timely manner.

Effective: 02/01/2007
R.C. 119.032 review dates: 10/11/2006 and 10/01/2011
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.03, 4723.07
Prior Effective Dates: 12/1/95, 2/1/02

Delegation by Licensed Nurses continued from page 7
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4723-13-03 Prohibitions.
(A) No person to whom a nursing task is delegated shall 

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

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

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

Replaces: 4723-13-03 (part)
Effective: 02/01/2007
R.C. 119.032 review dates: 10/01/2011
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.03, 4723.07
Prior Effective Dates: 12/1/95, 4/1/97, 4/1/98, 2/1/00, 

2/1/02

4723-13-04 Conditions for delegation of medication 
administration. [Rescinded]

Rescinded eff 2-1-07

4723-13-05 Criteria and standards for a licensed nurse 
delegating to an unlicensed person.

(A) A registered nurse may delegate a nursing task 
to an unlicensed person if all the conditions for 
delegation set forth in this chapter are met.

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

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

be applied to intact skin for the purpose of 
improving a skin condition or providing a 
barrier; and

(2) Over-the-counter eye drop, ear drop, and 
suppository medications, foot soak treatments, 
and enemas.

(D) Prior to delegating a nursing task to an unlicensed 
person, the delegating nurse shall determine each 
of the following:
(1) That the nursing task is within the scope of 

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

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

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

(4) That the nursing task is delegable as specified 
in this rule;

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

(6) That adequate and appropriate supervision 
by a licensed nurse of the performance of the 
nursing task is available in accordance with, 
rule 4723-13-07 of the Administrative Code.

(E) Prior to the delegation of any nursing task, the 
delegating nurse shall
(1) Identify;

(a) The individual on whom the nursing task 
may be performed; and

(b) A specific time frame during which the 
delegated nursing task may be performed.

(2) Complete an evaluation of the conditions that 
relate to the delegation of the nursing task to 
be performed, including;
(a) An evaluation of the individual who needs 

nursing care;
(b) The types of nursing care the individual 

requires;
(c) The complexity and frequency of the 

nursing care needed;
(d) The stability of the individual who needs 

nursing care; and
(e) A review of the evaluations performed by 

other licensed health care professionals.
(3) Identify a nursing task as delegable if all of the 

following apply:
(a) The nursing task requires no judgment 

based on nursing knowledge and expertise 
on the part of the unlicensed person 
performing the task;

(b) The results of the nursing task are 
reasonably predictable;

(c) The nursing task can be safely performed 
according to exact, unchanging directions, 
with no need to alter the standard 
procedures for performing the task;

(d) The performance of the nursing task does 
not require complex observations or critical 
decisions be made with respect to the 
nursing task;

the client is unable to perform that activity for him 
or herself.

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

Effective: 02/01/2007
R.C. 119.032 review dates: 10/11/2006 and 10/01/2011
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.07
Prior Effective Dates: 12/1/95, 2/1/02, 2/1/03, 2/1/04

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

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

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

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

(C) Nothing in this chapter shall prohibit an unlicensed 
person from assisting with self-directed care, 
including but not limited to, help with self-
administration of medications in a facility where 
the substantial purpose of the setting is other than 
the provision of health care. An unlicensed person 
assisting with self-administration of medications may 
do only the following:
(1) Remind an individual when to take the 

medication and observe to ensure that the 
individual follows the directions on the 
container;

(2) Assist an individual in the self-administration 
of medication by taking the medication in its 
container from the area where it is stored and 
handing the container with the medication in it 
to the individual. If the individual is physically 
unable to open the container, the unlicensed 
person may open the container for the 
individual; and

(3) Assist upon request by or with the consent of, a 
physically impaired but mentally alert individual, 
in removing oral or topical medication from 
the container and in taking or applying the 
medication. If an individual is physically unable 
to place a dose of medicine in the individual’s 
mouth without spilling or dropping it, an 
unlicensed person may place the dose in another 
container and place that container to the mouth 
of the individual.

(D) Nothing in this chapter shall prohibit an unlicensed 
person from administering medication under the 
following circumstances:
(1) The giving of oral or the applying of topical 

medication in accordance with sections 
5123.41 to 5123.47 of the Revised Code and in 
accordance with rules 5123:2-6-01 to 5123:2-6-07 
of the Administrative Code;

(2) When the task is performed by an individual 
employed by a local board of education who has 
been designated pursuant to section 3313.713 of 
the Revised Code to administer to a student a 
drug prescribed by an authorized prescriber;

(3) In accordance with any other law or rule that 
authorizes an unlicensed person to administer 
medications.

Replaces: 4723-13-02 (part), 4723-13-04 (part)
Effective: 02/01/2007
R.C. 119.032 review dates: 10/01/2011
Promulgated Under: 119.03
Statutory Authority: 4723.07
Rule Amplifies: 4723.01, 4723.03
Prior Effective Dates: 12/1/95, 2/1/00, 2/1/02, 2/1/03, 

2/1/04
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Evaluation and Registration Form

1. Was the following objective met?
A. Describe the principles of nursing delegation as related to the 
 Ohio Revised and Administrative Codes, Chapter 4723. Yes ____ No ____

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

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?

Name: ___________________________________________________________________________________________________
                 (please print clearly)

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. Any additional independent studies that an 
ONA member would like can be purchased for $12.00 plus shipping/handling by filling out the order form at the end 
of this publication.

NON ONA-MEMBERS:
Each study in this edition of the Ohio Nurse is $12.00 for non ONA-Members. Any additional independent studies that 
non-ONA member would like can be purchased for $12.00 plus shipping/handling by filling out the order form at the 
end of this publication.

Charge	to:	___	Visa				___	MasterCard				___Discover				___American	Express

Card # _________________________________  Signature: ____________________________________________

Exp. Date: _____________________________ 	Verification	#: _________________________________________

Please send check or credit card information along with this completed form to: 

Ohio Nurses Foundation, Dept. LB-12, PO Box 183134, Columbus, OH 43218-3134.

ONA OFFICE USE ONLY

Date received: _____________ Amount: _____________  Check No.: __________________

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

Name: ____________________________ Final Score: _____

Circle the one that best answers each question

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

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

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

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

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

4. Supervision over delegation includes everything 
below, except:

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

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

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

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

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

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

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

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

9. If a nursing assistant fails to appropriately document 
performance and observation of a delegated task, the 
following person(s) may be held responsible:

 A. The nursing assistant who failed to document.
 B. The registered nurse who delegated the task.
 C. The charge nurse who gave the registered nurse 
  and nursing assistant their assignments.
 D. All of the above. 

10. The LPNs scope of practice includes all of the 
following, except:

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

TRUE OR FALSE

_____ 11. Ohio law specifically recognizes delegation 
  as an independent function within the scope 
  of a registered nurse’s practice. 

_____ 12. When a nurse delegates, the nurse is 
  accountable for the outcome. 

_____ 13. When a nurse delegates, the nurse is legally 
  liable for the outcome. 

_____ 14. To satisfy the duty of accountability, the nurse 
  must be able to articulate a reasonable basis 
  for the delegation decisions made. 

_____ 15. Only the RN may assess; the LPN can however 
  observe and contribute to the assessment. 

_____ 16. When a nurse observes a physician 
  delegating medication administration to an 
  unlicensed person, the nurse should alert 
  the Ohio State Medical Board immediately. 

_____ 17. Education of nursing assistants primarily 
  comes from on-the-job training and ongoing 
  staff development. 

_____ 18. Both RNs and LPNs have legal authority to 
  make clinical judgments. 

_____ 19. An advanced practice nurse may instruct an 
  LPN to perform a task that is beyond the 
  LPNs basic educational preparation 
  provided the LPN has the necessary 
  knowledge, skill and ability to perform the 
  activity and it is not otherwise prohibited by 
  law. 

_____ 20. When a registered nurse is in charge, and 
  instructs another registered nurse to care for 
  a particular patient, the charge nurse has 
  delegated that patient’s care to the RN.

Post Test and Evaluation Form – Delegation by Licensed Nurses
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hospital. If a facility does not meet this criterion, it is not 
required to comply with the law’s provisions. To avoid any 
doubt in one area, the law explicitly includes operating 
rooms in the definition of included services. The staffing 
standards are applicable to registered nurses and licensed 
practical nurses who provide direct patient care. Specific 
language containing definitions can be found at Section 
3727.50 ORC.

Section 3727.50 Definitions
• “Direct patient care”–care provided by a nurse 

with direct responsibility to carry out medical regimens 
or nursing care for one or more patients.

• “Inpatient care unit”–hospital unit, including an 
operating room or other inpatient care area, in which 
nursing care is provided to patients who have been 
admitted to the hospital.

• “Nurse”–a person who is licensed to practice as a 
registered nurse under Chapter 4723. of the ORC or, if 
hospital employs LPNs, a person licensed to practice as 
a licensed practical nurse under that chapter. 

What must affected hospitals do?
Briefly, each hospital must create an evidence-based 

written staffing plan guiding the assignment of nurses 
across the facility. With few exceptions, the plan must be 
implemented by March 9, 2009. [Section 3727.53 ORC 
allows the hospital to delay implementation if the hospital’s 
fiscal year starts within 180 days after the nurse staffing 
committee, described below, convenes]. The law requires 
all Ohio hospitals to convene a hospital-wide nursing 
care committee to make recommendations regarding the 
content of the staffing plan. The hospital must provide for 
distribution of the plan that is ultimately adopted to its 
nursing staff and must post a notice in a conspicuous place 
advising the public as to how to obtain a copy of the plan. 
Finally, hospitals must assure the plan is reviewed annually 
by the nursing care committee.

What is the nursing care committee?
The nursing care committee is the entity responsible for 

developing the staffing plan recommendations required by 
the law. The committee must be established by Dec. 9, 2008. 
At least 50% of the members must be direct care registered 
nurses, who are representative of all types of nursing 
services offered by the hospital. While only a relative few 
nurses will actually serve on the staffing committee, the 
bill requires the chief nursing officer (CNO) to have a 
mechanism in place for obtaining input from ALL direct 
care inpatient nurses. Nurses throughout Ohio’s hospitals 
should participate fully in the work of the committees, 
including providing input when asked to do so. Only 
through such participation will the staffing plan ultimately 
recommended by the committee reflect the genuine 
needs of each unit or service. [Provisions addressing these 
requirements are found at Section 3727.51 ORC].

§3727.51 Establishment of hospital-wide nursing care 
committee

•	 Hospital	must	convene	committee	within	90	days	
of statute effective date

•	 Hospital	will	select	committee	members
•	 CNO	shall	be	a	member
•	 Minimum	50%	of	members	shall	consist	of	direct	

care registered nurses
•	 All	 types	 of	 nursing	 care	 services	 must	 be	

represented by direct care nurses
•	 CNO	must	 have	mechanism	 for	 obtaining	 input	

from all direct care inpatient nurses

The law is not specific as to what units or services 
must be part of the nursing care committee. It merely 
requires the committee to be representative of all types 
of nursing services offered by a particular hospital. The 
make-up of the committee is a critical decision if its work 
is to have credibility for direct care staff as well as hospital 
administrators. A committee might be composed of the 
following positions:

Sample Nursing Care Committee Make-up

Administrative  Direct Care Registered
Representatives Nurse Representatives—
 At least 50% of the total 
 committee

Chief Nursing Officer Critical care RN

Clinical Directors/ Med-Surg RN
Nurse Managers

Off-shift Nursing  Peri Operative RN
Supervisor

Human Resources  Labor/Delivery/Post
Representative Partum/NICU RN

Finance Representative  Resource/Float Pool RN
(CFO designee)

Management Engineer  Step-down/Telemetry RN
Representative

What roles will the CNO and direct care nurses play?
The CNO has specific roles and responsibilities set forth 

in the statute as well as other less tangible responsibilities 
that are critical to the success of the entire process. Most 
importantly, the CNO’s leadership will be needed on a 
variety of fronts to assure the effective inclusion of direct 
care nurses in the plan development process and ultimately 
the acceptance of the plan by hospital leadership. The CNO 
will help assure that the plan is consistent and in concert 
with the hospital budget and goals of the hospital and its 
board of trustees and will identify the resources committee 
members need to develop the plan recommendations and 
assure its ongoing relevance. 

All direct care nurses should be asked to make 
recommendations about the make-up of the nursing 
care committee and to participate in the processes used 
to obtain input regarding staffing needs. Nurses should 
provide feedback in a timely manner, attend meetings as 
requested, discuss staffing with peers, and be prepared to 
fully participate in the process. 

Direct care registered nurses selected to participate in 
the nursing care committee will have significant roles to 
play both in developing the plan recommendations and in 
communicating with their peers regarding the process. Part 
II of this study includes information that could be helpful 
in preparing for this important responsibility.

Obtaining input from direct care nurses
Although the CNO is responsible for establishing a 

mechanism for obtaining input from all direct care nurses, 
the nurses themselves must participate in the process if it 
is to be successful. Mechanisms for obtaining input should 

INDEPENDENT STUDY
This independent study has been developed for nurses 

who wish to increase their understanding of the Safe 
Staffing Law in Ohio. 1.0 contact hour will be awarded for 
successful completion of this independent study. Copyright 
© 2008, Ohio Nurses Foundation. Expires 1/2011.

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. Identify the elements of the Safe Staffing Law in Ohio.
2. Describe the responsibilities of the Chief Nursing Officer 

(CNO) and the staff nurse.

This independent study was developed by the following:
1. The section on the law itself was adapted from the 

PowerPoint presentation developed by Suzanne 
Martin, JD, RN and Jann Marks, MBA, RN, NEA-BC 
for the Train the Trainer Staffing Law conference.

2. The section designed specifically for staff nurses was 
written by Joylynn Daniels, RN and Jan Lanier, JD, RN.

3. Edited by Jan Lanier, JD, RN.
On June 10, 2008, Governor Ted Strickland signed into 

law HB 346. The law, which became effective September 
10, 2008, addresses the issue of safe nurse staffing in 
Ohio hospitals, which has been a high legislative priority 
for nurses for many years. Efforts to achieve enactment of 
similar legislation in the past were not successful largely 
because hospital and nursing organizations could not agree 
on the preferred approach for dealing with this critical 
patient safety issue. Because of the positive correlation 
between appropriate registered nurse staffing and positive 
patient outcomes, the parties determined they needed 
to look beyond past differences to find ways to reach a 
common goal—the best patient care possible. 

This commitment ultimately led to an unprecedented 
collaborative effort between the Ohio Nurses Association 
ONA), the Ohio Organization of Nurse Executives 
(OONE), and the Ohio Hospital Association (OHA). These 
organizations, through what eventually became known as 
the Nursing 2015 Initiative, worked in tandem to convince 
the members of the General Assembly that passage of HB 
346 was a reasonable, realistic way to achieve the nurse 
staffing levels necessary for safer patient care. Many 
components of the law are derived from the Safe Staffing 
Principles developed by the American Nurses Association 
and the American Organization of Nurse Executives. 
It was through the advocacy efforts of staff nurses and 
nurse executives that Ohio Senators and Representatives 
came to understand how these principles should form 
the foundation of Ohio’s landmark staffing standards 
legislation. 

Once the bill became law, responsibility for 
implementation became the job of hospitals throughout 
the state and the nurses working in those facilities. This 
independent study is divided into three parts. Part I sets 
out relevant provisions in the law (Section 3727.50 et.seq 
of the Ohio Revised Code). It identifies how direct care 
staff nurses and nurse administrators should be working 
together to assure that the required new processes are 
initiated successfully and in accordance with the timeline 
set out in the law. Part II provides information nurses will 
need to be able to participate fully in the nursing care 
committees that each hospital will establish including 
definition of pertinent terms. Part III provides tips on how 
to make the committees successful.

