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Quality Care in a 
Tight Economy

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

Education Provider Council

These are difficult economic times. All of us have, 
in some way, felt the effects of the squeeze on our 
pocketbooks. Healthcare systems are not immune to 
changes in the overall economy, and the healthcare system 
itself has often been identified as a “sick” system from the 
standpoint of cost-effective operations.

Many nurses have long felt that the purpose of nursing 
was to take care of people, not to worry about money. In 
fact, there has been a substantial aversion to addressing 
cost and quality in the same sentence. Maybe if we don’t 
talk about it, it will go away!

Quite the contrary. Today, we must talk about money, and 
we as nurses must be fiscally astute if we are to continue to 
be able to provide quality care. There are several strategies 
nurses can use to help in this process.

Consider the economic needs of your patients as well 
as the physical and psychosocial needs. When evaluating 
ways patients are going to implement their plans of care 
at home, be sure to assess for ability to access, and pay for, 
required medications, treatments, and services. Patients 
who are worried about mortgage or rent payments may find 
that paying for medications takes a back seat to what they 
perceive to be higher priority items.

Network with colleagues in other disciplines. Talk with 
physicians about possible options for lower-cost medications 
or treatments if your needs assessment shows that this is 
important to the patient. Discuss with social workers the 
community resources you patient might be able to access, 
along with the eligibility criteria for various services. 
Dietitians might be able to offer suggestions for lower-cost 
meal preparation, and physical/occupational therapists 
can make suggestions about environmental modifications 
that make it safer for patients to function in their familiar 
surroundings. The more we work together as a team, the 
better likelihood of a plan of care that is both physically 
and fiscally appropriate for the patient.

Increase your awareness of the cost of supplies and 
equipment used in health care. This includes everything 
from pens and paperclips to IV pumps and dressing 
supplies. Typically, nurses learn how to use equipment but 
do not learn anything about the cost of that equipment. 
Wastefulness occurs when people operate from the 
“disposable” mentality—if I contaminate this kit, I’ll 
just go get another one. There is also risk of breakage or 
inappropriate wear and tear on equipment that is not used 
correctly. Proper and careful use of supplies and equipment 
means less cost in replacement of items.

The Ohio Nursing Leadership Summit, comprised of 
representatives from specialty nursing organizations, nurse 
educators, the long-term care industry, home health care 
and acute care developed the following statement on health 
care reform to reflect nursing’s values and contributions to 
the health care system.

“The Ohio health system must be restructured 
to guarantee access to appropriate high quality, 
affordable, sustainable, health care for all. We must 
reshape the system, review priorities and re-allocate 
resources to transform the current “sick care” system 
into a true “health care” system.

A true health care system means the emphasizing 
of the professional services and skills in which nurses 
specialize: prevention, screening, health education, 
cultural competency, chronic disease management, 
coordination of care, as well as the provision of 
community-based primary care by nurses and 
advanced practice registered nurses. Nurses are the 
clinical health care professionals educated within a 
holistic framework that views the individual, family 

The Red Team of the Nursing 2015 Initiative has 
produced this white paper as a resource for companies 
building new health care facilities or renovating facilities. 
Please contact Gingy Harshey-Meade MSN, RN, CAE, NEA, 
BC, Chief Executive Officer of the Ohio Nurses Association 
with any questions (gingy@ohnurses.org).

PURPOSE
The purpose of this paper is to propose standards 

criteria for all Ohio health care facilities, newly built or 
renovated, that reflect an understanding of the impact 
of the hard environment on the health and safety of the 
community, health care providers, and recipients of care.

BACKGROUND
The Nursing 2015 initiative was conceived in 2005 

through a collaboration of the Ohio Hospital Association 
(OHA), Ohio Nurses Association (ONA), and the Ohio 
Organization of Nurse Executives (OONE) for the purpose 
of envisioning and influencing the future of the health care 
environment, particularly as it impacts professional nurses 
and their patients.

Four teams with individual charges were formed to 
address specific areas of concern within health care 
environments. The charge to the Nursing 2015 Red Team 

Standards Criteria for New and 
Renovated Health Care Facilities

was to identify and define “Worksite standards that support 
quality nursing care in an ergonomically safe environment with the 
end result being better consumer outcomes.” What follows are the 
outcomes of the collective study and review of the members 
of the Red Team on this topic.

STANDARDS CRITERIA
Standards for the environment of care should encompass 

elements of the following criteria:
Evidence-Based Design as defined by the Center for 

Health Design is “the process of basing decisions about 
the built environment on credible research to achieve the 
best possible outcomes.” www.healthdesign.org/aboutus/
mission/EBD_definition.php 

Sustainability means “meeting the needs of the present 
without compromising the ability of future generations 
to meet their own needs.” http://en.wikipedia.org/wiki/
Brundtland_Commission 

Earth-friendly practices (green, eco-friendly, 
environmentally-preferable) are methods of interacting 
with the environment that are less-toxic, less-wasteful, 
and work more with nature than against it. Earth-friendly 

Statement on Healthcare Reform
and community as an interconnected system that 
can keep us well or help us heal.”
Supporters of this statement include the following 

organizations:
Ohio Nurses Association
Association of Ohio Philanthropic Homes, 
    Housing and Services
Central Ohio Chapter Association of Rehabilitation Nurses
Columbus Chapter of the Oncology Nursing Society
Kent State University College of Nursing
Ohio Association of Advanced Practice Nurses
Ohio Association of School Nurses
Ohio Centers for Assistive Living
Ohio Council of periOperative Registered Nurses
Ohio Health Care Association
Ohio League for Nursing
Ohio Organization for Practical Nurse Educators
Ohio Society of Gastroenterology Nurses and Associates
Ohio State Association of Nurse Anesthetists
The Ohio State University College of Nursing
Xavier University College of NursingQuality Care continued on page 2

Standards Criteria continued on page 2

Safe Staffing Law 
Survey

Hospitals throughout Ohio and the nurses that work 
for them are responsible for the implementation of the 
Safe Staffing Law, which went into effect on September 
10, 2008. Please visit www.ohnurses.org to take an 
important survey about implementation at your facility. 
All responses are anonymous.
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OHIO NURSELearn about the business world. Historically, nurses 
have learned nursing. Operation of a “business” has 
been relegated to others. Unfortunately, the effect is that 
nursing is often not part of the financial negotiations or 
fiscal planning for an organization. It’s hard to advocate 
for something when you’re not at the table when the 
discussions are taking place. 

There are several ways to increase your knowledge about 
the business of providing quality health care. Take a look 
in your facility’s library or your local public library. The 
business section has many excellent resources offering 
everything from general perspectives of business operation 
to detailed information about such areas as budget 
forecasting, marketing of services, quality improvement, 
and fiscal analysis. Consider taking a business course 
to enhance your own professional development. If you 
know people who are just now embarking on a career in 
healthcare, suggest that they take some elective courses in 
business.  

Learn to speak “finance-ese”. Gone are the days where 
a nurse manager can request new equipment or more staff 
“because it will help us provide better care”. Knowing the 
cost of that new piece of equipment or additional staff 
member, and being able to demonstrate the financial 
benefit of having that addition, is important. Finance folks 
call this a “cost/benefit analysis”. They need to know that 
the initial expenditure will result in future savings.

Make yourself more marketable. Job stability is not 
a guarantee, and you need to be sure that you position 
yourself well to meet the needs of a changing healthcare 
marketplace. As mentioned earlier, consider taking courses 
in business to increase your understanding of the business 
world in which health care operates. Learn another 
language. In our multi-cultural society, nurses who have 
bi-or multi-lingual skills are highly valued. Maintain your 
competence in your field of practice. Continuing to learn 
and grow is an indication of your commitment to excellence 
in nursing practice.

Network with other nurses. Join with your colleagues 
in your facility, in your community, and in your area of 
practice on a regional or national level. Are you a member 
of a professional association? Yes, there are membership 
dues to pay, but the benefits that you can reap far 
outweigh the cost. Connection with colleagues through 
a professional association allows you the opportunity to 
share best practices, learn from others, access practice-
specific resources, and be part of groups that advocate for 
legislative or practice changes.  

Be part of the solution, not part of the problem. We can 
spin our wheels in frustration, or we can dig in with energy 
and enthusiasm to confront the current problems, work 
for solutions, and advocate for changes in the healthcare 
environment that will support both our patients and our 
profession. How will you be a positive force for change?

practices take into account all aspects of a health care 
facility’s built environment and operations.

Wayfinding is a means of “spatial problem solving, It is 
knowing where you are in a building or an environment, 
knowing where your desired location is, and knowing how 
to get there from your present location.” http://www.umich.
edu/~wayfind/supplements/moreinfomain.htm 

A healing environment supports the medical and 
non-medical needs of the patient, staff, and family in a 
manner which addresses not only elimination of infection 
or barriers to recovery, but also fulfills human needs for 
natural light, circadian rhythms of wake and sleep cycles, 
noise control, nutritious foods, and sources of clean air and 
water. http://en.wikipedia.org/wiki/Healing_environments 

Positive distraction in an environment “holds an 
individual’s attention and interest without taxing or 
stressing the individual.” Positive distraction is that part of a 
healing environment which lessens depressive or worrisome 
thoughts. http://www.ncbi.nlm.nih.gov/pubmed/10123973 

Infection free environments prevent untoward 
complications of care and promote recovery.

Further, the environment of care should be an 
adaptable, dynamic and fluid setting which is effective, 
secure, and supportive of the caregiver and consumer. 
The infrastructure should support clean air, controlled 
lighting, both natural and artificial, the identification 
and elimination of workplace hazards via a continuously 
ongoing assessment and evaluation, and be free of the 
threat of physical injury.

BARRIERS
Knowledge: Implementation of these standards requires 

a thorough understanding of the ways in which health 
care facilities impact their community settings, staff, 
patients, and the larger environment. The construction or 
renovation of the health care facility, the materials used 
in its structure, the types and amounts of energy used 
in daily operation, the furnishings, products and foods 
purchased, and the waste produced and disposed of all 
must be scrutinized for impact on person, place, resources, 
and human health. Moreover, recognition of the reciprocal 
relationship of human health and the environment is 
essential to utilizing knowledge in ways that benefit both 
partners in this equation.

Culture Change: The prodigious task of altering the 
way we think about health care operations requires buy-in 
from the top of the organization on down. Every person 
has a stake in the process. Culture change takes time, 
commitment, and belief in the rightness of a health care 
system that does not exist in a vacuum, but continues to 
reinvent itself in the pursuit of an equitable co-existence of 
human needs and the needs of the environment.  

Eliminating the purchase of mercury-containing 
products, while only one step in a culture change, also 
reaps the benefits of eliminating expensive clean-ups 
and costs associated with disposal. Installing a floor 
that does not require stripping eliminates the need for 
toxic cleaning products which are also asthmagens for 
sensitive individuals. Requiring take-back policies for 
office equipment containing hazardous waste, such as 
computers, cell phones, and televisions negates expensive 
disposal costs and puts the responsibility for hard metals 
and toxins squarely back in the manufacturer’s lap. Each 
of these actions begin as a change in thinking about 
purchases. Eventually, the manufacturer of that product 
makes changes as well, based on what customers want, and 
now a culture change which began in a health care facility 
has also altered a business practice. Culture change can be 
infectious.

Nurses are valuable members of all green teams, 
including those dealing with construction and renovation. 

As the largest group of healthcare workers and the end-
users of most products, nurses can offer their unique 
perspective on everything from the suitability of a work 
design to the perceptions and responses of the patients and 
families within the health care environment.

Costs: The cost of greening a new or old facility can be 
more expensive than building with traditionally used, non-
sustainable products. However, case studies do show that the 
costs of green building or renovating are often recouped 
within one to three years, particularly when more efficient 
energy systems are installed. In other instances, minimizing 
waste through preferential purchasing, reuse, and recycling 
can save thousands of dollars in waste disposal charges. 
Finally, the benefits to patients and staff of greener 
cleaners, improved safety practices, and lift devices can also 
save dollars related to length of stay, employee absences and 
ill days, and disability compensation. And LEED-certified 
(Leadership in Energy & Environmental Design) facilities 
attract and retain personnel better than non-LEED 
facilities, much as Magnet facilities do.

RESOURCES AVAILABLE UPON REQUEST Contact 
Gingy Harshey-Meade at gingy@ohnurses.org, or visit the 
Nursing 2015 website, http://nursing2015.wordpress.com 
and click on Red Team.

Quality Care continued from page 1 Standards Criteria continued from page 1
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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 Last 4 Digits of SSN

 ________________________________________  _____________________________   _______________________________
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 next page 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

Bring a Fresh 
Perspective to Your 
Practice–Join ONA 

Today!
Joining ONA brings a fresh perspective to one’s nursing 

practice, reminding us of those greater issues that have a 
direct impact on us but that we don’t always have time to 
focus on in the rush of our professional lives. Issues we 
otherwise might think we were powerless to influence, such 
as safe staffing levels, greater access to care, and dozens 
of others are the issues in which ONA is actively involved. 
Large, organized associations are the most effective tools 
for the nursing profession to influence policies that protect 
members and allow them to provide the highest quality 
nursing care to the public.

If you aren’t a member, why haven’t you joined? Do you 
feel like you can’t attend all the meetings or participate in 
activities? Are you too busy with your life already and feel 
like you don’t want to be half-committed?

Just like any organization with a mission, ONA needs 
its members to contribute to the fulfillment of its mission, 
but we understand that the personal life of each member 
is unique and therefore the level of commitment varies. A 
member who only pays dues and can’t volunteer or attend 
functions still assists the organization by the financial 
assistance he or she provides. Your membership at any level 
is valuable as ONA endeavors to meet the needs of Ohio’s 
registered nurses.

You need quality practice information and continuing 
education to keep you on the cutting edge of your practice. 
You need an advocate at in front of the Ohio legislature 
to protect your ability to care for your patients. You need 
to be able to effectively deal with labor and employment 
situations so they don’t get in the way of caring for patients. 
This is only a short list of what ONA does for its members.

When you join the Ohio Nurses Association, your dues 
include membership in the American Nurses Association 
and your local district nurses association, so you have a 
voice 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 them automatically deducted from your bank or 
you can pay the full dues amount annually by check or 
credit card. See the dues table on page 4 to determine your 
monthly dues rate.

So what are you waiting for? Fill out and return the 
application on this page or go to www.ohnurses.org and 
click on Join/Renew to join online. 

If you have any questions about ONA membership, 
please contact Lisa Walker, Director of Member Services, at 
614-448-1031 or lwalker@ohnurses.org.
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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
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Independent Study 
Instructions

To help Ohio nurses meet their obligation to stay current 
in their practice, the Ohio Nurses Foundation publishes three 
independent studies in each issue of the Ohio Nurse.

Fees
The independent studies are free to members of the Ohio 

Nurses Association and $12.00 per study for non-members. 
Additional independent studies may be purchased for 

$12.00/study (plus shipping and handling) for both ONA 
members and non-members. Visit www.ohnurses.org and click 
on “Continuing Education” for a full list of studies.

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

forms. Copies of these forms will be accepted.
3. Return the post test, evaluation, 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 this independent study be reviewed prior to 
taking the second post-test. If a score of 70 percent is achieved 
on the second post-test, a certificate will be issued. Please 
allow 2-4 weeks for processing.

References
References will be sent with the certificate.

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

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

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

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

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

This independent study has been developed to assist 
nurses in understanding their role in leadership in health 
care.

1.0 contact hour will be awarded for successful 
completion of this independent study. © 2008, Ohio Nurses 
Foundation. Expires 7/2010.

This independent study was developed by: Pam 
Dickerson, PhD, RN, BC, PRN Continuing Education, 
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Objectives
Upon completion of this independent study, the learner 

will be able to:
1. Identify characteristics of effective leaders.
2. Describe the significance of leadership in promoting 

quality nursing care.

Introduction
Leadership is present in various ways in the healthcare 

environment. Traditional organizational structure lends 
itself to hierarchical positions–chief nursing officer, 
supervisor, nurse manager, charge nurse, etc. Leadership, 
however, is more than a title–it is a way of behaving that 
promotes advocacy for one’s self, one’s team, and most 
importantly, for the patient. The ultimate goal of effective 
leadership in the healthcare environment is quality patient 
care.

Unfortunately, there have historically been few 
opportunities for nurses to learn and be mentored into 
leadership roles. Often, the person designated as the 
“leader” is appointed to a position based on tenure or 
effectiveness as a clinician. Being effective as a bedside 
caregiver, however, is not analogous to being an effective 
manager or leader. To be effective as a leader, the nurse 
needs to understand what a leader is, how a leader 
functions, how a leader uses power and influence, and 
how leadership outcomes can be determined. Leadership 
skills can be put into practice, but related attitudes and 
perspectives are equally important in developing effective 
leadership practices. This study will explore issues 
related to characteristics of effective leaders and how 
those characteristics can be utilized to promote effective 
teamwork with the collaborative goal of providing excellent 
patient care.

Characteristics of Leaders
Think about your past experiences. Who do you know 

who has role-modeled effective leadership? What did that 
person do to make you think he/she was a good leader?