Statute Implementation Timeline

 Statute effective date September 10, 2008

 Nursing care committee  December 9, 2008
 convenes within 90 days 
 after statute becomes 
 effective or within 90 days 
 after hospital begins 
 treating patients

	 Written	nursing		 •	March 9, 2009 or
	 services	plan	shall	be		 •	up	to	June	7,	2009	if	FY
 implemented within 90 days  begins within 180 days
after nursing care committee  of nursing care
 convenes or on first day of  committee being
 the fiscal year (FY) if the  convened
 FY begins within 180 days 
 after nursing care 
 committee convenes

Does this law affect my facility?
Although safe nurse staffing is an issue for long-term 

care facilities and outpatient settings, the Safe Staffing 
Law affects only inpatient care units or all units in which 
nursing care is provided to patients admitted to the 

The Staff Nurse and the Safe Staffing Law in Ohio

Safe Staffing Law continued on page 12
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§3727.54 Annual Review
•	 At	least	once	per	year	the	hospital-wide	nursing	

care committee shall do the following:
A. Review how the most current nursing services 

staffing plan does all of the following:
1) Affects inpatient care outcomes;
2) Affects clinical management;
3) Facilitates a delivery system that provides, 

on a cost-effective basis, quality nursing 
care consistent with acceptable and 
prevailing standards of safe nursing care 
and evidence-based guidelines established 
by national nursing organizations.

B. Make recommendations, based on the most 
recent review conducted, regarding how the 
most current nursing services staffing plan 
should be revised, if at all.

§3727.56 Plan distribution.
•	 Hospital	shall	provide	copies	of	its	nursing	services	

staffing plan in accordance with both of the 
following:
1) A copy of the staffing plan and subsequent 

changes to the plan shall be provided to each 
member of the hospital’s nursing staff free of 
charge.

2) The staffing plan shall be provided to any person 
who requests it for a fee not to exceed actual 
copying costs.

•	 A	notice	shall	be	posted	in	a	conspicuous	location	in	
the hospital informing the public of the availability 
of the staffing plan that specifies the appropriate 
person, office or department to be contacted to 
review or obtain a copy of the staffing plan.

for patient referrals and discharge planning. Patient acuity 
and the number of patients being cared for, the need for 
ongoing assessment of both the patients and the nurse 
staffing levels, and the hospital’s policy for identifying 
additional nurses who can provide direct patient care when 
patients’ unexpected needs exceed the planned workload 
for direct care staff complete the areas to be considered in 
plan development. Section 3727.52 ORC is the provision of 
the law that addresses the work of the committee.

Is a staffing plan good forever?
The law recognizes that technology and patient care 

needs are not static; therefore, staffing plans must be 
regularly evaluated and reviewed. The nursing care 
committee must at least annually determine how the 
adopted plan affects inpatient care outcomes; clinical 
management; and facilitates cost effective, quality nursing 
care that is consistent with standards of safe nursing 
care. The standards will be evidence-based guidelines 
that are established by national nursing organizations. 
Once the review is completed the committee will make 
recommendations as to whether the staffing plan needs 
to be revised. Section 3727.54 ORC addresses the annual 
review requirement.

In addition to an annual review, the law recognizes that a 
staffing plan must be flexible enough to meet ever-changing 
patient needs. (Section 3727.55 ORC). Consequently, each 
hospital must identify a model for adjusting the nursing 
services staffing plan for each inpatient care unit. While 
the exact wording in the statute is somewhat confusing, the 
key phrase is “to provide flexibility to meet patient needs.” 
The model identified must take into consideration the 
flexibility needed on a shift to shift or day-to-day basis as 
patient volume and workload fluctuate. 

The models will vary depending upon whether the 
inevitable fluctuation is long term or short term. For short 
term fluctuations, many hospitals use a variety of methods 
to respond including voluntary overtime, float pools, in 
house per diem pools, short term agency or travel nurses, 
or staff floating.

On a longer term basis, flexibility may include the need 
to make adjustments as new services or changes in patient 
types or bed expansion occur. When that happens, the 
staffing plan must be adjusted accordingly. For example, 
if a new approach to glucose control and monitoring is 
implemented requiring an increase in RN care to diabetic 
patients, the plan must provide a model for determining if 
the nursing services staffing plan is in need of adjustment.

How will anyone know about the staffing plan?
The hospital must provide copies of the staffing plan 

and any changes to its nursing staff at no charge. Others 
may obtain a copy for a fee not to exceed the actual 
copying costs. The hospital is required to post a notice in a 
conspicuous place alerting the public as to the availability 
of the staffing plan and how to obtain a copy. Section 
3727.56 ORC contains this requirement.

The provision in the law that addresses the public 
notice requirement could be met by posting the following 
information in an area of the hospital visitors would be 
likely to access.

safe nurse staffing standards. This provision in the law is 
significant in that it requires a staff of competent nurses 
with specialized skills and also references evidence-based 
staffing standards as the foundation for making staffing 
recommendations. 

Also to be considered when developing the plan 
recommendations is the complexity of the complete care 
needed on a given unit. Complexity of care includes such 
considerations as patient assessment on admission as 
well as the need for ongoing assessments; the volume of 
admissions; the number of discharges and transfers; the 
evaluation of the progress of a patient’s problems; the 
amount of time needed for patient education and the need 

§3727.52 Committee Charge. 
The committee is to:
•	 Evaluate	 hospital’s	 current	 nursing	 services	

staffing plan if one exists or
•	 Recommend	a	nursing	services	staffing	plan	

consistent with current standards established 
by private accreditation organizations or 
governmental entities and addresses all of 
the following:
1) Selection, implementation and 

evaluation of minimum staffing levels 
for all inpatient units that ensure that 
the hospital has a staff of competent 
nurses with specialized skills needed 
to meet patient needs in accordance 
with evidence-based safe nurse staffing 
standards;

2) The complexity of complete care, 
•	 assessment	on	patient	admission,	
•	 volume	of	patient	admissions,	
•	 discharges	and	transfers,	
•	 evaluation	 of	 the	 progress	 of	 a	

patient’s problems, 
•	 the	 amount	 of	 time	 needed	 for	

patient education, 
•	 ongoing	physical	assessments,	
•	 planning	for	a	patient’s	discharge,	
•	 assessment	after	a	change	 in	patient	

condition, and 
•	 assessment	 of	 the	 need	 for	 patient	

referrals; 
3) Patient acuity and the number of 

patients for whom care is being 
provided;

4) The need for ongoing assessments of 
a unit’s patients and its nursing staff 
levels;

5) The hospital’s policy for identifying 
additional nurses who can provide direct 
patient care when patients’ unexpected 
needs exceed the planned workload for 
direct care staff.

take into consideration various communication options/
limitations and should be designed to facilitate meaningful 
information exchanges. Possible options include:

•	 Surveys—pencil	 &	 paper;	 online;	 utilize	 committee	
members to design the tool & process

•	 Unit-specific	staff	meetings
•	 Open	staff	forums
•	 Open	CNO	office	hours
•	 Solicit	emails	from	nurses
•	 Unit	rounds
•	 Wiki	 boards,	 chat	 boards	 or	 other	 similar	

technologies

In addition to soliciting input initially, a process should 
be in place to obtain feedback on an ongoing basis. Once 
the draft plan recommendations are developed, the draft 
could be posted online so nurses can review and comment. 
Members of the committee could hold unit meetings to 
discuss plan development. The public relations, human 
resources, or communications departments could assist 
with this process.

What will the nursing care committee do?
The primary purpose of this committee is to recommend 

a nursing services staffing plan and annually review that 
plan. In order to develop the staffing plan, the committee 
must first evaluate the hospital’s current nursing services 
staffing plan if one exists. Following that review, the 
committee will begin development of its recommendations. 

The staffing plan recommended by the committee must 
be consistent with current standards established by private 
accreditation organizations or governmental entities. 
That means committee participants will need to be aware 
of these standards and apply them to the various facility-
specific services or units included within the definition of 
inpatient care unit set forth in Section 3727.50 ORC. 

Generally, the plan must identify minimum staffing 
levels for all inpatient units that ensure the hospital has 
a staff of competent nurses with specialized skills needed 
to meet patient needs in accordance with evidence-based 

Chief Nursing Officer Direct Care Nurses

Be a member of the nursing care committee. Be a member of the committee if asked to do so by the 
 CNO.
 Fully participate in the work of the committee, working 
 collaboratively with committee members. 
 Discuss staffing recommendations with peers and 
 colleagues. 
 Seek and communicate their input to committee members.

Provide a mechanism for obtaining input from all direct  Provide information regarding staffing needs via the
care inpatient nurses. mechanism chosen by the CNO to solicit that input.

Provide leadership within the hospital to establish the  Provide feedback regarding the make-up of the committee.
process for determining the types of nursing care services 
that must be represented on the committee and selecting 
the direct care registered nurses to serve on the committee.

Provide leadership to establish a mechanism for  Read and review the staffing plan recommendations and
distribution of the staffing plan and subsequent changes  provide feedback.
to the hospital’s nursing staff. 

Provide leadership for the posting of the public notice 
regarding the availability of the staffing plan and establish 
the internal mechanisms necessary to assure the plan is 
made available upon request. 

Provide leadership in the creation of the written 
evidence-based staffing plan that is a reflection of the 
work of the nursing care committee and is consistent and 
in concert with the hospital and its board of trustees. 

Oversee implementation of the staffing plan. Participate in implementation of the staffing plan.

Convene the nursing care committee for the annual  Participate in the annual review of the staffing plan and
review of the plan. provide feedback as requested.

Work with the committee to identify and define the  Work collaboratively with the CNO and hospital leadership
metrics, measures, and processes that will be utilized by  in all phases of the process.
the committee to develop the staffing plan  Review the materials provided by the CNO and develop a
recommendations and conduct the annual plan review. mechanism for obtaining relevant nationally accepted
 evidence-based information/guidelines regarding 
 staffing.

Roles Nurses will Play

Safe Staffing Law continued on page 13
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Saint Elsewhere Hospital Nurse Staffing Guidelines
Saint Elsewhere Hospital is committed to providing 

the highest quality and safest care to our patients.
•	 Our	 nursing	 units	 are	 staffed	 with	 highly	 skilled	

registered nurses, licensed practical nurses and 
patient care attendants.

•	 Each	unit	has	 a	written	 staffing	plan	developed	 to	
accommodate a projected average daily patient 
census.

•	 The	patient	census	 is	 reviewed	each	 shift	by	a	unit	
nurse leader. Staffing is adjusted as needed to meet 
patient needs.

•	 Nursing	 supervisors	 are	 on	 duty	 at	 all	 times	 to	
assist with adjusting nursing unit staffing when 
unexpected fluctuations in patient census or need 
occur.

Saint Elsewhere Hospital follows staffing guidelines 
set by the American Nurses Association, Principles for 
Nurse Staffing, American Nurses Publishing, Washington, 
D.C.

You may request a copy of the Saint Elsewhere 
Hospital Nurse Staffing Plan by contacting Jane 
Doe at 614-555-1212 or visiting the human resources 
department during normal business hours to request a 
copy. The cost for the plan is $2.00 to cover the cost of 
copying.

How will my collective bargaining contract be affected?
The law concludes with an explicit assurance that the 

provisions dealing with safe staffing will not limit, alter, 
or modify any of the terms, conditions, or provisions of a 
collective bargaining agreement entered into by a hospital. 
(Section 3727.57 ORC).

PART II
A Staff Nurse Tool Kit: Implementing the Safe Staffing 
Law in Ohio

Staff nurses serving on or providing input to a hospital’s 
nursing care committee charged with implementing the 
Safe Staffing Law in Ohio will be working with nursing 
administrators and others who have extensive knowledge of 
financial and regulatory terminology/content and nursing 
information/data. It will be important to be well-informed 
regarding this information/data and the impact such data 
have on the development of a safe nursing services staffing 
plan. The following will provide the foundation needed 
to be an effective committee participant. Additionally, the 
Nursing 2015 Initiative has prepared a tool kit that contains 
a variety of resources. The kit can be accessed at http://
nursing2015.wordpress.com. 

What are some of the terms/descriptions/data commonly 
used by hospitals when developing a nursing budget and 
staffing plan for each unit?

• Budgeted Average Daily Census: Midnight census 
is the current standard used in all or most all Ohio 
hospitals to calculate average daily census for a unit. 
Midnight census is the number of patients on a unit 
at midnight. The average daily census is determined 
by tallying the midnight census on a unit from the 
previous budget year and dividing by the number 
of days in a year. It is a static number that does not 
reflect ongoing changes (ADT) in census and/or 
patient activity that occurs throughout the entire 
previous 24 hours. Inpatient units, like the OR, use 
a different standard than midnight census such as 
number of daily visits, cases or procedures. 

• Budgeted Nursing FTE’s: Full Time Equivalent is 
the number of full time direct nursing care hours 
allocated to a unit to provide care for the average 
daily census and HPPD (Hours Per Patient Day). It 
also includes hours to cover paid time off. The hours 
can be used for full time and/or part time positions. 
Paid hours worked are called productive hours while 
paid time off hours are called non-productive hours. 

• Budgeted NHPPD/HPPD: Nursing Hours Per 
Patient Day/Hours Per Patient Day is the number of 
direct nursing care hours given to a unit to provide 
care for each patient over twenty-four hours. It is the 
budgeted direct nursing care productive hours over 
twenty-four hours divided by budgeted average daily 
census. Actual daily HPPD are calculated by tallying 
actual direct nursing care hours worked over twenty-
four hours divided by the midnight census. There 
are questions about the continued usefulness of the 
concept of HPPD when determining nursing hours of 
care.

• UOS: Hours Per Unit of Services is the number of 
direct nursing care hours needed to provide a service 
(i.e. procedure, visit) to a patient on units like the 
OR. 

• Patient Acuity: Level of care complexity/intensity of a 
patient. Measured by a Patient Classification System. 

• Patient Classification System: System used to identify 
and classify a patient into a care category and quantify 
the category to determine the NHPPD required for 

that patient over twenty-four hours. There are several 
different types of patient classification and acuity 
systems. None of them capture all pertinent data 
for measuring patient needs and translating that 
information into staffing requirements. Therefore, it 
is important to know what criteria are included in a 
system so criteria not included can then be collected 
and incorporated in staffing decisions.

• Budgeted Skill Mix: The mix of RNs, LPNs and 
assistive personnel allocated to a unit to provide 
nursing care. The higher the RN percentage of 
the mix, the better the patient outcomes. Nurse 
competency and experience need to be part of the 
skill mix decision for daily nurse staffing.

• Nursing Workload: Nursing and non-nursing duties/
responsibilities/activities included in the work of the 
nurse or other direct patient care provider but not 
captured for budgeting and staffing purposes in the 
NHPPD and patient classification/acuity system i.e. 
support staff duties on off shifts. Currently there is 
no consistent system for capturing and computing 
this information/data into nursing care hours. This 
is an area of opportunity for supporting increased 
budgeted nursing hours by identifying the work and 
collecting/capturing the data. It is new data, not 
existing data.

• Regulation: A governmental entity or private 
accreditation organization requirement for staffing 
i.e. Joint Commission, Ohio Department of Health, 
Ohio Department of Job and Family Services, Center 
for Medicaid and Medicare Services (CMS), Ohio 
Department of Mental Health and possibly others.

• Non-Direct Care Giver: Support staff not involved 
in providing direct nursing care to a patient. i.e. unit 
clerk, manager, monitor watcher.

• Productive Hours: Paid nursing work hours.
• Non-Productive Hours: Paid nursing non-work 

hours. (i.e. vacation, sick time, holidays, education 
and training) Usually budgeted at the lowest nursing 
salary versus actual nursing salary on a unit. 

What questions should be asked about the financial data/
information? 

• Budgeted Average Daily Census: Will admission, 
discharge and transfer data/activity be incorporated 
in determining the nursing care yearly budget? If not, 
how will it be reflected in determining nursing care 
resources for daily staffing on a unit?

• Budgeted Nursing FTE’s: How will additional nursing 
care resources be provided to a unit when patient care 
needs exceed budgeted nursing care FTE’s? What 
patient care categories are included in the budgeted 
nursing care FTE’s? Does it include both direct 
caregivers i.e. RN, LPN, PCA and non-direct care 
givers, i.e. unit clerk, manager? What is the skill mix? 

• Budgeted NHPPD/HPPD: How were the hours 
arrived at and by whom? Does it include non-direct 
caregivers i.e. clerk, manager? How will workload data 
be reflected in determining the budgeted nursing 
care hours if at all? 

• Patient Classification/Acuity: What patient 
classification/acuity system does the hospital use? 
Was it purchased from a company or developed by 
the hospital? Does it appropriately reflect patient 
complexity/intensity? How is the patient classification/
acuity used in developing a unit nursing care budget?

• Nursing Workload: Does the hospital have a process/
method for capturing and computing workload data? 
If so, what is it and is it reliable? If not, how will this 
data be captured and computed? Are there process 
measures to identify unfinished or incomplete care; 
use of standard technique; prudent monitoring of 
invasive medical devices; systemic skin inspection, 
cleaning and positioning; and adherence to care 
pathways/protocols (this may be new data to capture 
and compute for staffing purposes).

• Productive Hours: How were the budgeted nursing 
productive hours determined and by whom? Are they 
sufficient to meet patient needs on a unit? 

• Non-Productive Hours: Are the budget nursing non-
productive hours based on the lowest versus actual 
nursing salaries on a unit?

What nursing and patient information/data is important to 
know and use in developing and evaluating effectiveness 
of a nursing services staffing plan?

• Evidence-Based Outcomes (clinical and patient)
• Practice Standards/Statements
• Required Safety/Care Measures
• Nurse Sensitive Measures
• Clinical Staff Expectations
• Quality Indicators (NDNQI)
• Nursing Indicators
• ANA Principles On Safe Nurse Staffing
• Process Measures/Indicators (new data collection 

opportunities)
• Regulation Standards (governmental, accreditation)
• Joint Commission Staffing Requirements
• Ohio Department of Health Staffing Requirements
• Ohio Department of Job and Family Services Staffing 

Requirements

• Center for Medicaid and Medicare Services Staffing 
Requirements

• Ohio Department of Mental Health Staffing 
Requirements

Why is it important for a staff nurse to become familiar 
with this information/data?

Research-based information/data are critical to the 
staffing recommendations that the nursing care committee 
will be making. The new law explicitly makes several 
references to “evidence-based standards” and expects those 
standards to guide the work of the committee and the 
development of the staffing plan. These data: 

• quantify nursing value and cost effectiveness; 
• identify improved/positive patient outcomes related 

to increased nurse staffing; 
• establish principles and criteria more appropriate for 

measuring patient needs and nursing work; 
• identify the complexity of nurse staffing issues; 
• identify the full scope of nursing care; 
• establish nurse requirements for safe staffing; and 

much more. 
In preparing to address appropriate staffing levels 

several research studies can provide the data for the 
evidence-based approach to staffing standards required by 
the new law.

Evidence-Based Outcomes
• Needleman & Buerhaus et. al. (2001) found strong 

consistent relationships between nurse staffing and 
urinary tract infections, pneumonia, length of stay, 
upper GI bleeding, shock; and in major surgical 
patients, failure to rescue.

• Cho et. al. (2003) found an increase of one HPPD 
(hours per patient day) was associated with an 8.9% 
decrease in the odds of the patient contracting 
pneumonia; 10% increase in RN proportion was 
associated with a 9.5% decrease in the odds of 
contracting pneumonia.

• Aiken et.al (2002) found that each additional patient 
cared for by a registered nurse was associated with a 
7% increase in the likelihood of dying within 30 days 
of admission; a 7% increase in failure to rescue rates; 
a 23% increase in nurse burnout; and a 15% increase 
in job dissatisfaction.

• Rogers et. al. (2004) found that errors and near errors 
were more likely to occur when nurses work more 
than 12 hours in a shift.

• 2007 AHRQ Report found an increased RN to patient 
ratio was associated with decreased hospital mortality; 
length of stay, and failure to rescue (but this was not 
necessarily causal). For every increase of one FTE 
RN per patient day, there was a decrease in mortality 
in ICU by 9% and in surgical patients by 16%; for 
every additional patient per RN shift there was a 7% 
increased risk of pneumonia, 45% increase in the 
risk of unplanned extubation, and 17% increase risk 
of medical complications. That same study found an 
increase of one FTE RN per day in ICU led to a 28% 
decrease in the risk of CPR, a 51% decrease in the 
risk of unplanned extubation, a 60% decrease in the 
risk of pulmonary failure, and a 30% decrease risk of 
hospital acquired pneumonia. For surgery patients, 
that same increase in FTE RNs resulted in 16% 
decrease risk of failure to rescue and 30% decrease 
risk of nosocomial blood stream infections. Finally, for 
every additional total registered nurse hour per day, 
death rates decreased by 1.98%. Nurse satisfaction 
and autonomy were associated with reduction of 
death risk. Increased nurse turnover was associated 
with a 0.2% increase in falls.

Another example of a supporting presentation is entitled 
“Keeping Patients Safe: Registered Nurses–The Canaries in 
the Mines of Health Care” developed by Kathleen Morris, 
Director, Nursing Practice, Ohio Nurses Association. It can 
be found by going to www.ohnurses.org and clicking on 
Practice, then on Nursing Research.

Where can a staff nurse find the research information/
data resource and reference materials?

• American Nurses Association web site, www.
safestaffingsaveslives.org. What Is Safe Nurse Staffing? 
then click on ANA Principles On Safe Nurse Staffing. 
Additional information is at the bottom of that page 
(Click on the first five resources for specific details). 

• Ohio Nurses Association web site: www.ohnurses.org 
to find multiple research documents. Go to Practice 
and click on Nursing Research and then click on 
Practice Resource Library. 

• Nursing 2015 web site: http://nursing2015/wordpress.
com. to find the HB 346 Staffing Tool Kit presentation 
given to hospitals, chief nurses and direct care nurses.

 Click on: HB 346 Tool Kit and click on # 2, 3, 4, 5 and 
19 or any of the other documents. 

• American Nurses Association web site, go to www.
nursingworld.org and click on “Measure Care–
NDNQI” on the left-hand side under the heading 
“Resources For You...” to find NDNQI resources 
documents available for sale. 

Safe Staffing Law continued from page 12
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Part III
Staffing is an important issue not only from a patient 

safety perspective but also because of the financial 
implications it has for the hospital and its effect on morale. 
Nurse salaries and wages are 68% of the nursing direct 
expense budget and represent 15% of the hospital direct 
expense budget. Scheduling issues are a major reason why 
nurses change jobs, which adds costs to the system; and 
nurse managers spend much of their time dealing with 
staffing challenges—not necessarily the most productive 
use of time and talents. 

The success of the Safe Staffing Law in Ohio largely 
depends upon how well the nursing care committees 
function. To make certain nurses selected for the committee 
value the time spent in committee work, it will be important 
that the meetings be perceived as a valuable use of time. 
That means meetings must be scheduled at the right time 
to assure that the right people can attend. Topics should be 
known in advance and an agenda provided. All participants 
should have an opportunity to be heard, and the meeting 
leader should identify actions and accountabilities to assure 
that needed follow-up is assigned and completed in a timely 
manner. 

The committee will need secretarial support to assure 
that adequate meeting planning and communication occur. 
Minutes and action plans must be developed, preserved, 
and made available to committee participants. In addition, 
participants will need to have access to data and reports in 
a timely manner. There must be communication support to 
assure these details are appropriately handled.

Effective committees will require effective teamwork and 
that takes time. Committee teamwork evaluation occurs in 
stages that have been dubbed “forming, storming, norming, 
performing, and mourning.” During the “forming” stage, 
group and cultural norms must be considered, ground rules 
laid, and a standard for decision-making identified and 
adopted. At this stage members are typically positive and 
polite. Some are anxious as they do not have a firm grasp of 
what the committee work will entail while others are excited 
about the task ahead. The committee leader, the CNO, will 
play an important role as the committee moves through 
this stage. The next phase called “storming” is when roles 
are clarified and questions arise (either overtly or covertly) 
regarding the work to be done, the approach taken, etc. 
This stage is when many committees fail largely because 
of the lack of established processes or poor relationship 
building. Once a hierarchy is established and the work 
to be done better understood, the “norming” stage can 
begin. Leadership issues have been resolved and committee 
members can begin to work cooperatively as a team to 
accomplish the tasks or “perform.” At the “performing” 
stage the committee functions well and people may move in 
and out without affecting the overall dynamic of the group. 
Finally the mourning or adjournment stage occurs when 
the work to be done is accomplished. 

Collaboration and consensus building are terms that 
must be defined early in the process so that all committee 
members are on the same page with respect to these 
concepts. “Collaboration” is a process of participation 
through which people work together to achieve desired 
results.

Team members contribute, take responsibility, and 
value other’s viewpoints. “Consensus building” means that 
everyone plays a role in the group’s decision-making. 

Compromise is often needed, which means there is 
general, but not necessarily total, agreement with the 
judgments arrived at by most of the participants. While 
not everyone agrees completely with the decision, the 
participants accept the importance of group solidarity. 
Agreeing on the definition of “consensus” and identifying 
the manner in which consensus will be determined are 
important matters to be addressed early in the committee’s 
development—at the norming stage—and periodically as 
difficult issues challenge the cohesiveness of the team.

Conclusion 
Safe Staffing Law will be successful only if all parties are 

vested in the process and outcomes. As hospitals implement 
their staffing plans everyone must be willing to give the 
plans a chance to work. The law recognizes that staffing is 
dynamic and requires constant vigilance to assure proper 
implementation across a facility. For that reason, the law 
requires at least an annual review of the plan by direct 
care nurses. These annual reviews provide an opportunity 
to make recommendations for changes—to identify what 
worked and what did not. The law also provides a carefully 
crafted mechanism that enables direct care nurses to have 
an effective, meaningful voice in determining what staffing 
will look like at their hospitals. It provides an opportunity 
for nurses to demonstrate their commitment to safer 
patient care not only at the bedside but also at the policy 
making level. 

If you have questions or there are problems in 
implementation of the staffing plan at your hospital, please 
contact ONA’s Health Policy Department at 614-239-5414.

Safe Staffing Law continued from page 13

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. The safe staffing law requires the following to 
develop a staffing committee.

 a. Public Health Departments
 b. Hospitals
 c. Long Term Care Facilities

2. The committee must be established by:
 a. Dec. 9, 2008
 b. Jan. 9, 2009
 c. March 9, 2009

3. What percentage of the committee members must 
be direct care nurses?

 a. 10%
 b. 25%
 c. 50%

4. The CNO must have a mechanism to get input from 
all direct care inpatient nurses.

 a. True
 b. False

5. The charges of the committee include addressing 
patient acuity, the number of patients for whom 
care is being provided, and a policy for addressing 
the need for additional nurses.

 a. True
 b. False

6. The direct care nurse on the committee is 
responsible for helping peers understand the 
staffing plan and getting their comments about it.

 a. True
 b. False

7. The hospital’s staffing plan is free to everyone who 
wants a copy of it.

 a. True
 b. False

8. How often must the staffing plan be reviewed?
 a. Every year
 b.  Every six months
 c. Every month

9. Productive hours are hours that a nurse works.
 a. True
 b. False

10. Resources and Research are from the following:
 a. ANA
 b. ONA
 c. All of the above.

11. A hospital CNO is not required to be a member of 
the nursing care committee.

 a. True
 b. False

12. A hospital that develops a staffing plan in 
accordance with the requirements set forth in 
Sections 3727.50 et.sef. ORC may safely ignore 
staffing standards established by the Ohio 
Department of Health.

 a. True
 b. False

13. The staffing plan must:
 a. Ensure that the hospital has a staff of competent 
  nurses with specialized skills needed to meet 
  patient needs.
 b. Require nurses to work overtime when patients’ 
  unexpected needs exceed the planned 
  workload.
 c. Address patient acuity without regard for the 
  number of patients for whom care is provided.
 d. Be posted in its entirety in a conspicuous public 
  place.
 e. None of the above.

14. The annual review requirement for staffing plans 
is the only mechanism in place for addressing 
fluctuations in patient volume and workload 
demands.

 a. True
 b. False

15. The success for nursing care committee will depend 
on the ability of committee members to:

 a. Collaborate, build consensus and compromise.
 b. Communicate with each other.
 c. Have timely access to data and reports.
 d. Avoid contentious issues during meetings so 
  fragile relationships are not strained.
 e. All of the above.
 f. Only a, b and c
 g. Only a

Evaluation and Registration Form
1. Were the following objectives met? Yes No

Identify the elements of the safe staffing law in Ohio. ❑ ❑
Describe the responsibilities of the CNO and the staff nurse . ❑	 ❑

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?

Name: ___________________________________________________________________________________________________
                 (please print clearly)

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. Any additional independent studies that an 
ONA member would like can be purchased for $12.00 plus shipping/handling by filling out the order form at the end 
of this publication.

NON ONA-MEMBERS:
Each study in this edition of the Ohio Nurse is $12.00 for non ONA-Members. Any additional independent studies that 
non-ONA member would like can be purchased for $12.00 plus shipping/handling by filling out the order form at the 
end of this publication.

Charge	to:	___	Visa				___	MasterCard				___Discover				___American	Express

Card # _________________________________  Signature: ____________________________________________
Exp. Date: _____________________________ 	Verification	#: _________________________________________

Please send check or credit card information along with this completed form to: 
Ohio Nurses Foundation, Dept. LB-12, PO Box 183134, Columbus, OH 43218-3134.

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

Post Test and Evaluation Form – Safe Staffing Law



March 2009 Ohio Nurse Page 15

INDEPENDENT STUDY

This independent study has been developed for nurses 
to better understand one’s thinking in relationship to 
nursing implications. 1.03 contact hour will be awarded 
for successful completion of this independent study. This 
independent study was developed by: Barbara Walton, MS, 
RN, NurseNotes, Inc. Milan, MI. Expires 7/2010. Copyright 
© 2006, 2008 Ohio Nurses Foundation

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Define Hypovolemic Nursing, Peak Performance and 

Congestive Nursing Failure.
2. Identify other items that influence one’s thinking.
3. Recognize nursing process as a critical thinking tool.
4. Analyze case studies for evidence of critical thinking 

and use of critical thinking strategies.

Thinking about our Thinking
Was it the title of this module that peaked your interest? 

You don’t even know what congestive nursing failure is, 
but you somehow know you’ve been in congestive nursing 
failure, don’t you? Have you ever thought about how your 
thinking influences your practice? Have you ever wondered 
if you delivered the same quality of care on a day when you 
didn’t feel well? How do you think a life-altering event such 
as a divorce, a family death or an impending birth might 
influence your ability to make sound clinical decisions? 
Have you ever gone home after a particularly hectic shift, 
only to re-work the shift as you attempted to sleep? How 
much information do you share with a co-worker you like 
and admire versus a colleague you don’t respect? Does the 
relationship you have with colleagues factor in to patient 
care decisions? As a legal nurse consultant, I have often 
asked myself these questions as I have reviewed cases for 
attorneys. Why does an intelligent nurse fail to recognize a 
respiratory rate of 52 breaths per minute on a 13 year- old 
patient as being a problem? Why does the nurse do nothing 
even after the parents continually tell her something is 
wrong with their daughter? For centuries experts have 
tried to figure out what makes us tick. What makes our 
minds work? Is it nature or nurture? This module does not 
attempt to have all the answers, but rather will attempt to 
get you thinking about your thinking as well as some items 
that may influence your thinking.