Sometimes people who have been promoted to a 
management position believe that there is a list of behaviors 
they can follow, similar to a clinical skills check-off list, 
that will tell them they are doing a good job. Contrary 
to popular belief, and the wishes of many new managers, 
there is no “magic” list that tells each person exactly 
what to do to be an effective leader. The literature does 
suggest numerous traits that most effective leaders exhibit. 
However, specific behaviors must be adapted by the leader 
to a given situation; different behaviors will be appropriate 
under different circumstances. One of the hallmarks 
of a good leader is the ability to assess a situation and 
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decide what leadership approaches are best suited to that 
particular scenario.

Before addressing specific attributes of leaders, it is 
important to address the difference between leaders and 
managers. Are the terms synonymous? Is a good manager 
also a good leader? Is a good leader a good manager? In 
reality, managers are people who fill “management” roles 
within an organization. Many hold titles in recognition 
of their roles. The ability to manage requires knowledge, 
flexibility, and manipulation of data to make things work. 
The manager of a nursing unit, for example, addresses 
issues such as staffing, adequacy of equipment and 
resources, and budget. These are “things” needed to keep 
the unit functioning, though they have little to do with 
the interpersonal relationships and dynamics that enable 
staff to carry out the work of the unit. An effective leader, 
whether he/she holds a “management” title or not, has the 
ability to synergize the strengths of the personnel, motivate 
team members, and encourage each team member to 
contribute to the success of the whole team. So–it is possible 
to be an effective manager without effective leadership 
ability, though generally things work best when there is a 
strong cohesiveness between a person’s leadership ability 
and his/her management skills. On the other hand, anyone 
within an organization can be a leader–no title or specific 
designation or “appointment” is required. In fact, some of 
the strongest leaders in many organizations are those who 
do not hold titled positions on an organizational chart.

Go back to your earlier musings about leaders you 
have worked with in the past. What characteristics did 
you identify that caused you to think of them as effective 
leaders? Common listings of leadership attributes often 
consist of words and phrases like the following:

• Big-picture thinker • Advocate
• Visionary • Continually learning
• Ethical integrity • Positive
• Dynamic • Open to new ideas
• Interpersonal skills • Passionate
• Flexible • Knowledgeable
• Commitment • Energetic
• Risk-taker • Creative
• Caring • Resilient

Notice that none of these are behaviors that can be easily 
learned by memorizing, following check-off lists, or copying 
others’ behaviors. While it is helpful to think about what 
other people do that has made them effective leaders, each 
aspiring leader must develop his/her own personal style of 
functioning. How one person displays a positive attitude 
and passion about nursing is probably going to be different 
than how another person displays the same values. One of 
the most important characteristics of an effective leader 
is that he/she is authentic–behaviors and language are 
genuine, and are reliably consistent. This is not someone 
who “blows with the wind” and alters course depending on 
who he/she is around and what is happening. Authentic 
leadership means being REAL–people can count on you to 
be upfront and honest. Please note that this does not mean 
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that the leader cannot be flexible–in fact, flexibility is a 
strength of a leader. However, there is a difference in being 
flexible in relation to evolving situations and being a flip-
flopper on issues and in relationships. Flip-flops belong on 
feet, not on leaders!

The above list is meant to stimulate your thinking; not 
to be an all-inclusive list. Create your own list–and don’t be 
afraid to add to it or subtract from it as you observe other 
leaders or develop your own leadership skills.

Do people understand what they are doing, and why they 
are doing it? Do they have a passion for their work? Are 
they committed to performing their roles with quality? Are 
they empathetic and caring toward their colleagues? Are 
they self-directed and capable, and yet able to recognize, 
value, and use the strengths of others? If so, these are 
members of a team with an inspirational leader. Sometimes 
the best evidence of effective leadership is in looking at the 
functions of the team. A team well supported by its leader(s) 
will know what its purpose and goals are, what jobs need to 
be done, who is best able to do those jobs, and how success 
will be measured.

As a team member, what characteristics do you look 
for in a leader? Wieck, Prydun, and Walsh, in their article, 
“What the Emerging Workforce Wants in Its Leaders” 
(2002) indicate that today’s workers want “to be led, not 
managed”. Young nurses want leaders who invest time and 
energy into mentoring them and providing opportunities 
for them to learn and become proficient in skills. They want 
to be respected for what they know and given opportunities 
to continue to grow professionally and to contribute to the 
success of the unit or department. They desire work-life 
balance and recognition that there is more to them than 
their jobs.

What nurses expect from a leader will vary somewhat 
depending on the generational cohort of the nurse– 
values have changed over time, and people’s perceptions 
of what they want in a leader are not consistent among all 
employees. More tenured, or “entrenched” workers tend 
to believe that a more detached, professional approach is 
more suitable for a leader, while the younger, “emerging” 
worker desire a warm and receptive leader. Wieck, Prydun, 
and Walsh did find in their research, however, that both 
“emerging” and “entrenched” workers had a high degree 
of agreement in the traits desired in a leader when they 
were surveyed on this issue. The flexibility of the leader is 
demonstrated as he/she assesses individual team members’ 
strengths and determines the most effective way to work 
with each member. Regardless of the age and background 
of the employee, however, an unmotivated, unsupported 
team member is highly unlikely to be committed to the 
goals of the group. The unfortunate result, in the nursing 
practice environment, is a lack of commitment to quality 
patient care. When this happens, the likelihood of errors is 
increased and patient safety is jeopardized.

The journal Nursing Management (2004) presents an 
annual award to a person identified as being a “visionary 
leader”. The journal’s qualifications for this award include 
attributes in six areas: excellence, insight, development, 
inspiration, networking, and balance. Within the category 
of excellence, behaviors include developing creative 
approaches enhancing quality of patient care, acting as 
an advocate, and expanding nursing’s knowledge base 
through science. The insight attribute includes effective 
communication, serving as a mentor or preceptor, and 
enhancing the image of nursing. Development is seen 
to include seeking professional growth opportunities, 
using strategies to enhance recruitment and retention, 
and using technology to enhance patient safety. The 
inspiration role includes modeling high-level practice 
behaviors and inspiring others to do their best. Networking 
relates to sharing resources to enhance the development 
of colleagues, participating in legislative or community 
affairs that affect nursing, and stimulating other nurses 
to be involved in advocacy for nursing. The leader who 
demonstrates excellence in the balance category models a 
healthy work/life balance, demonstrates commitment to 
all aspects of nursing, and promotes quality initiatives that 
enhance patient safety.

Would you qualify for this award? How would you rate 
your own leadership skills in relation to excellence, insight, 
development, inspiration, networking, and balance? Which 
of those areas do you see as your strengths? In which areas 
would you like to grow? Think about the areas you would 
like to improve. Consider taking time to develop some 
ideas about what steps you can take to begin that process of 
improvement. Once you’ve decided on the steps, determine 
what knowledge, skills, or resource people you need, and 
put your plan into place. Remember–you can get placed in 
a “management” role, but only you can place yourself in a 
leadership role.

Challenges to the Leadership Role
One huge hurdle for people in middle management 

positions is balancing leading with managing their day-
to-day responsibilities. Tasks of managing sometimes 
take precedence over more engaged leadership roles. The 
budget must be completed and submitted to finance by 
Friday afternoon–leading the staff in transitioning to a 
new process for documentation is an ongoing effort. Guess 
where the focus is going to be on Wednesday and Thursday? 
The tangible management task of budget development 
will take precedence over leadership of the team in the 
transition to computerized documentation. When resources 

are concentrated in performing the management tasks, the 
leadership functions often get short-changed. Then staff 
wonder why there is no cohesion, energy, or support for 
making the change, and the manager feels frustrated that 
the new process is meeting with resistance and no one is 
taking the initiative to move it forward. Sounds like a classic 
Catch-22 situation. Leaders need to consider priorities and 
think about ways they can be effective leaders as well as 
efficient managers.

In their article, Leading from Below (2007), Kelly and 
Nadler suggest key strategies for shifting from managing 
to leading. First, they suggest that the aspiring leader must 
“make the decision to be a leader”. People hire you to do 
a job, employers and colleagues expect you to do the job–
people are not typically hired with the expectation that 
they will be leaders. You must make a conscious decision to 
take on the leadership role, recognizing that you still need 
to do the “ job” you were hired to do. People will tell you to 
do your job; it is our choice to be a leader. One strategy that 
helps is to learn to delegate some of your managing tasks. 
What can others help with, to free some of your time and 
energy for leadership functions? The second suggestion is 
to “focus on influence, not control”. The authors state that 
a major shift in thinking is to see your role as working with 
your colleagues not doing things to or for them. They state 
that “people simply react more enthusiastically to being 
enlisted in a common cause than they do to being ordered 
around”. Another point these authors emphasize is that 
“you have to earn the right to influence people”. Team 
members will look to you for guidance only so long as you 
provide the support, encouragement, and assistance they 
need. If they perceive that you are cold, uncaring, or more 
focused on the task at hand than the situation in which that 
task is occurring, you run the risk of losing their backing. 
Remember to listen, to be respectful of others’ ideas and 
opinions, to ask questions to challenge critical thinking, 
and to be a champion of choices–advocating that people 
with good ideas try them out to see what happens. Positive 
energy needs to begin with the leader and flow continually 
through the team to keep people motivated and inspired.

Promoting Quality Care Through Effective Leadership
Provide direction and set clear expectations. 

Be sure people know what is expected of them. Personal 
and team goals give people a sense of direction and 
purpose. Goals need to be specific, measurable, attainable, 
realistic and time-focused. The generic goal we have in 
health care, “providing quality care” is nice–but it’s too soft 
and fluffy; there’s no substance and no way for people to 
know when they’ve achieved it. Therefore, staff leave at the 
end of a shift feeling unfulfilled and frustrated. A better 
option is to set goals for a specific period–what do we want 
to accomplish for this patient this morning, or what task 
do we want to complete for the unit within the week? An 
effective leader always has a road map–it may be written 
or in his/her mind, but it is communicated to the team so 
people don’t continually wonder where they’re going. 

Have you ever been on a road trip with a child and 
heard the over-and-over-again question, “Are we there yet?” 
When passengers aren’t clear on the destination or the 
landmarks that indicate progress toward that destination, 
their only recourse is to keep asking the question. Think of 
your team members as passengers on the journey to goal 
achievement–they need to have landmarks to know that 
progress is being made and that goal achievement is indeed 
possible. 

Communicate clearly, effectively, and in a timely manner.
People want to be kept “in the loop” of communication. 

It helps them feel connected, appreciated, and valued. Your 
communication needs to be clear and specific. There is no 
magic formula for how much information to communicate 
or how to do so; those factors are situation-dependent. 
Some information can be effectively conveyed in an email; 
for other data, explanations in a meeting are preferable, 
where people have the opportunity to share perspectives 
and ask questions. 

Effective communication involves a sender of a message, 
a receiver of the message, the message itself, the channel 
through which the message is delivered, and feedback 
that lets the sender know how the message was received. 
Each component is critical in effective communication. 
We live in an age of instant messaging–email, texting, 
YouTube postings, etc. Just because something is fast 
doesn’t necessarily make it best, or even appropriate. 
Always consider what you need to say, how you need to say 
it, why you need to say it, with whom you need to share it, 
and what you want the outcome of the communication to 
be. These considerations will influence your choices about 
what channel to send your message through and when the 
communication should best occur. 

Keep in mind, too, that your nonverbal behaviors send 
a strong message. If people see one behavior but they hear 
different words, they are far more likely to believe what they 
see rather than what they hear. Your behaviors need to be 
congruent with your verbal message.

Be a good role model.
Demonstrate the behaviors you want team members 

to display. You’re sending a very hard-to-interpret mixed 
message if you tell people you want them to be open 
in communicating with each other, yet you withhold 
information from them. If there is a discrepancy between 
what people hear you say and what they see you do, they 
will be much more likely to believe what they see over what 

they hear. If you tell people you want them to ask questions, 
but roll your eyes and sigh every time someone comes to 
you with a question, what message are you sending? Role 
model questioning by your questions–and be sure your 
questions are at a level that indicate you are using critical 
thinking skills rather than just asking a question for the 
sake of asking it. For example, instead of asking “What are 
you doing?”, consider phrasing the question as “I noticed 
that you chose not to have your preceptee provide this 
care. What are your thoughts about how she will get that 
experience?” The latter presumes that the nurse is thinking 
and making a conscious decision about the preceptee’s 
functioning; the former is a challenging question that is 
more likely to make the nurse feel defensive and need to 
justify his/her decision.

Marcus and Liberto (2003, p. 25) state that authentic 
leadership is a “vital, ongoing performance that involves 
modeling the kind of behavior one would like others 
to exhibit, actively furthering others’ performance 
through careful attention to their needs, clarifying the 
essential role they play in the organization, and providing 
compassionate feedback about their work”. Note the active 
role played by the leader/role model in this description. 
Being a leader is not a passive role–you have many on-
going responsibilities to assess your team; provide positive 
feedback and encouragement; determine where additional 
tools, resources, or knowledge are needed; and continually 
monitor progress toward goal achievement. Some of your 
role modeling may be very visible to team members; other 
functions may be more behind-the-scenes, but are still 
critical to effective leadership.

Listen. 
An effective leader MUST be able to actively listen to 

team members. The leader encourages team members to 
be active, creative, and involved. You want them to have 
fresh perspectives and ideas, and you need to be open to 
their suggestions. Provide the framework, structure, and 
goals, then allow people to brainstorm how they want to 
function within those parameters. Good leaders motivate 
their team members by offering a listening ear and 
words of encouragement more than by controlling team 
members’ behaviors. In fact, Lebow and Spitzer (2002, p. 
20) state that “the more you try to control people, the less 
responsible and accountable they become”.

Be a mentor.
Help people learn and grow. The desire to explore new 

opportunities and learn new things is often cited as a major 
reason people stay in their jobs or with their employer. Give 
people the freedom and flexibility to stretch their wings. 
Be cautious that you don’t take control – as a leader, your 
challenge is to motivate your team members to assume 
control and accountability. If they know you will do the 
work yourself, what motivation do they have to do it? 

Sometimes one of the best ways people learn is by 
making mistakes. Caution is needed in this regard in the 
healthcare environment, because patient’s lives are at risk 
if critical mistakes are made. However, there are lessons 
that can be learned without jeopardizing patient safety. 
For example, you notice a team member going into a 
patient’s room to perform a procedure. You notice that he 
does not have all of the proper equipment. One approach 
might be to “rescue” the nurse by getting the equipment 
yourself and taking it to him. Another approach would be 
to have a conversation with him before he goes into the 
room. Talk about the planned procedure and encourage 
his critical thinking skills by asking, “What procedure are 
you going to be doing?”, “What considerations do you have 
to keep in mind while doing it?”, “What equipment do you 
need to have to complete the procedure?”, “Do you have 
everything you need right now?” These questions allow 
the nurse to reflect on his own behaviors and do a guided 
self-assessment to determine readiness to perform the 
procedure. A third possible approach is to not intervene–
allow the nurse to enter the room. You will probably 
notice that he emerges again soon to go get the forgotten 
equipment. Most of us have found that we only make that 
kind of mistake once!

A mentor is a resource person who helps team members 
explore options and make decisions. A leader/mentor 
provides guidance and direction and yet offers freedom for 
team members to have their own actions and accountability. 
Some resources use the term “coaching” as a leadership 
strategy similar to mentoring. Coaching, like mentoring, 
requires that the leader provide support, motivation, and 
guidance rather than direction and micro-management. 
Think about your coaching skills. Do you encourage team 
members to think through what they are planning to do? Or 
do you tell them what to do? Do you ask guiding questions 
to encourage critical thinking, or do you tell people to “ just 
go do it” without taking time to think through the intended 
action? Do you process situations that have turned out badly 
so the nurse can learn from the experience, or do you tell 
the nurse, “I told you that wouldn’t work”? Remember that, 
as a leader, you want to encourage and enhance growth 
in your team members. If they continually fear being put 
down or chastised, what’s the likelihood they will be willing 
to take a risk?

Be respectful.
Be sure you are always respectful of your team members. 

Likewise, be sure your team members see you being 
respectful toward them as well as toward your superiors, 
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the patients, and representatives of other departments. 
Your role modeling and mentoring behaviors are not for 
“internal use only” within your team–they are critical 
behaviors for effective functioning in the organization as a 
whole. 

A word of caution–bullying behavior is NEVER 
acceptable in the healthcare environment. There have 
been numerous reported cases of bullying and intimidating 
behavior–nurse/nurse, physician/nurse, patient/nurse, 
supervisor/nurse, etc. In fact, the Emergency Nurses 
Association surveyed 1,000 members and found that 
86% reported that they had been a victim of workplace 
violence within the past three years, and nearly 20% 
said that workplace violence occurred regularly in their 
place of employment (AJN, 2007). Often nurses do not 
report these situations; the most common reason given 
is that they fear they would not be supported by their 
managers. Unfortunately, intimidation derails effective 
communication, and communication among health team 
members is crucial to safe patient care. Many healthcare 
facilities in the United States, and around the world, 
are adopting “zero tolerance” policies toward workplace 
violence. All levels of personnel, including physicians 
who have admitting privileges at a hospital but are not 
employees, are being told that failure to demonstrate 
respectful behavior will be cause for dismissal and/or loss of 
privileges. Even more valuable, administrators are sticking 
to their words–employees have been fired and physicians 
have lost privileges at facilities because of bullying behavior. 
If you have the unfortunate experience of being a victim of 
workplace violence, speak up. Your professional integrity 
and the safety of your patients depend on it.

Keep a broad perspective.
An effective leader is able to understand both internal 

and external issues and how they work in tandem to 
influence how the work of the organization is accomplished. 
Examples of internal factors include the purpose of your 
organization, the structure and resources (including 
people and technology) it has to carry out that task, and 
the internal “politics” and culture of the organization 
that influence how work is done. Examples of external 
factors are the community in which the organization 
exists, the legal and legislative environment that affects 
how the organization carries out its mission, and the 
context of the organization in relation to other similar 
organizations (for example, a small community hospital 
networking with a larger urban hospital for the purposes 

of transports, referrals, and consultation). This holistic 
perspective enables the leader to have better understanding 
of the importance of the work the team does, how various 
influences impact the team, and how to most effectively 
advocate for the work of the team.

Appreciate conflict.
Crother (2004) states that “Creative conflict and 

problems are an opportunity for learning, growth, and 
transformation.” Problems can be transformed into 
opportunities if we listen carefully to team members 
describing the problem, address the areas of conflict, and 
assist the team member in considering possible options to 
solve the dilemma. Many leaders shy away from conflict. 
Why? For some people, it’s because conflict makes them 
uncomfortable inside. Sometimes, it’s because we fear 
people’s reactions when they disagree. For others, conflict 
interferes with the innate desire to make people happy. The 
reality is that conflict occurs on a regular basis. It’s actually 
a sign of strength that people are able to share diverse 
opinions. This gives the team an opportunity to hear 
different perspectives, consider previously unthought-of 
possibilities, and perhaps come up with a totally new plan 
that no one had thought of before.

Within nursing, conflict might occur between nurses 
on a unit, between a nurse and a member of another 
department, between a nurse and a physician, or between 
a nurse and a manager. Conflict can also occur between 
a nurse and a patient and/or family member. Conflict 
often arises when people disagree; often disagreement 
occurs when people don’t understand each other or don’t 
understand the issue at hand.

Because conflict so frequently evokes negative emotions, 
it’s important to separate the feelings of anger, anxiety, 
and/or frustration that often accompany conflict with 
the issue. Rather than focusing on the anger, ask yourself 
questions like these: “What is going on here?”, “This 
person is really resistant to what I’m saying. Why is that 
happening?”, “What more information do I need so I can 
understand the other person’s perspective?”, “What more 
information do I need to give the other person so he/she 
better understands my perspective?”

People embroiled in conflict find that their stress 
hormones are produced in high quantities, and there 
is an urge to “fight” or “flee”. Fighting implies a negative 
approach to addressing the conflict–in a fight, someone 
will probably win and someone will probably lose. Chances 
are that no one will be satisfied. In fighting, too, emotions 
typically take precedence over fact or even common 
sense, and people are likely to say or do things that they 
may seriously regret later. On the other hand, fleeing the 
conflict doesn’t make it go away; it just gets us out of the line 
of fire. There are times when that may be advantageous–it 
is better to leave a situation than to have a major explosion. 
Sometimes after a “cooling off” period, the parties involved 
in the conflict are able to address the issue more rationally.

When there is conflict, a strong leader will embrace 
the opportunity to learn and to grow. If you are directly 
involved in the conflict, be sure you remember some of 
the above tips–be respectful, be honest, and be a good 
listener. If there’s an issue you firmly believe in, don’t back 
down. Remember one of your roles is to be an advocate 
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for your patient, or for nursing. Be sure both you and the 
other party have all the facts you need to come to some 
resolution. If emotions are high, suggest meeting at a 
later date to address the issue when it can be done more 
rationally. Sometimes, arbitration is helpful–a person not 
involved in the dispute can be a “third party” to hear both 
sides of an issue and support the process of negotiating a 
mutually agreeable outcome. Sometimes, the outcome may 
be something you want; sometimes you need to choose 
not to pursue a particular point. Have you heard the 
phrase that someone “wins the battle, but not the war”? 
It’s important to keep things in perspective–sometimes 
negotiating one point gives you more leverage to address a 
bigger issue.

Above all, don’t be afraid to address conflict. Confront 
the issue, deal with the problem, and move on. An 
unresolved dilemma will continue to fester, sometimes 
bubbling under the surface, and sometimes coming to a 
boil. Co-workers will become fearful and uncomfortable, 
and the longer the discomfort persists, the bigger the issue 
will become. Your role modeling in addressing the issue will 
(1) help you deal with the current problem, (2) boost your 
self-esteem and confidence, (3) demonstrate to your team 
that you can practice what you preach, and (4) empower 
the team to try effective conflict resolution techniques 
themselves when they are faced with a similar situation.

Work to create an environment where people are energetic, 
enthusiastic, and committed to quality.

 These are characteristics that will motivate team 
members and promote retention within your team. Your 
role as a unit-level leader has incredible influence on 
peoples’ decisions to stay in or leave their positions. Martin 
(2004, p. 21) states that “The number one reason people 
leave organizations–with all other factors being equal–is 
also the number one reason they stay: the relationship they 
have with their immediate manager.” The manager who 
is also an effective leader has a wonderful opportunity to 
promote retention of quality employees. This decreases 
the confusion that accompanies transition in personnel, 
promotes cohesiveness within the team, and ultimately 
results in better patient care. Martin suggests asking team 
members to consider the following questions:

• What work would I enjoy spending more time doing?
• What talents, experience, or skills am I presently not 

using that would benefit the team? 
• What tasks and responsibilities for which I’m 

presently not accountable would maximize my 
strengths?

Gathering this information from team members will help 
you, as the leader, to maximize the potential of all team 
members while giving them the opportunity to develop new 
knowledge, skills, and accountability. Incidentally, cost of 
replacing a registered nurse hospital employee is currently 
estimated at $60,000+. Some studies have suggested that 
the annual turnover rate for nurses working in hospitals is 
a little over twenty percent (Kleinman, 2004). Your finance 
office will be thrilled if a staff person decides to stay rather 
than leave. Everyone wins!

Work to transform the normal; stimulate and motivate the 
emotional drivers of your team members.

There are various models of leadership that have been 
addressed in leadership classes over time. In the past, such 
terms as democratic, autocratic, or laissez-faire were used to 
describe leader behaviors. Today, more common terms are 
transformational or transactional leaders. Kleinman (2004) 
states that “transformational leadership characteristics 
include being able to articulate a shared vision of the future 
of the organization and encourage creative problem solving 
that demonstrates support and encouragement of staff”. She 
suggests that the transactional leader, in contrast, focuses 
on “day-to-day operations in which rewards are contingent 
on performance”. Staff nurse job satisfaction has been 
found to be significantly associated with transformational 
leadership, and staff turnover is lower when the leader of 
the group is a transformational leader.

Emerging Issues
Transforming Care at the Bedside

The Robert Wood Johnson Foundation and the Institute 
for Healthcare Improvement have embarked on a national 
project entitled “Transforming Care at the Bedside”, or 
TCAB (www.ihi.org/NR/rdonlyres/F812706AA9/5820/
visioTCABframework0907.pdf). This project emphasizes 
the leadership attributes that every nurse must have to 
advocate for patients and for the profession if nursing is to 
remain a viable part of the healthcare team. Recognizing 
that satisfied employees are happier, more productive, and 
safer employees, one of the goals of the TCAB program 
is that “voluntary turnover for nurses is an average of 5% 
or less per year” (TCAB, 2007). There are several pilot 
hospitals throughout the country participating in this 
project in early 2008; the closest to Ohio is the University 
of Pittsburgh Medical Center. Watch for more evidence of 
outcomes as this study progresses.

Nursing 2015 Initiative
This unprecedented collaborative of the Ohio Hospital 

Association, the Ohio Nurses Association, and the Ohio 
Organization of Nurse Executives is working to establish 
a new direction and perspective on professional nursing 
practice in Ohio. Their statement of beliefs and goals is:

Professional nurses are self-directed, accountable, 
and control their environment. Nurses are 
professionally empowered to influence the delivery 
of high quality care that promotes positive patient 
outcomes through nursing leadership, coordination, 
and collaboration. Nurses are adequate in number, 
diverse, highly educated, and valued as clinical 
leaders across the continuum. The profession of 
nursing is respected and valued. The practice 
environment is attractive, supportive of work life 
balance, flexible, and incorporates state-of-the-
art technology. Compensation and benefits are 
reflective of nurses’ contributions to the delivery of 
care.
Representatives of these three groups meet regularly to 

develop and implement strategies and tactics to attain the 
goals noted above by the target date of 2015. Read more at 
www.ohnurses.org, click on the Nursing 2015 initiative. 

Summary
It is important that you as a leader keep learning. The 

life-span of the average piece of knowledge in today’s 
world is actually very short. There is currently research 
underway in many venues looking at the effectiveness of 
the leadership role on team performance and outcomes. 
Some of this information is specific to nursing and the 
healthcare world. However, don’t limit yourself only to 
healthcare–there is a wealth of relevant literature, research 
and information about leadership in other disciplines and 
in the business world in general that the nurse can find 
very helpful.

The prevailing thought in nursing today is that every 
nurse needs to be a leader. With an estimated nursing 
shortage of nearly 1 million by 2020 (Sherman and Bishop, 
2007), plus the imminent retirement of large numbers 
of currently practicing nurses, it is imperative that every 
nurse currently in practice and all of those entering the 
profession have skills to be effective leaders. Four strategies 
have been suggested for development of leadership in 
nursing: creating leadership as an expectation for all 
nurses, assessing leadership skills as part of the interview 
process and employing nurses with leadership capabilities, 
exposing students and new graduates to nurse leaders at all 
levels, and continually developing leadership characteristics 
in all nurses.

Who will be the nurse leaders of tomorrow? What are 
we doing now to role model positive leadership traits? What 
are we doing now to teach leadership skills? Developing 
constructive answers to these questions is crucial. If we do 
not have effective nursing leadership for the future, we will 
not have nurses in power positions to speak up for nursing. 
If no one advocates for nurses and nursing, will there be 
nursing in the future? Can our tasks be performed by 
robots, or by unlicensed assistive personnel? What do we do 
that is unique and important? 

Make a commitment today to be a leader in nursing. You 
don’t need a “title” to do this–your credential as a nurse is 
all you need. Advocate for your patients, for yourself, for 
your colleagues, and for nursing. Each of us has a role to 
play in ensuring the viability of the profession, and the 
safety of our patients.

Leadership continued from page 7

Leadership continued on page 9
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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.
Please allow 2-4 weeks for processing.

Name: _________________________ Final Score:_____

Please circle one answer.

1. One of the hallmarks of an effective leader is the 
ability to:
a. Assess situations to determine effective actions 
b. Follow the rules established by the organization
c. Memorize a list of competencies
d. Trust employees

2. Which of the following statements is most true:
a. A person can be a good manager and an 

ineffective leader 
b. A person is an effective leader if he/she is a 

good manager
c. A person who is an effective manager is also an 

effective leader 
d. A person who is an ineffective leader will be an 

ineffective manager

3. A leader typically holds which position on an 
organizational chart:
a. Bottom box
b. Middle-management level
c. There is no relationship between leadership 

and organizational chart positions 
d. Top box

4. Authentic leadership means being:
a. Biased
b. Emotional
c. Genuine and consistent 
d. Inflexible

5. A strong indicator of effective leadership is:
a. How often the manager is on the unit
b. How satisfied the patients are
c. How well the team functions 
d. How well the work gets done

6. In one study, surveyors found that emerging 
and entrenched workers had what kind of views 
regarding the characteristics they desire in a 
leader:
a. Opposite
b. Somewhat similar
c. Very similar 
d. Widely divergent 

7. Components of effective communication include:
a. Channel and feedback 
b. Meetings and email
c. Problem solving and conflict resolution
d. Verbal and non-verbal messages

8. An unmotivated, unsupported team member is a 
potential:
a. Aspiring leader
b. Risk to him/herself
c. Stimulus for others
d. Threat to patient safety 

9. An effective leader is able to:
a. Delegate tasks 
b. Do everything him/herself
c. Multi-task
d. Put off unimportant tasks

10. One of the key challenges of middle management 
is to:
a. Balance management and leadership roles 
b. Fulfill expectations of the corporate office
c. Keep employees happy
d. Produce tangible outcomes

11. Goals for a team need to be:
a. General, time limited, and organized
b. Helpful, relationship-based, and timely
c. Realistic, leader-driven, and broad-spectrum
d. Specific, measurable, and attainable 

12. If there is a discrepancy between what people hear 
the leader say and what they see the leader do, they 
will be more likely to believe:
a. Nothing of what they hear or see
b. What they hear  
c. What they see 
d. Whatever they want

13. Leadership should be:
a. Expected of all nurses 
b. Optional for staff nurses
c. Reserved for managers
d. Taught in graduate school

14. Bullying behavior in the healthcare environment 
should be:
a. Ignored
b. Stopped 
c. Supported
d. Tempered with mediation

15. People sharing diverse opinions is:
a. A sign of strength 
b. An example of poor leadership
c. Evidence of unresolved conflict
d. Threatening to a team

16. The leadership attribute of networking relates in 
part to:
a. Getting along with coworkers
b. Having experienced colleagues
c. Knowing your job
d. Participating in legislative issues 

17. A physiological response to conflict is:
a. Elevation in blood oxygen level
b. Nausea
c. Production of norepinephrine
d. Secretion of stress hormones 

18. The annual turnover rate of nurses working in 
hospitals is estimated to be roughly:
a. 1%
b. 5%
c. 12%
d. 20% 

Post Test and Evaluation Form – Leadership: A Way to Provide Quality Nursing Care

19. Staff satisfaction has been found to be significantly 
correlated with which type of leadership?
a. Democratic
b. Laissez-faire
c. Transactional
d. Transformational 

20. The best way to deal with conflict is to:
a. Address it 
b. Avoid it
c. Ignore it
d. Prevent it

21. Having an holistic perspective enables the leader 
to consider:
a. Both patient and employee issues
b. Complementary and alternative medicine 

approaches in relation to traditional care
c. Internal and external influences to the work of 

the team 
d. Variables affecting communication styles of 

team members

22. Effective leadership is a skill that can be evaluated 
in a competency check-off.
a. False 
b. True

23. Nursing has similar leadership attributes to other 
disciplines.
a. False
b. True 

24. Bullying is a form of intimidation.
a. False
b. True 

25. Leadership is one way to advocate for patients and 
for the profession.
a. False
b. True 

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

a. Identify characteristics of effective leaders.
b. Describe the significance of leadership in promoting quality nursing care.

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?

Registration Form – Leadership: A Way to Provide Quality Nursing Care

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 visiting www.ohnurses.org and clicking 
on “Continuing Education” for a full study list and order form.

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 visiting www.ohnurses.org and 
clicking on “Continuing Education” for a full study list and order form.

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

CE4Nurses.org allows nurses to:
• Select a continuing education topic to study
• Read the independent study
• Take the post-test
• Print a CE certificate
• Provide feedback to us
All in one visit! All completely online! All at the time 

and place of your choice!
CE4Nurses.org is a program of the Ohio Nurses 

Foundation. 
The Ohio Nurses Foundation (OBN-001-91) is 

accredited as a provider of continuing nursing education by 
the American Nurses Credentialing Center’s Commission 
on Accreditation.

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 Foundation. Much has changed in the 
health care environment since the initial publication of 
this resource ten years ago and this new, updated edition 
will enable students and registered nurses alike to become 
more familiar with the law, rule, and professional standards 
that define nursing practice. 

This resource is available as an Adobe© PDF available 
via email for $18.00 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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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. NOTE: This activity will meet the one contact 
hour of continuing education directly related to the law 
and rules governing nursing practice in Ohio required for 
renewal of an Ohio nursing license. (© 2008 Ohio Nurses 
Foundation). Expires June, 2010.

1.0 contact hours of Category A will be awarded for 
successful completion of this independent study. 

This independent study was developed by: Kathleen 
M. Blickenstaff, JD, MS, RN, CS, and updated by Jan 
Lanier, JD. RN, Ohio Nurses Association. The authors and 
planning committee members have declared no conflict of 
interest.

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Discuss the meaning of the term “whistleblowing.”
2. Describe the provisions in the Nurse Practice Act 

that protect nurses who blow the whistle from 
employer retaliation. 

3. Identify the steps that the nurse whistleblower must 
take in order to be afforded the protection of the 
law.

Introduction
With the passage of House Bill 511 in the 123rd General 

Assembly, several new provisions were added to the 
Nurse Practice Act (“NPA”), which is Chapter 4723 of the 
Ohio Revised Code (“ORC”). One of these provisions is 
“whistleblower protection” for nurses who report a person 
or a business entity for a violation of the NPA or any other 
provision of the ORC, as long as the nurse makes the 
report in good faith. These new provisions are contained 
in Sections (“§”) 4723.33 and 4723.341 of the Ohio Revised 
Code.

This article will discuss the provisions of the 
whistleblower protection laws, as well as the responsibilities 
of the nurse in making a report to assure that the nurse is 
afforded the protection that these laws provide. These laws 
read as follows:

ORC Section 4723.33: Protection Against 
Retaliatory Action. 