Some Definitions
Remember Starling’s Law of cardiac output?  The more 

the heart wall is stretched, the greater the force of the 
contraction, thus boosting cardiac output. When the wall 
is stretched too far, like a worn out rubber band, it will 
lose its contractile force and yield poor cardiac output. 
This is what occurs in congestive heart failure. This author 
believes nurses, like the heart, respond to the workload 
given to the nurse. In other words, it takes some workload 
to stimulate a response and the more workload on the 
nurse, the greater the response, up to a point, where the 
nurse becomes overloaded. Think about your experiences 
in restaurants. Have you ever been in a restaurant when it 
has not been busy? There are plenty of wait staff and you 
think because they aren’t busy, you will receive excellent 
service. But in reality what kind of service do you receive? 
Usually poor service! Doesn’t that seem incredible? Yet go 
into the same restaurant during the peak lunch rush and 
you receive excellent service. On yet another trip into the 
same restaurant you find tables not bussed, patrons waiting 
in line to be seated and in general chaos. Do you think the 
same thing might happen to nurses?

Hypovolemic Nursing: Have you ever had a “slow day” 
where you just were not stimulated to really get into rhythm 
of the shift? Perhaps this is a shift affected by low patient 
census. Or perhaps you are an expert nurse who has taken 
care of a specific type of patient for such a long time that 
you are bored with the routine. Hypovolemic Nursing 
may also happen to a novice nurse, who fails to recognize 
the significance of a sign or symptom and thus fails to 
take action. In other words, when the workload is not 
great, the nurse’s response is not great. Think of a patient 
with hypovolemia (little workload), their cardiac output 
(response) is not great. Hypovolemic Nursing induces a 
state of mindlessness, which will be defined later.

Peak Performance: Have you experienced a shift at work 
where you were challenged and you met the challenge? 
During this shift there was a lot going on, but you kept 
up with the workload and even managed to be proactive 
in regard to patient problems. At the end of the shift you 
felt very gratified. As you arrived home, you thought to 
yourself, “I’m glad I’m a nurse, I love my job. Today was a 
good (perhaps great) day.” During this type of shift, you 
were experiencing “Peak Performance”. You had just the 
right balance of work that matched your capabilities. In 
Peak Performance, nurses are mindful.

Congestive Nursing Failure: As you might guess by 
now, using our heart analogy, Congestive Nursing Failure 

occurs when the nurse is over loaded with work. This 
may occur during an incredibly busy, hectic shift, or a 
particularly chaotic portion of a shift. With so many tasks 
to accomplish within a short amount of time, the nurse 
may indeed become very task oriented. The nurse may go 
into a patient room, complete a task, such as administer 
a medication, but fail to recognize the patient’s labored 
breathing and pulse oximetry reading of 80%. The nurse, 
thinking about the next task he or she must complete, is 
in a mindless state at this point. Congestive Nursing Failure 
may occur with an expert nurse who goes to work feeling ill. 
Normally the expert nurse could handle the workload, but 
due to the illness, capabilities are drained. Or perhaps the 
normally expert nurse is dealing with a family tragedy and 
is experiencing emotional duress, thus distracting him or 
her from his or her normal state of mindfulness. Congestive 
Nursing Failure may also occur in a more novice nurse 
who, new to the work environment, is easily overloaded 
due to their inexperience. Taking a competent nurse who 
normally works in the intensive care environment and 
placing that nurse in the labor and delivery unit where he 
or she would be considered a novice, may easily push that 
nurse into Congestive Nursing Failure.

Lack of Information: How many times have you said 
to yourself, “If they had only told me…,” or “If I had only 
known…”? Have you received report about a patient and 
then when you actually saw the patient, you wondered if 
this was indeed the same patient that you received report? 
When you attempted to contact the nurse from whom you 
received report you were unsuccessful, thus you were not 
able to clarify information or ask additional questions. How 
many times has not having all the necessary information 
impaired your ability to have a clear understanding and 
formulate a plan of action? On the flip side of things, how 
many times have you not given complete information to a 
colleague? Have you ever arrived home after your shift and 
thought, “I forgot to pass along a piece of information”?  
How many times have you phoned back into work to relay 
the information? How many times have you taken care of 
a patient who was not able to answer all your questions? 
Perhaps this was a patient who was unconscious, in a state of 
dementia or was a pediatric patient. How many times have 
you thought, if only I could talk to someone who knows this 
patient? On the other hand, how many times have we had 
patients or their families give us information, and we have 
disregarded it as not being important, only to discover the 
opposite?

Lack of Support: You assess your patient as having 
labored breathing and a pulse oximetry reading of 80%. 
You phone the physician with your findings and concerns. 
The physician replies “So what”. This is an example of 
lack of support. Or you ask a colleague for assistance in 
moving or bathing a patient and the colleague refuses to 
help you. How many times has this happened? How many 
times have you refused assistance to a colleague? You 
go	 to	 a	 supply	 closet	 to	 obtain	 an	 IV	 fluid,	 only	 to	 find	
none	 of	 that	 IV	 fluid	 is	 available.	 Not	 having	 supplies	 or	
equipment you need, or equipment in good working order 
are also examples of lack of support. Not having supplies 
and equipment now becomes a distraction that must be 
dealt with by the nurse. While you are busy tracking down 
supplies you need, what are you missing in regard to your 
patients? What other examples can you think of where you 
encountered or perpetrated a lack of support?

Other Items that Influence Thinking

Coping Styles: Individuals choose how they respond 
to situations. There are appropriate uses for each of 
these styles, but sometimes individuals use these styles 
inappropriately. The Coping Styles are:

Task Focused: The individual actively attempts to deal 
with an external problem. This is often described as the 
most effective style. For example: a patient is experiencing 
a cardiac arrest, the task-focused nurse will immediately 
recognize the problem and begin appropriate resuscitation 
measures and “call a code”.

Emotion Focused: The individual response concentrates on 
feelings arising from the external situation. The emotion-
focused nurse enters the patient’s room who is experiencing 
a cardiac arrest. The emotion-focused nurse’s response is to 
stand there saying “Oh my gosh, oh my gosh, oh my gosh!” 
over and over again. In the meantime, what is this nurse 
doing for the patient?

Avoidance Focused: Individuals respond by escaping or 
ignoring the external problem. An avoidance-focused 
nurse enters the room of our cardiac arresting patient, 
pretends he or she doesn’t see the problem and walks out of 
the room having done nothing for the patient. One might 
characterize these individuals as having “ostrich syndrome”, 
hoping that if they ignore the problem, it will go away.  

Think about these last two coping styles for a moment.  
Have you ever consciously decided not to share information 
with an emotion-focused individual just because you did 

not want to deal with the emotional outburst you knew 
would result? Have you ever found yourself not sharing 
information or a problem with an avoidance-focused 
colleague, supervisor or manager because your feeling is 
“they won’t do anything about the problem/information 
anyway, so why bother”? How might this influence patient 
care or problem resolution within a nursing department? 
What examples can you think of where you have avoided an 
emotion-focused or avoidance-focused individual?

Mindlessness is pervasive and costly. You see this 
everyday. Think about those individuals driving on the 
highway, while simultaneously drinking a soft drink, putting 
on makeup, talking on the cell phone and listening to the 
radio. Often these individuals are speeding up only to slow 
down, and weave in and out of traffic. Some might say they 
are “multi-tasking”, but in reality are they accomplishing 
any of the tasks they are attempting as well as they should? 
How many times do these individuals create accidents, 
often with deadly outcomes? One of the scary things about 
a state of mindlessness is that we don’t know when we are in 
such a state. Once we become aware of the fact we haven’t 
been focusing on the task at hand, we are in a state of 
mindfulness. Anytime you have stopped during your workday 
to “recap” what you’ve accomplished, and formulated a plan 
as to what else you have to do, you may have taken yourself 
from a state of mindlessness into a state of mindfulness.  
In other words, it’s good to stop and think once in a while! 
When we are in a mindless state, we are trapped in rigid 
mindsets and are oblivious to context or perspective to the 
situation with which we are dealing. Our behaviors tend 
to be rule and routine governed. Mindlessness can come 
about in two ways: repetition and cognitive commitments.

Repetition is much the same as being on “automatic 
pilot”, where we have performed a task so often, it has 
become second nature to us. The skill is so familiar to us; 
we no longer have to think about it. It sometimes doesn’t 
occur to us to “rethink” the procedure when it might be to 
our advantage to do so. Think about the first time you took 
a blood pressure, you had to think through each step of the 
procedure. After many years of nursing practice, how much 
thought do you give to this procedure now?  

Cognitive Commitment to a single exposure to information 
occurs when we accept something without questioning it, 
therefore making us instantly mindless. For example, being 
told the fork always goes on the left when setting a table, 
is a cognitive commitment. Accepting information from an 
“expert” without questioning what seems to be irrelevant 
puts us in a state of mindlessness. Making an assumption 
about a patient without validating the assumption is a 
cognitive commitment. In the case studies that follow, 
examples of cognitive commitments will be given.

Mindfulness occurs when we are actively thinking. When 
we are mindful, we are actively drawing distinctions and 
being sensitive to context and perspective. Behaviors are 
guided rather than governed by rules and routine. A state of 
mindfulness results in many benefits including an increase 
in competence, health and longevity, positive affect, 
creativity, charisma, and reduced burnout, costs and errors. 
When nurses practice in a mindful state, we deliver the best 

Are You In Congestive Nursing Failure?
Legal Issues, Critical Thinking and the Impact on Practice

Congestive Nursing Failure continued on page 16
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care, generally achieve positive outcomes with patients and 
find our careers fulfilling.  In other words, when we are 
mindful, we are in peak performance. 

Tacit Knowledge: is practical know-how. Practical 
problems we face on the job and in everyday life are often 
ill defined, lacking in essential information and have no 
single correct answer. Yet ordinary people do quite well 
at solving practical problems. A key component is having 
everyday experience to draw upon. Individuals who possess 
a great deal of specific knowledge that they can apply 
to practical problems are extraordinarily powerful in 
practical problem solving. In other words, these individuals 
have a high level of tacit knowledge. Tacit knowledge is not 
necessarily related to an individual’s intelligence quotient 
(IQ). In some instances a person may have high IQ, but lack 
in application, thus has low tacit knowledge. One might say 
this individual is “book smart” but lacks common sense or 
can’t do anything. Other individuals may lack IQ, but have 
high levels of tacit knowledge. These people, while they may 
not know everything, do have a great knack for applying or 
making use of what they do know. We would describe these 
individuals as having a lot of “common sense” or practical 
know-how. Tacit knowledge differentiates the novice from 
the expert, with the expert generally having the higher 
level of tacit knowledge. 

Beliefs about Intelligence: What you believe about your 
intelligence also influences how you respond to various 
situations. Generally individuals will hold one of these two 
beliefs about their intelligence.

Fixed Intelligence: The person believes they possess a finite 
amount of intelligence. They think smartness as something 
they have and others don’t. They learned all they needed 
to know in school. They become too focused on being 
smart and appearing smart rather than on challenging 
themselves, stretching and expanding their skills.  
Therefore, when a fixed intelligence person encounters 
a situation where they are lacking, they will avoid the 
situation versus attempt only to “fail”. This is done in order 
to to keep up appearances of “being smart.” This becomes 
self-defeating as they deny themselves challenges and new 
learning experiences.

Malleable Intelligence: The person believes their 
intelligence is a potential to be developed over time. They 
focus on working hard, taking on challenges, striving 
to learn, and therefore allowing themselves to grow 
intellectually. When encountering an unknown situation, 
the malleable intelligent person focuses on “what will it 
take” and make an attempt at the situation. If they are not 
successful, they view this as a measurement of their current 
skill level, not as a failure. They will then strive to learn 
more and attempt the situation again. For the individual 
with malleable intelligence, it is not achieving success, but 
the journey to achieve success that they find gratifying.

Critical Thinking
Much attention is being given to critical thinking as we 

try to identify components of high quality, cost effective 
patient care. Identifying how people think, perceive 
information and use systems have become important in 
attempting to eliminate errors in patient care. This author 
believes nursing process is a form of critical thinking. Here 
are definitions regarding critical thinking we will be using 
in this module.

Critical Thinking is “purposeful, self-regulatory 
judgment that gives reasoned consideration to evidence, 
context, conceptualizations, methods and criteria”. Critical 
thinking is being mindful; using tacit knowledge and 
believing one has a malleable intelligence.

Clinical Reasoning is “reflective, concurrent, creative 
and critical thinking processes embedded in practice; used 
to frame, juxtapose and test the match between a patient’s 
present state and the desired outcome state.” 

Clinical Decision-Making is choosing nursing actions to 
achieve the desired outcome. 

Clinical Judgment is evaluating as to whether or not the 
chosen nursing actions achieved the desired outcome. 

As you think about these definitions, don’t they reflect 
nursing process? Clinical reasoning is similar to assessment 
and diagnosis, but has the addition of identifying the 
patient’s outcome. Clinical decision-making is similar to 
planning and intervention, while clinical judgment is the 
same as evaluation.

Critical Thinking Model  Nursing Process Model

Clinical Reasoning Assessment, Diagnosis and 
 Identification of Patient 
 Outcome.

Clinical Decision-Making Planning and Intervention

Clinical Judgment Evaluation

Nursing process is a valuable tool that can be used to 
keep us in a mindful state and keep us critically thinking. 
Nursing process is a sequential process, meaning that 
you work through from assess to diagnose to identify 
an outcome to plan to intervene and finally to evaluate 
the outcome of one’s actions. One doesn’t proceed from 
assess to evaluate. One must have identified a problem, 
formulated an outcome and plan and intervened in order 
to have something to evaluate. In this author’s practice as 

a legal nurse consultant, I have seen many instances where 
nurses were not using nursing process  In these examples, 
often nursing negligence has been proven. In instances 
where nurses were mindful and used nursing process, often 
there was no nursing negligence. A patient may still have 
incurred an injury, but not as a result of what any nurse did 
or did not do. As we practice nursing in a mindful manner, 
we deliver our best level of care and are more successful at 
achieving desired patient outcomes. Plus a mindful state 
allows for a very gratifying career.

Critical Thinking Strategies
Below is a table of critical thinking strategies that can be 

used to keep us in a mindful state. Examples are given with 
most of the strategies. Review these and identify how many 
you use on a daily basis at work. 

Strategy Definition

Knowledge Active use of reading, studying
Work memorizing, drilling, writing, reviewing 

research, continuing education and 
practicing to learn clinical vocabulary.

Self-talk Expressing one’s thoughts to one’s self.  
Talking to yourself.

Schema Search Accessing general and/or specific 
patterns of past experience that might 
apply to the current situation.  

 “In my experience with dementia 
patients, they always seem to respond 
better when approached in a calm, 
unhurried manner. I’ll try that with this 
new dementia patient.”

Strategy Definition & Example

Prototype Using a model case as a reference point
Identification for comparative analysis. “This new 

patient reminds me of the patient we 
discussed in nursing grand rounds last 
month.”

Hypothesizing Determining an explanation that 
accounts for a set of facts that can be 
tested by further investigation. 

 “I think the patient is hypoxic because 
he has a temperature, or it could be he 
is in pain.”

If-Then Linking ideas and consequences
Thinking together in a logical sequence.  
 “If I administer an analgesic, then the 

patient should be pain free.”