A registered nurse, licensed practical nurse, or dialysis 
technician who in good faith makes a report under this 
chapter or any other provision of the Revised Code 
regarding a violation of this chapter or any other provision 
of the Revised Code, or participates in any investigation, 
administrative proceeding, or judicial proceeding resulting 
from the report, has the full protection against retaliatory 
action provided by sections 4113.51 to 4113.53 [general 
Ohio whistleblower protection laws] of the Revised Code.

ORC Section 4723.341: Immunity for reporting. 
(A) As used in this section, “person” has the same 

meaning as in section 1.59 of the Revised Code and 
also includes the Board of Nursing and its members 
and employees; health care facilities, associations, 
and societies; insurers; and individuals.

(B) In the absence of fraud or bad faith, no person 
reporting to the Board of Nursing or testifying in 
an adjudication [a legal proceeding to make a final 
decision related to certain facts; a court proceeding] 
conducted under Chapter 119 of the Revised Code 
with regard to alleged incidents of negligence or 
malpractice or matters subject to sections 3123.41 
to 3123.50 [laws regarding a licensed professional 
defaulting on child support obligation] of the 
Revised Code and any applicable rules adopted 
under section 3123.63 [default on child support 
obligation by a licensed professional] of the Revised 
Code or this chapter or section of the Revised Code 
shall be subject to either of the following based on 
making the report or testifying:
1) Liability in damages in a civil action for injury, 

death, or loss to person or property;
2) Discipline or dismissal by an employer.

(C) An individual who is disciplined or dismissed in 
violation of division (B)(2) of this section has the 
same rights and duties accorded an employee 
under sections 4113.52 and 4113.53 [general Ohio 
whistleblower protection laws] of the Revised Code.

(D) In the absence of fraud or bad faith, no professional 
association of registered nurses, licensed practical 
nurses, or dialysis technicians that sponsors a 
committee or program to provide peer assistance 
to individuals with substance abuse problems, no 
representative or agent of such a committee or 
program, and no member of the Board of Nursing 
shall be liable to any person for damages in a civil 
action by reason of actions taken to refer a nurse or 
dialysis technician to a treatment provider or actions 
or omissions of the provider in treating a nurse or 
dialysis technician.

What do the laws mean?
The above provisions were added to the NPA and became 

Whistleblowing—How to Ensure that the Law Protects You
effective on April 10, 2001. The basic meaning of § 4723.33 
is that a licensed nurse or dialysis technician who makes 
a report, or “blows the whistle,” on a person, business, or 
company who is acting in violation of any part of Ohio law, 
including the NPA, or who testifies in a court proceeding 
or investigation related to that violation is provided with 
the full protection against retaliation provided for under 
the laws of Ohio, as long as the report was made in good 
faith. Section 4723.341 applies protection from retaliation 
for reporting a violation of the law, not only to RNs, LPNs, 
and dialysis technicians, but also to other individuals, 
organizations, health care facilities and employers and 
insurers, as long as the report is made in good faith and 
with no fraudulent intent. 

What does it mean to make a report in good faith and what 
are the protections provided for by the laws of the State of 
Ohio?

According to the 6th edition of Black’s Law Dictionary, 
(“Black’s”) the term “good faith” is an abstract term 
referencing a person’s state of mind at the time that an 
action or a statement is made. Black’s says that to act in 
“good faith” means to act with an honest belief, purpose 
and intention, and with the absence of malice, the absence 
of an intent to defraud; an absence of intent to provide 
false information or information for which the informant 
has little or no regard as to whether or not it is true; and 
with an absence of intent to seek an unconscionable or 
unreasonable advantage. (Black, H.C. (1999). Black’s law 
dictionary (7th ed.), St. Paul, Minn.: West Publishing Co.) 

Therefore, in order to be afforded protection from 
retaliation under Ohio law for reporting an individual, an 
employer, etc. for violating any provision in Ohio law or for 
testifying or otherwise participating in an investigation or 
court proceeding against that individual or employer, the 
nurse must make the report with honest intentions and 
without any intention to provide false, potentially false, 
or misleading information. Good faith also encompasses 
the lack of a retaliatory intention on the part of the nurse 
making the report.

Section 4723.341 of the ORC affords protection for a 
nurse (or other individual, organization, employer, etc.) 
who reports to the Board of Nursing or testifies in an 
investigation or court proceeding about alleged incidences 
of negligence, malpractice, or other acts in violation of the 
Nurse Practice Act. This section states that if the nurse (or 
other individual, organization, employer, etc.) makes the 
report and/or testifies in good faith, the nurse will not be 
responsible for any payment of money associated with the 
court proceeding in which that nurse testified, nor can 
the nurse be disciplined or terminated from employment 
by his/her employer as a result of his/her involvement in 
this situation. If the employer disciplines or discharges the 
nurse in violation of this provision, the nurse has the legal 
right to sue the employer for reinstatement of employment, 
fringe benefits, seniority rights, position, back pay, etc. 
The nurse has one hundred eighty (180) days after the 
discipline or termination in which to file a law suit for 
wrongful termination against the employer.

What are the other criteria for reporting to 
obtain the protection of the law?

In addition to the requirement of making the report in 
good faith, a nurse must follow the provisions in §4113.52 
of the Ohio Revised Code. This section of the Revised Code 
relates to the rights of an employee to report a violation of 
the law by the employer or a fellow employee and it provides 
further procedural guidance for the nurse in making a 
report. This law is more general and applies to any kind 
of employee/employer situation in the state of Ohio. 
Section 4113.52 states that if an employee becomes aware 
of a situation in the course of the employee’s employment 
that the employee reasonably believes is a violation of a 
municipal, state, or federal law and is likely to cause physical 
harm to a person or persons or is a public health hazard 
and the employee believes that the employer has the ability 
and/or authority to correct the situation, that employee 
must first orally notify his/her supervisor or other authority 
in the organization. The employee must then follow up the 
oral notification with a written description of the alleged 
violation. The written description must contain enough 
detail that the employer is able to identify the problem. If 
the employer does not correct the situation or at least make 
a reasonable and good faith effort to remedy or begin to 
correct the situation within twenty-four (24) hours of either 
the oral or the written notification (whichever is sooner), 
then the employee may make a written report describing 
the violation to an appropriate official, agency, department, 
or other authority having regulatory control over the 
employer or the employer’s business, such as the Ohio 
Environmental Protection Agency, the Ohio Department 
of Health, the Ohio Attorney General, the Ohio Board of 
Nursing, or a municipal or county department of health. 
The employer has an obligation to notify the employee, in 
writing, of action taken to remedy or begin to remedy the 
violation. 

Section 4113.52 of the ORC also prohibits the employer 
from taking any retaliatory or disciplinary action against 
the employee who makes a report in compliance with the 
law. Disciplinary and retaliatory actions include, but are 
not limited to, transferring or reassigning the employee, 

reducing the pay of the employee, denying an otherwise 
deserved promotion or pay raise and firing or suspending 
the employee. 

There are some violations of the law that are so 
outrageous and potentially destructive that the employee 
need not give the employer time to remedy the situation. 
The employee is protected if, in the course of employment, 
he/she becomes aware of a violation and makes a good-
faith report of the violation directly to the appropriate 
authorities. These types of violations are described in 
Sections 3704, 3734, 6109, and 6111 of the Revised Code 
and include violations related to air quality, handling 
of solid and hazardous waste, safe drinking water, and 
water pollution control. Before making a report of this 
nature directly to a reporting agency, it would be wise for 
a nurse employee to consult an attorney and/or to inform 
the employer first, orally and in writing, of the alleged 
violation. In this way the nurse can be assured of protecting 
his/her rights.

It is also important to note that when the law states that 
the nurse must first make a report to his/her employer 
about the alleged violation, this means that the nurse 
must follow the chain of command and the procedural 
mechanisms in the institution which outline the method 
for filing a grievance or complaint with the employer. This 
information should be readily available in the employer’s 
policy and procedure manual, employee handbook or 
other such document. If the grievance procedure is not 
readily available to the nurse, the nurse should go to his/
her immediate supervisor and ask about the process.

In the absence of an employment contract or a 
specific policy in the employee handbook to the contrary, 
employees in Ohio are considered to be employed “at will.” 
This term means that the employee has no obligation to 
remain employed with the employer and need only provide 
reasonable notice before terminating employment and 
that the employer can terminate the employee for any 
reason, or no reason at all, as long as it is not a reason 
that is prohibited by law. Therefore, if a nurse blows the 
whistle according to the appropriate protocols as defined 
by the law, the employer may not fire the nurse because 
termination of the nurse for appropriately executed 
whistleblowing is prohibited by law. Prior to the passage of 
these new whistleblower protections in the NPA, it would 
have been much more difficult for the nurse to have any 
protection from employer discipline or firing as a result of 
the nurse’s whistleblowing.

What exactly must a nurse do to receive 
whistleblower protection under the law?

In simple terms, the whistleblower protection laws 
mean that if a nurse or an employee, in the course of his/
her employment, makes a discovery or becomes aware of 
a violation of the NPA or other laws of the state of Ohio, 
which may cause harm to individuals or the public in 
general, the nurse or employee will be protected from 
retaliation for reporting the employer, if the nurse or 
employee follows the procedural rules laid out in the law. 
These rules can be summed up as follows:

1. The nurse or employee must have become aware of 
this situation in the course of his/her employment.

2. The nurse must have a good faith belief that the 
employer is violating a law or a regulation, evidenced 
by having researched the law and any relevant 
institutional policies, etc.

3. The nurse must believe that the employer is able to 
control the situation and has the authority and the 
power to refrain from the violation.

4. The nurse must be acting in good faith with no 
ulterior motives and no retaliatory or malicious 
intent. In other words, the nurse must act out of 
concern for the welfare of individuals or the general 
public and not with the idea of “getting back at” or 
punishing an employer.

5. The nurse must make an attempt, again in good 
faith, to determine that the activity of the employer 
that she/he believes is a reportable violation, is, in 
fact, what it seems. 

6. The nurse must first notify the employer, orally 
and in writing, through the appropriate procedural 
process for his/her institution and must give the 
employer a chance to remedy the situation. 

7. The nurse should put the notification to the 
employer as well as the subsequent notification to the 
legal authority in writing and keep a copy for herself 
or himself. Oral communications do not provide the 
same protection as written communications because 
oral communications are more subject to individual 
interpretation and validation.

8. The nurse should present all information to 
the employer and to the reporting agency in a 
professional manner and should refrain from having 
the communication appear to be “gossip.”

9. If the nurse is called to testify about the alleged 
violation that he/she reported or about an alleged 
violation reported by another nurse or employee, the 
nurse must again be certain to represent himself/

Whistleblowing continued on page 12
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herself professionally and refrain from testifying 
about activities that the nurse has “heard” or 
“thinks” are occurring. The nurse’s testimony should 
contain the nurse’s observations only.

10. The nurse should refrain from speaking to others 
inside or outside of the employment situation about 
the alleged violation lest it appear that the nurse 
has a motive other than the safety and welfare of 
individuals and the public.

11. The nurse should document in writing everything 
that she observes related to the violation, as well as 
documenting any retaliation from the employer after 
the report is made.

Failure to follow the steps listed above can be extremely 
detrimental, both personally and professionally, to the 
nurse who blows the whistle on his/her employer. If 
whistleblowing is done effectively, the nurse can protect 
patients and the public from illegal and potentially harmful 
practices of the employer, making the nurse a sort of “hero” 
or “heroine.” If whistleblowing is done improperly, the 
nurse may end up not only losing his/her job, but may lose 
credibility as a professional making it difficult to obtain 
subsequent employment. In addition, if it appears that the 
whistleblower’s motives are more for revenge or other bad 
faith, the nurse may subject him/herself to allegations of 
fraud, which, if proven, can result in fines, discipline by the 
Board of Nursing, and perhaps even jail time. 

Other state and Federal whistleblower protection laws.
The Federal government and many other states have 

similar whistleblower protections in place. The same 
procedures as discussed above should be followed if a nurse 
becomes aware of an employer’s violation or potential 
violation of a Federal law. The Federal laws in which nurses 
become aware of employer violations are most commonly 
those laws having to do with Medicare or Medicaid fraud 
and abuse or an employer receiving monetary kickbacks 
or other kinds of benefits for making patient referrals 
to a certain agency or facility. These laws are extremely 
complicated and complex and are constantly changing. If 
a nurse becomes aware of an employer’s potential violation 
of a Federal law, it would be wise for the nurse to consult 
an attorney who specializes in health care to assure that 
the situation is likely to be a violation of Federal law and to 
assure that the nurse receives appropriate protection from 
retaliation by the employer. To find a health care attorney, 
the nurse should consult his/her professional association to 
see if the association has such a listing and talk with other 
health care professionals, particularly physicians, who often 
have a relationship with a health care attorney. (For more 
information on whistleblowing under the Federal False 
Claims Act, see: Polsten, M. (1999). Whistleblowing: Does 
the law protect you? American Journal of Nursing, 99 (1):26-
32.)

Case examples
Nurses who report “violations” of the law and who do so 

in bad faith, with ulterior motives, or without adequately 
investigating whether the employer’s act is actually or likely 
to be a violation, not only will not receive legal protection 
against retaliation by the employer, but may incur penalties 
such as fines, jail time, loss of employment, and similar 
consequences. Since the whistleblower protection laws are 
new provisions for the NPA, there are no examples in Ohio. 

However, there are situations where nurses have blown 
the whistle for “violations” of Federal law, but have done 
so in bad faith. One such case involves Scott Slemp, a 
home health nurse who filed a whistleblower suit against 
his employer, Country Style Health Care. Slemp alleged 
that his employer falsified his signature on nursing notes 
for home visits that he (Slemp) had not made and then 
billed Medicare for those visits. Slemp’s employer won 
the case because the agency was able to show that it had 
never submitted claims (bills) to Medicare for the alleged 
fraudulent visits and that Slemp had fabricated the entire 
story to cover up his poor nursing care. (Hansen, D. & 
Leewenburgh, T. (2001). Whistleblowers get nothing in 2 
HHA cases. Medicare Compliance Alert., 13(16): 1-4.) 

Another situation with a different outcome occurred 
in Texas where an emergency department nurse suffered 
retaliation after making a good faith report that her 
employer, the University of Texas Medical Branch, was 
forcing unwanted procedures on patients who came to the 
emergency department. The nurse, along with another 
nurse who also witnessed the violations, reported their 
concerns about the hospital under the state whistleblower 
law and the whistleblower clause of the Texas Nurse 
Practice Act. The jury found that the nurses had made 
their report in good faith, however only one of the nurses 
received any compensation for the hospital’s retaliation. 
This nurse was able to prove that the hospital retaliated 
against her by subjecting her to abrupt schedule changes, 
verbal harassment and criticism for which she was awarded 
a total of Five Hundred Thousand dollars ($500,000.00) 
in damages and Three Hundred Ten Thousand dollars 
($310,000.00) for legal fees. The other nurse was not able 
to prove that she had been subjected to retaliatory action by 
the hospital and consequently did not receive a monetary 
award. The difference was that the first nurse documented 
everything that happened to her after reporting the 
violation and the second nurse did not. (American Nurses 
Association. The American Nurse. Available online at http://
w w w.nursing world.org/tan/sepoct00/txnurse.htm,  
accessed August 17, 2001.) 

Case study
Angela and Nora are both registered nurses at Very Big 

Oncology Practice, Inc. (the “Practice”), which employs 
a total of four (4) registered nurses, in addition to the 
clinical manager, Sara, who is also a registered nurse. Sara 
tells Angela and Nora that profits have been down in the 
Practice and that at the last business meeting, she and 
the physicians determined that much of the cost was due 
to nurses’ salaries. Sara and the physicians decided to lay 
off two nurses and to hire two “assistant nurses” to take 
their places. Sara explains that the assistant nurses she has 
hired are unlicensed, but have experience in a hospital 
cancer unit. Sara also tells Angela and Nora that they will 
be responsible for teaching the assistant nurses to start the 
intravenous lines and to administer the chemo agents for 
the patients in the Practice. Angela and Nora are not sure 
that this is a good idea and tell Sara that they do not think 
this is appropriate and that they are concerned about the 
safety of the patients. Sara tells them that she has thought 
about this and has determined that as long as Angela 
and Nora are available for questions, the assistant nurses 
should have no problem and the patients’ safety will not be 
compromised. Sara also tells them that they both can be 
easily replaced, should they decide that they do not want to 
work with the assistant nurses. 

The assistant nurses report to work the next day and 
Sara tells Angela and Nora to begin their training by letting 
them observe for the first few days how to start an IV and 
how to administer the chemo agents. Angela and Nora 
go about their duties in the office that day while the two 
assistant nurses are observing them. After work, Angela and 
Nora talk with Sara and again express their concern about 
the situation being illegal and unsafe for patients. Sara 
tells them that the doctors have checked with the Board of 
Medicine and have been told that it is perfectly legal and 
ethical to have assistant nurses starting intravenous lines 
and administering chemotherapeutic agents as long as they 
have been adequately trained by registered nurses. Sara 
emphasizes that Angela and Nora must be certain to train 
the assistant nurses appropriately or they may be fired.