Comparative Considering the strengths and
Analysis weaknesses of competing alternatives.
 Comparing “pro’s” and “con’s”.  
 “I could use morphine for this patient’s 

pain, but I think acetaminophen will 
work as his pain is only at a level 2 on 
the pain scale. Plus he has a fever and 
the acetaminophen will help his fever.”

Juxtaposing Putting the present state condition next 
to the outcome state in a side-by-side 
contrast, i.e., the patient is experiencing 
pain versus the patient will be pain free.

Reflexive Constantly comparing the patient’s 
Comparison  state from time of observation to time 

of observation.  
 “When I saw this patient 60 minutes 

ago, he was experiencing pain and had 
a fever. After acetaminophen, he is pain 
free and his fever is gone.”

Reframing Attributing a different meaning to the 
content or context of a situation based 
on tests, decisions, or judgments. 

 “This patient was labeled as being a 
drunk, but by now he should be showing 
signs of sobriety. He is still appearing 
confused and disoriented. Something 
else is going on with this patient. I need 
to consult the physician.”

Reflection Self-examination and self-correction 
Check  of critical thinking skills and thinking 

strategies that support clinical 
reasoning. 

 “I made a cognitive commitment to the 
idea that patient was just a drunk. In the 
future, I will follow our protocols and 
make sure any patient with a change 
in level of consciousness receives a CT 
scan.”

Which of these strategies do you use on a daily basis?

What are some examples of your use of these strategies?

Case Studies
Over the next few pages we will be discussing some 

case studies and applying the information we have covered 

in this module. The case studies are based on actual 
nursing malpractice cases. Names and other identifying 
information have been deleted or changed to maintain 
confidentiality. For each case study you will be given some 
background information. You will review the nursing and/
or physician documentation. Then answer some questions 
about the case study as it relates to critical thinking, critical 
thinking strategies, hypovolemic nursing and congestive 
nursing failure. A discussion and the answers will follow 
each case study.

Nursing Case Study # 1
Background: This 36 year-old gentleman was found 

unconscious on the ground in the parking lot of a bar. He 
is brought in to the Emergency Department by Emergency 
Medical Services. At the time, he is the only patient in this 
Emergency Department. The nurse has 12 years experience 
as an Emergency Department nurse, and is a Certified 
Emergency Nurse (CEN). The physician is board certified 
in Emergency Medicine and has 13 years experience in 
the Emergency Department. This particular Emergency 
Department has a protocol calling for any patient with 
an altered level of consciousness, or any evidence of head 
trauma, undergo CT scan of the head.

Documentation
12:40 AM 36 y/o male adm via cart #1, unresponsive, 

responds	 to	 loud	 verbal	 stimuli.	 Vomited	
small amount of semidigested food. Found on 
ground outside of bar. Has an abrasion to R 
flank area and R side of face.

1:15 AM Attempted to insert NG, unsuccessful as pt. 
resisted. –Ima Nurse, RN, CEN

Pt found outside of bar, very lethargic, difficult to 
arouse. However responds to painful stimuli. Abd. soft, no 
evidence of trauma to head, abrasion to L flank and L side 
of face. –Dr. Crashcart

2:50	AM	 Pt	 found	 with	 IV	 pulled	 out,	 gown	 off.	
Attempting to get off cart, subdued, returned 
to sleep.

3:30 AM Sleeping on cart. Responds to stimuli by 
opening eyes, muttering.

4:10	AM	 Up	at	bedside,	Voided	on	floor.	Back	to	cart	to	
sleep.

5:30 AM Out of bed. Gait unsteady. Appears confused. 
Restraints applied.

7:10 AM  Up to BR via self. Awake, gait unsteady. Placed 
on cart, SR up times 2, in room praying.

7:40 AM  Pt up off cart again, in dirty utility room. 
Placed back on cart, posey jacket placed on 
pt for his safety. Speech garbled and unsteady 
gait. 

9:00 AM Sleeping on cart, has intervals of rocking back 
& forth.

10:00 AM No change in status. Posey remains in place.

11:00 AM  More awake. Posey removed.

11:15 AM  Ambulating with much assistance. Unsteady 
gait. Offers no complaints verbally.

11:18 AM  Discharged in improved condition, per Dr. 
Crashcart. Pt to see his own doctor on Monday.   

11:50 AM The patient’s sister is here to take patient 
home. She was instructed to bring pt. back if 
his confusion worsens or any change in status. 
Pt. calling sister by wrong name. –Ima Nurse, 
RN, CEN.

Blood Alcohol levels results: Intoxication Scale
0051 AM:  0.10  0.08 to 0.2=mild to mod. 

Intoxication

0614 AM: 0.04 0.3 to 0.4= marked 
 intoxication
 0.4 to 0.5= Alcoholic stupor

Case Outcome
The sister, upon arriving at the Emergency Department 

to retrieve her brother, was greatly alarmed about his 
condition. She repeatedly told the nurse and the physician 
“something was wrong” with her brother. Both the nurse 
and physician assured her that he was simply “drunk” and 
needed to go home to continue “sleeping it off.” The sister 
left the Emergency Department and immediately took 
her brother to another hospital. At the second hospital, a 
CT scan revealed the patient had a subdural hematoma. 
The hematoma was evacuated surgically and the patient 
did improve. However this patient did sustain permanent 
damage resulting in hemiparesis due to the subdural 
hematoma. When the patient was able to talk, he stated he 
had stopped for one beer with friends. He left the bar by 
himself and was accosted by two men in the parking lot, 

Congestive Nursing Failure continued on page 17
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who had stolen the money out of his wallet. They left his 
wallet in his jacket pocket versus his bluejeans pocket where 
he normally kept it. Negligence was found in this case and 
the patient received a monetary award.

Case Study #1 Discussion questions:
1. Do you think this is an example of hypovolemic 

nursing or congestive nursing failure? Why?
2. A cognitive commitment was made in this case. What 

is the assumption or piece of information the nurse 
and doctor are acting upon in this case? What do they 
think is wrong with this patient?

3. How did this cognitive commitment guide the care 
rendered to this patient?

4. Let’s say the cognitive commitment of this patient 
being a “drunk” is true. Let’s do some critical 
thinking. If he is indeed a drunk, the desired outcome 
for this patient is that he would be sober. So as one 
continues to care for this patient, one would expect 
to see evidence of this patient improving. He should 
be improving in his mental status. He should become 
coherent, conversant and able to walk unimpaired. Is 
that what happened with this patient? Did this patient 
improve or exhibit signs of becoming sober?

5. When the patient did not show signs of becoming 
sober what critical thinking strategy or strategies 
could the nurse or doctor have used?

6. If the nurse and/or doctor had reframed their 
findings regarding this patient, would there have 
been a different outcome for this patient? Had they 
thought, “he’s not showing signs of becoming sober; 
he’s actually appearing more confused, maybe he’s 
not just a drunk”, do you think that would have 
influenced their care, and possible led to a better 
outcome for this patient?

7. Two sets of blood alcohol levels were drawn on this 
patient. Is this patient inebriated to the extent that he 
would present with this level of confusion? In other 
words do the blood alcohol levels match his clinical 
presentation?  

8. If the nurse and doctor had made use of the blood 
alcohol levels in planning their care, would there 
possibly have been a different outcome for this 
patient?

9. Did the nurse and/or doctor “reframe” the 
information they obtained from the patient’s sister? 
Who knows this patient better than anyone else? 
Should the nurse and doctor have listened to the 
sister’s concerns?

10. If the nurse and doctor had followed their hospital’s 
protocol and performed a CT scan, would there have 
been a different outcome in this case?

Answers to discussion questions for Case Study #1
1.  This is an example of hypovolemic nursing. The 

Emergency Department is slow with only one patient 
present. The nurse and doctor have a lot of experience 
and perhaps are bored.

2. The cognitive commitment that is made is they believe 
the patient is a drunk.

3.  The cognitive commitment that this patient is simply a 
drunk guides the nurse and doctor to simply “let him 
sleep it off.” Because they assume he is simply drunk, 
they do not perform the CT scan as required in their 
protocol.

4. Assuming the patient is drunk, he should be 
improving, however this patient is not improving 
throughout the night. In fact he appears to be 
worsening in condition as evidenced by the unsteady 
gait and garbled speech that persists.

5. While you may have identified other critical thinking 
strategies, reframing, self-talk, and/or schema search 
are possible critical thinking strategies that could 
have been used. Self-talk may have been something 
like this:

Reframing: “The patient is not improving as expected; 
perhaps he’s not just a simple drunk. We need to do a CT 
scan as his confusion is persisting”.

Schema Search: “In the past, intoxicated patients became 
sober or improved. I don’t see this patient behaving like 
other intoxicated patients. Perhaps there is something else 
going on with this patient”.

6. Hopefully reframing or performing a schema search 
would have led the nurse and/or doctor to realize this 
patient was not a “simple drunk.” They would then 
have performed the CT scan, recognized the subdural 
hematoma and intervened on behalf of the patient. If 
they had done so, perhaps the patient would not have 
sustained the permanent damage resulting in his 
hemiparesis.

7.  The blood alcohol levels showing mild to no 
intoxication do not match the patient’s clinical 
presentation of unresponsiveness, garbled speech and 
unsteady gate.  

8.  Had the nurse and doctor correlated the blood 
alcohol levels with this patient’s clinical presentation, 
they would have recognized something else was a 
problem for this patient. In essence the lab work 
was performed, but neither the nurse nor doctor 
correlated the laboratory results with the patient’s 
clinical presentation.

9.  The nurse and doctor appeared to disregard the 
sister’s concerns, in spite of the fact she is the person 

who knows this patient the best. Had they listened to 
the sister’s concerns, they could have intervened on 
the patient’s behalf.

10. They needed to follow their protocol for the CT 
scan. If they had, the subdural hematoma would 
have been discovered much earlier. They could have 
then promptly treated the patient and perhaps the 
patient would then have had a full recovery with no 
hemiparesis.

Nursing Case Study # 2
Background: This 56-year-old woman was admitted 

for an abdominal hysterectomy and bladder suspension 
surgery. Her past medical history is significant for high 
blood pressure, controlled with a diuretic, and some 
question of early signs of heart failure. She is now in 
her	 third	 postoperative	 day.	 Her	 IV	 fluids	 have	 been	
maintained at a rate of 125 ml per hour during these 3 days. 
The nurse taking care of her this morning just graduated 
from nursing school 3 months earlier. She has successfully 
passed the state licensing examination. The nurse works 
on a surgical unit in a hospital that has difficulty retaining 
nurses. On average, nurses hire in, complete orientation 
and remain employed at this hospital only six months 
before they resign. Due to high patient census, the nurse, 
besides taking care of this patient, is assigned to 8 other 
patients. The surgeon in this matter has been practicing for 
15 years.

Documentation
August 16
7:30 AM “I’m really short of breath” Up in chair, color 

cyanotic. Nail beds cyanotic. BP 154/ 74, P 100, 
R 28, c/o headache & some abdominal pain.

8:30 AM Eating soft diet. Tolerating poorly. Attempting to 
reach Dr. Ed Deema by phone.

9:00 AM Dr. Deema returned call. STAT EKG done, STAT 
chest x-ray done, Still having shortness of breath. 
BP 158/72  P 100  Family at bedside.

9:30 AM X-ray called with report of chest x-ray. Attempted 
to call Dr. Deema, left message for him.

10:00 AM Dr. Deema called from his office and instructed 
to transfer pt. to ICU. Family notified. Supervisor 
notified. BP 158/74 P 110 R 40. Ted hose on. O2 
at 3 L per nasal cannula was started. –Sarah 
Bellum, RN

Case Outcome
The patient was transferred to ICU where she was 

treated aggressively for pulmonary edema. She was then 
transferred, at the family’s request, to another facility 
where she died of pulmonary edema and heart failure. 
Upon reviewing the medical records, the intake and output 
records were found to be blank. It was estimated the patient 
received fluids that surpassed her output by 6000 ml, thus 
causing the fluid overload and subsequent pulmonary 
edema and heart failure. The family received a wrongful 
death award with both nursing and the physician being 
found negligent.

Case Study #2 Discussion questions:
1. Do you think this is an example of hypovolemic 

nursing or congestive nursing failure? Why?
2. While we don’t know for sure, do you think this 

nurse had all the support she possibly needed? If 
she asked for assistance, do you think she got it, 
especially if everyone else is busy? Do you think she 
even recognized that she needed assistance, let alone 
asked for assistance? Do you think she had all the 
information she possibly needed? (Think back to your 
first year of nursing practice. Were your colleagues 
kind? Helpful? Nurturing? Supportive?)

3. Did this nurse recognize the significance of the 
cyanosis and elevated respiratory rate at 7:30 
AM? In other words, she assessed the patient, but 
did she recognize these signs and symptoms as 
being problematic? Is she practicing good clinical 
reasoning?

4. Given the nurse’s inexperience, do you think a more 
experienced nurse would have responded differently 
to the clinical signs exhibited at 7:30 AM? What might 
a more experienced nurse have done in this instance? 
What clinical decisions would a different nurse have 
undertaken?

5. In this case, is the novice nurse using or applying tacit 
knowledge? 

6.	The	IV	fluids	were	being	administered	at	a	rate	of	125	
ml per hour all during this time. Based on a schema 
search of your past patient experiences, is this what 
normally	occurs	with	IV	 fluid	rates	 for	postoperative	
patients who begin to eat foods and drink fluids? 
What	 should	 have	 happened	 with	 the	 IV	 fluid	 rate	
over this 3-day postoperative period of time?

7. What critical thinking strategies could this nurse have 
used to put herself in a mindful state?

8. Is this nurse the only nurse responsible for the 
outcome with this patient? Who else contributed to 
this patient’s outcome?

Answers to discussion questions for Case Study #2
1. This is an example of Congestive Nursing Failure. 

Items that contribute to congestive nursing failure 

include the fact that the nurse is a novice and is 
not showing use of tacit knowledge; she has a heavy 
patient load; this is a busy time of the shift; and she 
may lack the support she needs.  

2. It is not clear if she is still working with or has access 
to a preceptor, a supervisor, or some other source of 
support. It is also not clear if she even asked for help.

3. The nurse is not exhibiting sound clinical reasoning. 
Early in nursing school we all learned normal ranges 
for vital signs and learned cyanosis was a significant 
finding. This nurse documents a respiratory rate of 
28, which is elevated, and the patient is cyanotic, but 
does she really recognize these as problems? If she 
had recognized these as problems, wouldn’t she have 
identified an outcome and taken prompt nursing 
actions?

4. A more experienced nurse may have undertaken these 
clinical decisions (actions): Be sure the patient has 
a patent airway; immediately contact the physician; 
consult any standing orders or obtain an order for 
oxygen;	 question	 the	 IV	 fluid	 administration	 rate;	
decrease	the	IV	fluid	rate;	contact	respiratory	therapy;	
contact the nursing supervisor.

5. Due to her inexperience, she is not employing tacit 
knowledge. She is not applying what she has learned 
in nursing school to the clinical situation.

6.	Usually	 IV	 fluid	 administration	 is	 tapered	off	 as	 the	
patient begins to eat foods and drink fluids. The only 
reason	the	patient	may	still	need	an	IV	is	for	the	last	
few doses of antibiotics, not for fluid replacement, 
especially if they are progressing as one would expect. 

7. The nurse could have employed her knowledge work 
and self-talk, i.e., “28 breaths per minute is abnormally 
high and cyanosis is a poor sign, I need to contact the 
physician.”

Besides this nurse, the physician is responsible for this 
patient’s	outcome.	It	 is	 the	physician	who	is	writing	the	IV	
fluid administration orders everyday and certainly the 
physician had a duty to assess and monitor the patient’s 
progress. Also the nurses who cared for this patient 
before the novice nurse contributed to the outcome. 
Remember the intake and output records were blank. Isn’t 
it a standard of care to record intake and output for every 
patient	receiving	IV	fluid	replacement?	Doesn’t	125	ml	per	
hour	of	IV	fluids	mandate	intake	and	output	be	recorded?	
Once this patient began consuming oral fluids and 
foods, shouldn’t the nurses have questioned the need for 
continuing fluids at 125 ml per hour? Is it possible because 
no one recorded intake and output on this patient, the 
novice nurse didn’t think about a fluid overload situation 
the morning of 8/16? We’ll never know the answers to all 
these questions, but the questions do make one think about 
this situation.

Congestive Nursing Failure continued from page 16

Congestive Nursing Failure continued on page 18
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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. Hypovolemic Nursing may occur when a nurse is not busy 
 enough.
 A. True
 B. False

2. Peak Performance occurs when the nurse has the 
 right balance between workload and capabilities.
 A. True
 B. False

3. Congestive Nursing Failure is a mindless state.
 A. True
 B. False

4. Going to work when one is ill may contribute to 
 Congestive Nursing Failure.
 A. True
 B. False

5. You always have all the information you need when 
 taking care of patients.
 A. True
 B. False

6. Lack of support may result when a physician is not 
 responsive to your concerns or when you do not have 
 the supplies you need to complete patient care.
 A. True
 B. False

7.  Individuals always choose the appropriate coping 
 style in dealing with situations.
 A. True
 B. False

8. The emotion focused individual is often described as 
 the most effective style.
 A. True
 B. False

9. The task-focused individual has “ostrich syndrome”.
 A. True
 B. False

10. We are not aware of when we are in a mindless state.
 A. True
 B. False

11. Repetition of tasks may contribute to mindlessness.
 A. True
 B. False

12. Accepting information without questioning it is a 
 cognitive commitment.
 A. True
 B. False

13. Cognitive commitments create mindfulness.
 A. True
 B. False

14. Making an assumption without validation is a 
 cognitive commitment.
 A. True
 B. False

15. Behaviors are guided versus governed by rules and 
 routine when we are mindful.
 A. True
 B. False

16. We deliver our best care or peak performance when 
 we are mindless.
 A. True
 B. False

17. Individuals who have the ability to apply their 
 knowledge in solving problems are using tacit 
 knowledge.
 A. True
 B. False

18. Tacit knowledge directly correlates to I.Q.
 A. True
 B. False

19. The novice nurse in Case Study #2 lacks I.Q., not tacit 
 knowledge.
 A. True
 B. False

20. The individual’s beliefs regarding their intelligence 
 doesn’t influence how they respond to situations.
 A. True
 B. False

21. Individuals who believe they have malleable 
 intelligence believe their intelligence is a potential to 
 be developed over 
 time.
 A. True
 B. False

22. Clinical decision-making is similar to planning and 
 intervening in nursing process.
 A. True
 B. False

23. Clinical judgment is the same as nursing assessment 
 and diagnosis.
 A. True
 B. False

24.  Nursing process can be used as a critical thinking tool 
 to keep the nurse in a mindful state.
 A. True
 B. False

25. An example of knowledge work is when you actively 
 use information you acquired from a continuing 
 education 
 activity.
 A. True
 B. False

26. Juxtaposing is comparing the patient’s present state 
 with a desired outcome state in a side by side 
 contrast.
 A. True
 B. False

27.  Reframing is a critical thinking strategy where ideas 
 and consequences are linked.
 A. True
 B. False

28. If I administer an analgesic, then the patient should 
 be pain free is an example of comparative analysis.
 A. True
 B. False

29. A schema search is when one accesses general and/or 
 specific patterns of past experiences that might apply 
 to the current situation.
 A. True
 B. False

30. Reflexive comparison is done by constantly 
 comparing the patient’s state from time of 
 observation to time of observation.
 A. True
 B. False

Post Test and Evaluation Form – Congestive Nursing Failure

Evaluation:

1. Were the following objectives met?   Yes No 
 a. Define Hypovolemic Nursing, Peak Performance and Congestive Nursing Failure. ❑ ❑ 
 b. Identify other items that influence one’s thinking. ❑ ❑ 
 c. Recognize nursing process as a critical thinking tool. ❑ ❑ 
 d. Analyze case studies for evidence of critical thinking and use of critical thinking strategies. ❑ ❑

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?

Name: ___________________________________________________________________________________________________
                 (please print clearly)

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. Any additional independent studies that an 
ONA member would like can be purchased for $12.00 plus shipping/handling by filling out the order form at the end 
of this publication.

NON ONA-MEMBERS:
Each study in this edition of the Ohio Nurse is $12.00 for non ONA-Members. Any additional independent studies that 
non-ONA member would like can be purchased for $12.00 plus shipping/handling by filling out the order form at the 
end of this publication.

Charge	to:	___	Visa				___	MasterCard				___Discover				___American	Express

Card # _________________________________  Signature: ____________________________________________

Exp. Date: _____________________________ 	Verification	#: _________________________________________

Please send check or credit card information along with this completed form to: 

Ohio Nurses Foundation, Dept. LB-12, PO Box 183134, Columbus, OH 43218-3134.

ONA OFFICE USE ONLY

Date received: _____________ Amount: _____________  Check No.: __________________
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Individual copies of independent studies are available to 
interested nurses at a nominal fee of $12.00 per study (plus 
shipping and handling). After completion of the packet, 
learners return their completed post-test, evaluation form, 
and registration information to earn contact hours. To order 
any of these independent studies, please fill out the order 
form attached and return to the Ohio Nurses Foundation, 
Dept. LB-12, PO Box 183134, Columbus, OH 43218-3134.

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. 

Accreditation/approval refers to recognition of 
educational activities only and does not imply Commission 
on Accreditation or Ohio Nurses Foundation approval or 
endorsement of any product.

Law and Rules
The following studies meet the OBN requirement for 

1 contact hour in law and rules (Nursing Practice Act) 
governing nursing practice in Ohio required for renewal of an 
Ohio nursing license.

Delegation by Licensed Nurses—1.02 Contact Hours
This independent study has been developed to help 

nurses understand their rights and responsibilities regarding 
delegation by licensed nurses. Developed by: Peggy Noble 
Maguire, JD, RN and Jan Lanier, JD, RN

Doc “Q” umentation in Nursing: Recording for Quality 
Client Care—1.0 Contact Hour 

This independent study has been developed to help nurses 
understand documentation. Developed by: Pam Dickerson, PhD, 
RN-BC 

The Ethics of Caring—1.2 Contact Hours
This independent study has been developed for nurses to 

better understand about ethical decision making including 
Ohio Nursing law and rules. Developed by: R. Wynne Simpkins, 
RN, MS 

Legal Regulations and Professional Standards for Ohio 
Nurses Guide—2.4 Contact Hours

This independent study has been developed for nurses to 
better understand about legal regulations and professional 
standards for Ohio nurses. Developed by: Kathleen Morris, 
MSA, RN 

Medication Aides—What the Laws and Rules Say–1.27 
Contact Hours

This independent study has been developed for nurses 
to better understand the new laws and rules relative to 
medication aides. Developed by: Jan Lanier, RN, JD

Nursing Law and Rules in Ohio: An Overview—1.26 Contact 
Hours

This independent study has been developed for nurses 
who wish to learn more about nursing law and rules in Ohio 
in general. The study was designed to be utilized with both 
Section 4723 of the Ohio Revised Code (ORC), (commonly 
known as the Nurse Practice Act) and Chapter 4723-27 of the 
Ohio Administrative Code (commonly known as Board rules). 
Developed by: Carol Roe, JD, RN

Professional Boundaries and Sexual Misconduct—1.0 
Contact Hour

This independent study has been developed for nurses who 
wish to learn more about professional boundaries and sexual 
misconduct relative to nursing practice. Developed by: Jan 
Lanier, RN, JD

The Scope of Practice for Ohio RNs and LPNs—1.5 Contact 
Hours

This independent study has been developed for nurses who 
wish to better understand about the differences in the scopes 
of practices of RNs and LPNs in Ohio. Developed by: Wynne 
Simpkins, MS, RN and Kathleen Morris, MSA, RN

Whistleblowing—How to Ensure That the Law Protects 
You—1.0 Contact Hour

This independent study has been developed to help nurses 
understand their rights and responsibilities regarding the 
provisions in the Nurse Practice Act and the law that protects 
nurses who blow the whistle from employer retaliation. 
Developed by: Jan Lanier, JD, RN and Kathleen M. Blickenstaff, 
JD, MS, RN, CS 

Advanced Practice Nurses
The following activity has been designed specifically for 

APNs. Non APNs are welcome to take these studies also. This 
study meets the OBN requirement for APN license renewal.

The Pharmacotherapeutics of Pain Medications—1.09 
Contact Hours

This study was developed for nurses, especially advanced 
practice nurses who wish to learn more about the different 
pharmacotherapeutic aspects of pain medications. Developed 
by: Phyllis A. Grauer, PharmD, RPh Sponsored by an unrestricted 
educational grant from Purdue Pharma.

Pain 
Chronic Non-Malignant Pain—1.38 Contact Hours

This study has been developed for nurses who wish to 
better understand chronic non-malignant pain. Developed by: 
Cathy D. Trame, MS, RN, CNS and April Hickey, MSN, RN, 
CNS. Sponsored by an unrestricted educational grant by Purdue 
Pharma.

Pain Management—An Overview—1.33 Contact Hours
This independent study was developed to help nurses 

increase their understanding about pain management. 
Developed by: Elizabeth A. Macklin-Mace, BA, RN 

School Nurses
Individualized Health Care Plans: A Guide for School 
Nurses—1.25 Contact Hours

This study was designed to increase school nurses 
understanding of individualized health care plans used 
in schools in Ohio. Originally Developed by: Nancy Mosca, 
PhD, RN. Updated by School Nurse Program of the Ohio 
Department of Health.

Provisions of Nursing Services to the School Aged 
Population—1.0 Contact Hour

This study was designed to increase school nurses’ 
understanding of school nursing and local health 
departments. Developed by: Kimberly Toole, MSN, RN, PNP, 
NCSN and Cynthia Perry, MSN, RN, CPN. 

Coming Soon: Community Health Workers

Nurturing Workers Using Performance Reviews 

The Supervisor’s Role in the Employment Process

Supervisors, Staff and Cultural Competency Skills 

Supervising Licensed and Unlicensed Personnel’s 
Documentation Skills 

Other Studies
A Nursing Malpractice Primer—1.0 Contact Hours

This study has been developed to provide an introduction 
to malpractice as it applies to nurses. Developed by: Barbara G. 
Walton, MS, RN

An Introduction to Peripherally Inserted Central Venous 
Catheters (PICC)—1.5 Contact Hours

This study was developed to improve the nurses’ knowledge 
and understanding regarding the use and care of PICCs. 
Developed by: Nancy L. Stone, RN, CCRN.

Are You in Congestive Nursing Failure? Legal Issues, Critical 
Thinking and the Impact on Practice—1.03 Contact Hours

This independent study was developed for nurses to 
increase understanding about critical thinking. Developed by: 
Barbara Walton, MS, RN

Arthritis–Rheumatoid and Osteo—1.26 Contact Hours
This independent study was developed for nurses who wish 

to learn more about identification and treatment of arthritis. 
Developed by: Barbara A. Nash, MSN, RN, C, CNS 

Asthma—1.13 Contact Hours
This independent study has been developed for nurses 

who wish to increase understanding about asthma in general. 
Developed by: Lois Nelson, MD, FAAAAI and Sandy Oehrtman, 
PhD, RNC, CPNP

Balancing the Demands in Your Life Through Humor—0.71 
Contact Hours

In today’s world, nurses find themselves constantly under 
pressure. We pressure ourselves to be good nurses, good 
spouses, and good parents, among other things. Learn how 
to make humor work for you at home and at work. Developed 
by: Deborah A. Hague, MS, RN. *Sponsored by an unrestricted 
educational grant from Astra Merck, Akron.

Becoming Politically Active—.90 Contact Hour
This independent study has been developed for nurses 

who wish to increase their knowledge about how to become 
politically involved. Developed by: Carol Roe, JD, RN

The Challenge of Critical Thinking—1.0 Contact Hours 
This study was developed to better understand the process 

and application of critical thinking. Developed by: Mary Lou 
Burlingham, MSN, RN, CS, CDE 

Changing Views: Influencing How the Public Sees 
Nursing—1.0 Contact Hour

This study has been developed to help nurses better 
understand the publics perception of nursing. Developed by: 
Pam Dickerson, PhD, RN, BC

Chronic Kidney Disease: Stages and Nursing Care—1.5 
Contact Hours

This independent study has been developed for nurses to 
better understand chronic kidney disease. Developed by: Barb 
Walton, MS, RN

Complementary Therapies from a Nursing Perspective—1.15 
Contact Hours 

This study was written to increase the understanding of 
various complementary therapies. Developed by: Yvonne Smith, 
MSN, RN, CNS, CCRN 

Creative Teaching Strategies—0.86 Contact Hour
This study was developed to help nurse educators develop 

more creative teaching strategies. Developed by: Pam Dickerson, 
PhD, RN, BC

Demystifying the Immune System and Autoimmune 
Disease—1.25 Contact Hours

This independent study has been developed for nurses 
to better understand the immune system and autoimmune 
diseases. Developed by: Barbara Walton, MS, RN

Developing a Nursing Business: The Process—1.0 Contact 
Hour

This study has been developed to provide basic information 
on how to start your own nursing business. Developed by: Pamela 
Dickerson, PhD, RN, BC and Deborah Hague, MS, RN, BC 

Ethics—1.1 Contact Hour 
This independent study has been developed for nurses who 

wish to increase their understanding about ethics. Developed by: 
Elaine Glass, MS, RN, AOCN 

Facilitating Professional Growth: A Guide to Planning, 
Implementing and Evaluating Continuing Education in the 
State of Ohio—1.5 Contact Hours

This study was developed to assist the Ohio staff 
development educator or continuing education provider in the 
process of planning, implementing and evaluating continuing 
education. Developed by: Pam Dickerson, PhD, RN,C 

Guidelines for Managers Working with Impaired 
Nurses—1.29 Contact Hours

This independent study has been developed for managers 
to better understand nurses who are chemically dependent 
and/or psychiatrically impaired. Developed by the Ohio Nurses 
Foundation’s Peer Assistance Program for Nurses.

Heart Failure: A New Look at an Old Problem–1.5 Contact 
Hours

This independent study has been developed to help nurses 
who wish to learn more information regarding heart failure. 
Developed by: Barb Walton, MS, RN

Hidden Hazards in Health Care—0.98 Contact Hour
This independent study has been developed to educate 

nurses on the hidden hazards of waste products in health care. 
Developed by: Patricia Reinhart, RN

Identification and Treatment of Alcohol Abuse, Dependence 
and Withdrawal—1.16 Contact Hours

This independent study addresses the prevalence of 
alcohol abuse and dependence in the general population; 
identifies effective screening and assessment tools; describes 
the indicators of alcohol abuse and the intervention; and 
referral actions that RNs should take upon identification of 
the patient at risk of withdrawing from alcohol. Developed by: 
June A. Tierney, MSN, RN, CS 

Influenza Pandemic: Nothing to Sneeze About?—1.36 
Contact Hours

This independent study was developed to help nurses 
to learn more about the influenza pandemic. Developed by: 
Barbara Walton, MS, RN 

Interpreting Common Lab Values—0.83 Contact Hours
Developed for nurses who wish to review common 

lab values, this study covers hematologic studies, blood 
chemistries, arterial blood gases, and urinalysis. Developed 
by: Deborah Hague, MS, RN,C. *Sponsored by an unrestricted 
educational grant from Astra Merck, Akron. 