The next day during her lunch break Angela contacts 
the Board of Nursing and finds out that unlicensed 
individuals, and even LPNs, are not permitted to 
administer chemotherapeutic agents regardless of who 
trains them. After lunch, Angela tells Sara what she learned 
from her call to the Board of Nursing. Sara laughs and tells 
her that the Board of Nursing has nothing to do with how 
a physician’s practice is run and that the Practice needs to 
answer only to the Board of Medicine. 

After work that day, Angela speaks with Dr. Blank, the 
senior physician in the practice; she reports to him her 
conversation with the Board of Nursing and expresses her 
concern about the safety of the patients in the practice 
if unlicensed people were permitted to handle the 

intravenous administration of chemo. Dr. Blank admits to 
her that no one had called the Board of Medicine to request 
an opinion on the issue. He also tells Angela that having 
unlicensed people administering chemotherapy was a bit 
“off the beaten path,” but he felt that it was an extremely 
prudent fiscal decision and that if the Practice did not cut 
its costs in order to increase its revenues, they would “all be 
in the unemployment line”!

That evening, Angela puts her concerns in writing, 
including the information that she obtained from the 
Board of Nursing. The following day, Angela presents Dr. 
Blank with the written documentation about her concerns 
and gives copies of her memo to the other physicians 
and to Sara. Sara takes her aside and tells her that if she 
continues to “make trouble” that she would be “very sorry.” 
Two days pass and Sara tells Angela and Nora that the 
assistant nurses have observed enough and it is time for 
them to begin to practice starting IVs. Sara volunteers to 
be a “guinea pig” at lunch time if Nora or Angela agree to 
talk the assistant nurses through the process of starting 
IVs on her. Angela states that she will have no part of this 
process and refuses to participate. Sara and Nora go into 
the lounge at lunch time and begin to teach the assistant 
nurses to start IVs. Angela eats by herself in her car. 

During the following days Sara and Nora resume their 
teaching activities with Angela refusing to participate. 
During this time, Angela talks to two of the other 
physicians asking them if they had read her memo about 
her concerns. They said that they had read the memo, but 
were unwilling to go against the wishes of Dr. Blank and 
Sara. The following week, the two assistant nurses start 
their first IVs on a patient with Nora and Sara supervising. 
Angela calls the Board of Nursing and reports Sara and 
Nora for violation of the NPA; she also calls the Board of 
Medicine and reports the physicians in the practice. She 
follows up her verbal reports with written memos to the 
Boards detailing the activities. 

The following week, Sara and the physicians are 
contacted by the Boards of Nursing and Medicine and are 
informed that there will be an investigation related to the 
delegation of nursing activities to unlicensed personnel. 
Angela receives an envelope with a check for a week’s worth 
of pay as severance and is told not to return to the Practice.

The following week, Nora observes one of the assistant 
nurses hang the wrong chemotherapy agent with a 
patient. Nora is able to correct the situation before any of 
it is administered to the patient. Nora tells Sara that she is 
beginning to think that Angela was correct and that she 
plans to testify against Sara and the physicians, if the matter 
comes to that. Nora is fired that day without severance pay. 

Angela and Nora both contact attorneys and file law 
suits against the Practice alleging retaliatory discharge 
and protection under the whistleblower protection laws in 
the State of Ohio. Angela is likely to prevail in her suit and 
be awarded monetary damages related to the termination 
of her employment. Nora is likely not to prevail and is 
likely not to receive any compensation for her retaliatory 
termination. Angela followed all the steps that needed to 
be followed to evidence her good faith reporting of the 
violation of state law. Nora did not follow the necessary 
steps for protection under the whistleblower protection 
laws. 

Conclusion
It is very important for nurses to be able to report an 

employer’s activities that are illegal and potentially harmful 
to patients or to the public in general and to advocate for 
the welfare and safety of patients. This type of activity is 
commonly called “whistleblowing” or “blowing the whistle.” 
In order to encourage nurses to advocate for the safety 
and wellbeing of patients and the public, legal protection 
must be in place for the nurse in order to safeguard against 
retaliatory action by the employer. Ohio has recently added 
whistleblower protection for nurses to the Nurse Practice 
Act. A nurse is afforded this protection from retaliation by 
her employer as long as she follows the provisions of the law 
for reporting the violations. In general, these provisions 
require that the nurse must have become aware of the 
potential or alleged violation through the course of his/
her employment with the employer, he/she must make an 
effort to determine that the activity is in fact a violation, 
the nurse must make the report in good faith without any 
selfish or retaliatory motive, and (except in certain cases) 
must give the employer written notice of the violation and 
allow the employer twenty- four (24) hours to make an 
effort to remedy the situation. The nurse must report the 
violation first through the employer’s internal grievance 
procedures and if the employer does nothing to remedy 
the situation, the nurse should make the report to the 
appropriate regulatory agency. The nurse should document 
his/her knowledge about the violation, all efforts made to 
verify the information, all activities related to reporting 
the information, and any retaliatory actions taken by the 
employer after the report has been made.

It is important for a nurse to follow the procedures 
outlined in the law exactly to be afforded protection from 
retaliation. To ensure that the nurse receives the full 
protection of the law, it would be wise for the nurse to seek 
the assistance of a health care attorney and/or the Ohio 
Nurses Association before reporting a violation.

Whistleblowing continued from page 11

Whistleblowing continued on page 13
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Post Test and Evaluation Form – Whistleblowing – How to Ensure that the Law Protects You

Evaluation and Registration Form
1. Were the following objectives met? 
 a. Discuss the meaning of the term “whistleblowing”. Yes _________  No ________
 b. Describe the provisions in the Nurse Practice Act that protect nurses who blow 
  the whistle from employer retaliation. Yes _________  No ________
 c. Identify the steps that the nurse whistleblower must take in order to be 
  afforded the protection of the law. Yes_________ No ________

2. Was this independent study an effective method of learning? Yes_________ No ________

 If no, please comment:

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

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

Registration Form – Whistleblowing–How to Ensure that the Law Protects You

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 visiting www.ohnurses.org and clicking 
on “Continuing Education” for a full study list and order form.

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 visiting www.ohnurses.org and 
clicking on “Continuing Education” for a full study list and order form.

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.

Please allow 2-4 weeks for processing.

Name: ___________________________Final Score: _____

Please circle one answer.

1. To what does the term “whistleblower protection” 
refer?
a. Protection that the nurse receives to prevent him 

or her from losing his/her nursing license.
b. Protection that the nurse receives that prevents 

him/her from being sued.
c. Protection that the nurse receives from employer 

retaliation as a result of his/her reporting an 
employer’s violation of state law.

d. Protection that the nurse receives that eliminates 
the need for the nurse to carry her own 
malpractice liability insurance.

2. What is another way to describe Chapter 4723 of the 
Ohio Revised Code?
a. The Whistleblower Protection Act
b. The Nurse Protection Act
c. The Retaliatory Prevention Act
d. The Nurse Practice Act

3. Which of the following can “disqualify” a nurse 
for protection from retaliation by an employer for 
whistleblowing?
a. Consulting an attorney prior to reporting the 

violation.
b. Making a report to seek revenge on the employer.
c. Making a report with a fellow employee.
d. Notifying the employer of the alleged violation 

prior to making the report.

4. What does it mean “to act in good faith”?
a. To act with an honest belief and with the absence 

of malice.
b. To act with the betterment of the nursing 

profession in mind.
c. To act with a retaliatory frame of mind.
d. To act without contacting an attorney or other 

legal representative.

5. Will the law protect a nurse from retaliation by her 
employer if the information reported by the nurse 
as a violation is eventually proven to be false?
a. Yes, but only if the nurse has used an attorney to 

help her with the case.
b. No, because the information is false.
c. No, because reporting information that is proven 

false proves bad faith on the part of the nurse.
d. Yes, if the nurse has made the report in good 

faith, having made reasonable efforts to 
determine the veracity of the information.

6. How long does an employer have to make a good 
faith effort to correct the violation after the nurse 
has notified the employer of his/her belief that the 
employer is violating the law?
a. Twenty-four (24) hours.
b. One hundred eighty (180) days.
c. The employer has no time to correct the situation 

because the employer should have realized that 
there was a violation.

d. Thirty (30) days.

7. If an employer retaliates against a nurse employee 
who blows the whistle, how long does the nurse have 
to file a law suit against the employer?
a. Twenty-four (24) hours.
b. One hundred eighty (180) days.
c. There is no limit since the employer violated the 

law.
d. Thirty (30) days.

8. What is the employer’s obligation to the 
whistleblowing employee after that employee has 
notified the employer of an alleged violation?
a. Give the employee a paid leave of absence while 

the employer investigates the claim to prevent 
possible harassment of the whistleblowing 
employee.

b. Provide the employee with a raise to thank him/
her for the notification.

c. Provide the employee with written notification of 
the employer’s action to remedy the situation.

d. The employer owes the employee nothing except 
not to fire the employee.

9. What is the primary reason that the nurse 
whistleblower should refrain from speaking about 
the alleged violation to the nurse’s fellow employees?
a. To prevent the appearance that the nurse’s 

motives are for reasons other than to prevent 
harm to patients or the public.

b. To prevent other employees from knowing about 
the violation to “save face” for the employer.

c. To prevent another employee from making a 
similar report and sharing in any monetary award 
with the nurse.

d. To prevent the nurse from possible harassment 
from fellow employees.

10. A nurse who blows the whistle without bothering 
to check the veracity and validity of the alleged 
violation may suffer which of the following negative 
consequences?
a. There will be no negative consequences to the 

nurse because mistakes such as this can happen to 
anyone.

b. The law protects the nurse from any negative 
consequences as long as the report was made orally 
and not in writing.

c. The law protects the nurse from any negative 
consequences as long as the report was made in 
writing and not orally.

d. The nurse may be charged with fraud and be 
required to pay fines, go to jail, and may lose his/
her license to practice.

11. Are there “whistleblower protection” laws, at the level 
of the Federal government, as well as in states other 
than Ohio?
a. Yes, for the Federal government, but no as to other 

states.
b. No, for both the Federal government and for other 

states.
c. Yes, for both the Federal government and other 

states.
d. No, for the Federal government, but yes as to other 

state governments. 

12. In order to receive compensation for and prove 
retaliation by the employer following a nurse’s good 
faith report of a violation, the nurse should do which 
of the following?
a. Request that the employer turn over the nurse’s 

employment record.
b. Document all actions taken by the employer related 

to the nurse’s employment following the nurse’s 
reporting of the violation.

c. Enlist the assistance of others who are employed 
by the employer to look for and report other 
potential violations of the employer.

d. Terminate his/her employment with that 
employer to prevent any sort of retaliation by the 
employer.

13. Which of the following actions is most appropriate 
for the nurse to take, if the nurse has made a good 
faith report of an employer’s violation of the law 
and is subsequently disciplined or terminated by the 
employer? 
a. Hire an attorney to file suit on the employer 

within one hundred eighty (180) days of the 
termination. 

b. Make a written demand that the employer 
reinstate the nurse with a raise in salary.

c. Encourage others who remain employed with the 
employer to quit their jobs in retaliation.

d. Report the employer to the Ohio Department of 
Health.

14. What legal protections are in place for a nurse who 
is called to testify in court about an alleged violation 
reported by another nurse?
a. The testifying nurse is afforded no legal 

protection since it was not that nurse who blew 
the whistle.

b. The testifying nurse receives the same protection 
as the nurse who blew the whistle as long as the 
nurse makes his/her testimony in good faith.

c. The testifying nurse will receive legal protection, 
but only if the employer is shown to have actually 
been in violation of the law.

d. The testifying nurse receives protection only if 
she has been employed with the employer for at 
least one hundred eighty (180) days.

15. Nursing organizations, such as the Ohio Nurses 
Association, can provide assistance to nurses who 
suspect that their employers are violating the law.
a. True
b. False 
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This independent study has been developed for nurses 
who wish to learn more about how to prevent medication 
errors.

1.5 contact hours will be awarded for successful 
completion of this independent study. (© 2009 Ohio Nurses 
Foundation). Expires 2/2011.

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

OBJECTIVES
Upon completion of this independent study, the learner 

will be able to:
1. Identify the Seven Rights of Medication 

Administration.
2. Identify types of problems and level of errors that 

can occur in medication administration.
3. List strategies nurses might use to assist in error 

proofing medication administration.
4. List strategies patients might use to assist in error 

proofing medication administration.

A New Perspective for Medication Errors: 
Changing the Culture from Blame to Safety

By now, everyone has probably heard of the landmark 
Institutes of Medicine Study (IOM), completed in 1999, 
bringing to light the number of deaths and complications 
caused by medication errors. As many of us nurses 
heard about the findings of this study, we thought back 
on medication errors we had witnessed or committed 
ourselves. Most nurses could tell you medication errors 
happen, sometimes with no untoward effect on the patient, 
while other errors we have witnessed have proven deadly. 
We all knew errors happen, but the importance of the IOM 
study was that it gave us the scope of the problem. It told us 
just how bad this problem is. Now that we are all aware of 
the scope of this problem, we need to focus on how to error 
proof our medication administration efforts.

One key step toward error proofing is the recognition 
that errors will happen, even in the best of circumstances. 
Just think of the number of people involved in getting 
a medication into a patient. The physician or nurse 
practitioner prescribes; the manufacturer produces the 
medication, bottles and labels it; the pharmacist dispenses 
the medication; and the nurse, or patient or patient’s 
caregiver then administers the medication.

Now think about the possible errors that may occur with 
prescribing. Did the prescriber write a complete medication 
order? Is the dose missing? Is the route or frequency missing 
or unclear? To begin with, did the prescriber prescribe 
the correct medication for the patient’s condition? What 
other problems or errors might the prescriber make? 
Think about manufacturer errors. Was the medication 
formulated correctly? Just recently it has been reported that 
Heparin solutions were incorrectly manufactured. Was the 
medication labeled correctly? Was it shipped to a pharmacy 
in correct conditions, i.e., it wasn’t allowed to freeze or 
overheat? What errors might occur in the pharmacy? Did 
they dispense the correct medication? Correct dose? Did 
they make a substitute for a generic medication? Is it the 
correct substitution? Did they dispense the medication to 
the nursing unit in a timely fashion? 

Nurses make errors as well. They may give the 
medication to the wrong patient, the wrong dose to the 
correct patient, or give a medication at the incorrect time, 
just to name a few of the potential nursing errors. Now add 
patients and their home caregivers into the mix. 

As healthcare professionals, we understand medications, 
but do patients and their family members have the same 
understanding we do? How many times have you seen 
patients re-admitted to hospitals just because of medication 
mismanagement at home? Either they weren’t taking the 
medications, or they were taking too much of a medication. 
There are a multitude of scenarios that can happen in 
the patient’s home in taking medications-things we can’t 
even imagine. For example, a patient I visited as a home 
care nurse was experiencing a variety of drug toxicities. 
When I visited her, I asked her to show me her medication 
vials. She brought out the pill containers for her digoxin, 
theophylline, furosemide and a few others; however, the 
containers were all empty. Upon asking her where were 
the pills, she produced a brown paper bag, and yes, all her 
medications had been poured into the paper bag! 

I next asked her how she took her medications. Her 
response was that she took two pills in the morning, two 
pills in the afternoon right after her favorite soap opera 
finished airing, and one pill at bedtime. She went on to say 
she couldn’t read the labels on the pill containers due to 
her eyesight and poor printing on the label. She couldn’t 
remember what pill to take when and often had difficulty 
opening the containers. 

To compensate for her deficits and the poor labeling, 
she would fill her prescriptions every month, come 
home, pry off the caps with a screwdriver and empty the 
pill containers into the sack. She then took two pills in 
the morning, two pills after her soap opera and one at 
bedtime–using what I came to call the “grab-bag” method 
of medication administration. This is just one scenario. If 
you ask any nurse, she will have similar and many stories of 
mishaps with medications.

With the historic IOM study came not only recognition 
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of the magnitude of medication errors, but a recognition 
that competent individuals will make mistakes. In many 
instances, nurses have been punished for medication 
errors. With punishment comes a lack of reporting errors 
and the cycle swirls out of control. 

Now, in an effort to manage medication errors, we are 
in the midst of changing our culture from one of blame 
to one of safety. Competent health providers do not go to 
work thinking, “What kind of medication error can I make 
today?” We have recognized that it is the multitude system 
problems that create medication errors. In other words, the 
system gets in the way of us doing our jobs correctly. Hence 
there is a shift from blaming and punishing individuals 
to one of safety, reporting errors, and fixing the system 
problems so as to prevent that particular error from re-
occurring. Errors are now viewed as opportunities to fix 
our system or “error proof” our system as much as possible.

How do we make this culture transition from blame 
to safety? The Women and Children’s Hospital of Buffalo 
in Buffalo, New York undertook this shift successfully. 
They studied their medication error rates. They found 
many of the problems occurred when incomplete orders 
were written by prescribers. This often necessitated either 
phone calls to the prescriber, thus delaying dispensing and 
administration of the medication. Or simply, a pharmacist 
or nurse would complete the order themselves. It was 
decided the hospital would adopt a “no incomplete medication 
order policy.” One key step that was taken to make this 
transition was full administrative backing. In other words, 
the culture shift came from the top down. Administration 
further adopted a zero tolerance for incomplete prescriber 
orders. This represented quite a radical step and as one 
can imagine, quite a lot of initial resistance. But, if a faculty 
is truly committed to creating a culture of safety, tough 
decisions and tough actions to change our systems must 
be undertaken and fully supported by leadership. Culture 
change only occurs when leadership is willing to commit to 
it.