 
Interpreting Lab Values Affected by Kidney Function—1.6 
Contact Hours

This independent study has been developed for nurses who 
wish to increase understanding about lab values which are 
affected by kidney function. Developed by: Deborah Hague, MS, 
RN,C 

Leadership: A Way to Provide Quality Nursing Care—1.0 
Contact Hour

This study was designed to assist nurses’ understand their 
role in leadership in healthcare. Developed by: Pam Dickerson, 
PhD, RN, BC 

Lupus—1.04 Contact Hours
This independent study has been developed to help nurses 

to learn more about Lupus. Developed by: Barbara Walton, MS, 
RN

Making a Test That Gets Results—1.66 Contact Hours
This independent study has been developed to help nurses 

to learn more about how to write effective and valid test 
questions. Developed by: Shirley Hemminger, MSN, RN, CCRN 
(Expires: 1/2008)

Independent Studies

Independent Studies continued on page 20
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Multigenerational Challenges: Working Together in Health 
Care—1.0 Contact Hour

This study was developed to assist nurses to better 
understand multigenerational challenges in the workplace.  
Developed by: Pam Dickerson, PhD, RN, BC

Multiple Sclerosis: A Multi-faceted Disease—1.56 Contact 
Hours

This independent study has been developed to help nurses 
understand multiple sclerosis. Developed by: Barbara Walton, 
MS, RN 

Nausea and Vomiting: Nursing Care and Interventions—0.94 
Contact Hours

This independent study has been developed for nurses to 
better deal with the patient’s nausea and vomiting. Developed 
by: Sam Bass, RN, CPAN

Nursing: Exploring the Past, Assessing the Present, 
Contemplating the Future—1.0 Contact Hour

This independent study was developed to aid nurses’ 
understanding regarding some of the history of nursing, as 
well as looking at the present and future issues of the nursing 
profession. Developed by: Pam Dickerson, PhD, RN, BC

Political Activism: Being an Effective Advocate for Nurses 
and Nursing—1.08 Contact Hours

This study provides the learner information they will need 
to begin to effectively influence the legislative process on 
behalf of the nursing profession. Developed by: Jan Lanier, JD, 
RN

The Highs and Lows of Thyroid Disease—1.25 Contact Hour
This study was developed for nurses to better understand 

thyroid diseases and related nursing implications. Developed by: 
Barbara Walton, MS, RN.

The Ten Steps to Making a Successful Job Change—0.77 
Contact Hours

This study has been developed for nurses who wish to learn 
more about the steps involved in successfully changing jobs. 
Developed by: Deborah A. Hague, MS, RN, C 

The Staff Nurse and the Safe Staffing Law and Rules—1.0 
Contact Hour

This study has been developed for nurses who wish to 
increase their understanding of the new safe staffing law in 
Ohio. Developed by: Suzanne Martin, JD, RN; Joylynn Daniels, 
RN; Jan Lanier, JD, RN.

Tips for Managing Anger Constructively—0.86 Contact 
Hours

This independent study has been developed for nurses who 
wish to increase understanding about anger management in 
general. Developed by: Deborah A. Hague, MS, RN, C 

Understanding Fluid Shifts—1.28 Contact Hours
This independent study has been developed to increase 

understanding of fluid shifts. Developed by: Barbara Walton, 
MS, RN

Violence Against Nurses: The Silent Epidemic—1.08 Contact 
Hours

This study has been developed for nurses who wish to learn 
more about violence against nurses. Developed by: Donna M. 
Gates, EdD, MSPH, MSN, RN and Darcy Kroeger, BS, BSN, 
RN 

Whose Job Is It, Anyway? The Nurse’s Role in Advocacy and 
Accountability—0.80 Contact Hours

This study has been developed to assist nurses with 
their role in accountability and advocacy. Developed by: Pam 
Dickerson, PhD, RN-BC 

Women and Coronary Disease: the Heart of the Matter—1.0 
Contact Hours

This study was developed to help nurses better assist 
women with coronary disease. Developed by: Pam Dickerson, 
PhD, RN-BC 

Public Health Nursing Modules: Set of 8 Modules on Basic 
Public Health Competencies for Public Health Nurses

This set of eight self-study modules was developed to 
provide content on the eight public health core competencies 
that were developed in 2001 by the Council on Linkages 
Between Academic and Public Health Practice (n.d.). Nurses 
not involved in public health might find the content helpful in 
other settings. 

The modules are revised versions of the original set of eight 
modules developed in 2001 by a team of public health nursing 
administrators and other professional nurses as an Ohio 
Public Health Leadership Institute project. Those original 
modules have been updated by a team of academic nursing 
faculty, with input from public health practice partners, 
using funding from the U.S. Health Resource & Services 
Administration (HRSA) through grant T10HP07690-01-00. 
The four nursing faculty are from Ohio State University in 
Columbus, Ohio and MedCentral College of Nursing in 
Mansfield, Ohio. The practice partners represent state and 
local public health agencies and training centers in Ohio and 
Pennsylvania. The modules were updated in 2007. The eight 
modules are:

Community Dimensions of Practice Skills—2.0 Contact 
Hours

This independent study has been developed to help 
public health nurses improve their abilities to function 
within a community by better understanding the community 
dimensions of public health nurses. This study was updated by 
Sharon Stanley, PhD, RN.

Analytic Assessment Skills—2.0 Contact Hours
This independent study has been developed for nurses to 

better understand the analytic assessment skills needed by 
the public health nurse. The revised study was updated by 
Rosemary Chaudrey, PhD, MHA, APRN-BC.

Basic Public Health Sciences Skills—2.0 Contact Hours
This independent study has been developed to better 

understand the basic health sciences skills needed by the 
public health nurse. The revised study was updated by 
Rosemary Chaudrey, PhD, MHA, APRN-BC.

Cultural Competency Skills—2.0 Contact Hours
This independent study has been developed for nurses 

to increase understanding about cultural competency in 
the public health nursing field. This independent study was 
updated by Julie Miller, MS, RN.

Communication Skills—2.0 Contact Hours
This independent study has been developed for public 

health nurses to increase their understanding information 
about communication in different modalities in public health. 
This study was updated by Julie Miller, MS, RN.

Financial Planning & Management Skills—2.0 Contact 
Hours

This independent study has been developed to increase 
public health nurses’ understanding of financial planning 
and management in a public health department. This study 
was updated by Barbara Polivka, PhD, RN.

Leadership & Systems Thinking Skills—2.0 Contact Hours
This independent study has been developed for public 

health nurses to increase their understanding of leadership 
and systems thinking skills. This study was updated by Sharon 
Stanley, PhD, RN, RS.

Policy Development & program Planning Skills—2.0 Contact 
Hours

This independent study has been developed for public 
health nurses to increase their understanding of policy 
development and program planning in different modalities 
in public health. This study was updated by Barbara Polivka, 
PhD, RN. 

Independent Studies continued from page 19

All Studies Must Be Pre-Paid

__ A Nursing Malpractice Primer—1.0 Contact Hour
__ PHN Series: Analytic Assessment Skills—2.0 Contact 

Hours
__ An Introduction to Peripherally Inserted Central 

Venous	Catheters	(PICC)—1.5	Contact	Hours
__ Are You in Congestive Nursing Failure? Legal Issues, 

Critical Thinking and the Impact on Practice—1.03 
Contact Hours

__ Are You Prepared to Prevent Medication Errors?—1.38 
Contact Hours

__ Arthritis–Rheumatoid and Osteo—1.26 Contact Hours
__ Asthma—1.13 Contact Hours
__ Balancing the Demands in Your Life Through 

Humor—0.71 Contact Hour
__ PHN Series: Basic Public Health Sciences Skills—2.0 

Contact Hours
__ Becoming Politically Active—1.08 Contact Hours 
__	 Changing	 Views:	 Influencing	 How	 the	 Public	 Sees	

Nursing—1.0 Contact Hour
__ The Challenge of Critical Thinking—1.0 Contact 

Hours
__ Chronic Kidney Disease: Stages and Nursing Care—1.5 

Contact Hours
__ Chronic Non-Malignant Pain—1.38 Contact Hours
__ PHN Series: Community Dimensions of Practice 

Skills—2.0 Contact Hours
__ Complementary Therapies from a Nursing 

Perspective—1.15 Contact Hours
__ PHN Series: Communication Skills—2.0 Contact 

Hours
__ Creative Teaching Strategies—0.86 Contact Hour
__ PHN Series: Cultural Competency Skills—2.0 Contact 

Hours
__ Delegation by Licensed Nurses—1.08 Contact Hours
__ Demystifying the Immune System and Autoimmune 

Diseases—1.25 Contact Hours
__ Developing a Nursing Business: The Process—1.0 

Contact Hour
__ Doc “Q” umentation in Nursing: Recording for Quality 

Client Care—1.0 Contact Hour 
__ Ethics—1.1 Contact Hours
__ Facilitating Professional Growth: A Guide to Planning, 

Implementing and Evaluating Continuing Education 
in the State of Ohio (State Level)—1.5 Contact Hours

__ PHN Series: Financial Planning and Management 
Skills—2.0 Contact Hours

__ Guidelines for Managers Working with Impaired 
Nurses—1.29 Contact Hours

__ Heart Failure: A New Look at an Old Problem—1.5 
Contact Hours

__ Hidden Hazards in Health Care—0.98 Contact Hour
__ Identification and Treatment of Alcohol Abuse, 

Dependence and Withdrawal—1.16 Contact Hours
__ Individualized Health Care Plans: A Guide for School 

Nurses—1.25 Contact Hours
__ Influenza Pandemic: Nothing to Sneeze About?—1.36 

Contact Hours
__	 Interpreting	Common	Lab	Values—0.83	Contact	Hours
__	 Interpreting	 Lab	 Values	 Affected	 by	 Kidney	

Function—1.6 Contact Hours
__ Leadership: A Way to Provide Quality Nursing Care—1.0 

Contact Hour
__ PHN Series: Leadership and Systems Thinking Skills—2.0 

Contact Hours
__ Legal Regulations and Professional Standards for Ohio 

Nurses Guide—2.4 Contact Hours ($24.00)
__ Lupus—1.04 Contact Hours
__ Making a Test That Gets Results—1.66 Contact Hours 
__ Medication Aides—What the Laws and Rules Say—1.27 

Contact Hours
__ Multigenerational Challenges: Working Together in 

Health Care—1.0 Contact Hour
__ Multiple Sclerosis: A Multi-faceted Disease—1.56 Contact 

Hour
__	 Nausea	 and	 Vomiting:	 Nursing	 Care	 and	

Intervention—0.94
__ Nursing Law and Rules in Ohio: An Overview—1.26 

Contact Hours 
__ Nursing: Exploring the Past, Assessing the Present, 

Contemplating the Future—1.0 Contact Hour
__ Pain Management—An Overview—1.33 Contact Hours
__ The Pharmacotherapeutics of Pain Medications—1.09 

Contact Hours
__ PHN Series: Policy Development and Program Planning 

Skills—2.0 Contact Hours
__ The Scope of Practice for Ohio RNs and LPNs—1.5 

Contact Hours
__ Political Activism: Being an Effective Advocate for Nurses 

and Nursing—1.08 Contact Hour
__ Professional Boundaries and Sexual Misconduct—1.0 

Contact Hour 
__ Provisions of Nursing Services to the School Aged 

Population—1.0 contact Hour.
__ The Ethics of Caring—1.2 Contact Hours
__ The Highs and Lows of Thyroid Disease—1.25 Contact 

Hour
__ The Ten Steps to Making a Successful Job Change—0.77 

Contact Hours

__ Tips for Managing Anger—0.86 Contact Hour
__ Understanding Fluid Shifts—1.28
__	 Violence	 Against	 Nurses:	 The	 Silent	 Epidemic—1.08	

Contact Hour 
__ Whitstleblowing—How to Ensure That the Law 

Protects You—1.0 Contact Hour
__ Whose Job Is It, Anyway? The Nurse’s Role in Advocacy 

and Accountability—0.80 Contact Hours
__ Women and Coronary Disease: the Heart of the 

Matter—1.0 Contact Hours

Shipping/Handling:
1 Study—$3.00
2-4 Studies—$5.00
5 or more Studies—$10.00

Please send me the studies checked on this page. I 
am enclosing $12.00 per study, including shipping and 
handling.
_____ Studies X $12.00 _____ $5.00 S&H (2-4 studies)
_____ $3.00 S&H (1 study) _____ $10.00 S&H (5 or more)
 _____ Total Enclosed

I am paying by: 
____	Check				____	MasterCard				____	Visa
____ Discover    ____ American Express

Credit Card Number __________________________________

Exp. Date ________	 Verification	# ______________________

Signature ____________________________________________

Name on Credit Card: _________________________________

Address: _____________________________________________

Street _______________________________________________

City / State _________________________ ZIP ____________

Please mail to: The Ohio Nurses Foundation, Dept. LB-
12, PO Box 183134, Columbus, Ohio 43218-3134 or request 
via email at sswearingen@ohnurses.org or via phone at 614-
448-1030.
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If you are a Registered Nurse in the state 
of Ohio, your license will expire August 31, 
2009. You will need to have 24 contact hours 
including 1 Contact Hour Category A (Law 
and Rules) by that date. 

March 4, 2009—Becoming An Approved 
Provider–2009 

Additional Dates—July 8, 2009 and October 7, 2009
The Ohio Nurses Foundation, the foundation of the 

Ohio Nurses Association, is offering a special class for 
individuals who wish to become an Approved Provider 
of continuing education or are new into an existing 
Provider Unit. This class will discuss the reasons for 
developing an approved provider unit, how to establish 
a unit, and how to obtain approval as a provider unit. 
A prerequisite is for the learner to have submitted at 
least one individual CE event application to ONA for 
approval.

Objectives:
1. Identify the background for the continuing 

education process.
2. Discuss the rules and criteria to be used to develop 

an approved provider unit.
3. Describe the process in becoming approved as a 

provider.
The class will be held from 10:00 a.m. to 2:30 p.m. 

The program will be held at the Ohio Nurses Association 
Headquarters, Columbus. The fee for the class is $65 
($60 for second person from same organization). The 
speaker will be Zandra Ohri, MA, MS, RN, Director, 
Nursing Education, Ohio Nurses Association.

REGISTRATION FORM
Becoming An Approved Provider

Please fill out a separate registration form for each 
individual at your facility.

Name ____________________________________________

Address __________________________________________

City ________________  State __________  Zip _________

Daytime telephone: ________________________________

E-mail:  ___________________________________________

I would like to be on the mailing list for ONF’s future 
events.    ____ Email    ____US Mail 

I would like to attend:
March 4 July 8 October 7

___ I would like a vegetarian meal.

FEE: $65 ($60 for second or more individuals from the 
same organization). 

I	am	paying	by:		___Check				___Master	Card				___	Visa	
___ Discover    ___ American Express for ___ people. 

Total enclosed is $ _________________________________

Credit Card # _____________________________________

Signature _________________________________________

Exp Date ________	Verification	#: ___________________

Please return form and seminar payment one week prior 
to event to Ohio Nurses Foundation, Dept. LB-12, PO 
Box 183134, Columbus, OH 43218-3134 (Fax: 614-237-
6074, email: Sswearingen@ohnurses.org).

March 9 or 16, 2009—Safe Patient Handling: A Win-
Win for Nurses

A continuing education opportunity for RNs and LPNs 
regarding the safe handling of patients will be repeated 
on two dates and in two locations by Knox-Licking District 
Nurses Association. The program is free to ONA members; 
a modest registration fee will be charged for non-members. 
Join us to learn more about this important topic and meet 
other nurse colleagues who live and work in Ohio’s Knox 
and Licking Counties. Refreshments will be provided by 
members of Knox-Licking District Nurses Association. As 

a part of the Ohio Nurses Association, we are dedicated to 
nurses and their personal and professional welfare through 
advocacy and continuing education.