Women and Children’s Hospital of Buffalo did not have 
the funds to implement computer physician order entry 
or have computerized medication administration records. 
Hence, they used a low-tech approach to their problem. 
They simply changed the paper medication order sheet to 
a table format. (See sample below). Each column needed 
to be completed, or it was considered an incomplete 
order. Incomplete orders were returned to the prescriber 
for completion. Further, a committee tracked, for each 
prescriber, the number of incomplete orders written each 
month. This data was reported to the medical leadership 
and administration and each prescriber. The individual 
prescribers received their monthly incomplete order report 
confidentially, mailed to their home address. This created 
a sense of personal responsibility for each prescriber to 
make it their goal to have no incomplete orders. Over 
time, Women and Children’s Hospital of Buffalo was 
able to accomplish the following remarkable results and 
successfully adopt a culture of safety:

• Reduced prescription rewrites by 58.5 percent
• Reduced incorrect dosing errors by 32.5 percent
• Reduced potential for adverse drug events 
 by 36 percent
• Benefited from more than a $3 million 
 combined cost savings

Sample Medication Order Sheet

via a wristband? Do you always ask the patient to state their 
name? Or do you ask the patient, “Are you Mrs. Smith?” 
Many of us have had the experience of seeing a confused 
patient respond incorrectly to yes-no type questions. 

What is the best method for patient identification? 
Do you use a barcode reader to identify correct patient 
and medication? How do you know you have the correct 
medication in your hands? Do you use a unit dose system? 
Do you take the medication and the prescription or 
order to the bedside and identify the patient and correct 
medication, route and time before unwrapping the 
medication? How do you assure you are administering the 
medication via the correct route? How do you assure you 
are administering the medication at the correct time? 

Also importantly, do you do these things with each 
and every medication you administer to patients? How 
often do interruptions derail you from safe medication 
administration? If an order is incomplete or unclear, do 
you put timeliness in front of safety? Or do you stop and 
call for completeness and clarification before proceeding 
with medication administration? There is no single answer 
to any of these questions. However, what is important is that 
nurses establish procedures for themselves and within their 
work environments that assure The Five Rights, as goals, 
are met.

We need to add two more rights, thus creating The 
Seven Rights of Medication Administration. Besides the right 
patient, drug, dose, route and time, we also need to identify 
the right indication or reason for the medication and the right 
documentation. Do you know why the patient is receiving 
that particular medication? A physician writes an order for 
aminophylline and indicates this is to treat an infection in 
a particular patient. Is this correct? 

Before administering the aminophylline, what actions 
would you take to assure you have the correct reason, 
patient or medication? Aminophylline is a bronchodilator, 
not an antibiotic. Did the physician mean the aminophylline 
for another patient? Or was the physician intending to 
prescribe ampicillin for this patient’s infection, and simply 
confused the names of these medications? 

Certainly your actions would include clarifying the 
order with the prescriber before administering the 
medication. In regard to right documentation, we need 
to assure the medication order was written completely 
before administering the medication, and then after 
administering the medication, we need to document 
correctly that the medication was indeed given. How do you 
assure this occurs? How do you check medication orders 
before administering medications? How do you document 
medications you administered? Again, there is no single 
correct answer to these questions, but rather establishing 
habits or procedures to assure you meet the goals of The 
Seven Rights of Medication Administration.

Is there an Eighth Right of Medication Administration? 
Besides the seven rights already discussed, we perhaps 
should consider an eighth right being the right outcome and 
recognition of side effects and complications for a particular 
medication. For example, if we are administering 
furosemide to a patient to ease fluid retention, do we see 
evidence of that? Does the patient have less pedal and/
or sacral edema? Do they have clearer lung sounds? Have 
they experienced a weight reduction due to water loss or 
increased urine output since receiving furosemide? If their 
potassium level is now 2.5 mEq/L, is that normal? Do we 

Note when an order such as for Physical Therapy needed 
to be written, it is simply written across the columns, while 
medications were confined to each column. This simple, 
low-tech change in the medication order made significant 
improvements for Women and Children’s Hospital of 
Buffalo and created a culture of safety. What might you and 
your leadership team be able to accomplish? What have you 
accomplished to date?

The Five Rights are now the Seven Rights of 
Medication Administration

The gold standard we all learned in nursing school: 
“The Five Rights of Medication Administration” needs to 
be revised. The Five Rights, of course, include the right 
patient, drug, dose, route and time. The Five Rights have 
been taught as a procedure, when in fact, they are the goals 
or outcomes of correct medication administration. The 
goal is to get the right medication to the right patient at the 
right time via the right route. But what are your procedures 
for assuring you meet these goals? How do you assure you 
have the right patient? Do you always identify the patient 

recognize hypokalemia as a side effect or complication of 
diuretic therapy and take appropriate action?

Clearly, administering medications to patients is a very 
complex task. It isn’t just as simple as taking the pill to the 
patient. Our brains are very complex and creative, and 
unfortunately, while we can create many great ideas, we can 
also create errors. But perhaps rethinking The Five Rights, 
thinking of them as The Seven (or even Eight) Rights will 
help us assure correct medication administration. Thinking 
of The Seven Rights as a goal or outcome and focusing on 
our procedures for meeting those goals, may help us greatly 
reduce medication errors.

What are your procedures for assuring The Seven Rights 
of Medication Administration? 

• How I assure the Right Patient;
• How I assure the Right Medication;
• How I assure the Right Dose;
• How I assure the Right Route;
• How I assure the Right Time;

     Patient Identification Information

Date/Time Medication Dose Frequency Route Indication Prescriber 
      Signature

6/15/08 Furosemide 40 mg Every day Orally Fluid John Smith, MD
0800     retention, 
     heart failure

6/15/08 Physical Therapy to see patient for gait training and strengthening please Nate Allen, PAC

Are You Prepared continued on page 15
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• How I assure the Right Indication/Reason;
• How I assure the Right Documentation.

The Need to Identify Errors
We see so many, we don’t even recognize them! Have 

you ever thought about how much time you have spent 
correcting medication errors through the course of one 
shift or workday? How many times have you phoned 
pharmacy for missing doses of medications? How many 
times have you phoned a prescriber because they omitted 
a portion of a prescription such as frequency or route or 
other information? How many times have you phoned a 
prescriber because they prescribed a medication to which 
the patient is allergic?

Have you ever questioned the generic substitute that was 
sent to you instead of what the physician ordered? Have 
you ever questioned an order when a patient states they 
can’t take a certain medication or have hesitations about a 
certain medication? How many times have you questioned a 
dose written as 5.0 mg, when you thought it read 50 mg?

We would probably be amazed at the number of times 
we do make additional phone calls regarding medications. 
In some settings, nurses have become so accustomed to 
catching and correcting errors, we don’t even recognize 
them ourselves. It has been reported that nurses intercept 
48% of the ordering errors made! We also catch 11% of the 
transcription errors made. In other words, we spend a lot of 
our time catching and correcting errors; thus, preventing 
near misses and worse, and we don’t even know it! This 
creates another problem with preventing medication errors. 
Do you and your leadership truly know just how many and 
what type of errors are occurring in your workplace? In 
order to know how to proceed to correct errors, we have to 
know the magnitude of the errors being made.

How many errors do you recognize in 
the following scenario?

Ms. Weaver is an 84-year-old resident of an assisted 
living facility, with a past history of pulmonary embolism. 
She has been on warfarin for the past few years for 
anticoagulation therapy. She is admitted to the hospital 
for increased confusion and abdominal pain. A urinary 
tract infection is suspected. Due to the abdominal pain, 
her warfarin is discontinued in case she may require 
surgery for a suspected bowel obstruction. A CT scan of her 
lungs, abdomen and heart all reveal no changes compared 
to previous studies and no acute problems. The urine 
culture returns as negative, thus ruling out a urinary tract 
infection.

During the hospital stay, Ms. Weaver experiences some 
shortness of breath. It is thought she may have experienced 
another pulmonary embolism. Anticoagulant therapy is 
to be started. The hospital has a protocol for re-initiating 
anticoagulant therapy which requires a bolus of heparin 
followed by continuous intravenous infusion. Single dose 
vials of 5000 U/mL arrive from the pharmacy in a plastic 
bag. There are ten identical vials in the bag; nine of the 
vials contain heparin, the tenth vial contains a multivitamin 
solution. The physician caring for Ms. Weaver entered the 
orders for the heparin bolus and laboratory orders for 
partial thromboplastin times every six hours. There was no 
order for the continuous infusion of heparin following the 
bolus.

The nurse pages the physician regarding this omission. 
When the physician arrives on the nursing unit, the nurse, 
again, informs him of the omission. The physician states 
he was not planning to order a continuous infusion of 
heparin. When the nurse questions this, the physician 
stated he did not want to use an infusion, only boluses. 
The nurse asks the physician if he had intended to use the 
heparin protocol and he says yes. The nurse reminds the 
physician the protocol requires a heparin bolus followed by 
continuous infusion, with the partial thromboplastin time 
being checked every six hours and heparin infusion then 
being adjusted accordingly.

The physician reiterates he was only going to use 
boluses. The nurse reminds the physician the half-life of 
heparin is only fifty minutes, but still the physician insists 
on boluses only. The nurse then suggests they contact the 
attending physician covering Ms. Weaver. Upon consulting 
the attending physician, the first physician wrote the order 
for continuous heparin infusion.

What errors do you identify in this case study?
The errors in the above scenario include:

• An incorrect medication arrived from the 
pharmacy. A dose of multivitamin solution, which 
was not ordered and appeared identical to the 
heparin vials appeared in the same plastic bag as the 
heparin vials. Even if the multivitamin solution had 
been ordered for Ms. Weaver (which it wasn’t in this 
case), it should be in its own plastic bag with its own 
label. Individual medications, especially medications 
that appear identical, should be separated and 
clearly labeled.

• The continuous infusion of heparin was not 
ordered. There was a lack of knowledge on the part 
of the physician as to the heparin protocol and the 
characteristics of heparin. Without the continuous 
infusion heparin, the boluses would not have been 
effective in achieving therapeutic anticoagulation. 
Without the continuous heparin infusion, the 
physician was not following the protocol.

• There is a failure of the physician to attend to 

the concerns voiced by the nurse regarding the 
continuous infusion of heparin. The nurse had 
to reiterate the heparin protocol a number of 
times, and still the physician would not order the 
continuous infusion. It was not until consulting the 
attending physician, at the request of the nurse, 
that the physician finally ordered the continuous 
infusion heparin.

Types of errors: Coding and Tracking. There are a 
number of methodologies to track and code errors being 
used. Become familiar with your employer’s methods so 
that you may be better prepared to recognize and report 
errors. There may be a separate committee that tracks 
medication errors, or it may be part of a safety committee 
or risk management committee to undertake such tasks. 
Ask for in-service education if you have not already become 
acquainted with your facility’s system for tracking and 
coding errors. By classifying errors, it gives us more and 
better opportunities to manage the errors and work towards 
error proofing our systems.

A first step is to identify the error as an active or latent 
error. Active errors are defined as the type of incident 
that is the result of non-compliance with a procedure. 
For example, not identifying the patient correctly before 
administering medication would be an active error. 
The healthcare professional was not compliant with the 
procedure of checking the patient’s wrist I.D. bracelet and 
asking the patient to state their name. Thus, the wrong 
medication was administered to the patient.

Active errors are usually made by those on the 
front lines of healthcare to include nurses, physicians, 
pharmacists, patients, and/or family members. Active 
errors are sometimes labeled as unsafe acts. Latent errors 
involve problems within the system. Often latent errors 
are longstanding problems, hidden in the system. Often 
it is not until an active error occurs that the latent error 
gets recognized. Latent errors often involve policies, 
communication errors, and managerial decisions. An 
example of a latent error would be when a pharmacy stores 
the boxes of 1:1000 U concentration of heparin vials right 
next to the box of 1:10,000 U concentration of heparin vials. 
The vials are the same 10-mL size with similar labeling.

The Agency for Healthcare Research and Quality (AHRQ) has 
identified several categories for classifying errors. Many 
facilities have adopted these categories to identify and 
code their errors. By using a standard method, facilities 
can compare their errors with other facilities using the 
same classification system. This can also lead to sharing of 
ideas and suggestions to solve problems amongst healthcare 
providers. The categories from AHRQ are as follows:

• Communication problems, both verbal and/or 
written communication along all levels of healthcare 
providers in various settings.

• Inadequate flow of information, the need for 
information to appropriately care for and manage 
the patient through the continuum of care.

• Human problems that include the lack of 
appropriate clinical knowledge, failure to follow 
policy and procedures.

• Patient related issues such as lack of appropriate 
patient education or lack of access to medications 
and treatments.

• Organizational knowledge transfer that includes 
lack of appropriate orientation, staff development, 
education and training.

• Staffing patterns such as inadequate staff and 
supervision can contribute to situations that are at 
high risk for medical errors.

• Technical failures such as medical equipment 
failure or occurrence of errors related to poor 
design or medical equipment.

• Inadequate policies and procedures or lack of 
procedures to guide the delivery of care.

Remember the previous case study with the physician 
who did not write the order for the continuous heparin 
infusion? What categories of errors occurred in that 
scenario? There was a communication error in that he did 
not write the order. There was a human problem in that 
he did not follow the heparin protocol and it was certainly 
questionable as to his level of clinical knowledge regarding 
heparin when he wanted to pursue the anticoagulant 
therapy with only heparin boluses. There were further 
human problems on the part of the pharmacy when 
they dispensed the wrong medication (the multivitamin 
solution). While we don’t know for sure, there may have 
been a problem with inadequate policies and procedures 
in dispensing medications. All the vials were sent from the 
pharmacy in one plastic bag. Shouldn’t there be a policy 
that separate medications should be in their own separate 
bags?

Besides categorizing the errors using the AHRQ 
classifications, it is also important to identify and classify 
the level or type of error. The level of error described the 
outcome for the patient. Levels of errors defined by the 
American Society of Hospital Pharmacists (ASHP) are as 
follows:

 Level 0: A potential for error occurred, but was 
caught and corrected before it got to the patient. 
Some facilities call these “near misses.”

 Level 1: An error has occurred, but did not harm the 
patient. No further patient monitoring was required 
at the time. 

 Level 2: An error occurred and resulted in the need 
for increased patient monitoring, but there was no 
harm to the patient or changes in his or her vital 

signs.
 Level 3: An error occurred that resulted in the need 

for increased patient monitoring with changes in his 
or her vital signs, but there was no ultimate harm to 
the patient, or any error that resulted in the need for 
increased laboratory monitoring, but no ultimate 
harm to the patient.

 Level 4: An error occurred that resulted in the 
need for treatment with another medication or an 
increased length of stay, or that affected patient 
participation in an investigational drug study.

 Level 5: An error occurred that resulted in 
permanent patient harm.

 Level 6: An error occurred that resulted in patient 
death.

Thinking back to our heparin case study, what level(s) 
of error occurred in that scenario? The level of error 
that occurred is Level 0. All the errors were caught and 
corrected by the nurse. Ultimately, no harm was done to 
the patient.

In our next section, we will be further investigating and 
analyzing medication error case studies. It is hoped that by 
examining these case studies it will create an awareness of 
potential errors we might make and how we can prevent 
them. We will be putting into use information we have 
discussed in the first half of this educational activity. The 
case studies actually occurred. These are real patients and 
real nurses. Names and identifying information have been 
masked to preserve confidentiality.

Investigating Medication Errors
The Case of the Blue Hand

A twenty-six year old woman was admitted to the hospital 
to treat an abscess on the right side of her neck. She will be 
receiving IV antibiotics. She has a past history of systemic 
lupus erythmatosis, a suspected bleeding disorder that was 
not named, and Raynaud’s syndrome. She was prescribed 
Konyne (clotting factors 5, 7 and 9) via IV to treat the 
suspected bleeding disorder. To treat the pain associated 
with the right neck abscess, the following pain medications 
were ordered:

* Tylenol (acetaminophen), 650 mg orally every 4 to 6 
hours as needed for mild pain.

* Percocet 5 (5 mg oxycodone and 325 mg 
acetaminophen), one to two tablets orally every 4 to 
6 hours as need for moderate pain.

* Demerol (meperidine) 50 mg and Vistaril 
(hydroxyzine) 25 mg Intramuscularly, every 4 to 6 
hours as needed for severe pain.

The following is the sequence of events, as they appeared 
in the nurses’ notes, which occurred on her second day of 
admission.
3 PM Patient complained of pain in her left arm, 

Tylenol 650 mg was administered.
4 PM An IV was restarted in the left thumb.
8 PM  Patient complaining of tingling of the left arm 

and fingers, IV is patent, no swelling noted.
10 PM Patient complaining of pain in the left hand and 

arm, IV patent. Slight swelling of the entire arm 
is noted. Cool to the touch and firm, slightly 
discolored. Radial pulse is present.

10:30 PM Dr. Blue is called. She prescribes Nitropast, 3 
inches to be rubbed on the left arm. Percocet 
5, two tablets given for complaints of pain. IV 
removed from left arm. B. Smith RN

12:45 AM Patient continues to complain of arm pain. Arm 
continues to be dusky colored. Lower arm and 
hand are swollen. IV is restarted in the right 
hand.