Call	 Vickey	 Wellington	 at	 740-587-2084	 or	 Mary	 Beth	
Mathews at 740-323-2624 to request a flier with more 
program and registration information.

March 9, 2009: 7pm at Hospice of Central Ohio, 2269 Cherry 
Valley Rd, Newark, Ohio.

March 16, 2009: 7pm at Center for Rehabilitation and 
Wellness, Knox Community Hospital, 1375 Yeager Road, Mount 
Vernon, Ohio.

April 24, 2009—Nurses Choice Awards and Scholarship 
Luncheon—“The Wisdom of Giving”

The Nurses Choice Awards are given annually to 
individuals, organizations and media campaigns that have 
made a significant contribution to the nursing profession. 
ONF Scholarships and Research Grants are also awarded, 
and contributions to the Foundation are made at this 
luncheon. Held at The Blackwell on OSU campus in 
Columbus, Ohio from 11:00 a.m.–1:00 p.m. To register 
or be a table captain, contact Lisa Walker at lwalker@
ohnurses.org. No contact hours are awarded at this event.

2009 Events Calendar

2009 Events Calendar continued on page 22
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May 1, 2009—Fourth Annual CE and Staff Development 
Educators Conference

This event is designed for CE or staff development 
educators from any setting who are interested in the topics.

Contact Hours
5.08 Contact hours will be awarded, including 1.25 

contact hours of Category A.
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.

Criteria for successful completion include attendance at 
the entire event and submission of a completed evaluation 
form. 

Objectives
1. Describe copyright law and issues that staff 

development educators need to know.
2. Describe one organization’s system to train clinical 

coaches to help orient new hires*.
3. Describe how one organization developed a paperless 

documentation system for a provider unit.
4. Discuss issues of concern for CE and Staff 

Development Educators.
5. Discuss strategies for teaching updated Ohio Nursing 

law and rules.**
6. Discuss how the SBAR process can improve 

communication among colleagues.
7. Discuss strategies to deal with horizontal violence and 

meet the new Joint Commission standard.
* This session is designed for new staff development 
 educators.
** Category A (nursing law and rules).

Speakers
Shirley Bergemann, Signature Software Training, LTD, 

Columbus
Barbara Brunt, Summa Health System, Akron
Pam Dickerson, PRN Continuing Education, Columbus
Paula Garvey, Ohio State University Medical Center, 
Columbus
Anne Gilliland, Ohio State University, Columbus
Pam McCabe, TriHealth, Cincinnati
Cathleen Opperman, Nationwide Children’s Hospital, 
Columbus

Schedule

8:00 a.m.  Registration

9:00 a.m. Introductions and Welcome

9:05 a.m. Copyright Law and Issues 
 (Speaker: Anne Gilliland)

10:05	a.m.	 Break	and	Poster	Viewing	

10:30 a.m. Concurrent sessions:
  A.  Clinical Coaches: Just Not Another 
  Preceptor Class 
  (Speaker: Pam McCabe)
 
 B. The Paperless Documentation 
  System 
  (Speaker: Paula Garvey and 
  Shirley Bergemann)

11:45 a.m. Lunch (provided), Roundtable discussions 
and	Poster	Viewing

1:00 p.m. Concurrent sessions:
 A. How Do YOU Teach OBN Law and 
  Rules?* 
  (Speaker: Pam Dickerson)
 
 B. SBAR Communication 
  (Speaker: Cathleen Opperman)

2:15 p.m. Break

2:30 p.m. Breaking the Cycle of Horizontal 
Violence (Speaker: Barbara Brunt)

3:25 p.m. Summary and Evaluation

3:30 p.m. Concluded 

*Category A Session—1.25 contact hours

Registration Information
$85 ($80 for second or more individuals from same 

organization). Registration fee includes continental 
breakfast, lunch, and materials. Pre-registration is required. 
Space is limited. Substitutions are accepted. If you must 
cancel, written notice must be received by ONF no later 
than April 25, 2009 to qualify for your registration fee to 
go towards your next ONF event. Late registrations will be 
subject to space availability. Contact Sandy Swearingen at 
ONF for details or questions, 614-448-1030 (Sswearingen@
ohnurses.org). Registrations may be faxed to: 614-237-6074. 
You may also register online at www.ohnurses.org > Events

Location:
Ramada Plaza, 4900 Sinclair Road, Columbus, 

O H  4 3 2 2 9 ,  6 14 - 8 4 6 - 0 3 0 0 ;  8 0 0 - 2 7 2 - 6 2 3 2 ; 
www.ramadaplazacolumbus.com. For directions please 
contact the Ramada Plaza or contact Sandy Swearingen at 
614-488-1030.

Sleeping Rooms
The Ramada Plaza is offering a room rate of $76.00 

plus applicable taxes. When registering, please let them 
know you are with ONF to receive the ONF discount rate.  
614-846-0300; 800-272-6232; www.ramadaplazacolumbus.
com.

REGISTRATION FORM
4th Annual CE and Staff Development Educators 
Conference, May 1, 2009

Please fill out a separate registration form for each 
individual at your facility.

Name ____________________________________________

Address __________________________________________

City ________________  State __________  Zip _________

Daytime telephone: ______________________________

E-mail:  ________________________________________

I would like to be on the mailing list for ONF’s future 
events.    ____ Email    ____US Mail 

I would like to attend:
10:30 a.m. Concurrent Session:
___ Clinical Coaches: Just Not Another Preceptor 
       Class
___ The Paperless Documentation System

1:00 p.m. Concurrent Session:
___ How Do YOU Teach OBN Law and Rules
___ SBAR Communication

I would like to see the following topic addressed during 
the roundtable discussions: 
(Issues/Concerns for CE/Staff Development 
Instructors) _______________________________________

 _________________________________________________

___ I would like a vegetarian meal.

FEE: $85 ($80 for second or more individuals from the 
same organization). Registration fee includes continental 
breakfast, lunch, and materials. 

I am paying by:  ___Check    ___Master Card   
___Visa				___Discover				___American	Express	
for ___ people. 

Total enclosed is $ _______________________________

Credit Card # ___________________________________

Signature _______________________________________

Exp Date ________	Verification	#: ___________________

Please return form and seminar payment one week prior 
to event to Ohio Nurses Foundation, Dept. LB-12, PO 
Box 183134, Columbus, OH 43218-3134 (Fax: 614-237-
6074, email: Sswearingen@ohnurses.org).

The Ohio Nurses Foundation is planning the continuing 
education portion of the ONA Biennial Convention being 
held on Friday, October 16, 2009 at the Embassy Suites in 
Independence, Ohio. You are invited to submit abstracts for 
a CE poster session. 

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

The poster session will be held on Friday, October 16 
from 5:00pm to 8:00pm.

The theme for the 2009 Convention is: “Taking the 
Leading Role.”

Guidelines:
•	 Dimensions	 for	 each	poster	 should	not	 exceed	30”	 x	

39” in order to fit on the easel.
•	 Due	to	space	limitations,	tables	will	not	be	available.
•	 Fee	 for	 poster	 time	 is	 $0	 for	 ONA	 members,	 which	

includes your meal, one (1) chair per presenter and 
one (1) easel per poster.

•	 Fee	for	the	poster	time	is	$50	for	non-ONA	members,	
which includes your meal, one (1) chair per presenter 
and one (1) easel per poster.

Please contact Sandy Swearingen (614-448-1030, 
sswearingen@ohnurses.org) or visit the ONA website at 
www.ohnurses.org to obtain the appropriate forms and 
procedures for submission of abstracts.

Abstracts must be postmarked by June 15, 2009 and sent 
to:

Zandra Ohri, MA, MS, RN
Director, Nursing Education
Ohio Nurses Association
4000 East Main Street
Columbus, OH 43213
Phone: 614-448-1027
Fax: 614-237-6074
Email: zohri@ohnurses.org
CE Poster Session Presenters will be notified of 

acceptance no later than July 30, 2009.

2009 Events Calendar continued from page 21
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Call for Posters: Ohio 
Nurses Association 

Biennial Convention 2009

CE4Nurses.org is your one stop online center for quality 
continuing education for nurses! All in one visit, completely 
online and at the time and place of your choice!

Meet the OBN requirement for 1 contact hour in law and 
rules (Nursing Practice Act) governing nursing practice in 
Ohio required for renewal of an Ohio nursing license.

CE4Nurses.org allows nurses to:
•	 Select	a	continuing	education	topic	to	study
•	 Read	the	Independent	Study
•	 Take	the	post-test
•	 Print	a	CE	Certificate
•	 Provide	feedback	to	us
All	 in	 one	 Visit!	 All	 completely	 online!	 All	 at	 the	 time	

and place of your choice!
CE4Nurses.org is a program of the Ohio Nurses 

Foundation. 
The Ohio Nurses Foundation (OBN-001-91) is accredited 

as a provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission on 
Accreditation.
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June

“As Your World Turns” 
June 2-3, 2009

Provided by the Retired 
Nurses Forum of the Ohio 
Nurses Association

Join us for this 2-day CE event that discusses global 
population shifts; the impact of immigration on US 
healthcare; global understanding through education; and 
putting new knowledge to work for our health.

Contact hours will be awarded.
The Ohio Nurses Foundation (OBN-001-91) is accredited 

as a provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission on 
Accreditation.

Program Fees:
ONA Member: $85.00, Non ONA-Member—$115.00 

(Includes CE contact hours, lunches, picnic and handouts.) 
“Bring a Friend” Special: If you are a member of the Ohio 
Nurses Association and you have a friend that has never 
attended an ONF-sponsored event, the two of you may 
come at 25% off the total fee. The two registrations must be 
attached together.

Join Us for Networking!
Following Day 1 (June 2), there will be a picnic at the 

ONA Headquarters in Columbus, Ohio. Please join us for 
networking and discussion. 

SCHEDULE—Tuesday, June 2, 2009
9:00–Registration

9:45–Welcome, Introductions, Housekeeping Details

10:00–As the World Turns: Global Populations and 
 Their Consequences (Speaker: Laura Jurcevich, 
 JD, Immigration Attorney)

Objectives:
1. Describe the nature of population shifts around 

the globe, with emphasis upon mass 3rd world 
immigration to the U.S.

2. Describe socio-cultural strategies by which the 
tendency of immigrant groups to remain isolated 
can be ameliorated in the U.S. 

12:00—Lunch & Networking

12:45—Impact of Immigration on U.S. Healthcare 
    System. (Speaker to be determined)

Objectives:
1. Discuss the implications of mass 3rd world 

immigration upon the US healthcare system.
2. Describe how different cultures look at health and 

healthcare needs and services. 

2:45—Break

3:00—Developing Global Understanding through 
            Education (Speaker: Davina Gosnell, PhD, RN 
            and Judith Strayer, PhD, RN. Panel of nurse 
            educators)

Objectives:
1. Describe the process used to facilitate cultural 

sensitivity among nurses/nursing students through 
international educational programming

2. Discuss the learnings that have occurred from 
educational experiences in international settings 
that are relevant to nursing in the U.S.

5:00—Summary and evaluation

5:15—Conclusion/Adjourn

5:15—Picnic and Networking (Bring your own 
           beverages) 

SCHEDULE—Wednesday, June 3, 2009
7:30—Breakfast

7:45—Retired Nurses Forum Meeting

8:30—Putting New Knowledge to Work for Our Health 
           (Speaker: Dr. Krevesec, RN, PhD)

Objectives:
1. Discuss changes in screening guidelines for older 

adult health.
2. Discuss newest vaccination guidelines across the 

lifespan.
3. Describe using case study data how elders can 

maintain health across the lifespan.

2009 Events Calendar continued from page 22 10:30—Break

10:45—How Can I Maintain My Health? (Role play 
 elder and his/her practitioner: Lucile Maher & 
 Eldonna Sheilds-Kyle)

Objectives:
1. Describe a simple inexpensive regimen for elderly 

fitness.
2. Discuss factors that influence motivation for 

maintaining an active lifestyle across the lifespan.

12:15—Break

12:30—Lunch CE Session: Future of Nursing in Ohio: 
 2015 Project (Barbara Nash, ONA President)

Objective:
1. Discuss the future of nursing in Ohio.

12:45—Ohio Nurse Practice Act (Speaker to be 
 determined)

Objective:
1. Discuss updates to the Ohio Nurse Practice Act. 

2:00—Break

2:15—Taking Care of Ourselves through Humor and 
 Chocolate (Speaker to be determined)

Objective
1. Describe the benefits of laughter and chocolate to 

health and wellbeing of nurses and others

3:15—Evaluation & Summary

3:30—Adjourn

Substitutions
Substitutions will be accepted. Refunds will be given 

with a 48 hour notice and minus a $25.00 administrative 
fee.

Nearest Hotel
Country Inns and Suites, 6305 E. Broad Street, 

Columbus, OH (614-322-8000). Please mention ONF to 
receive the ONF discount rate. (A block of rooms has been 
reserved for individuals attending this event. Please try and 
contact the hotel no later than May 15th to get the ONF 
discount rate).

REGISTRATION FORM
As Your World Turns: June 2 and 3, 2009

Please fill out a separate registration form for each 
individual.

Name ____________________________________________

Address __________________________________________

City ________________  State __________  Zip _________

Daytime telephone: ______________________________

E-mail:  _________________________________________  

I would like to attend (circle) June 2 June 3
___I would like a vegetarian meal.
___I will be attending the picnic on June 2, 2009
___I would like to be on the mailing list for ONF’s 
       future events.    ____ Email    ____US Mail 

FEE: $85 for ONA members, $115 for non-ONA 
members. Includes CE contact hours, lunches, picnic 
and handouts. If you are a member of the Ohio Nurses 
Association and you have a friend that has never 
attended an ONF-sponsored event, the two of you may 
come at 25% off the total fee. The two registrations must 
be attached together.

I am paying by:  ___Check    ___Master Card   
___Visa				___Discover				___American	Express	
for ___ people. 

Total enclosed is $ _________________________________

Credit Card # _____________________________________

Signature _________________________________________

Exp Date ________	Verification	#: ___________________
Please return form and seminar payment one week prior 
to event to Ohio Nurses Foundation, Dept. LB-12, PO 
Box 183134, Columbus, OH 43218-3134 (Fax: 614-237-
6074, email: Sswearingen@ohnurses.org).

July 

July 8, 2009—Becoming An Approved Provider—2009
See March 4 program for event details and registration 

form.

October

October 7, 2009—Becoming An Approved 
Provider—2009

See March 4 program for event details and registration 
form.

October 15-18, 2009—ONA Biennial Convention–
“Taking the Leading Role”

Embassy Suites–Independence, Ohio, for ONA members. 
Details and Registration information available in May/June 
issue of the Ohio Nurses Review or online at www.ohnurses.
org.

October 15—Pre-Convention CE
Emerging Issues

Leadership Development: Designed for ONA members 
who want to become more involved in a leadership role 
within their local units, association and/or district.

Cornelius Leadership Congress: The Cornelius 
Leadership Congress of the Ohio Nurses Association 
is named for Dorothy A. Cornelius, RN. The Congress 
recognizes the members and staff of the Ohio Nurses 
Association who display the leadership characteristics 
of Dorothy Cornelius. Topics will emphasize leadership, 
workplace advocacy and communication.

Contact hours will be awarded for all of these events 
unless otherwise specified. Please contact Sandy Swearingen 
at 614-448-1030 (sswearingen@ohnurses.org) for details. 

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 registration fee is to be determined. Please contact 
Sandy Swearingen (sswearingen@ohnurses.org) 614-448-
1030 for details. 