3 AM Percocet 5, two tablets given for left arm pain.
4 AM Left arm and hand continue to be swollen, 

elevated on a pillow. J. Brown, RN
8 AM Left arm is edematous, hand is highly swollen. 

Finger joints are highly swollen and spongy 
like, Skin is cool with a dusky color. Unable to 
palpate a radial pulse due to edema.

10 AM Crying, complaint of much pain in left arm. 
Demerol 50 mg and Vistaril 25 mg given IM for 
complaints of severe pain.

11:30 AM Some relief noted, but pain is not completely 
gone.

12 PM Dr. Blue is in to see the patient. A venous 
Doppler study is ordered. Morphine Sulfate 5 
mg IV every 4 to 6 hours as needed for severe 
pain is prescribed.

2 PM Morphine Sulfate 5 mg IV is administered for 
complaint of severe pain. Arm remains the 
same. Patient is transported to the vascular 
laboratory for the ordered venous Doppler 
study.

4 PM Returned from vascular laboratory. Left arm 
from shoulder to hand has major edema, is firm 
and two times the size of the right arm. From 
the elbow to the fingers the arm is pale purple/
blue in color and is cool to the touch. A. Grey, 
RN.

6:45 PM Morphine Sulfate 5 mg IV is administered for 
complaints of severe left arm pain.

8:20 PM Dr. Green, vascular consult, is in talking with 
patient regarding the results of the venous 
Doppler study which revealed a thrombus of her 
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left subclavian vein.
9:45 PM Patient was transferred to another hospital for 

subsequent thrombectomy followed by a left 
arm amputation at the shoulder. At the second 
hospital, it was determined the patient did not 
have any type of bleeding disorder.

Let’s analyze this case study. First of all, while we don’t 
know all of this hospital’s policies and procedures, we can 
identify some of the active and latent problems that exist in 
this case study. Take a moment to answer these questions

• What active and latent errors can be identified?
• In which categories do these problems fit? (AHRQ 

Categories)
• What level of error occurred here? (ASHP Levels of 

Errors)

Active errors:
• Konyne (clotting factors 5, 7 and 9) was prescribed, 

but there were no orders for any coagulation times 
to follow the administration of this medication. 
Furthermore, the bleeding disorder was only 
suspected, should any medication have been ordered 
to treat this “suspected” problem? This may indicate 
a human problem (lack of clinical knowledge, and 
failure to follow protocols), on the part of the 
physician. An organizational knowledge problem (Lack 
of education and training regarding policies and 
procedures) and an inadequate policies and procedures 
problem may exist if there is no policy or protocol 
giving guidelines for ordering coagulation studies 
when one is administering either coagulants or 
anticoagulants. 

 This would affect both the physician and nurses. 
There may also be a human problem (lack of clinical 
knowledge) on the part of the nurses regarding 
their knowledge of Konyne and the need to follow 
coagulation studies when administering this 
medication. If the nurses had a knowledge deficiency 
regarding the Konyne, they could have asked the 
physician and/or a pharmacist for information. In 
the absence of asking for information, this indicates 
a communication problem as well as a human problem on 
the part of the nurses.

• The pain medications (Tylenol, Percocet 5 and the 
Demeroal and Vistaril) were ordered for the right 
neck pain. The nurses were administering these 
medications for left arm pain. The nurses were 
not using the pain medications for the indicated 
reason on the orders. This constitutes a medication 
error. Furthermore, we are not sure if the nurses 
communicated to the physician the fact they were 
using the pain medications for the left arm pain. 
This would indicate a communication problem and 
possibly an organizational knowledge problem (lack of 
education and training) as well as human problems 
(failure to follow policies and procedures) on the 
part of the nurse. If they had communicated to 
the physician they were administering the pain 
medication orders to include the left arm pain, 
the physician then needed to change the pain 
medication orders to include the left arm pain as an 
indication for medication use.

• Nitropaste was ordered at 10:30 PM; however, 
there is no indication or reason identified for this 
medication. This also constitutes a medication error in 
that the order is incomplete (lacking an indication). 
Why did the physician prescribe this medication? At 
a later time, the physician stated she prescribed the 
Nitropaste, thinking the patient was experiencing a 
Raynaud’s syndrome problem. 

 The indication for the Nitropaste is that it is a 
vasodilator and would improve circulation to the left 
arm. The physician stated she did not communicate 
this to the nurses and the nurses stated that they did 
not inquire as to the indication for the Nitrospaste. 
Furthermore, the nurses stated they had no idea 
why the Nitropaste was being prescribed for this 
patient. The nurses stated they knew it was a “cardiac 
medication,” but that was all they knew about this 
medication. This creates not only a communication 
problem between the physicians and the nurses, it also 
points to a human problem (lack of clinical knowledge 
regarding the use of the Nitropaste) on the part of 
the nurses. Because of this lack of communication 
and lack of clinical knowledge, the nurses also 
failed to communicate with the physician when after 
applying the Nitropaste and the condition of the 
arm does not improve. 

 One would expect that after applying the Nitropaste, 
the arm would “pink up,” but instead, it remained 
dusky and the patient continued to complain of 
pain. All of this should have been reported to the 
physician, but was not. This, perhaps, could be 
identified as a human problem (again, lack of clinical 
knowledge), and an inadequate flow of information 
problem (information was not relayed to the physician 
to appropriately care and manage the patient).

Take a moment to answer these questions.
• What active and latent errors can you identify?
• Into which categories do these problems fit? (AHRQ 

Categories)
• What level of error occurred here? (ASHP Levels of 

Errors)

Latent Errors
• One possible latent error is the availability of 

stock medications on the nursing unit–a problem 
of inadequate policies and procedures. While this is 
often a convenience and may expedite obtaining 
medications for patients, it puts the nurse in the 
position of performing the pharmacy duty of 
dispensing medications. 

 Being a Sunday afternoon, the pharmacy may have 
been “closed,” but should there be a pharmacist 
available? Should the pharmacy be “open” even on 
the weekends? Should there be a policy whereby only 
a house supervisor has access to stock medications? 
If the facility were using a medication dispensing 
system, perhaps this medication error would not 
have been made, as the dispenser would not dispense 
that number of Haldol ampules at one time. 

• What other solutions would you suggest?

Active Errors
• Look at how the order for Haldol is written with the 

dosage being 5.0 mg. Did the nurse read this as 50 
mg due to the trailing zero after the decimal point? 
There is a saying, “Always lead with a zero, but never 
trail with a zero.” If a facility has adopted no trailing 
zeros as a policy, this constitutes a medication error in 
just the manner the order is written, let alone the 
fact the nurse administered ten times the ordered 
dose of the medication. This may also constitute a 
human problem on the part of the prescriber if they 
did not follow the policy of no trailing zeros.

• This is an experienced psychiatric nurse, who one 
would expect to be very familiar with a medication 
such as Haldol. In fact, this nurse stated she had 
given Haldol many times in her career. When 
questioned about the medication error, she stated 
she “didn’t know what she was thinking” when she 
made the error. She said she and her co-workers had 
been having a conversation and she had continued 
to listen to the conversation while procuring the 
Haldol for this patient. While there is probably not 
a lack of clinical knowledge problem here, there is a 
human problem in following policy and procedures. 
The nurse was allowing herself to be distracted; 
thus, she did not meet the goal of administering the 
correct dose to the patient.

• There were a couple of “red flags” the nurse missed. 
First of all, she opened five ampules of medication. 
Shouldn’t that have indicated to the nurse something 
was wrong? Most medications are packaged in the 
dosages we most commonly administer. Whenever 
one has more than one of something in your hands, 
we should double check what we are doing before 
we proceed. The nurse also drew up two syringes of 
the medication to administer. Isn’t this another “red 
flag”? How often have you ever given two injections 
of the same medication at the same time? This is a 
rarely occurring event and the nurse should, again, 
have caught herself and stopped before proceeding. 
However, she did not. Thus, again, failing to follow 
policy and procedure, which is a human problem.

• The patient commented he had never received “two 
shots” previously. Here is yet another “red flag” and 
the nurse chose to disregard the patient’s comments 
because he was in an agitated state. This constitutes 
a communication problem.

• What other active errors do you identify?

Level of Error for this case is also a Level 5. The patient 
sustained permanent harm as a result of this medication 
error.

The Case of the Too Busy Nurse
It is a Sunday afternoon in a busy ICU in a large inner 

city hospital. The nurse is a seasoned veteran of 25 years of 
ICU experience. A 48-year old woman is admitted with a six 
month history of intermittent vaginal bleeding. The patient 
reports she was feeling “cold and tired” and her husband 
convinced her to go the hospital today. On admission, it 
is noted her hemoglobin is 2.6. An IV started in the ER is 
patent in the back of her right hand.

The physician orders two units of packed red blood cells 
to be administered IV, each over a 1 to 2 hour period of 
time. The ICU nurses start the first unit of blood via the 
IV in the right hand. Vital signs are monitored according 
to policy. They are stable and the patient experiences no 
transfusion reaction. 

The patient’s blood pressure is 120/60, heart rate is 
72, her respiratory rate is 16 and she is afebrile. While the 
first unit of blood is transfusing, the physician also starts 
a right internal jugular IV on the patient. The ICU nurse 
then starts the second unit of blood while the first unit of 
blood is still transfusing into the right hand IV line. The 
patient’s vital signs remain stable; however, after a while, the 
nurse notices the patient’s right hand is blue and swollen. 
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• Look back at the case study and review the pain this 
patient is experiencing. The pain is escalating, the 
nurses are using more and more potent analgesics 
and the patient is still not receiving adequate pain 
relief. We have already addressed the issues of the 
nurses administering the pain medications for left 
arm pain when they were indicated for right neck 
pain. But, wouldn’t one expect to see the patient 
obtain pain relief with these medications? Thus, 
when the outcome was not obtained, it should 
have been communicated to the physician? Here is 
another communication problem and inadequate flow of 
information problem.

• The condition of the left arm is deteriorating in spite 
of the Nitropaste, pain medications, elevating it on a 
pillow and discontinuing the left thumb IV. Shouldn’t 
have all this information have been communicated 
to the physician? Here again is a communication 
problem and inadequate flow of information problem. 
Had the nurses communicated the condition of the 
left arm to the physician after the patient received 
the Nitropaste, perhaps there would have been 
a happier outcome for this patient. When asked 
about why there was no follow up with the physician 
after applying the Nitropaste, the nurses stated the 
physician already knew the condition of the arm. 
They had followed her order for the Nitropaste and 
felt they did not need to communicate further with 
this physician.

• What other active problems can you identify?

Latent Problems. Again, we don’t know all the policies 
and procedures for this facility, but here may be some of 
the possible latent problems in this case.

• When questioned about why the nurses did not 
inquire about the indication for the Nitropaste, 
the nurses stated they didn’t communicate much 
with this particular physician because “she didn’t 
communicate much with us.” Furthermore, the 
nurses stated they might “get into trouble if they 
questioned a physician too much or if they called 
physicians late at night too often.” 

 Perhaps there are institutional cultural issues here. 
If nurses are, indeed, punished for questioning 
orders or “bothering” a physician in the middle 
of the night, what kind of safety culture exists in 
this hospital? Are nurses being punished here for 
trying to maintain an adequate flow of information 
and communication? Are they being punished for 
trying to improve their clinical knowledge by asking 
questions of the prescribing physician? If so, this is 
a huge latent problem this hospital must overcome 
if they are to make any significant improvement in 
preventing medication errors let alone improving 
over all patient care and outcomes.

• As it turns out, there was no protocol for ordering 
coagulation studies when prescribing either 
coagulants or anticoagulant therapy. Thus, there 
is the latent problem of inadequate policies and 
procedures.

• There may have also been the latent problem of 
inadequate supervision for the physician ordering 
the Nitropaste. This physician had been practicing 
medicine for only two years. Could there have been 
a more experienced physician with whom she could 
have consulted? This may indicate a staffing pattern 
problem.

• What other latent problems do you think may exist 
in this case?

The Level of Errors
Using the AHRQ levels identified earlier, this is a Level 

5 error. The error resulted in permanent patient harm–the 
loss of her left arm.

The Case of the Not So Busy Nurse
It is a Sunday afternoon and two of the patients assigned 

to this nurse have been discharged. She only has two 
patients under her care for the remainder of the day shift. 
The nurse has 15 years of psychiatric experience. She works 
in a hospital on an acute psychiatric nursing unit. She 
is caring for a 45-year-old man, who has been admitted 
for treatment of schizophrenia. The patient has no other 
healthcare problems.

Haldol (haloperidol) 5.0 mg is ordered intramuscularly 
every six hours as needed for agitation. She notes the 
patient is becoming quite agitated and in spite of other 
interventions, she appropriately determines he needs 
Haldol. The nurse proceeds to obtain five ampules of 
Haldol from the unit’s stock medications. Each of the 
amupules contains 10 mg per mL, and each contains one 
mL of solution. She opens all five ampules and draws up 
two syringes of 2.5 mL of Haldol in each syringe. 

Upon seeing two syringes, the patient comments he’s 
“never had two shots before” She disregards the patient’s 
comments as she thinks he’s just agitated. She, then, 
proceeds to administer the Haldol to the patient in two 
injections. 

As a result of this dose of Haldol, the patient 
suffers permanent brain damage due to a medication 
encephalopathy. He now requires permanent institutional 
placement as he now has the mentality of a three-year old.
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The radial pulse is noted as being present, but the patient 
complains that the hand is numb and cold.

The nurse notices the blood transfusion is running very 
slowly through the right hand IV line. The nurse removes the 
first unit of blood from the right hand IV line, and transfers 
it to the right jugular line. Then she takes the second unit of 
blood from the right jugular line and transfers it to the right 
hand IV line. She states she did this because the right hand 
IV was running so slowly, and she wanted to finish the first 
unit of blood before finishing the second unit of blood.

Later that afternoon, shift nurse discontinues the right 
hand IV and notes the patient’s right hand is dark purple in 
color, the skin is cold and the patient is complaining of pain 
in the hand. The afternoon shift nurse notifies the physician 
regarding the condition of the hand. The patient undergoes 
a fasciotomy of the right hand in an effort to relieve tissue 
pressures caused by compartment syndrome. However, this 
does not salvage the hand and she, subsequently, undergoes 
amputation of half of the index finger and total amputation 
of the middle, ring and little fingers.  

Further investigation into this matter reveals the nurse 
had been working double shifts of mandatory overtime. In 
the past five days, she had worked three overtime shifts for 
a total of 64 hours. The nurse stated they were “always short 
staffed” and failure to work mandated overtime would result 
in “punishment and reprimands.” This nurse, normally, 
worked the night shift and during this particular day shift, 
she had three other patients under her care.

Take a moment to answer these questions.
• What active and latent errors can you identify?
• Into which categories do these problems fit? (AHRQ 

Categories)
• What level of error occurred here? (ASHP Levels of 

Error)

Latent Errors:
• There is a staffing pattern problem in this case when a 

facility requires the amount of mandatory overtime 
as occurred here. Current recommendations include 
limiting the number of hours of nurses to twelve 
hours in a 24 hour period and 60 hours in a seven 
day period. This nurse had worked 16 hours on three 
out of five days and had worked 64 hours in a five day 
period, clearly more than current recommendations.

• There may be organization knowledge problems in this 
hospital. Why are they always “short staffed” and 
why are nurses required to work an abundance of 
overtime? Perhaps this hospital should review its 
orientation, staffing, recruitment and retention 
policies. Is this a problem only on this particular 
nursing unit or are these hospital wide problems? 
Are only a handful of nurses working the majority of 
the overtime shifts? Is the overtime being distributed 
evenly among the ICU staff? Could the hospital use 
the services of a supplemental staffing agency to fill 
vacant shifts? What other solutions can you suggest?

• What is the hospital’s policy regarding a culture of 
safety? This may represent another organizational 
problem for this particular hospital.

• What other latent problems might exist here?

Active Problems
• There are a number of instances of problems in 

following procedures or human problems in this case 
study. In one instance, the nurse is administering two 
units of blood at the same time. Never, if ever, does 
one ever administer two units of blood simultaneously. 
There was no order to administer the two units of 
blood at the same time; thus, there is a medication 
error. 

• Another breach of procedure occurs when the nurse 
fails to discontinue the IV in the right hand when 
it clearly infiltrated. Perhaps the nurse failed to 
recognize the infiltrated IV because she was simply 
too exhausted from working so much over time. Plus, 
she normally worked the night shift and here she is 
working the day shift, a time she would normally be at 
home sleeping

Level of Error
Because the patient sustained permanent damage due to 

this error, this is a Level 5 error. To make matters worse, the 
patient was right hand dominant. 

The Case of the “It’s What the Doctor Ordered”
A 67 year old man, status post coronary artery bypass 

graft surgery, is admitted to the hospital to treat a substernal 
abscess he acquired postoperatively. The physician orders 
vancomycin hydrochloride 1000 mg IV every two hours to 
treat the wound infection. A wound culture is taken prior to 
beginning the vancomycin and results are pending.

The nurse, who has five years of experience in medical-
surgical nursing starts an IV in the patient’s left arm and 
states she will be bringing his medication. Upon returning 
to the room with the vancomycin, the patient asks what the 
medication is. She tells him it is vancomycin. The patient 
states he thought he had received vancomycin previously, 
and he developed a raised red, itchy rash over his entire body 
and that he was told he was allergic to the medication.

The nurse stated, “Don’t worry. Your doctor wouldn’t 
order anything for you to which you are allergic. This is what 
the doctor ordered for you.” The nurse is paged to come to 

the desk to take a phone call, but before leaving the room, 
she proceeds to start the vancomycin via an IV infusion 
pump. Within minutes, the patient turns bright red, is 
itching all over and activates his call light.

Upon entering the room, the nurse finds the patient 
on the floor, not breathing and with pulse. She initiates 
resuscitation and calls for the Code Team. The patient 
was never able to be resuscitated and is pronounced dead. 
During the code, the vancomycin IV piggy-back was found 
to be completely empty. The tubing cassette had not been 
loaded into the infusion pump correctly and had been in a 
“free flow” mode. It is estimated the patient received the full 
dose of vancomycin within just a very few minutes instead of 
over a full hour (at a minimum).

Take a moment to answer these questions.
• What active and latent errors can you identify?
• Into which categories do these problems fit? (AHRQ 

Categories)
• What level of error occurred here? (ASHP Levels of 

Errors)

Latent Errors
• We don’t know the policies and procedures of the 

physicians and pharmacy in this hospital, but both 
the physician and pharmacy contributed to the 
medication error made in this case by prescribing 
and dispensing a medication to which the patient 
was allergic. Perhaps if the hospital had been using a 
computer physician order entry system, it would have 
flagged the error before it even was sent to pharmacy. 
If the pharmacy had been following its procedures 
for screening for medication allergies, again, the 
error may have been caught before the medication 
was dispensed to the nursing unit. It is difficult to 
clearly identify whether these are human problems, 
communication problems or organizational problems.

Active Errors
• There are human problems (failure to follow policies 

and procedures) in this case study when the nurse 
fails to listen to the patient’s concerns about being 
allergic to the vancomycin. The nurse should have 
stopped and double checked the patient’s allergies. 
If she had, she would have found the vancomycin 
allergy documented on the medical record. Another 
human problem (failure to follow procedure) exists when 
the nurse starts the vancomycin and immediately 
leaves the room to take a phone call. Perhaps she 
was distracted by the phone call, but shouldn’t 
she have stayed at the bedside to monitor the IV 
infusion of vancomycin and make sure it was infusing 
appropriately before leaving the patient’s room? 
Further, had she stayed to monitor the infusion, 
she would have seen the pump was not loaded 
appropriately (failure to follow procedure) and could 
have corrected the situation. This also constitutes 
a technical failure (either equipment failure and/or 
poor design), as the pump did not sound an alarm 
when the cassette was not loaded correctly. Thus, 
when the nurse opened the roller clamp on the IV 
piggy back, it left the vancomycin in a free flow mode. 
The vancomycin was infused over just a few minutes 
versus the minimum of one hour. This constitutes 
another human problem (failure to follow a procedure) 
by infusing the medication over too short a period of 
time.

• What other active problems can you identify?

Level of Error: Because this patient died as a result of 
receiving a medication to which he was allergic and it was 
infused over too short of a period of time, this is a Level 6 
error.

Suggestions for Error Proofing 
Medication Administration

We are human and we continue to make errors. It is 
hoped we can reduce the number of errors we do make 
and reduce the damages to patients. Hopefully, as more 
healthcare facilities adopt a culture of safety and abandon 
the culture of blame, we can more fully recognize the 
amounts and types of errors made and can work towards 
eliminating as many as possible. As we discussed some 
suggestions for error proofing medication administration, 
think about your own practice. What have you done? What 
has your facility done to reduce errors? Do you work in an 
environment that promotes safety and views errors as a way 
to learn and grow? Or do you work in a culture of blame and 
reprimands?

Ideas for Nurses
• Recognize medication errors and report all 

medication errors you do recognize.
• Review the patient’s medications with respect to 

patient outcomes, possible medication duplications 
and drug interactions.

• Verify and assure all medication orders are complete 
before administering any medications.

• Verify the Seven Rights of Medication Administration.
• If there are any questions about any medication, 

the questions should be resolved before proceeding 
to administer the medication. It is better the 
patient receive the medication later, than receive a 
medication in error.

• Double check dosage and flow rate calculations 

with another person, especially if standard dose 
concentration or dosage charts are not available.

• Do not circumvent the medication delivery system 
by “borrowing” medications from one patient to 
administer to another patient.

• If there is a question about a large volume or number 
of dosage units, i.e, more than two tables, for a single 
patient, verify the order.

• If using infusion pumps, be sure to understand their 
operation.

• Talk with patients to ascertain they understand 
their medications and their indications. If a patient 
questions a medication, verify the order before 
administering the medication.

• Be aware of how many hours one is working within a 
shift or seven day period of time.

• Use only acceptable abbreviations; do not use any 
trailing zeros when transcribing dosages.

• Do not guess or assume what a prescriber meant 
to write in an order. If it is incomplete, contact the 
prescriber.

• Know your facility’s policies and procedures regarding 
medication administration.

• With another nurse, double check any high risk 
or error prone medications and dosages before 
administrating.

• Stay abreast of new developments in error 
proofing medication administration and consider 
incorporating these developments in your practice.

• Work with the pharmacy to reduce or eliminate the 
need for floor stock medications.

Ideas for Patients and Their Caregivers
• Make sure you understand what your medications are, 

what they look like, what they are used for, and how 
they are taken.

• Make sure you can read package labeling. If you can’t, 
request the pharmacy label it in a manner in which 
you can read it.

• If you have great difficulty opening pill containers, 
request the medications be placed in containers you 
can open.

• If you can’t read a prescription given to you by your 
prescriber, ask that they print it and spell out any 
abbreviations so that you can understand it.

• When obtaining your prescription from the pharmacy, 
be sure the label reads just as the prescriber ordered. 
There are many drug names that are similar and it is 
easy to mistake one medication for another.

• If a generic mediation has been used to fill your 
prescription, ask the pharmacist for a list of all brand 
and generic names for this medication.

• Make sure the pills or capsules look like the 
medication you usually take. If the pills appear to be a 
different color, question the pharmacist before taking 
any of the medication.

• Ask for and read printed information about your 
prescriptions. Know the side effects and what 
follow up test may be necessary while taking your 
medications.

• Know how long you will need to be taking the 
medication.

• Know what to do if it seems the medication is not 
working for you.

• Know how and when to take the medication.
• Tell your prescriber, nurse and pharmacist about any 

over-the-counter medications, vitamins, mineral and/
or herbal supplements you take.

• Keep a list of all medications, including over-the- 
counter and supplements, and allergies and take this 
list to any medical appointment. It is also a good idea 
to keep this list in your wallet in case of an emergency.

• If you find an error has been made, bring it to the 
attention of your prescriber, nurse and pharmacist.

• If anything doesn’t seem right to you, ask, ask, ask!

High Tech Solutions
Borrowing from grocery store technology, many facilities 

have begun to use bar code readers. The readers are coded 
with the patient’s identification wristband, and the patient’s 
prescribed medications. If an error is about to occur, such as 
the wrong dose, the bar code reader alerts the nurse because 
the bar codes will not be a match between the medication 
and that particular patient. Of course, bar code readers are 
only good in preventing errors if we use them correctly and 
consistently. Plus, all data such as patient identification and 
prescribed medications have to be entered into the system 
correctly. The Veteran’s Administration Medical Centers 
were some of the first healthcare institutions to use bar 
code readers, and they have had great success in reducing 
medication errors.

Computerized physician order entry (CPOE) systems are 
also gaining in popularity. Instead of the physician hand 
writing the order, the physician simply enters the medication 
order directly into a computer. This eliminates any hand 
writing legibility issues as well as any transcription errors that 
are likely to occur. Furthermore, the orders are sent directly 
to the pharmacy for quicker dispensing of the medications to 
the nursing units. An added benefit of some computerized 
physician order entry systems is that if the prescriber makes 
an error, say in dosage, it is “red flagged” at the time the 
order is being written. 

The prescriber would be alerted to the error, and then 
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has an opportunity to correct the error before it is sent to 
the pharmacy. Or, if the prescriber desires to order a dose 
that is out of the standard range, they have to go into an 
override mode in order to proceed with that particular 
medication prescription. Many computerized physician 
order entry systems will not allow any incomplete orders to 
be sent to the pharmacy. If an order is not complete, the 
missing information is highlighted and again, the prescriber 
has an opportunity to complete the order. Expense and 
creating such complex systems are two major drawbacks 
to the computerized physician order entry systems. It will 
be interesting to see these systems evolve as we gain more 
and more technology to handle the complex issues of 
medications.

Every day new medications are entering the market. 
Patents expire on existing medications, only for us to see a 
flood of new generics for that medication. We discover new 
uses for medications. How do we, as healthcare professionals, 
keep up with this massive inflow of information? In some 
institutions, healthcare professionals are supplied with 
hand held computers such as PDA’s or Blackberry devices 
into which medication information has been downloaded. 
The prescriber can, then, consult the device and obtain 
information regarding the medication they are about to 
prescribe.

Of course, this technology is only as good as the extent 
to which it is used. If a prescriber doesn’t consult the 
information, they may still find they can make errors. The 
quality of information downloaded into the device itself is 
also an issue. Is it the most up-to-date information? What is 
the source of the information? In some instances, facilities 
have established their own formulary “on-line” that can be 
consulted by any healthcare professional. Again though, any 
of these devices are expensive as well as one has to take into 
consideration the cost of maintaining “on-line” information.

Some facilities are using medication-dispensing machines, 
similar to vending machines. These machines dispense only 
the doses, routes and medications ordered for the patient, 
and only at the time the medication is needed. Usually, 
the patient’s medical identification number is entered into 
the machine to obtain the needed medications. If another 
medication is needed, there are override methods for 
obtaining stat medications or one time only medications. 
This is relatively new technology. It is not error-free at this 
point, but it will be interesting to see how this technology 
evolves in the future.

Low Tech Solutions
Cost certainly is an issue when any new technology 

is mentioned. Not every facility has the budget for the 
technological advances that are being made at this time. 
However, there are many things that can be accomplished 
without the aid of the latest technological wonder. Let’s 
explore just a few of these low tech items.

Remember the Woman and Children’s Hospital 
of Buffalo? They did not have the money to explore a 
computerized physician order entry system. They simply 
redesigned their physician order sheet and had significant 
improvement in delivery medications to patients and 
minimizing errors. What forms might your facility 
consider redesigning to help error proof medication 
administration? Could there be changes to the medication 
administration record that would assist the nurse and at 
the same time, minimize errors? Think about all the times 
you’ve said to a colleague, “If our medication sheet only had 
_______________ on it, it would be so much easier.” Pay 
attention to those types of comments, discuss them at staff 
meetings. You might just have a great solution to an on-going 
problem!

What protocols, policies and procedures do you need? 
If there are consistent problems occurring with certain 
types of medications, does your facility need a protocol to 
guide the administration of that medication to minimize 
errors? Look at the types of medication errors occurring in 
your facility or on your unit. Again, discuss these with your 
colleagues, physicians, and pharmacists. What solutions can 
be developed? If you are struggling with certain error prone 
medications, chances are so are others. What abbreviations 
are being used in your facility? Which abbreviations 
are contributing to errors? What is on your acceptable 
abbreviation list?

What protocols, policies and procedures are in place 
guiding the practice of overtime hours in your facility? 
Remember the new thinking in healthcare, adopted from 
the trucking and airline industries, is that no one be allowed 
to work more than twelve hours in one day and none more 
than sixty-four hours per week. Is there a plan to distribute 
overtime evenly and fairly among all staff? Do you always say 
yes to overtime, when perhaps you should not?

Has your facility adopted a Culture of Safety, or are your 
employer and colleagues still playing the Blame Game? 
While you, as an individual, may not be able to change 
the culture of your employer single handedly, you can role 
model and incorporate a culture of safety in your own daily 
practice and in mentoring and nurturing colleagues. As we 
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saw earlier at Women and Children’s Hospital of Buffalo, the 
Culture of Safety began with the leadership of the facility. 
Without that leadership stance, they probably would not 
have been as effective in reducing the number of medication 
errors.

If an online drug formulary is not available to you to 
consult regarding medications, from where do you obtain 
drug information? Does your unit have an up-to-date drug 
reference book? Or is the PDR (Physician’s Desk Reference) 
from 1978? Do you have access to nurses’ drug references? 
Are they up-to-date or the latest editions? Do you have access 
to a pharmacist to consult with regarding medications? 
Do you consult nurse colleagues with your questions about 
medications? Do you ask question of the prescriber when you 
don’t understand an order or an indication for a medication? 
Or do you work in a culture that penalizes nurses for 
“bothering” physicians too much? 

Does your pharmacy supply you with ample information 
about medications? For example, does your pharmacy 
routinely label a generic medication as an equal substitute for 
the name brand medication? If the order, normally, would 
have been filled with one tablet, but due to supply issues, 
the pharmacy had to send three tablets, do they label the 
substitute as such? If it is a new medication in the facility’s 
formulary, is information sent to the nursing unit along with 
the new medication? Pharmacists are the experts regarding 
medicines. Are they supplying you with the information you 
need to deliver medications to patients as efficiently and 
error-free as possible? How could the pharmacy assist you? 
Are you asking for those services from the pharmacy?

When new medications, protocols or medication delivery 
devices are instituted, do you receive adequate in-service 
education? Is it offered? Do you attend the session? Are the 
sessions available on videotape, DVD or online if you were 
not able to attend a live session? If you are not able to attend 
in-service sessions, are the instruction manuals for new 
devices available for you to consult? Do you give your honest 
input when education department personnel ask for topics 
of interest and/or need? What do you do to keep yourself 
current in practice?

What other items can you think of that would help 
you in your daily practice and error proof medication 
administration? What will medication administration systems 
look like in the future? Hopefully, we may some day achieve 
a nearly error free system! It is the hope that this module has 
stimulated your thinking about medication errors and given 
you pause to consider your own nursing practice.
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Post Test and Evaluation Form – Are You Prepared to Prevent Medication Errors?
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.

Please allow 2-4 weeks for processing.

Name: ___________________________Final Score: _____

Please circle one answer.

1. The IOM study of 1999 helped us realize the scope 
of medication errors.
a. True
b. False

2. Competent healthcare providers do not make 
mistakes.
a. True
b. False

3. Errors are opportunities to fix system problems.
a. True
b. False

4. A key step to adopting a Culture of Safety is that 
leadership assumes an active role in the cultural 
change.
a. True
b. False

5. The Five Rights of Medication Administration are 
goals, not procedures.
a. True
b. False

6. The correct indication and correct documentation, 
added to the Five Rights complete the Seven Rights 
of Medication Administration.
a. True
b. False

7. Interruptions and distractions do not contribute to 
medication errors.
a. True
b. False

8. Knowing why a medication is ordered or indicated 
may help reduce medication errors.
a. True
b. False

9. Nurses are so used to correcting errors, we often 
do not even recognize them.
a. True
b. False

10. Becoming familiar with your employer’s 
medication error tracking methods will help you 
recognize errors when they occur.
a. True
b. False

11. Latent errors are made on the front lines of health 
care.
a. True
b. False

12. Human problems may include a lack of clinical 
knowledge.
a. True
b. False

13. Communication problems may include written or 
verbal communication. 
a. True
b. False

14. Staffing problems may contribute to medication 
errors.
a. True
b. False

Evaluation and Registration Form
1. Were the following objectives met? 

a. Identify the Seven Rights of Medication Administration Yes_________  No ________
b. Identify types of problems and level of errors that can occur in
 medication administration. Yes_________  No ________
c. List strategies nurses might use to assist in error proofing Yes_________ No ________
 medication administration.

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?

Registration Form – Are You Prepared to Prevent Medication Errors?

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 visiting www.ohnurses.org and clicking 
on “Continuing Education” for a full study list and order form.

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 visiting www.ohnurses.org and 
clicking on “Continuing Education” for a full study list and order form.

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.: __________________________

15. A level 0 medication error is sometimes called a 
“near miss.” 
a. True
b. False

16. A level 4 error results in the patient’s death.
a. True
b. False

17. Trailing zeros should always be used when indicating 
doses of medication.
a. True
b. False

18. Nurses don’t need to listen to patient’s concerns 
about medications.
a. True
b. False

19. It is all right to work more than sixteen hours in a 
twenty four hour period.
a. True
b. False

20. Nurses should not work more than sixty four hours 
in any seven day period.
a. True
b. False

21. It is better to administer a medication on time and 
resolve any question you have later.
a. True
b. False

22. It is OK to borrow medication from one patient to 
use for another patient.
a. True
b. False

23. Always lead with zeros, but never trail with zeros in 
indicating doses.
a. True
b. False

24. There are many things, including maintain an up 
to date list of medications, patients can do to help 
prevent medication errors.
a. True
b. False

25. Healthcare has borrowed ideas from other 
industries in error proofing medication 
administration.
a. True
b. False

26. Cost is a drawback to using some high tech 
solutions for error proofing medication 
administration.
a. True
b. False

27. Any solutions, whether they are high tech or low 
tech, are only as good as the extent they are used.
a. True
b. False


